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CHAPTER 1

Responding to a crisis: A call to 
action
Stephen Spielman, MBA, MHAa,b
aSenior Vice President and Chief Operating Officer, Houston Methodist Physician Organization, Houston 
Methodist Hospital, Houston, TX, United States
bPresident of Primary Care Group, Houston Methodist Hospital, Houston, TX, United States

Introduction

As coronavirus disease 2019 (COVID-19) escalated into a global pandemic, 
health system scrambled to prepare for surge conditions. Patient loads in-
creased exponentially, and state governmental agencies advised hospitals to 
double their capacity while simultaneously reducing their non-COVID-19 
patient populations. As an additional measure to free up bed capacity, none-
mergent medical procedures were severely restricted. The pressure to pre-
pare and the pressure to perform changed how health care was delivered 
during that time and, potentially, permanently.

I am the Senior Vice President of the Houston Methodist Physician 
Organization, which employs 800 physicians across 18 specialties in 170 
clinics across a geography larger than the state of Connecticut. Our Houston 
Methodist Hospital system includes eight hospitals, an integrated academic 
institute, and Houston Methodist (HM) operates more than 2393 hospital 
beds and has approximately 25,000 employees. Some changes at Houston 
Methodist were consistent with preparations modeled around the world, 
but others offer case studies for the future. With the dedicated and coor-
dinated efforts of our hospital employees, our academic and clinical staff, 
our government leaders, and our first responders, this pandemic will end. 
However, the effects on hospitals and how we deliver care in physician of-
fices may forever be changed. In many ways, health care will never be the 
same—and that is a very good thing.

Virtual foundation

In the months leading up to COVID-19, Houston Methodist was celebrat-
ing a milestone of success as we had reached a pace of 1000 visits per month 
through our “on demand” virtual urgent care platform. HM physicians and 
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advanced practice nurses were employed to be “at the ready” to treat spe-
cific common medical conditions through a mobile virtual interface. Our 
virtual urgent care platform was accessible in a number of online venues 
such as Walgreens and Zocdoc. We had seen a volume increase of 20% every 
month in patient visits, had outstanding patient satisfaction scores, and the 
platform was proving to offer a cost-effective way to treat common illness 
in the comfort of the patient’s own home. The data we collected from those 
seeking virtual urgent care showed that many individuals were using this 
form of care delivery to supplant primary care office visits or urgent care 
visit (Fig. 1.1).

In our established physician practices, we were utilizing our EMR, EPIC, 
to deliver virtual care to our patients that needed specialty and primary care. 
Patient volume was low in this use case, as we were struggling to implement 
a new virtual care operational workflow in a traditional practice. There was 
not a “burning bridge” moment to spur our physicians to try virtual care. 
We found that often times, physicians would be very excited about the idea 
of virtual care and would want to pilot it in their clinics. However, when 
it came time to introduce the new workflow, the momentum of the tradi-
tional in-person style of visits would quickly suffocate any new process. In 
the end, adoption for virtual care in established physician practices was low. 
It was clear that although we had made tremendous strides in building the 
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Fig. 1.1 Virtual care patient preference survey results.
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administrative and IT infrastructure to facilitate a virtual health platform, 
many physicians were skeptical or felt like the time for virtual care had not 
come—at least not yet.

It was clear that we were at the beginning of a very long journey. We 
had a clear strategic imperative to build new patient business, reduce facility 
overhead, be more consumer-centric, and maintain connectivity with our 
patient base by leveraging virtual medical care. In our most optimistic of 
moments, we would hope that we could get 50% physician adoption of 
virtual care in our established physician offices, and reach 2000 patient visits 
per month on our virtual urgent care platform in the next 3 years. We had 
no idea of the impending wave of adoption that would push our dreams of 
virtual care to the brink and serve as a foundation of stability that we would 
use as a base for our slow and steady recovery from the worst pandemic in 
100 years.

COVID-19

Being located close to the Gulf of Mexico, Houston Methodist (HM) is used 
to dealing with significant weather events, such as hurricanes and tropical 
storms. We are used to dealing with disasters and their associated recoveries. 
We know how to set up incident command infrastructures and deliver care 
to our patients in time of significant need. Five years ago, HM navigated 
through hurricane Harvey, a 100-year hurricane that resulted in historic 
flooding of the Houston area. We learned significantly from these types of 
events about how to deal with natural disasters. These organizational skills 
of resiliency, necessary organizational infrastructure, along with our com-
plete dedication to our core values of integrity, compassion, accountability, 
and excellence to help guide our decision-making would serve us well in 
the fight that was to come against COVID-19.

