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EXECUTIVE SUMMARY
Researchers at Morehouse School of Medicine’s 
(MSM’s) National Center for Primary Care (NCPC), 
in partnership with the United Health Foundation, 
conducted the Digital Health Tools Study (DHTS) 
from October 2019 to July 2021. The DHTS assessed 
adoption and use of digital health tools by more than 
1,200 primary care clinicians working in underserved 
communities in four Southeastern states: Georgia, 
Kentucky, North Carolina, and Tennessee. The study 
found the following related to clinicians’ use of 
telehealth:

 ▶ Nearly two-thirds (66%) of primary care clinicians in these Southeastern U.S. states reported 
using or planning to use telemedicine in their practice

 ▶ Almost 80 percent of primary care clinicians using telehealth reported implementing it 
because of the COVID-19 pandemic

 ▶ Over half (52%) of primary care clinicians who were using telehealth reported that their first 
use of telehealth was during the pandemic

 ▶ Primary care clinicians in the Southeastern U.S. who used telehealth were more likely to be 
younger, non-physician, specializing in family medicine, and working in a federally qualified 
health center (FQHC). They were also more likely to be full owners rather than employed by 
the FQHC and were less likely to participate in a quality payment program.

Widespread federal and state policy changes during the COVID-19 public health emergency (PHE) 
served as catalysts for rapid adoption and improved access to telehealth in primary care practices 
in the Southeastern U.S., especially for clinicians serving racial and ethnic minoritized populations 
and rural communities. Increased adoption of telehealth provided opportunities to make telehealth 
access more equitable, though sustaining its use requires overcoming existing challenges due to 
cost and integration of telehealth into clinical workflows. Policy and practice changes are needed 
beyond the COVID-19 PHE to sustain and maximize the equity impact of telehealth in primary care 
practice moving forward. These changes include nationwide expansion of audio-only telehealth 
services; continued expansion of the originating site and geographic locations; investments in 
broadband and telecommunications infrastructure; and payment parity.

This project was funded in partnership with the United Health Foundation.

Rapid Adoption of 
Telehealth by Primary Care Clinicians in 
Southeastern U.S. States During the COVID-19 Pandemic

“As telehealth rapidly expands and 
ensures access to care even when 
primary care practices are closed 

and people are self-isolating, many 
older Americans, low-income 

families, rural communities, and 
racial and ethnic minorities are 

unable to access care and suffering 
from the consequences of delayed 

treatment.”  
 
 

NASEM Report: “Implementing High-Quality Primary 
Care: Rebuilding the Foundation of Health Care”
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Telehealth is the use of electronic information and 
telecommunications technologies to support long-distance clinical 

health care, patient and professional health-related education, 
public health and health administration.2 Technologies include 

videoconferencing, the internet, store-and-forward imaging, 
streaming media, and terrestrial and wireless communications. 
Telehealth’s broad scope includes remote health care services, 
including telemedicine which refers to the provision of clinical 

services through digital technology.
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Telehealth1 is an important mechanism for improving access to care for rural and underserved 
populations—defined as people facing health, financial, educational, and/or housing disparities, making it 
difficult to get health coverage and basic health care services3—and minority communities.4,5 Despite early 
uses of hospital-based telehealth since the late 1950s,6 clinician and patient adoption of telehealth was low 
prior to the COVID-19 public health emergency (PHE).7 Less than a third (28%) of physicians nationwide 
in 2019 used telehealth, according to the American Medical Association (AMA).8 Patient portal messaging 
features, email, texting, and other clinician messaging services were the digital health tools most used by 
patients in 2019, with only four percent of US adults reporting use of videoconferencing for health care 
appointments.9

INTRODUCTION

THE DIGITAL HEALTH TOOLS STUDY 
(DHTS)

Participating primary care clinicians: Family 
medicine, general internal medicine, general 
practice, pediatrics, geriatrics, obstetrics/
gynecologists, nurse practitioners, physician 
assistants, and certified nurse midwives

Participating States: Georgia, Kentucky, North 
Carolina, and Tennessee

Digital Health Tools: Telemedicine, home/
remote monitoring, patient portal, health 
information exchange, electronic health 
records, prescription drug monitoring 
programs, wearable devices, mobile 
applications, and other technologies used in 
health care settings 

Data Collection:
 ▶ Digital Health Tools Survey: 1,215 primary care 

clinicians
 ▶ Focus groups: 7 focus groups consisting of 25 

total primary care clinicians
 ▶ Time frame: October 2019 to July 2021

Researchers at Morehouse School of Medicine’s 
(MSM’s) National Center for Primary Care (NCPC), 
in partnership with the United Health Foundation, 
launched the Digital Health Tools Study (DHTS) in 
2019 and completed data collection in July 2021. 
The DHTS builds on prior research conducted by 
the NCPC, which highlights the disproportionate 
impact of the pandemic on racial and ethnic 
minoritized and other socially vulnerable 
communities10,11,12,13, as well as limited adoption 
of digital health tools by primary care clinicians 
serving these communities.14 Prior to the COVID-19 
PHE, electronic health record (EHR) adoption 
lagged by clinicians in small primary care practices 
and among clinicians serving predominantly 
Medicaid populations,14 and use of telehealth 
among Medicaid enrollees remained low.15 These 
disparities and gaps in adoption and use of digital 
health tools among primary care clinicians that 
serve racial and ethnic minoritized populations 
may exacerbate existing health inequities in health 
care access and outcomes.

