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Abstract
Background: Direct-to-consumer telemedicine is an increasingly used modality to access primary care. Previous research on
assessment using synchronous virtual visits showed mixed results regarding antibiotic prescription rates, and research on assessment
using asynchronous chat-based eVisits is lacking.
Objective: The goal of the research was to investigate if eVisit management of sore throat, other respiratory symptoms, or
dysuria leads to higher rates of antibiotic prescription compared with usual management using physical office visits.
Methods: Data from 3847 eVisits and 759 office visits for sore throat, dysuria, or respiratory symptoms were acquired from a
large private health care provider in Sweden. Data were analyzed to compare antibiotic prescription rates within 3 days, antibiotic
type, and diagnoses made. For a subset of sore throat visits (n=160 eVisits, n=125 office visits), Centor criteria data were manually
extracted and validated.
Results: Antibiotic prescription rates were lower following eVisits compared with office visits for sore throat (169/798, 21.2%,
vs 124/312, 39.7%; P<.001) and respiratory symptoms (27/1724, 1.6%, vs 50/251, 19.9%; P<.001), while no significant differences
were noted comparing eVisits to office visits for dysuria (1016/1325, 76.7%, vs 143/196, 73.0%; P=.25). Guideline-recommended
antibiotics were prescribed similarly following sore throat eVisits and office visits (163/169, 96.4%, vs 117/124, 94.4%; P=.39).
eVisits for respiratory symptoms and dysuria were more often prescribed guideline-recommended antibiotics (26/27, 96.3%, vs
37/50, 74.0%; P=.02 and 1009/1016, 99.3%, vs 135/143, 94.4%; P<.001, respectively). Odds ratios of antibiotic prescription
following office visits compared with eVisits after adjusting for age and differences in set diagnoses were 2.94 (95% CI 1.99-4.33),
11.57 (95% CI 5.50-24.32), 1.01 (95% CI 0.66-1.53), for sore throat, respiratory symptoms, and dysuria, respectively.
Conclusions: The use of asynchronous eVisits for the management of sore throat, dysuria, and respiratory symptoms is not
associated with an inherent overprescription of antibiotics compared with office visits.
Trial Registration: ClinicalTrials.gov NCT03474887; https://clinicaltrials.gov/ct2/show/NCT03474887
(JMIR Med Inform 2021;9(3):e25473) doi: 10.2196/25473
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Introduction
Direct-to-consumer telemedicine is an increasingly used
modality to access primary care in Sweden [1]. Such visits can
take the form of asynchronous chat-based visits (eVisits) or
synchronous video-based visits (virtual visits). While
telemedicine has the potential to address many challenges facing
primary care [2] and provide an appropriate alternative for
minimizing risk of COVID-19 during the current pandemic [3],
concerns have been raised regarding overprescription of
antibiotics [4] and potential ramifications to increasing
widespread antibiotic resistance. Antibiotic resistance is already
predicted to cause more deaths than cancer by the year 2050
[5].
Most research has been conducted on data derived from
synchronous virtual visits in American health care settings,
where antibiotic prescription is historically higher [6], possibly
due to a more market-controlled health care system with
incentives for high patient satisfaction [7]. Consequently, there
have been mixed results regarding antibiotic prescribing
following virtual visits in various contexts [4,8-18], with most
studies focusing on urinary tract infections (UTIs) and upper
respiratory infections. For example, depending on the health
care provider, virtual visits for sinusitis have been associated
with both higher [14] and lower [10,13] prescriptions rates
compared with office visits. Comparisons to urgent care settings
often demonstrate lower prescription rates for virtual visits [8,9].
In Sweden, primary care accounts for 61% of medical antibiotic
consumption [19], with 30% of consultations concerning
infections [20], most commonly upper respiratory tract
infections, tonsillitis, and UTIs [20,21]. Guideline adherence
in management of these conditions is poor [22-24]. A study on
virtual visits reported that 50% to 60% of cases diagnosed with
viral pharyngitis had rapid streptococcal antigen testing (RST)
performed or no antibiotics prescribed, while 90% of those
diagnosed with streptococcal pharyngitis had RST performed
or antibiotics prescribed [25]. However, no comparison was
made with office visits. There is thus a paucity of literature
concerning eVisit investigations, particularly in terms of
head-to-head comparisons to office visits, as highlighted by
systematic reviews [26,27].
The aim of this study was to investigate if management of sore
throat using a specific eVisit platform led to significantly higher
rates of antibiotic prescription compared with usual management
using office visits. Secondary outcomes include prescription
rate following dysuria and other respiratory symptoms, type of
antibiotics prescribed, documentation of Centor criteria (used
to identify the likelihood of a bacterial infection in adult patients
complaining of a sore throat), and set diagnoses.

Methods
eVisit Platform
This retrospective cohort study specifically evaluates an eVisit
platform (referred to as "the platform" in this paper) used by a
major private health care provider. The platform combines
automated patient interviewing software with an asynchronous
https://medinform.jmir.org/2021/3/e25473
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2-way text-based chat between patient and health care provider.
Patients access the platform using their smartphone, tablet, or
computer device and choose their chief complaint from a
prespecified symptom list. A digital patient history is then taken,
allowing the patient to formulate ideas, concerns, and
expectations [28] in free-text with the addition of
symptom-specific multiple-choice questions based on
algorithms. Questions may address UTI symptoms and
patient-assessed Centor criteria [29], such as “Do you have any
of the following symptoms together with your sore throat?”
with choices of “fever,” “swollen lymph nodes on the neck,”
“severe pain when swallowing,” “cough,” “white exudates on
your tonsils or in the back of your throat” (image not mandatory
but recommended). If a patient reports fever, the question “Have
you measured your body temperature?” may be asked with
choices “no” or “yes” with an option to specify the highest value
in degrees Celsius. Photos can be attached when relevant; this
is recommended for the management of sore throat. Answers
are summarized and presented to a physician for review, and
further doctor-patient communication occurs through a
text-based conversation, similar to text messaging, with patients
and providers messaging each other at their convenience.
Physicians can prescribe medications, order laboratory samples,
provide patient information, or stay available for up to 72 hours
for conservative management. If deemed necessary, the
physician can schedule an office visit at a primary health care
center of the same health care provider. At the time of the study,
the platform used no machine learning technology.

