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Abstract
What is the message?

Empowerment and satisfaction of physicians are two key challenges to telehealth
adoption. The survey found that telehealth is most empowering and satisfying for hospital-
based providers, particularly in urban settings. Satisfaction varies with several
demographic factors including gender, structural distance, and age.

What is the evidence?

Survey of 31 respondents from hospitals, providers, clinics, and physician offices in the
Denver area.

Submitted: December 18, 2017. Accepted after review: March 6, 2018

Cite as: Sumate Permwonguswa, Chadi Hajar, Paul Cook, Breanna Wong, Megan Mccarthy,
Jiban Khuntia, Errol Biggs. Provider Empowerment and Satisfaction with Telehealth:
Exploring Variation across Structural and Demographic Factors. Health Management Policy
and Innovation, Volume 3, Issue 1.

https://hmpi.org/hmpi_author/sumate-permwonguswa-assumption-university-thailand/
https://hmpi.org/hmpi_author/chadi-hajar-university-of-colorado-denver/
https://hmpi.org/hmpi_author/paul-cook-university-of-colorado-denver/
https://hmpi.org/hmpi_author/breanna-wong-university-of-colorado-denver/
https://hmpi.org/hmpi_author/megan-mccarthy-university-of-colorado-denver/
https://hmpi.org/hmpi_author/jiban-khuntia-university-of-colorado-denver/
https://hmpi.org/hmpi_author/errol-biggs-university-of-colorado-denver/
mailto:Sumateprm@msme.au.edu


Introduction
The lack of timely access to care is a constant criticism of healthcare in the United States and

other countries.1, 2 For example, often a patient may be admitted to an emergency unit and
needs to be seen by his or her primary care physician but the physician may not be available.
Similarly, a psychiatrist may be too busy to attend to a patient when he or she has had a
traumatic experience or a panic attack. Beyond these examples, there are significant
populations living in rural areas which lack convenient access to healthcare.

Critically, in the current healthcare models, doctors often do not feel that they are participative
or a key element of the patient’s treatment process, unless it is invoked through the institutional

models. 3, 4 For instance, a patient may be seen by any doctor in a hospital or any specialist in a
clinic, as needed by the common procedure terminology based diagnosis or a disease
identification process. The concept of doctors who wish to “treat my own patient”, or patients to
feel as though “I need to see my own doctor” is often diluted in current healthcare institutional
models.

Telehealth is emerging as a plausible solution to some of the access issues in the current
healthcare system. Telehealth refers to remote clinical services provided to patients by
physicians or health providers through telecommunication technology (i.e., video chat,

telephone), which may or may not involve medical intervention. 5 Telehealth gives health care
providers the capability to assess, diagnose, and treat patients in remote locations.

Market wise, significant growth in the telehealth industry is predicted in the next few years. The
use of telecommunication technology enables patients in remote locations to receive care and
medical expertise efficiently, in real time, and without travel. Broadly, telehealth is evolving as a
critical component of the healthcare crisis solution, and has the potential to remarkably impact
various problems within our current healthcare system: access to care, cost-effective delivery,
and distribution of limited providers.



Irrespective of the perceived potential for telehealth in healthcare delivery, widespread adoption
is still lacking. Only 42% of hospitals in the United States have adopted telehealth; most of them

are teaching hospitals and are members of a larger health system. 6 Some suggest that factors
such as reimbursement and license issues are reasons for lack of adoption, while others allude

to the issues relevant to providers use, expected results, and social influence. 7, 8 Amongst other
challenges, clinicians’ acceptance and promoting engagement in health maintenance and health
care in a telehealth-enabled environment have been touted as major challenges for widespread

adoption of telehealth by providers. 9, 10

Understanding when clinicians accept or do not accept telehealth is a particularly important
issue. It is important to explore whether providers believe that telehealth is helping them in any
significant manner. Motivated providers can lead and influence others to use telehealth.