The DHTS assessed adoption and use of digital health tools by primary care clinicians working in 
underserved communities in four Southeastern U.S. states: Georgia, Kentucky, North Carolina, and 
Tennessee. The southern region of the United States is racially and ethnically diverse—people of color make 
up 42 percent of the population—and people are more likely to experience poor health outcomes and 
chronic diseases, as well as have more limited access to health care coverage and services.16 Over a third of 
Georgia residents identify as Black,17 and 41 percent of residents in Kentucky live in rural areas.18 Georgia, 
Kentucky, North Carolina, and Tennessee were all ranked among the 20 worst performing states in terms of 
overall health system performance prior to the PHE, and all performed below the U.S. average in health care 
access and affordability.19 All four states ranked below the all-group median for health system performance 
for Black and Hispanic populations.20 In addition, many individuals in these four states lack access to 
internet and needed technology at home (Appendix Exhibit A).

In understanding adoption of telehealth by primary care clinicians in these states, the DHTS highlights 
opportunities to make telehealth access more equitable among racial and ethnic minoritized and rural 
communities served by clinicians.

 1The terms telehealth and telemedicine are used throughout the report to reflect the way corresponding questions were framed 
in the survey and according to the framing of findings within research literature.
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Federal and state policies expanded access to telehealth for clinicians and patients during the COVID-19 
PHE. The Secretary of Health and Human Services (HHS) waived Medicare telehealth payment 
requirements around originating sites and restrictions on audio-only telehealth services, expanding 
telehealth beyond rural sites.21 HHS also increased flexibility for allowable telehealth technologies 
previously restricted by the Health Insurance Portability and Accountability Act (HIPAA).22 The Consolidated 
Appropriations Act of 2021 (CAA) and American Rescue Plan Act of 2020 expanded telehealth services to 
behavioral health23 and loosened restrictions around prescription of controlled substances.24 The Centers for 
Medicare and Medicaid Services (CMS) expanded telehealth services covered by Medicare fee-for-service 
(FFS) and granted states authority to make similar changes to Medicaid and the Children’s Health Insurance 
Program (CHIP).25 Exhibit 1 summarizes changes to telehealth policies during the PHE.

BACKGROUND

EXHIBIT 1: TELEHEALTH POLICY CHANGES DURING 
THE PUBLIC HEALTH EMERGENCY

States implemented new requirements for coverage of telehealth services, waived or limited cost sharing 
for patients, required reimbursement parity for telehealth and in-person services, and expanded options 
for delivery of telehealth services, including the four Southeastern U.S. states in the DHTS (Appendix Exhibit 
B).26 They also increased access to audio-only visits and relaxed state-level restrictions around clinician 
licensing.24 Some commercial insurers voluntarily reduced or eliminated cost sharing, broadened coverage, 
and expanded telehealth clinician networks.24 

Adoption and use of telehealth accelerated during the COVID-19 PHE. Telehealth claims nationwide rose 
more than 12-fold, to over 12 million in mid-April 2020 from less than 1 million in December 2019.27 Telehealth 
visits reported by four of the largest telehealth clinicians increased by 50 percent during the first quarter of 
2020 compared with the same period in 2019.28 Telehealth claims in private insurance rose 2,980 percent by 
September 2020 compared with the same month in 2019.29 Medicare Part B visits conducted via telehealth 
increased 63-fold in 2020 to 5.3 percent from less than one percent in 2019.30 Over 12.1 million Medicare 
beneficiaries–over a third (36%) of people with Medicare fee-for-service (FFS)–received a telemedicine 
service between mid-March and mid-August 2020.25 Services delivered via telehealth increased more than 
20-fold in Medicaid and CHIP between February and April 2020.31 This increase also coincided with a steep 
decline in in-person visits driven by temporary moratoria on elective health care services32 and individual 
decisions to delay or avoid care.33,34,28 
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Telehealth can increase access to care, improve quality of care, and reduce health costs;35 however, there 
are disparities in its use based on age, income, race/ethnicity, health and digital literacy, and English 
proficiency.36 Individuals identifying as older, Black, and with lower levels of education were more likely to 
report their health care clinicians did not offer telehealth or they were not knowledgeable on how to use the 
technology in 2020, prior to the PHE.9 

Recognizing that digital health tools, including telehealth, could facilitate care continuity during the PHE, 
the DHTS sought to understand whether the clinicians serving these communities have the tools and 
resources they need to provide high-quality and equitable care that is accessible to all. This brief presents 
findings from the DHTS around clinicians’ use of telehealth.