Setting and Population
As the private health care provider offers both office visits and
eVisits using the platform since July 31, 2017, data could be
acquired for both visit types. A total of 16 primary health care
centers in the county provided office visit data, while national
eVisit data was acquired from the online platform. Inclusion
criteria were physician visits with a chief complaint of sore
throat, cough, cold/flu symptoms, or dysuria as specified by
free-form text in the electronic medical record (EMR) as
identified by data extraction software (Multimedia Appendix
1). We also included visits with a recorded diagnosis code J030
(streptococcal tonsillitis), J069 (acute upper respiratory
infection), or N300 (cystitis). Visits were included if they
occurred between March 30, 2016, and March 29, 2017 (office
visits only) or March 30, 2018, and March 29, 2019 (eVisits
and office visits). Exclusion criteria were patients aged younger
than 18 years, male patients with dysuria, and identifiable visits
for similar chief complaints in the past 21 days.

Power Calculation and Recruitment
Previous data from Sweden suggested an antibiotic prescription
rate of 59% for patients with sore throat–related diagnoses [20].
Using a binary outcome power calculation with a noninferiority
limit of 10%, an alpha level of .05, for 80% power, we estimated
needing 300 sore throat visits per group.
Digital consent was acquired from eVisit patients at the
beginning of the visits and recorded in the EMR. Written consent
was acquired from office visit patients, with sore throat patients
receiving letters including 2 reminders if no reply was received.
Recruitment was completed after consent was acquired from at
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least 300 sore throat patients in each group. After recruitment,
remaining exclusion criteria were applied before analysis
commenced (Figure 1).
The health care provider identified 14,742 potential office visits
eligible for participation. Letters were then sent to a random
selection of 2000 patients with suspected sore throat, 1000
patients with suspected dysuria, and 1000 patients with
suspected symptoms of cough, common cold, and influenza,
comprising 4162 visits. For office visits with a chief complaint
of sore throat (PHYSI-T), 87 patients were recruited after 1
month. An additional 117 patients were recruited after a second
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letter was sent 2 months later, and an additional 96 patients
were recruited 1 month after the third recruitment letter was
sent out. A total of 8856 relevant eVisits were identified, from
which patients were also invited to participate. In total, we
recruited patients from 832 office visits and 3994 eVisits. After
exclusion of dysuria visits with male patients and visits within
the 21-day washout period, 759 office visits and 3847 eVisits
remained for analysis (Figure 1). Office visits were in 99.1%
of cases identified via keywords in the free-form text the EMR,
while 0.1% (2 sore throat visits, 22 respiratory visits, and 18
dysuria visits) were identified through set diagnoses.

Figure 1. Flowchart of patient recruitment. PHYSI: primary care office visits; DIGI: eVisits; PHYSI-T: office visits with a chief complaint of sore
throat; PHYSI-R: office visits with a chief complaint of common cold/influenza or cough; PHYSI-U: office visits with a chief complaint of dysuria;
DIGI-T: eVisits with a chief complaint of sore throat; DIGI-R: eVisits with a chief complaint of common cold/influenza or cough; DIGI-U: eVisits
with a chief complaint of dysuria.

Diagnostic Criteria and Guideline Adherence
Swedish national guidelines recommend identifying at least 3
Centor criteria (tonsillar exudates, swollen tender anterior
cervical nodes, lack of cough, and presence of fever over 38.5°
Celsius) prior to ordering an RST [29]. Guidelines recommend
that RST should only be performed if the advantages of
antibiotic treatment are deemed to outweigh the disadvantages
for the individual patient and subsequently recommend penicillin
V as first-line treatment [30]. All cases of ordered RST in the
presence of Centor criteria were assumed to be due to primary
health care physicians deeming the advantages of antibiotic
therapy outweighing the disadvantages. In the office visit group,
Centor criteria are documented after a physical examination by
a physician. For the eVisit group, patients self-assess and report
Centor criteria in the automated patient interviewing software
[25]. Answers are evaluated by a physician who then chooses
which criteria to document in a specified template by, for
example, being required to check a box specifying that
temperature was above 38.5° Celsius. The physician may choose
to document Centor criteria differently from how patients report
https://medinform.jmir.org/2021/3/e25473
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the criteria depending on what information is acquired during
the 2-way patient-provider chat.

Data Collection
Baseline variables included chief complaint, visiting date, age,
and gender. The primary outcome was antibiotic prescription
within 3 days following sore throat as the chief complaint, which
is similar to previous studies [11,31,32]. Secondary outcomes
included antibiotic prescription within 3 days of visits for
dysuria and cough/common cold/influenza, type of antibiotic
prescribed, documentation of Centor criteria, laboratory tests
ordered within 3 days (c-reactive protein [CRP] and RST).
Guideline adherence for sore throat patients was also assessed
in terms of following indications for antibiotic prescription.
Data extraction software was used to automatically extract data
[33,34] with subsets manually validated by reading all free-form
text in the EMR and evaluating deviations from automatically
extracted data. Variables that were manually evaluated included
chief complaint (n=783), Centor criteria (n=285), CRP ordered
(n=294), RST ordered (n=284), antibiotic prescription (n=782),
and antibiotic type (n=183).
JMIR Med Inform 2021 | vol. 9 | iss. 3 | e25473 | p. 3
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As automatic extraction of free-form text was not possible,
Centor criteria for PHYSI-T were manually extracted from a
randomly selected subset of the cohort (n=125) while
automatically extracted Centor criteria were manually validated
for a subset of DIGI-T visits (n=160), resulting in a total of 285
visits with manually validated Centor criteria. Protocols were
used for all interpretation of free-form text (Multimedia
Appendix 1). For example, free-text documentation stating
“fever” was deemed a Centor criterion since only a minority of
cases specified temperature in this context.