This study considers provider empowerment and satisfaction in order to explore telehealth
adoption, and explores how these two factors vary across structural context (e.g., hospital vs.
non-hospital including clinics and office), hospital settings (urban vs. rural), the structural
distance of the doctor/provider in the organization, and the providers’ demographics (e.g., age
and gender). Section 2 provides the theoretical approach to the study.  Section 3 provides
details on the survey conducted. Section 4 provides the results; the core finding is that
telehealth is most empowering and satisfying for hospital-based providers, particularly in urban
settings, while satisfaction varies with several demographic factors including gender, structural
distance, and age. Section 5 concludes with insights from the study.

Provider Empowerment and Satisfaction in Telehealth Context
Empowerment, as a broad concept, refers to a process by which individuals, groups, or

organizations gain control over matters that are of interest to them. 11 Researchers have

suggested that empowerment is effective in dealing with job- or work-related outcomes,12

improving employee satisfaction, 13 and providing discretion over work for those who feel

powerless. 14 Hence, doctor empowerment is a capacity-building process either in the self-
practice or in the practicing hospital.  Empowered doctors would take more responsibilities, and
would have greater influence and control over their patients’ health management process.



Studies suggest that doctor satisfaction is related to quality of care 15, 16 and patient satisfaction.
17 Doctor satisfaction refers to the physician’s feeling in terms of satisfaction in their practice. 16

When a doctor is dissatisfied with the practice, the quality of care from that doctor can

deteriorate and he or she is likely to miss appointments and affect patient satisfaction. 18

The relevance of provider empowerment and satisfaction in the telehealth context stems from
two sources. First, telehealth helps healthcare providers reduce costs while increasing quality of

care. 5 Patients can be taken care of more efficiently using telehealth. For example, patients can
stay home, avoiding the waste of time spent on a long-distance commute. Second, if providers
do not feel satisfied, they are less comfortable using telehealth to diagnose and treat their

patients.15 Thus, provider empowerment is an essential point in the loop of patient care through
telehealth.

We expect that the feeling of empowerment and satisfaction will vary across different contextual
and demographic factors. We noted key contextual factors above. We focus on the issues of
hospital and non-hospital (clinic, office) setting, urban and rural setting, the structural distance
of the doctor/provider in the organization, and the providers’ demographics (age and gender).

Telehealth demand and support in the hospital vs. non-hospital setting vary. Use of telehealth in
a hospital itself may be supported by a set of staff, and may have other support services. Such
support may not be available in a physician’s office or independent clinic. However, hospitals
may have other criteria such as scheduling the equipment beforehand, or dependency on other
departments to use the telehealth equipment. A physician’s office or clinic may be more
independent while making telehealth use decisions. A doctor may have to be in a situation to
simply switch on the equipment and begin talking to a patient in the office. However, in an office
environment, the use of telehealth may not be warranted, unless the office or clinic is operating
with a set of other providers as a part of the network.

A widely discussed value proposition for telehealth use is for remote settings in rural areas. 
However, contrary to this foreseen opportunity, telehealth is not being adopted as rapidly as

anticipated in rural areas. 19 Possible reasons may be the sustenance of the telehealth
equipment, support, or availability of required bandwidth. On the contrary, these issues are well



taken care of in an urban setting. In addition, telehealth has high potential to reduce patient
travel, bridging the care gap across two urban locations and availability of resources to remote
locations in odd hours (e.g., a psychiatrist connecting to a remote location from a main hospital
during the night for a suicidal case). Thus, it is imperative to explore the differences in
empowerment and satisfaction across urban and rural areas.