“As made clear by patients’ experiences 
using telehealth to access care during 
the COVID-19 pandemic, digital health 

can increase existing disparities if it is not 
implemented intentionally to address 

barriers related to lack of community trust, 
language needs, Internet access, e-mail 

use, device capabilities, and an individual’s 
comfort with using digital health and 
electronic communication platforms.”

NASEM Report: 
“Implementing High-Quality Primary Care: Rebuilding the 

Foundation of Health Care”
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Over a third (36%) of survey participants practiced 
in Georgia, 28 percent in North Carolina, 16 percent 
in Kentucky, and 15 percent in Tennessee. The 
remaining participants practiced outside of these 
four states or state of practice was unknown. 
In addition, 45 percent of survey respondents 
practiced in family medicine, 21 percent in internal 
medicine, 11 percent in pediatrics, and 9 percent 
in obstetrics/gynecology (OB/GYN). The remaining 
respondents practiced in geriatrics, mental 
health or behavioral health, or another specialty. 
Additional DHTS findings by state are available in 
Appendix Exhibit C.

FINDINGS

At least half of clinicians surveyed in each DHTS 
state reported using telemedicine, and at least half 
in each state were satisfied with their telemedicine 
use. Survey participants described cost (51%), time 
(53%), and limited workflow integration (40%) as 
the most common barriers to adoption of digital 
health tools more broadly. At the same time, 
survey participants reported that ease of workflow 
integration (58%), meeting patient needs (55%), 
improving patient health (50%), convenience/
increased efficiency (47%), enabling care 
coordination (45%), and engaging patients (45%) as 
factors supporting their adoption of digital health 
tools.

More than 1,200 primary care clinicians in the Southeastern U.S. completed the 
DHTS survey and 25 clinicians participated in focus groups.

PEDS)

Primary Care 
(FM, IM, GER, 

PEDS)
85%

Obstetrics and 
Gynecology 

9%

Other
4%

Mental/
Behavioral 

Health
7%

DEMOGRAPHICS: SURVEY 
RESPONDENTS BY SPECIALTY

Nearly two-thirds (66%) of primary care clinicians reported using 
or planning to use telemedicine in their practice.66%

“...our telehealth program 
is mostly phone. And for 
a variety of reasons, but 

mostly because it’s easier for 
everyone and we can get paid 
for it. So, the benefit is having 

that flexibility to do phone.”

 Focus Group Participant
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In addition, 54 percent of clinicians who used telehealth reported that their first use of telehealth was 
during the pandemic. A majority of clinicians used or plan to use telehealth for treatment of COVID-19 
negative (66%) and positive (63%) patients. Over a third (39%) of survey respondents also used or plan to 
use telehealth for training and 10 percent used it for other reasons including chronic disease management, 
follow-up appointments, behavioral health treatment, medication monitoring, and to reduce risk of 
clinician-patient COVID-19 exposure. 

PROFILES OF TELEHEALTH USERS IN THE SOUTHEASTERN U.S.

First time users of telehealth were more likely to be aged 21 to 29 compared with clinicians aged 30 to 49, 
according to the DHTS. Focus group participants described that the next generation of clinicians are being 
trained and going through residency using telehealth and the latest technology, leading to their adoption 
of telehealth in their practice. However, previous generations of clinicians were traditionally trained using 
“pen to paper.” For some, use or lack of use of telehealth results from a personal preference for “the old way 
of doing things.” 

Similarly, a 2019 physician survey by American Well found that younger physicians are more willing and 
less unsure about telehealth than older physicians.37 However, the same study described that “newer 
physicians (aged 25-34) were somewhat less willing to use telehealth compared to other young physicians 
(aged 35-44), possibly because these physicians are still learning their craft and thus less confident about 
new technology.”37 Another study prior to the COVID-19 PHE also found that younger clinicians were more 
likely to use telehealth in the future.38 However, a recent study of factors that predict telemedicine adoption 
among U.S. physicians found that a greater number of years in practice was associated with a greater 
percentage of telemedicine use for physicians.39 

Over three-quarters (76%) of primary care clinicians who used 
any digital health tools reported using telehealth because of the 

COVID-19 PHE.
76%

Primary care clinicians in the Southeastern U.S. who used telehealth were 
more likely to be younger, non-physician, in family medicine, and be part of 
a federally qualified health center (FQHC), according to the DHTS. They were 
also more likely to be full owners rather than employees and were less likely to 

participate in a quality payment program.

Primary care clinicians using telehealth for the first time during 
the pandemic were more likely to be relatively young.
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Telehealth users in the DHTS were three times 
more likely to be nurse practitioners (NPs), 
physician assistants (PAs), or certified nurse 
midwives (CNMs) than to be physicians. In addition, 
physicians were less likely to be first time users of 
telehealth. 