Statistical Analyses
Analysis was conducted using SPSS Statistics version 26 (IBM
Corporation). A 21-day washout period was applied, excluding
past eVisits or office visits for similar chief complaints, similar
to previous methods [4]. For this washout, sore throat, cough,
and common cold or influenza were all deemed similar chief
complaints as they are all respiratory symptoms.
Visits for cough and common cold or influenza, each a separate
chief complaint for eVisits, were grouped together for analysis
as these chief complaints often result in similar diagnoses,
resulting in a total of 6 groups for analysis: sore throat office
visit (PHYSI-T) and eVisit (DIGI-T), cough/common
cold/influenza office visit (PHYSI-R) and eVisit (DIGI-R), and
dysuria office visit (PHYSI-U) and eVisit (DIGI-U). Variables
on type of antibiotics prescribed were recategorized to separate
antibiotics not commonly recommended by guidelines
(Multimedia Appendix 2). For analyses of guideline adherence,
manually collected Centor criterion data were dichotomized so
that undocumented symptoms were assumed to be absent.
The first diagnosis recorded at each visit was recategorized as
UTI, viral upper and lower respiratory tract infection, tonsillitis,
and 3 common diagnoses seen as more severe conditions
following each of our chosen chief complaints: pneumonia,
peritonsillar abscess, and pyelonephritis. Symptom-based codes
and nondiagnostic codes were grouped as nonspecific or
symptom-based diagnosis and remaining diagnoses were
grouped as other (Multimedia Appendix 3). Continuous data
were presented with mean and standard deviation and analyzed
with Student t test, while categorical data were presented with
percentage and analyzed with chi-square test.
We hypothesized that there would be no clinically relevant
difference in antibiotic prescribing. Hypothesis testing was
conducted by comparing office visits to eVisits for each chief
complaint. As age and set diagnoses are potential confounding
factors for the tendency to prescribe antibiotics, multiple binary
logistic regressions were conducted for each chief complaint
with antibiotic prescription as the dependent variable and visit
type as the independent variable in an enter regression model.
The models were then adjusted for age and diagnoses of
tonsillitis, viral upper and lower respiratory tract infection,
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pneumonia, and other diagnoses. eVisits were used as the
reference group.
No data were missing for the primary outcome analyses. For
secondary outcomes, visits with missing data were compared
with visits with valid data for patient age, prescription of
antibiotics. and antibiotic choice to test whether data was
missing at random. Visits with data missing at random were
excluded from the analyses.
Exploratory analyses were conducted for sore throat patients
from one county (n=289 for DIGI-T and n=312 for PHYSI-T)
where data on Centor criteria and related variables were
available for random subsets of the data. Two measures of
guideline adherence for sore throat management were explored:
•
•

Proportion of RST performed on properly documented
indications (ie, 3 or more documented Centor criteria)
Proportion of visits diagnosed with tonsillitis that were
prescribed antibiotics with a positive RST performed on
properly documented indications

Ethics and Registration
The study was approved by the Swedish Ethical Review
Authority (reference number: 2019-00463). Permission to use
regional medical record data was also granted (reference
number: 062-18). The study was registered at ClinicalTrials.gov
[NCT03474887] and reported using a Strengthening the
Reporting of Observational Studies in Epidemiology (STROBE)
checklist.

Data Sharing Statement
Data are available to the Department of Clinical Sciences in
Malmö at Lund University and can be accessed for a
prespecified purpose after approval upon reasonable request.

Results
Manual Validation of Data
Manual validation showed high accuracy of extracted data, with
98.7% (773/783) accuracy for antibiotic prescription within 3
days and chief complaint for office visits correctly classified in
98.5% (133/135) for PHYSI-T but less often so for PHYSI-R
(212/234, 90.6%) and PHYSI-U (95/103, 92.2%). For PHYSI-U
patients, many cases of misclassified patients had lower
abdominal pain rather than dysuria.

Baseline Demographics
For all chief complaints, baseline demographics revealed a
significantly higher patient age among office visits compared
with eVisits. For both sore throat and respiratory symptoms,
around one-third (343/1110, 30.9%, and 721/1975, 36.5%, for
sore throat and respiratory symptoms, respectively) of the visits
involved male patients, with slightly more men in DIGI-T
compared with PHYSI-T (Table 1).
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Table 1. Baseline demographics.
Chief complaint

Age in years, mean (SD)

P value for difference

Sex, male, n (%)

P value for difference

Sore throat (n=1110)

—a

<.001

—

.03

DIGI-Tb (n=798)

35.1 (11.5)

—

262 (32.8)

—

PHYSI-Tc (n=312)

44.5 (17.5)

—

81 (26.0)

—

—

<.001

—

.28

DIGI-Rd (n=1724)

42.8 (14.5)

—

637 (36.9)

—

PHYSI-Re (n=251)

60.0 (16.2)

—

84 (33.5)

—

—

<.001

—

—

DIGI-Uf (n=1325)

42.1 (15.4)

—

0 (0.0)

—

PHYSI-Ug (n=196)

60.0 (18.9)

—

0 (0.0)

—

Respiratory (n=1975)

Dysuria (n=1521)

a

Not applicable.

b

DIGI-T: eVisits with a chief complaint of sore throat.

c

PHYSI-T: Office visits with a chief complaint of sore throat.

d

DIGI-R: eVisits with a chief complaint of common cold/influenza or cough.

e

PHYSI-R: Office visits with a chief complaint of common cold/influenza or cough.

f

DIGI-U: eVisits with a chief complaint of dysuria.

g

PHYSI-U: Office visits with a chief complaint of dysuria.