At the beginning of March 2020, COVID-19 was starting to impact 
operational decisions significantly in the Houston Methodist Physician 
Organization, and how we deliver care to our patients. We immediately fell 
into a similar routine, as if battling a hurricane. We opened our “incident 
command infrastructure” and proceeded to prioritize our efforts. We im-
mediately took stock of our assets to come up with a compressive plan to 
see patients in a safe outpatient (OP) clinical environment. At that time, we 
were unsure how COVID-19 was transmitted, how to disinfect our clinics 
properly between patients, or what assurances we could give our staff that 
they could work in a safe environment. Operating clinical operations with 
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this amount of uncertainty left us with little choice but to switch most 
scheduled OP clinic visits to virtual visits. This would require an incredible 
effort by our physicians, operational teams, and all support services. Within 
our organization, we see on average 40,000 visits per month and employ 
more than 800 physicians over 15 clinical specialties. To transition our tra-
ditional in-person clinical care model successfully to a virtual care delivery 
model, the following would have to be accomplished:
1. Training—all physicians and staff would have to be trained on the in-

place EPIC EMR technology that would facilitate virtual care.
2. Patient education—patients would have to be notified of this change 

in their appointments. Support lines would need to be established to 
help patients through technological difficulties. Physicians and staff 
would need talking points to ease patients’ fears/concerns about being 
treated virtually.

3. Technology enhancement—we would need additional software 
server space so our technology could work efficiently. In-place technol-
ogy to facilitate virtual care was not scaled to accommodate the volumes 
we were preparing to deliver.

4. Communication—the organization needed to be in-sync to deliver a 
consistent message regarding our switch to virtual care, so that we could 
maintain the confidence of the community that we served.

Training

The lessons learned in our pre-COVID-19 virtual care experiences became 
invaluable for us to spring into action. Prior to COVID-19, we only had a 
small population of physicians who were willing to accept, or even try, a vir-
tual approach to care delivery. Common excuses given were: “No way you 
can effectively treat someone virtually,” “My patients don’t want this,” or 
“This is not how I was trained.” These responses to virtual care quickly sub-
sided when left with an option of not treating patients or finding a way to 
make virtual care work for their patient population. We immediately seized 
on the change in momentum and within 24 h we were setting up webinars, 
in-person training presentations, and printing “tip sheets” explaining how 
to perform a virtual outpatient clinic visit. The reception from the physi-
cian community to the training and move to virtual was incredibly positive. 
Physicians were excited that we had found a way to treat their patients 
safely and were relieved that the virtual visit platform was intuitive and easy 
to learn. Everyone understood that this was a new process and there were 



 Responding to a crisis: A call to action 5

inherent glitches in the system that would have to be worked out. Within 
3 weeks, we had effectively converted 80% of our visits to a virtual setting, 
and we trained 900 physicians in under 2 weeks (Fig. 1.2).

The organization was coming together to find a way for our patients to 
be treated, and at an amazing implementation speed. It was a time of crisis, 
which galvanized us to make use of this new platform that we always knew 
had potential.

Communication

The pandemic was fully upon us and the related information concerning 
how one might be infected was changing daily as the science community 
was further understanding the disease. As fast as we were coming together 
to fight this virus as an institution, we understood we had to educate and 
support our patients quickly in this time of uncertainty. We had to deliver a 
message to our patient panels that we were here to support them through 
all things COVID-19, as well as to treat them for non-COVID-19 related 
illnesses. Our patients were scared and needed reassuring. We immediately 
started a city-wide marketing campaign to educate them not only on our 
virtual platform, but also that we were there for them in their time of need. 
Communication on a mass scale was necessary, but we also wanted to convey 
a more personal message to each patient. Two years prior to COVID-19, we 
invested in a bi-directional, Health Insurance Portability and Accountability 
Act (HIPPA)-compliant, text-based communication platform that allows 
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Fig. 1.2 Growth in virtual care trended by month.
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us to text our patients directly and  allows them to text us back with any 
concerns they have. We commonly use this platform to deliver appointment 
reminders, or any other preappointment necessary information. Our pa-
tients became comfortable using this platform to communicate with us. We 
immediately used this technology to deliver a personalized text message to 
each patient, detailing our move to a virtual platform to deliver patient care 
for their safety. The patient response was overwhelmingly positive.

Virtual urgent care

The Houston Methodist Virtual Urgent Care platform had been in place 
for 2 years prior to COVID-19. On this platform, nurse practitioners would 
treat a set of common nonemergent clinical conditions through a Houston 
Methodist Hospital mobile application via a synchronous live person visit. 
The experience was very similar to Facetime on the Apple IOS system. 
Throughout COVID-19, this delivery system has seen record numbers of 
visits from patients who were fearful of COVID-19 exposure, had con-
tracted COVID-19, or wanted reassurance about how this disease is spread-
ing. Within the first few days of the pandemic event, we were immediately 
overwhelmed with patient appointments. The third-party, virtual care IT 
platform we were utilizing to perform these visits was struggling to main-
tain server infrastructure to keep up with demand. The platform was ex-
periencing IT issues nationally, which was affecting our ability to perform 
these visits efficiently. We also struggled with finding enough providers to 
put on the platform to meet the huge demand. Within a few weeks, we re-
gained our operational stability and were able to meet the demand coming 
our way. This was accomplished by our primary care doctors volunteering 
to conduct virtual visits, and by hard work by both our internal operations 
and IT teams. The virtual urgent care program had grown exponentially in 
only a few months (Fig. 1.3).