Some NPs and PAs in primary care practices were 
already engaging patients via virtual visits prior to 
the COVID-19 PHE through remote monitoring for 
patients with chronic conditions, such as diabetes, 
hypertension, and asthma, according to research.40 

States eased scope of practice laws as early as 2017, 
allowing more NPs and PAs to care for patients 
independently.40 Further loosening of NP practice 
restrictions in 2020, such as expanded flexibilities 
in licensing and credentialing41,42,43 to maximize the 
availability of clinicians who could treat patients 
during the COVID-19 PHE allowed physicians to 
provide care across state lines via phone, radio, or 
the internet.41 Primary care clinicians in states that 
have enacted these policy reforms may delegate 
medical visits to NPs and PAs.40 

Users of telehealth during the COVID-19 PHE were more likely to practice family medicine than internal 
medicine, obstetrics/gynecology, geriatrics, or pediatrics, according to the DHTS. 

In contrast, a 2016 physician survey by the AMA shows that general internal medicine practitioners were 
more likely to use telehealth compared to family/general practice or pediatrics prior to the COVID-19 PHE.35 
Surgical specialists, specifically those in OB/GYN, were the least likely to use telehealth prior to the COVID-19 
PHE. Over 76 percent of clinicians in each primary care specialty said their practice provided visits through 
videoconference, according to the 2020 AMA Physician Practice Benchmark Survey.44 Pediatricians were 
also less likely than family/general practice physicians and general internists to provide visits by telephone, 
according to the survey. Similarly, they were also less likely to use telehealth to manage patients with 
chronic disease or to provide preventive care.

Telehealth users were more likely to practice family medicine.

“[Telehealth], has just added 
hours of work. We had a 
very good paper system. 

We had templates. We had 
forms. I could do a visit 
and document a visit in 

30 seconds maybe… now 
[telehealth] is just part of our 

life, but it is such a burden 
especially for those of us 

who are used to and prefer 
paper… Maybe if you’ve 

never had paper, you don’t 
realize how effective it was.” 

Focus Group Participant 

Telehealth users were less likely to be physicians (MDs or DOs).
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Telehealth users in the DHTS were more likely to 
practice at an FQHC than to be solo practitioners 
or employed by a large group practice, hospital, 
academic medical center, or the Department of 
Veterans Affairs (VA). 

Telehealth users among family physicians were 
more likely to work in safety net clinics such 
as FQHCs, though overall there was limited 
adoption prior to the PHE—only 15 percent of 
family physicians reported having used telehealth 
services.45 FQHCs were also more likely than public 
hospitals, rural health clinics, and smaller private 
practices (fewer than 10 clinicians) to have adopted 
EHRs pre-PHE, and funds were available to assist 
FQHCs with EHR implementation and adoption 
of other health IT infrastructure.14 During the PHE, 
the Coronavirus Aid, Relief, and Economic Security 
(CARES) Act Distant Site Provision allowed FQHCs 
to provide and be reimbursed for Medicare services 
as a distant site clinician via telehealth at payment 
rates similar to that of the national average of the 
service-type.46 These services can be provided from 
any location, including the clinician’s home. These 
existing trends and new policies may have led to 
FQHCs being more likely to use telehealth during 
the COVID-19 PHE.

“Telehealth is something 
that can’t just be for 

everybody. It has to be 
shaped and formed for 

different people individually, 
as well as culturally.” 

Focus Group Participant 

Telehealth users were more likely to practice in an FQHC.

Full owners were four times more likely than employees to use digital tools and adopt telehealth, according 
to the DHTS. 

Research by the AMA supports these DHTS findings. The AMA Digital Health Survey found that, before the 
PHE, employees and full owners used almost the same number of digital tools, on average (2.3 tools for full 
owners and 2.4 tools for employees). However, full owners were over two times more likely to report feeling 
responsible to adopt digital health solutions in their practice (72%) compared to employees (32%).47 

Telehealth users were four times more likely to be full owners 
versus employees.
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The DHTS findings suggest that pandemic-related policy changes encouraged telehealth use among 
clinicians that were not participating in existing programs that incentivized the use of digital health tools, 
including the Medicare’s Chronic Care Management (CCM) Fee Program, Quality Payment Program (QPP), 
Hospital Inpatient Quality Reporting Program, and the EHR Incentive Program. The CCM Fee program 
offers reimbursement for remote on-going care management of patients with chronic conditions.48 
Medicare’s QPP and EHR incentive programs, which precede the COVID-19 PHE, aim to improve quality 
of care for Medicare beneficiaries through incentives and penalties, including use of health information 
technology (IT) such as certified EHRs and telehealth.49 The QPP adjusted its program to encourage 
ongoing participation throughout the pandemic (i.e., to not penalize clinicians for pandemic-related 
performance issues);50 it also encouraged participation among clinicians in rural and underserved areas.51 A 
2019 study of participation in the first year of QPP (2017) found that the majority of primary care clinicians 
nationwide and those in non-metropolitan areas (i.e., rural) areas did not participate, either because they 
were not eligible based on thresholds of Medicare patients served or Medicare spending, or chose not to 
participate.52 CMS does not report on participation rates by region.53 The DHTS indicates that pandemic-
related policy changes—and perhaps necessity due to pandemic-related closures and social distancing—
encouraged telehealth use in ways that these other incentive programs did not.