Diagnoses
Based on the first diagnosis recorded by the physician, a total
of 185 different diagnosis codes were recorded across the entire
cohort, with 107 different diagnosis codes for office visits and
98 different diagnosis codes for eVisits.
Nonspecific or symptom-based diagnoses were recorded among
25.3% (973/3847) of eVisits compared with 14.2% (108/759)
of office visits, while other diagnoses were recorded for 1.8%
(70/3847) of eVisits compared with 19.1% (145/759) of office
visits.
Tonsillitis was recorded among 25.8% (206/798) of DIGI-T
compared with 33.3% (104/312) of PHYSI-T. Viral upper and
lower respiratory diagnoses were recorded among 61.3%
(1057/1724) of DIGI-R compared with 48.6% (122/251) of
PHYSI-R.
A total of 0.7% (19/2522) recorded diagnoses were for
pneumonia across DIGI-T and DIGI-R compared with 2.3%
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(13/563) across PHYSI-T and PHYSI-R. Peritonsillar abscess
was recorded in 0.8% (6/798) of DIGI-T compared with 0.6%
(2/312) of PHYSI-T. There was one recorded diagnosis of
pyelonephritis among PHYSI-U and none among DIGI-U.

Antibiotic Prescription
Compared with eVisits, antibiotic prescription within 3 days of
the visit was significantly higher for office visits for sore throat
and respiratory symptoms. No significant difference in
prescription rate was observed for dysuria visits (Table 2).
For respiratory symptoms and dysuria, office visits more often
led to the prescription of antibiotics outside of guideline
recommendations for tonsillitis and pneumonia, respectively
(Table 2).
Odds ratio of antibiotic prescription as the dependent variable
following a PHYSI-T visit compared with DIGI-T was 2.46
(95% CI 1.86-3.26; P<.001). Adjustment for age and differences
in recorded diagnoses had a marginal impact on odds ratios
(Table 3).
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Table 2. Antibiotic-related outcomes. No data were missing among presented variables. See Multimedia Appendix 2 for guideline-recommended
antibiotics.
Chief complaint

Antibiotic prescription within P value for difference
3 days of visit, n (%)

Guideline-recommended P value for difference
antibiotics, n (%)

Sore throat (n=1110)

—a

<.001

—

.39

DIGI-Tb (n=798)

169 (21.2)

—

163 (96.4)

—

PHYSI-Tc (n=312)

124 (39.7)

—

117 (94.4)

—

—

<.001

—

.02

DIGI-R (n=1724)

27 (1.6)

—

26 (96.3)

—

PHYSI-Re (n=251)

50 (19.9)

—

37 (74.0)

—

—

.25

—

<.001

DIGI-Uf (n=1325)

1016 (76.7)

—

1009 (99.3)

—

PHYSI-Ug (n=196)

143 (73.0)

—

135 (94.4)

—

Respiratory (n=1975)
d

Dysuria (n=1521)

a

Not applicable.

b

DIGI-T: eVisits with a chief complaint of sore throat.

c

PHYSI-T: Office visits with a chief complaint of sore throat.

d

DIGI-R: eVisits with a chief complaint of common cold/influenza or cough.

e

PHYSI-R: Office visits with a chief complaint of common cold/influenza or cough.

f

DIGI-U: eVisits with a chief complaint of dysuria.

g

PHYSI-U: Office visits with a chief complaint of dysuria.

Table 3. Regression models for antibiotic prescription for office visits compared with eVisits.
Chief complaint

a

Antibiotic prescription within 3 days of of- P value

Antibiotic prescription within 3 days of

fice visits vs eVisits, UORa (95% CI)

office visits vs eVisits, AORb,c (95% CI)

P value

Sore throat (n=1110)

2.46 (1.85-3.26)

<.001

2.94 (1.99-4.33)

<.001

Respiratory (n=1975)

15.63 (9.58-25.53)

<.001

11.57 (5.50-24.32)

<.001

Dysuria (n=1521)

0.82 (0.58-1.15)

.25

1.01 (0.66-1.53)

.98

UOR: unadjusted odds ratio.

b

AOR: adjusted odds ratio.

c

Each regression model was adjusted for age and diagnoses, tonsillitis, viral upper and lower respiratory tract infection, pneumonia, and other.

Antibiotic Choice
Antibiotic choice was similar for DIGI-T versus PHYSI-T as
well as DIGI-U versus PHYSI-U (Figures 2 and 3, respectively).
Antibiotic prescriptions following DIGI-R most often led to
prescriptions of penicillin V, while PHYSI-R most often led to
prescriptions of doxycycline (Figure 4). Penicillin V accounted
for 89.3% (151/169) of all prescribed antibiotics among DIGI-T
and 77.4% (96/124) of all prescribed antibiotics in PHYSI-T.
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Among the 13 sore throat visits included in “Other” (6 DIGI-T,
7 PHYSI-T visits), there was one DIGI-T and one PHYSI-T
visit each with UTI diagnoses receiving pivmecillinam, and one
PHYSI-T visit with a diagnosis of acute bronchitis receiving
doxycycline. Remaining visits had only sore throat–related
diagnoses and were followed by prescriptions of doxycycline,
erythromycin, and amoxicillin with and without clavulanic acid.
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Figure 2. Prescription rates for various antibiotics following chief complaint of sore throat.