Patient feedback

While we were amazed at the growth, the question remained: “Do our pa-
tients like our virtual care platform?” To answer this question, we sent out 
patient satisfaction surveys to those who had completed a virtual visit with 
Houston Methodist in an effort to garner feedback and refine our platform. 
The returned surveys were incredibly promising. During the pandemic, our 
Press Ganey patient satisfaction scores reached over the 90th percentile. 
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Patients were incredibly thankful that we were able to maintain connectiv-
ity to them throughout this time and address their COVID-19 concerns, 
as well as treat their non-COVID-19 chronic conditions. It was clear these 
new virtual platforms were not only useful, but also enjoyed by our patients 
due to the convenience and safety offered.

Physician feedback

Even as we were fighting COVID-19, we were planning for what “virtual 
care” would look like in the future. The first step in our planning process 
was to get feedback from our physicians, who were collectively seeing more 
than 3000 patients every day on the virtual platform. We asked questions 
related to transition, ease of use, clinical efficacy, and future adoption. The 
results of each question were very insightful. We were pleased to see the 
high marks related to overall transition to the virtual platform from a tradi-
tional in-person setting (Fig. 1.4).

The feedback was used to create an “onboarding tool set” for our new 
physicians, who were interested in learning how to perform virtual med-
icine in their clinics. Physicians were also very interested in continuing 
to see both new and established patients in their clinic virtually after the 
COVID-19 pandemic subsides (Fig. 1.5).

Many physicians noted that the ease of use, the increase in efficiency, 
and patient satisfaction were key drivers in making this decision. Given 
the feedback, we assembled a small group of physician leaders interested in 
pursuing future capabilities in outpatient virtual health. This group offered 
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ideas on future virtual connectivity between primary care and specialty 
care physicians to treat patients in a single outpatient office visit. Above all, 
we wanted to ensure that clinical decision-making and appropriate refer-
ral making could be maintained while on a virtual platform. The results 
indicated (Fig. 1.6) that for the most part, virtual health did not hinder a 
physician’s ability to evaluate a patient.

However, when it came to the ability to make an appropriate referral, 
the responses were mixed (Fig. 1.7).

Thirty-five percent of the physicians surveyed felt that they were not 
able to refer patients to the appropriate physicians for specialty care to the 
same degree, when compared to evaluating a patient in-person. Physicians 
noted two major obstacles to the referral workflow: (1) the outpatient clinic 
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support staff not being in place to facilitate a smooth virtual referral; and 
(2) patients needed to be further educated on the virtual platform technol-
ogy to complete the visits. These two findings highlighted a need for us to 
reengineer our outpatient clinical workflow to better facilitate virtual visits 
for our patients. We needed to make sure physicians had dedicated time to 
complete the virtual visits and medical assistants needed to be trained on 
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how to coach the patient to be seen virtually. The remaining 65% of phy-
sicians surveyed felt that they were able to refer to the appropriate special-
ist about the same or more than in-person. These were encouraging data, 
giving us confidence that our legacy referral process did not need to be 
“rebuilt” but rather “tweaked” to ensure an optimal referral experience for 
our patients and physicians.

Virtual care is not perfect. We are at the beginning of long journey that 
we must realize will have significant operational challenges. It is imperative 
that we continue to listen to the opinions and experiences of physicians and 
staff on the front lines so that we may improve. To that end, we continue 
to survey and question our stakeholders regularly on what we can improve.

Conclusion

As we are still in the trenches, fighting the COVID-19 pandemic with 
every resource that we have, planning for a COVID-19-free future may 
seem unrealistic or burdensome. However, organizations must evaluate what 
new processes are working now so that they may be expanded upon in the 
future. How patients receive care may be forever changed due to this pan-
demic. Medicare and other large national payers have signaled that payment 
for virtual patient care services will be reimbursed—however, at what level 
is still undecided. This seismic movement by the payers to pay for virtual 
health all but solidifies that this form of care is here to stay. To that end, 
virtual care is now a new market in health care and there are new players 
such as Apple, Amwell, Walgreens, and Amazon, which have taken notice of 
the opportunities to disintermediate a very clunky health care system by 
offering consumer-focused virtual health. For health systems to compete, 
we must also learn how to deliver care faster, more easily, and more effec-
tively to meet consumer demand. We must get better at delivering virtual 
health to meet our patients where they already conduct a large part of their 
transactions: the internet.
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