Telehealth users were less likely to participate in Medicare quality 
and EHR incentive programs.

“This article is a comprehensively critical 
contribution to highlighting the policy 
advancements made since the COVID 

pandemic designed to improve access to 
care while supporting care delivery.  The 
data shared and the recommendations 
offered emphasize the importance of 

telemedicine as a strategic tool to improve 
access to care while enhancing clinical 

efficiencies.”

Richard Gooden, MBA 
Telehealth Program Director, Department of Family Medicine, 

Morehouse School of Medicine
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Widespread federal and state policy changes during the COVID-19 PHE catalyzed rapid adoption of 
and improved access to telehealth in the Southeastern U.S., especially among primary care clinicians 
serving racial and ethnic minoritized and rural communities. All four states expanded their telehealth 
policies; nearly two-thirds of primary care clinicians in these states reported using or planning to use 
telehealth, with almost 70 percent reporting using telehealth because of the COVID-19 PHE. Over half 
(54%) reported that their first use of telehealth was during the PHE. Federal and state policies during the 
COVID-19 PHE waived restrictions to and expanded access to telehealth for clinicians and patients. 

At least half of clinicians surveyed in DHTS reported being satisfied or very satisfied with their telemedicine 
experience. DHTS participants in all four states cited improved access for patients as one of the most 
common reasons for continued use of digital health tools beyond the PHE. Increasing telehealth 
among clinicians in these states may improve access to care for racial and ethnic minoritized and rural 
communities. For example, Medicare waiving telehealth payment requirements for originating sites 
beyond those designated as rural likely had significant implications for access to care for racial and ethnic 
minoritized communities in urban areas. Medicare enrollees’ use of telehealth was higher in urban areas 
compared to rural areas in 2020, emphasizing the importance of expanding telehealth across geographic 
locations and in urban areas.30

Despite widespread adoption of telehealth during the COVID-19 PHE, sustaining its use requires 
overcoming existing challenges due to cost and integration of telehealth into clinical workflow. 

 ▶ Implementation of telehealth is time- and resource-intensive. The most common barrier to 
adoption of digital health tools reported by primary care clinicians in the DHTS was cost (51%). Costs 
to upgrade or buy new technologies, hire needed workforce, and pay for trainings, liability insurance, 
and other resources can be expensive.24,31,24,54 For smaller and less-resourced practices—usually 
individually-owned and serving predominantly Medicaid populations—the financial and workforce 
investments needed to offer and sustain telehealth are difficult.24,55,31 Solo and smaller practices 
were less likely than FQHCs to report adoption of telehealth in the DHTS. Payment of audio-only 
telehealth visits and HIPAA flexibilities to use affordable technologies could have helped clinicians 
sidestep some cost challenges during the COVID-19 PHE.24  

 ▶ Clinicians need time to integrate telehealth and other digital health tools into their workflow 
and train staff and patients on new technologies. Primary care clinicians in the DHTS reported 
that time (51%) and limited workflow integration (40%) were also common barriers to adoption 
of digital health tools. Practices had to redesign clinical care models to incorporate telehealth, 
including training staff and/or patients, managing patient flow, integrating telehealth with their 
EHR systems, ensuring sufficient bandwidth to support both virtual and in-person care, and 
troubleshooting IT issues.24 Clinicians need time and resources to design operational workflows 
that work with their practice to make the use of telehealth seamless for both clinicians and their 
patients.55 Fifty-eight percent of primary care clinicians in the DHTS noted that ease of workflow 
integration was a factor promoting adoption of digital health tools.

DISCUSSION
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 ▶ Low reimbursement and uncertainty around reimbursement can deter some clinicians from 
adopting telehealth and other digital health tools, specifically those in private practice.56 Some 
primary care clinicians in the DHTS noted that the lack of reimbursement by public (32%) and private 
(25%) payers were barriers to adoption of digital health tools. Though policies promoting payment 
parity between in-person and virtual visits were more widespread during the COVID-19 PHE, the 
future of these policies post pandemic remain uncertain. Over half of physicians in one survey noted 
that they would be less likely to offer telehealth if reimbursement for virtual visits were 15 percent 
lower than in-person visits.55 