Figure 3. Prescription rates for various antibiotics following chief complaint of dysuria.
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Figure 4. Prescription rates for various antibiotics following chief complaint of respiratory symptoms.

Among the 15 dysuria visits included in “Other” (7 DIGI-U, 8
PHYSI-U visits), 7 PHYSI-U visits led to prescriptions of
trimethoprim sulfamethoxazole, methenamine, or ciprofloxacin
without a relevant diagnosis to support the prescription given
current guidelines, while one PHYSI-U visit led to a diagnosis
with pyelonephritis and prescription of ciprofloxacin
accordingly. A total of 5 DIGI-U visits had non-specified UTI
diagnoses; 3 of these patients were prescribed ciprofloxacin, 1
trimethoprim sulfamethoxazole, and 1 lymecycline. The
remaining 2 DIGI-U patients were diagnosed with acute cystitis
and prescribed ciprofloxacin.
Among the 14 respiratory visits included in “Other” (1 DIGI-R,
13 PHYSI-R visits), 4 PHYSI-R patients were prescribed
amoxicillin, erythromycin, or cefadroxil without a diagnosis
https://medinform.jmir.org/2021/3/e25473
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supported by guidelines, and 2 PHYSI-R visit patients were
prescribed amoxicillin with the diagnosis of pneumonia. A total
of 3 PHYSI-R visit patients were diagnosed with concurrent
UTIs, 2 of whom were prescribed pivmecillinam and 1
trimethoprim sulfamethoxazole. The remaining PHYSI-R visit
patients were diagnosed with chronic obstructive pulmonary
disease or acute exacerbation and were prescribed amoxicillin.

Documentation of Centor Criteria
All 4 Centor criteria were documented for 100% (798/798) of
DIGI-T visits and 28% (35/125) of PHYSI-T visits.
Documentation did not differ among PHYSI-T visits prescribed
antibiotics versus cases not prescribed antibiotics (13/45, 28.9%,
versus 22/80, 27.5%, complete documentation, respectively).
JMIR Med Inform 2021 | vol. 9 | iss. 3 | e25473 | p. 8
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Specifically, presence or absence of tonsillar exudates, fever,
lymphadenopathy, and cough were not documented in 4.8%
(6/125), 21.6% (27/125), 26.4% (33/125), and 57.6% (72/125)
of PHYSI-T visits, respectively.
Among the subset of sore throat patients from a specific county,
there was no significant difference in documented fever between
DIGI-T and PHYSI-T (116/289, 40.1%, vs 46/125, 36.8%;
P=.52). PHYSI-T more often had absence of cough (96/125,
76.8%, vs 151/289, 52.2%; P<.001). DIGI-T had significantly
more documented swollen tender anterior cervical nodes
(182/289, 63.0%, vs 39/125, 31.2%; P<.001) and tonsillar
exudates (136/289, 47.1%, vs 37/125, 29.6%; P=.001;
Multimedia Appendix 4).

Entezarjou et al
blinded for participation to the study, which may have
influenced the outcome.
Regarding sore throat, the results of this study may not apply
to countries preferentially using other scoring systems such as
the McIsaac score to determine whether to perform an RST
[35].

Among manually reviewed cases with documented tonsillar
exudates among DIGI-T, 86.6% (116/134) had a photo attached
of varying quality in terms of visualizing tonsillar exudates.

Finally, while we used a 21-day washout period, we cannot
exclude that some visits may have been preceded by a visit from
another health care provider within the washout period. Across
the entire cohort, there were 12 patients who had both an eVisit
and an office visit, with the eVisit preceding the office visit in
8 cases. However, visits were always separated by at least 21
days, making conversions clinically unlikely and warranting a
novel assessment regarding indications for antibiotic
prescription. Our sample size was relatively small but adequate
to address the research question.

Guideline Adherence for Sore Throat

Strengths

Exploratory analyses of sore throat visits with Centor criteria
data (Multimedia Appendix 5) showed that RST testing was
more often performed on properly documented indications in
terms of Centor criteria among DIGI-T compared with PHYSI-T
(105/132, 79.5%, vs 23/70, 32.9%; P<.001).

Despite the above, this study has several strengths. As far as
the authors know, this is the first study specifically comparing
antibiotic prescription following asynchronous eVisits to office
visits outside of the American health care setting. The dataset
comes from one of the few health care providers of both eVisits
and office visits, thus making the groups more comparable.
Using chief complaint as opposed to diagnosis as inclusion
criteria means prescription rates may better reflect clinical
practice as many clinicians tend to choose diagnoses based on
their choice to prescribe antibiotics, regardless of guideline
adherence. Using data extraction software ensured reliability
of data, and manually reviewing subsets of the data added
validity regarding physician assessment and documentation.
Findings were robust through logistic regression and several
subgroup analyses.

Among visits that were diagnosed with tonsillitis and prescribed
antibiotics, there were more cases of positive RSTs performed
on properly documented indications among DIGI-T compared
with PHYSI-T (42/43, 97.7%, vs 8/20, 40.0%; P<.001).

Discussion
Principal Findings
Rates of antibiotic prescription following eVisits for sore throat,
cough, common cold, and influenza were significantly lower
than for office visits, while no differences in prescription rates
were noted for dysuria. This difference persisted after adjusting
for age and set diagnoses.