A third factor we explore is the position of the doctor in the organization, and we coin this as the
‘structural distance’. Existing literature suggests that structural distance influences decision-

making and independence in practice. 20, 21 Higher distance might suggest lack of  support or lack
of team work; but it also suggests that the doctor’s position in the care delivery setting is quite

unique and independent. 20 Decisions taken in an independent and unique position in care
delivery influences the feeling of ‘ownership’ or ‘responsibility’ for the patients. In other words,
higher structural distance and subsequent independence in care delivery is an aspect of feeling
that ‘I am treating my own patient’—and thus, is expected to influence empowerment and
satisfaction better than doctors with lower structural distance in their respective organizations.

Finally, as suggested in literature, the scope of self-efficacy regarding any health information
technology use is dependent on the demographic factors. We expect this to be consistent
regarding empowerment and satisfaction with telemedicine, and thus, explore how it varies
across male and female providers, and across different age groups.

Survey and Analysis
We used a primary data collection method, and existing construct operationalization from prior
studies. The items were adapted to the context of this study. In the questionnaire, all the items
are measured on a seven-point Likert scale, except the age, gender, and contextual questions.

The key variables–empowerment and satisfaction–were measured using three and five
measurement items respectively. These measurement items were used in prior literature and

have been proven for reliability and construct validity.22, 23, 24, 25 Similarly, the structural distance
orientation was measured using five items that were used and verified for reliability and validity

in prior literature. 20



We developed our sample frame by exploring hospitals, providers, clinics and physician offices
in the Denver area. Usable data was collected from 31 respondents using telehealth in their
healthcare organizations.

The analysis mainly consists of t-test comparisons and ANOVA for empowerment and
satisfaction measures across other variables. We present the results both empirically and
graphically in figures 1 and 2. Our key findings are summarized and discussed in the next
section.

Figure 1: Comparisons of Empowerment and Satisfaction with Telehealth amongst
Different Factors



Figure 2: Empowerment and Satisfaction of Telehealth Providers Differentiated by



Age

 

Discussion
First, we found that hospital-based use of telehealth is highly empowering and satisfying for
providers (Figure 1 exhibit a). Plausibly, providers and doctors in a hospital setting do not have
to pull the equipment and plug it in. They have a support system and other infrastructure which
lead to a better appreciation of the utility of telehealth compared to non-hospital based
providers in an office or clinic setting.

Second, by urban-rural setting differentiation, we found that urban area users have higher
empowerment and satisfaction scores than rural providers (Figure 1 exhibit b). Possibly, as
noted earlier, rural providers are still not leveraging much from telehealth, regardless of the
widely-hyped potential in telehealth for rural populations. In addition, rural providers may have



concerns, issues and challenges such as bandwidth and internet access round the clock for
telehealth use. However, urban providers can better appreciate the value proposition of
telehealth, leading to higher empowerment and satisfaction scores. Undoubtedly, more than the
‘remote access’ value proposition of the telehealth, the ‘just-in-time’ or ‘just-in-place’ care
delivery provisions through telehealth are becoming highly beneficial to urban doctors.

Several demographic factors are relevant. Males feel better about telehealth use (Figure 1
exhibit c).  This may be related to the self-efficacy variations with technology use suggested in

early literature. 22 Providers with higher structural distance are more empowered and satisfied
with telehealth (Figure 1 exhibit d). Finally, the age group of 41-50 is more empowered and
satisfied with telehealth use (Figure 2).  This could be explained by differences that come with
age and years of experience such as an increased satisfaction and desire to treat patients just-
in-time or increased independence. Overall, providers with more independence are enjoying
telehealth more.

An explanation for the age effect could be that with higher age and experience, perhaps the
satisfaction or feeling to treat a patient just-in-time is higher.  This means lone-wolves are
enjoying telehealth more. Obviously, independence and uniqueness in practice is a solid
explanation for this finding.

In conclusion, empowerment and satisfaction are two key challenges to telehealth adoption. 
Variance across these two dimensions may help explain the variance in telehealth adoption. Our
study establishes and demonstrated this variance across hospital settings, demographics and
structural distance of providers. Future studies may explore the nuanced impact of these
variations on telehealth adoption and performance.
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