 ▶ Lack of sufficient clinician buy-in can be a barrier to telehealth adoption. Telehealth has 
historically met resistance from clinicians who believe it will produce lower quality care for 
patients.37,57 Nationally, telehealth visits are already declining from levels at the start of the COVID-19 
PHE,7,58 although telehealth rates remain elevated compared to pre-pandemic levels.28 Some 
evidence finds that most physicians reported they expect to return to primarily in-person delivery 
models over the next year.55 Understanding the access, quality, and cost implications of increased 
telehealth use during the COVID-19 PHE can help ensure continued clinician buy-in beyond the 
PHE. DHTS clinicians reported that meeting patient needs (55%), improving patient health (50%), 
convenience/ increased efficiency (47%), enabling care coordination (45%), and engaging patients 
(45%) were factors supporting their adoption of digital health tools. Notably, at least 61 percent of 
clinicians in the DHTS were satisfied or very satisfied with their telemedicine experience. Clinicians 
cited ease of workflow, ability to meet patient needs, and contribution to improvements in patient 
health as facilitators in the DHTS. Knowledge sharing, which emphasizes these experiences and 
perspectives, can potentially contribute to increasing clinician buy-in. Even if physicians expect to 
return primarily to in-person models, telehealth can complement existing systems to allow clinicians 
maximum flexibility to address patient needs in relation to their local contexts.

“Telehealth-enabled healthcare, driven by temporary 
regulatory and reimbursement flexibilities, enabled 

primary care physicians to treat their patients during the 
pandemic. Beyond the pandemic, digital health tools will 
be an increasingly important way to engage and manage 

population health especially in underserved areas. However, 
this will not occur until the operational and workflow 

processes are implemented to enable a hybrid practice 
(digital-physical). Too much friction currently exists for 

Providers to mainstream the flexible delivery of care across 
settings.”

Kristi Henderson, DNP 
CEO, Optum Everycare and Board Chair of American Telemedicine Association



13Rapid Adoption of Telehealth by Primary Care Clinicians in Southeastern U.S. States During the COVID-19 Pandemic

Policy and practice changes are needed beyond the COVID-19 PHE to sustain and maximize telehealth 
opportunities moving forward. 

Nationwide expansion of telephone and audio-only telehealth services. The Consolidated Appropriations 
Act of 2021 (CAA) expanded flexibilities to cover mental health and substance use audio-only visits 
permanently.7 Maintaining access to audio-only telehealth services can be a lever for advancing equity.24 
Policies should consider flexibilities for populations who may not have a reliable source of internet, thereby 
needing to depend on telephone and audio-only services. 

Continued expansion of the originating site and geographic locations. Removing originating site 
restrictions prior to the PHE resulted in a number of claims from distant practitioners that exceeded the 
number of claims from originating sites, highlighting the need and demand for expanded telehealth care 
access.59 The CAA permanently removed geographic restrictions for mental health and substance use 
services delivered over telehealth to a patient’s home.7 

Medicare enrollees also saw expanded benefits. During the COVID-19 PHE, people enrolled in Medicare 
living in urban areas could receive telehealth services, which was originally restricted only to those living 
in rural areas.30 Overall, urban enrollees with Medicare coverage had a 140-fold increase in telehealth use 
for Part B FFS visits. While overall telehealth visits in urban and rural areas were higher across all racial and 
ethnic groups in 2020 compared to 2019, there is evidence of racial and ethnic disparities in the uptake of 
telehealth in 2020.30 Hispanic and American Indian/Alaska Native Medicare enrollees had higher telehealth 
use than White individuals in urban and rural areas. However, Black individuals had lower telehealth 
use in urban and rural areas compared with White individuals. It is important to maintain flexibilities for 
originating sites, including keeping a patient’s home as an originating site,24,60 and allowing FQHCs and 
rural health centers (RHCs) to serve as distant sites in telehealth encounters.60

Investments in broadband and telecommunications infrastructure, particularly in underserved and 
rural communities and for smaller and less-resourced practices. As noted above, there is inequitable 
access to technology; some minoritized racial and ethnic populations, low-income populations, and 
patients in rural areas may lack access to smartphones, broadband, or computers.61,28,31 Sizeable portions 
of each of the four states’ populations live in rural areas and lack internet access, emphasizing the need 
to support broadband and telecommunications infrastructure in order for expanded telehealth policies 
to be effective (Appendix Exhibit A). In addition, investments in telecommunications infrastructure for 
smaller, and less-resourced practices are needed.24 Physicians in larger practices, as well as practices not 
owned by physicians, had higher use of telehealth.35,62 Likely, these practices may be better able to make the 
investments necessary to support telehealth, which can be a financial burden for smaller clinics.35 

Telehealth services and payment parity with in-person services. Payment parity laws can play a part in 
ensuring that patients can continue to see the same clinicians via telehealth as they did in person. Lack 
of parity was a disincentive for clinicians to use telehealth prior to the PHE, despite evidence of broad 
support for its use.63 Adequate reimbursement for telehealth will be an important factor to maintaining 
broad adoption.24 Payment parity facilitated health care clinicians to be reimbursed the same amount for 
telehealth visits as in-person visits.64 Many states implemented temporary payment parity through the end 
of the PHE, but now, many states are implementing payment parity on a permanent basis.64