Limitations
Results should be interpreted with consideration for several
limitations. First, as the groups were not randomized, we were
unable to establish causality between visit type and antibiotic
prescription rate. However, randomization in this context was
not feasible as risk of spillover was high with patients free to
seek other forms of care.
We cannot exclude that the lower prescription rate among
eVisits reflects a self-selected group with different symptom
severity, comorbidity frequency, patient expectations, and time
constraints compared with those seeking office care. Differences
between physicians working in the digital platform versus in
the office setting may be another factor influencing differences
in prescription rates.
Differences in recruitment strategy may have impacted the
results. During eVisits, patients self-selected their chief
complaint, which was then documented and used for
recruitment, while office visit physicians chose which symptom
to document as the chief complaint. eVisit physicians were not
https://medinform.jmir.org/2021/3/e25473
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Interpretation
Beyond potential unidentified confounding factors, the lower
antibiotic prescription rate in DIGI-T may reflect the health care
providers’ use of a structured documentation platform requiring
physicians to actively mark each Centor criterion prior to
ordering an RST. It has previously been hypothesized that
availability of guidelines may be the driving factor behind
improved guideline adherence in virtual visits [8], and decision
support systems have previously been shown to improve
guideline adherence [16,36].
One must also consider the risk of misdiagnosis with eVisits.
There is a risk that the system would lead the physician into a
logical conclusion and apparently guideline-coherent decision,
increasing the risk of cognitive biases such as confirmation bias,
which may not have occurred face-to-face in an office setting.
eVisits may also facilitate physicians to better manage
emotionally demanding patients [37], possibly reducing the risk
of prescribing antibiotics without proper indications. In addition,
eVisits provide a convenient way for physicians to use watchful
waiting prior to antibiotic prescription as patients easily can
access the chat within 72 hours of a consultation.
DIGI-T patients are required to visit their nearest primary health
care center to take the RST prior to receiving antibiotics, which
JMIR Med Inform 2021 | vol. 9 | iss. 3 | e25473 | p. 9
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may create an additional barrier to antibiotic prescription not
present in PHYSI-T. These barriers are absent for antibiotic
prescription following UTIs, which may explain the similar
rates between DIGI-U and PHYSI-U.
As previously mentioned, eVisits involve physician
interpretation of patient reported Centor criteria prior to
documentation, while office visits involve interpretation of
Centor criteria through physical examination prior to
documentation. For example, cough may be more correctly
reported following eVisits as it is reported much more
categorically than when asked in an office setting and interpreted
by the physician with a working diagnosis. Conversely,
lymphadenopathy may be overreported among eVisits due to
self-palpating of cervical myalgia because of a sore throat. The
use of patient-reported Centor criteria remains to be validated,
prompting some organizations to dissuade management of sore
throat patients using eVisits [38]. As future studies are required
to validate specific criteria for eVisit diagnosis of streptococcal
tonsillitis, this study’s objective was to evaluate adherence to
local health care provider protocols.
The seemingly higher proportion of nonspecific or
symptom-based diagnoses recorded after eVisits may represent
physicians’ reluctancy or inability to make diagnoses through
the platform.
A majority of DIGI-T but a minority of PHYSI-T visits with
ordered RST had sufficiently documented Centor criteria.
Furthermore, a larger proportion of prescribed antibiotics in
DIGI-T had a positive RST ordered on correctly documented
indications. These findings should be interpreted with caution
and warrant replication given their basis in a small random
sample of PHYSI-T visits. EMR notes after office visits are
often short, and all symptoms may not have been documented
in PHYSI-T visits. Thus, PHYSI-T physicians may still adhere
to guidelines similarly to DIGI-T, even though this adherence
is not documented. It is, however, worth considering that more
complete documentation may be a strength of eVisits compared
with office visits, regardless of guideline adherence. Antibiotic
prescriptions without positive RST following office visits may
also be a consequence of general practitioners relying on clinical
gaze over laboratory test results [24].

Comparison With Other Studies
As most studies investigating antibiotic prescribing for visits
were selected based on recorded diagnoses such as streptococcal
tonsillitis, our findings are not directly comparable as each group
in this study contains a range of set diagnoses. However, certain
patterns can be noted when the current findings are placed in
context.
The finding that antibiotic prescriptions are lower following
eVisits for sore throat contrasts with most previous research

Entezarjou et al
finding higher prescription rates for virtual visits compared with
office visits following diagnosis of pharyngitis [4,15,32], with
the exception of one study finding lower prescription rates
following diagnosis of nasopharyngitis [32]. Differences in
antibiotic prescription in this study persisted after adjusting for
age and differences in set diagnoses. However, a retrospective
cohort study with a large, matched sample noted no differences
in prescription rates for pharyngitis [15]. Given this disparity,
the findings in this study warrant replication in a different
population.
The finding that DIGI-T more often were prescribed antibiotics
per guideline recommendations contrasts with previous studies
suggesting overprescription of broad-spectrum antibiotics after
virtual visits compared with office visits [15,32]. This may
demonstrate that the platform specifically improves guideline
adherence through a framework encouraging physicians to
reflect on guidelines prior to prescription. This is partially
reflected by 100% documentation of Centor criteria, higher than
reported from other eVisit platforms [25]. Indeed, previous
interventions involving the use of symptom templates
demonstrate improved documentation [39].
Regarding respiratory symptoms, the lower prescription rate
noted in this study is in line with most research on virtual visits
finding similar or lower prescription rates for bronchitis and
acute respiratory infections compared with office visits
[4,15,18,32,40], although some studies found higher
broad-spectrum prescription rates for bronchitis [18,32].
For dysuria, previous research noted higher prescription rates
following virtual visits [4] as well as eVisits [11] compared
with office visits. However, a recent study on management of
UTIs using asynchronous eVisits found no differences in
antibiotic prescription rates. Our findings support this latter
finding and the use of telemedicine for the management of
uncomplicated UTIs [12]. This also suggests that eVisits and
virtual visits may differently impact antibiotic prescribing.