POLICY CONSIDERATIONS
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Other policy considerations. There is also a need for additional research to understand the impact of 
telehealth on cost and quality outcomes.7,60 In addition, federal agencies should consider the role of HIPAA 
regulations and privacy implications of non-public facing technologies while balancing ease of use,63 
particularly the potential benefits of HIPAA flexibilities for non-public facing video conference platforms 
to maintain broad access for individuals with limited technology literacy. Furthermore, policymakers 
should assess the role of maintaining interstate licensures for treating patients across state lines. To ensure 
that people can continue receiving existing access to mental health treatments—and safely receive new 
treatments—policymakers will also need to assess the role of existing and new prescriptions of controlled 
substances via telehealth given rising mental health concerns during the COVID-19 PHE.60

“We are still learning so much about how 
telehealth can be used and who uses it. 
Historically, policies have been focused 
on narrowing and limiting access. The 
pandemic has given us an opportunity 
to rethink and reassess our approach to 

legislating access to this care pathway. This 
report is a wealth of information that can 

guide and help shape policy considerations 
to advance a more equitable future for 

telehealth access”

Caroline M. Jacobsen, MPhil 
Principal Health Economist, Boston Scientific; Fellow (Alumni), 

CEO Action for Racial Equity
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APPENDIX

EXHIBIT A: DEMOGRAPHICS AND ACCESS TO INTERNET AND DIGITAL TECHNOLOGIES, 
BY STATE

Demographics 
and Household 
Characteristics

Georgia65

(Full profile)
North 

Carolina66

(Full profile)
Tennessee67

(Full profile)
Kentucky68

(Full Profile) National

Total Population65-69 10.5 million+ 10.2 million + 7 million + 4.5 million + 331.8 million +

Percent Black65–68,70 33 21 17 9 12.4

Percent 
Hispanic65–68,70 10 10 6 4 18.7

Percent in rural areas 
65–68,71 17 21 22 41 14

Households without 
internet access, 
%65–68,72

17 18 20 20 22.5

Households without 
broadband access, 
%65–68,73

21 24 25 24 15

Households 
without any type of 
computer, %65–68,73

11 13 15 16 8

Households 
accessing internet 
only through 
smartphone, %65–68,74

6 6 7 7 15

https://www.msm.edu/Research/research_centersandinstitutes/NCPC/DigitalTechnologySurvey/StateofHealthEquity_Georgia.pdf
https://www.msm.edu/Research/research_centersandinstitutes/NCPC/DigitalTechnologySurvey/StateofHealthEquity_NorthCarolina.pdf
https://www.msm.edu/Research/research_centersandinstitutes/NCPC/DigitalTechnologySurvey/StateofHealthEquity_Tennessee.pdf
https://www.msm.edu/Research/research_centersandinstitutes/NCPC/DigitalTechnologySurvey/StateofHealthEquity_Kentucky.pdf
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State
State Telehealth Policies

Pre-COVID-19 PHE During COVID-19 PHE

Georgia75,76

  ▶▶ Did not reimburse telemedicine services in the same way as Did not reimburse telemedicine services in the same way as 
in-person services in-person services 

  ▶▶ Reimbursed for live video telemedicine, as long as service was Reimbursed for live video telemedicine, as long as service was 
medically necessary and appropriatemedically necessary and appropriate

  ▶▶ Both patient and clinician needed to be at one of eligible sites Both patient and clinician needed to be at one of eligible sites 
during visit (not including home)during visit (not including home)

  ▶▶ Authorized health care clinicians to provide telehealth services and Authorized health care clinicians to provide telehealth services and 
patients to receive health services from homepatients to receive health services from home

  ▶▶ Approved audio-only care in certain circumstancesApproved audio-only care in certain circumstances

  ▶▶ Prohibited the need for in-person consultation before receiving Prohibited the need for in-person consultation before receiving 
telehealth servicestelehealth services

  ▶▶ Banned separate deductibles for telehealth servicesBanned separate deductibles for telehealth services

Tennessee77,78

  ▶▶ Coverage was guaranteed for live video telehealth for crisis-Coverage was guaranteed for live video telehealth for crisis-
related servicesrelated services

  ▶▶ Did not specify the type of healthcare clinician allowed to Did not specify the type of healthcare clinician allowed to 
practice telemedicinepractice telemedicine

  ▶▶ Amended its telehealth laws to authorize the practice of physical Amended its telehealth laws to authorize the practice of physical 
therapy and occupational therapy via telehealththerapy and occupational therapy via telehealth

  ▶▶ Redefined store-and-forward technology, allowing patients and Redefined store-and-forward technology, allowing patients and 
clinicians to engage in services even if they are not available at the clinicians to engage in services even if they are not available at the 
same timesame time

  ▶▶ Authorized certain out-of-state clinicians to provide telehealth services Authorized certain out-of-state clinicians to provide telehealth services 
on a volunteer basis through a free clinic in the state.on a volunteer basis through a free clinic in the state.