Conclusions
The use of asynchronous eVisits for the management of sore
throat, dysuria, or respiratory symptoms does not appear to lead
to an inherent overprescription of antibiotics compared with
office visits, even after considering differences in age and
recorded diagnoses. Antibiotic prescriptions do not seem to
deviate from guidelines more often than usual management
using office visits. Findings support the use of structured eVisits
in the context of a platform with an infrastructure encouraging
guideline adherence. Future research is needed to confirm the
findings of this study and validate the use of Centor criteria or
another set of criteria to use for differential diagnosis and
treatment of conditions related to sore throat in the eVisit setting.

Acknowledgments
The authors would like to thank Capio Sweden for assisting with sending patient consent forms, Doctrin AB for collaborating
on scientifically evaluating their platform Doctrin FLOW, Olof Larsson at Medrave Software AB for assisting in programming
of the data extraction software, and medical students Hannes Rönnelid, Vivi Tang, and Maria Amundstad at Lund University for
assisting in manual data collection. This study was partly funded by Capio Sweden, Region Skåne, and Västra Götalandsregionen
to AE, and Avtal om Läkarutbildning och Forskning funding from Region Skåne to SC.
https://medinform.jmir.org/2021/3/e25473

XSL• FO
RenderX

JMIR Med Inform 2021 | vol. 9 | iss. 3 | e25473 | p. 10
(page number not for citation purposes)

JMIR MEDICAL INFORMATICS

Entezarjou et al

Authors' Contributions
AE, SC, VMN, LV, AL, UJ, and PM were responsible for study concept and design. AE and TB were responsible for acquisition
of data. AE, UJ, and SC performed the analysis. All authors interpreted the data. AE drafted the manuscript. All authors were
responsible for critical revision of the manuscript for important intellectual content and final approval.

Conflicts of Interest
AL is a cofounder of Doctrin AB. AE is currently employed by Capio AB. LV has previously been employed by Capio AB. Other
authors declared no conflicts of interest.

Multimedia Appendix 1
Protocol for interpretation of free-form text for validation of data. In uncertain cases, dialogue occurred with a family medicine
specialist in order to determine if symptoms should be deemed present or absent. As not all visits were manually validated, all
visits were included in the analysis.
[DOCX File , 15 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Anatomic therapeutic chemical classification codes for recategorization of prescriptions according to current Swedish guideline
recommendations.
[DOCX File , 15 KB-Multimedia Appendix 2]

Multimedia Appendix 3
Recategorization of diagnoses.
[DOCX File , 13 KB-Multimedia Appendix 3]

Multimedia Appendix 4
Centor criteria for a subset of sore throat patients from a specific county. Denominators based on available data (unavailable data
is missing at random).
[DOCX File , 14 KB-Multimedia Appendix 4]

Multimedia Appendix 5
Secondary outcomes related to guideline adherence for a subset of sore throat visits from a specific county. Denominators vary
due to missing data (unavailable data is missing at random).
[DOCX File , 14 KB-Multimedia Appendix 5]

References
1.
2.
3.

4.
5.
6.
7.

8.

Ekman B. Cost analysis of a digital health care model in Sweden. Pharmacoecon Open 2018 Sep;2(3):347-354 [FREE Full
text] [doi: 10.1007/s41669-017-0059-7] [Medline: 29623633]
Mehrotra A. The convenience revolution for treatment of low-acuity conditions. JAMA 2013 Jul 03;310(1):35-36 [FREE
Full text] [doi: 10.1001/jama.2013.6825] [Medline: 23821082]
Monaghesh E, Hajizadeh A. The role of telehealth during COVID-19 outbreak: a systematic review based on current
evidence. BMC Public Health 2020 Aug 01;20(1):1193 [FREE Full text] [doi: 10.1186/s12889-020-09301-4] [Medline:
32738884]
Gordon AS, Adamson WC, DeVries AR. Virtual visits for acute, nonurgent care: a claims analysis of episode-level utilization.
J Med Internet Res 2017 Feb 17;19(2):e35 [FREE Full text] [doi: 10.2196/jmir.6783] [Medline: 28213342]
O'Neill J. Antimicrobial Resistance: Tackling a Crisis for the Health and Wealth of Nations. London: Wellcome Trust;
2014.
Lee GC, Reveles KR, Attridge RT, Lawson KA, Mansi IA, Lewis JS, et al. Outpatient antibiotic prescribing in the United
States: 2000 to 2010. BMC Med 2014 Jun 11;12:96 [FREE Full text] [doi: 10.1186/1741-7015-12-96] [Medline: 24916809]
Foster CB, Martinez KA, Sabella C, Weaver GP, Rothberg MB. Patient satisfaction and antibiotic prescribing for respiratory
infections by telemedicine. Pediatrics 2019 Sep;144(3):e20190844 [FREE Full text] [doi: 10.1542/peds.2019-0844] [Medline:
31371464]
Davis CB, Marzec LN, Blea Z, Godfrey D, Bickley D, Michael SS, et al. Antibiotic prescribing patterns for sinusitis within
a direct-to-consumer virtual urgent care. Telemed J E Health 2019 Jun;25(6):519-522. [doi: 10.1089/tmj.2018.0100]
[Medline: 30020851]

https://medinform.jmir.org/2021/3/e25473

XSL• FO
RenderX

JMIR Med Inform 2021 | vol. 9 | iss. 3 | e25473 | p. 11
(page number not for citation purposes)

JMIR MEDICAL INFORMATICS
9.
10.

11.

12.

13.
14.
15.

16.
17.
18.

19.
20.

21.
22.

23.
24.

25.

26.
27.
28.
29.
30.