North 
Carolina79,80

  ▶▶ Reimbursed for medically necessary services delivered via live Reimbursed for medically necessary services delivered via live 
video telemedicine, with some restrictions and conditions on video telemedicine, with some restrictions and conditions on 
care, including prior approvalscare, including prior approvals

  ▶▶ Required that telehealth clinicians obtain a full license Required that telehealth clinicians obtain a full license 
specifically required for telemedicine in the state of North specifically required for telemedicine in the state of North 
CarolinaCarolina

  ▶▶ Expanded its telehealth services during the COVID-19 PHE by waiving Expanded its telehealth services during the COVID-19 PHE by waiving 
the requirement that healthcare and behavioral healthcare personnel the requirement that healthcare and behavioral healthcare personnel 
be licensed in North Carolina to provide healthcare services to be licensed in North Carolina to provide healthcare services to 
individuals within the state.individuals within the state.

  ▶▶ The North Carolina Medical Board adopted and implemented several The North Carolina Medical Board adopted and implemented several 
emergency procedures and orders and the North Carolina Nursing emergency procedures and orders and the North Carolina Nursing 
Board loosening of existing licensure requirements.Board loosening of existing licensure requirements.

Kentucky81,82   ▶▶ Medicaid did not reimburse for store-and-forward Medicaid did not reimburse for store-and-forward 
(asynchronous visits)(asynchronous visits)

  ▶▶ Started creating new telehealth laws in 2018, and significantly Started creating new telehealth laws in 2018, and significantly 
expanded telehealth services during the COVID-19 PHE by issuing expanded telehealth services during the COVID-19 PHE by issuing 
guidance to have telehealth services include remote patient guidance to have telehealth services include remote patient 
monitoring, wellness visits, nutrition counseling, mental health monitoring, wellness visits, nutrition counseling, mental health 
counseling, among otherscounseling, among others
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Georgia17

(Full profile)
Kentucky18

(Full Profile)
North Carolina83

(Full profile)
Tennessee84

(Full profile)

Telemedicine Use

Clinicians Using 
Telemedicine, % 67 68 68 52

Clinicians Satisfied or Very 
Satisfied with Telemedicine 
Experience, %

61 72 57 70

Digital Health Tools Use

Clinicians Using Digital 
Health Tools Overall, % 99.5 100 99.4 99.4

Clinicians Using Digital 
Health Tools due to 
COVID-19, %

89.6 90 89.6 89.8

Stated Reasons for 
Continuing Use of Digital 
Health Tools After the 
COVID-19 PHE17,18,83,84

  ▶▶ Triage patients before Triage patients before 
visit to the emergency visit to the emergency 
department (for COVID department (for COVID 
and non-COVID-related and non-COVID-related 
symptoms)symptoms)

  ▶▶ Assessment of COVID-19 Assessment of COVID-19 
symptoms prior to symptoms prior to 
referral to specialists and referral to specialists and 
hospitalshospitals

  ▶▶ Chronic care Chronic care 
managementmanagement

  ▶▶ Continued access to care Continued access to care 
for rural and underserved for rural and underserved 
communities communities 

  ▶▶ Reducing barriers to Reducing barriers to 
access to careaccess to care

  ▶▶ Providing access to Providing access to 
substance use and substance use and 
mental health therapymental health therapy

  ▶▶ Continuity of care for Continuity of care for 
patients with or without patients with or without 
COVID-19COVID-19

  ▶▶ Assessment of Assessment of 
behavioral and mental behavioral and mental 
health, and therapy health, and therapy 
appointmentsappointments

  ▶▶ Continued access for Continued access for 
care for patients in care for patients in 
communities with communities with 
transportation barrierstransportation barriers

  ▶▶ Medication Medication 
management and refillsmanagement and refills

  ▶▶ Continuity of care with Continuity of care with 
specialists and other specialists and other 
health care professionalshealth care professionals

  ▶▶ Expand access for Expand access for 
patients to behavioral patients to behavioral 
health serviceshealth services

  ▶▶ Management of opioid Management of opioid 
prescribing and pain prescribing and pain 
management visits management visits 

https://www.msm.edu/Research/research_centersandinstitutes/NCPC/DigitalTechnologySurvey/GA_DHTS_Data_Brief_FINAL.pdf
https://www.msm.edu/Research/research_centersandinstitutes/NCPC/DigitalTechnologySurvey/KY_Leadership_Roundtables_FINAL.pdf
https://www.msm.edu/Research/research_centersandinstitutes/NCPC/DigitalTechnologySurvey/NC_Leadership_Roundtables.pdf
https://www.msm.edu/Research/research_centersandinstitutes/NCPC/DigitalTechnologySurvey/TN_Leadership_Roundtables_Draft2.pdf
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