31.

Halpren-Ruder D, Chang AM, Hollander JE, Shah A. Quality assurance in telehealth: adherence to evidence-based indicators.
Telemed J E Health 2019 Jul;25(7):599-603 [FREE Full text] [doi: 10.1089/tmj.2018.0149] [Medline: 30070966]
Johnson K, Dumkow L, Burns K, Yee M, Egwuatu N. Comparison of diagnosis and prescribing practices between virtual
visits and office visits for adults diagnosed with sinusitis within a primary care network. Open Forum Infect Dis 2019
Sep;6(9):ofz393 [FREE Full text] [doi: 10.1093/ofid/ofz393] [Medline: 31660415]
Mehrotra A, Paone S, Martich GD, Albert SM, Shevchik GJ. A comparison of care at e-visits and physician office visits
for sinusitis and urinary tract infection. JAMA Intern Med 2013 Jan 14;173(1):72-74 [FREE Full text] [doi:
10.1001/2013.jamainternmed.305] [Medline: 23403816]
Murray MA, Penza KS, Myers JF, Furst JW, Pecina JL. Comparison of eVisit management of urinary symptoms and urinary
tract infections with standard care. Telemed J E Health 2020 May;26(5):639-644. [doi: 10.1089/tmj.2019.0044] [Medline:
31313978]
Penza KS, Murray MA, Myers JF, Furst JW, Pecina JL. Management of acute sinusitis via e-Visit. Telemed J E Health
2020 Jun 10. [doi: 10.1089/tmj.2020.0047] [Medline: 32522103]
Ray KN, Shi Z, Gidengil CA, Poon SJ, Uscher-Pines L, Mehrotra A. Antibiotic prescribing during pediatric direct-to-consumer
telemedicine visits. Pediatrics 2019 Apr 08;143(5):e20182491. [doi: 10.1542/peds.2018-2491]
Shi Z, Mehrotra A, Gidengil CA, Poon SJ, Uscher-Pines L, Ray KN. Quality Of care for acute respiratory infections during
direct-to-consumer telemedicine visits for adults. Health Aff (Millwood) 2018 Dec;37(12):2014-2023 [FREE Full text]
[doi: 10.1377/hlthaff.2018.05091] [Medline: 30633682]
Smith K, Tran D, Westra B. Sinusitis treatment guideline adherence in the e-visit setting: a performance improvement
project. Appl Clin Inform 2016;7(2):299-307 [FREE Full text] [doi: 10.4338/ACI-2015-10-CR-0143] [Medline: 27437042]
Tan LF, Mason N, Gonzaga WJ. Virtual visits for upper respiratory tract infections in adults associated with positive
outcome in a Cox model. Telemed J E Health 2017 Mar;23(3):200-204. [doi: 10.1089/tmj.2016.0018] [Medline: 27351543]
Uscher-Pines L, Mulcahy A, Cowling D, Hunter G, Burns R, Mehrotra A. Access and quality of care in direct-to-consumer
telemedicine. Telemed J E Health 2016 Apr;22(4):282-287 [FREE Full text] [doi: 10.1089/tmj.2015.0079] [Medline:
26488151]
Swedes-Svarm: consumption of antibiotics and occurrence of antibiotic resistance in Sweden—2016. Public Health Agency
of Sweden. URL: https://www.sva.se/media/y50fy2sl/rapport_swedres-svarm_2016.pdf [accessed 2021-02-26]
Tyrstrup M, Beckman A, Mölstad S, Engström S, Lannering C, Melander E, et al. Reduction in antibiotic prescribing for
respiratory tract infections in Swedish primary care: a retrospective study of electronic patient records. BMC Infect Dis
2016 Nov 25;16(1):709 [FREE Full text] [doi: 10.1186/s12879-016-2018-9] [Medline: 27887585]
Wändell P, Carlsson AC, Wettermark B, Lord G, Cars T, Ljunggren G. Most common diseases diagnosed in primary care
in Stockholm, Sweden, in 2011. Fam Pract 2013 Oct;30(5):506-513. [doi: 10.1093/fampra/cmt033] [Medline: 23825186]
Tell D, Engström S, Mölstad S. Adherence to guidelines on antibiotic treatment for respiratory tract infections in various
categories of physicians: a retrospective cross-sectional study of data from electronic patient records. BMJ Open 2015 Jul
15;5(7):e008096 [FREE Full text] [doi: 10.1136/bmjopen-2015-008096] [Medline: 26179648]
Dekker ARJ, Verheij TJM, van der Velden AW. Antibiotic management of children with infectious diseases in Dutch
Primary Care. Fam Pract 2017 Apr 01;34(2):169-174. [doi: 10.1093/fampra/cmw125] [Medline: 28122841]
Gröndal H, Hedin K, Strandberg EL, André M, Brorsson A. Near-patient tests and the clinical gaze in decision-making of
Swedish GPs not following current guidelines for sore throat: a qualitative interview study. BMC Fam Pract 2015 Jul
04;16:81 [FREE Full text] [doi: 10.1186/s12875-015-0285-y] [Medline: 26141740]
Schoenfeld AJ, Davies JM, Marafino BJ, Dean M, DeJong C, Bardach NS, et al. Variation in quality of urgent health care
provided during commercial virtual visits. JAMA Intern Med 2016 Apr 4;176(5):635-642. [doi:
10.1001/jamainternmed.2015.8248] [Medline: 27042813]
Hickson R, Talbert J, Thornbury WC, Perin NR, Goodin AJ. Online medical care: the current state of “eVisits” in acute
primary care delivery. Telemed J E Health 2015 Feb;21(2):90-96. [doi: 10.1089/tmj.2014.0022] [Medline: 25474083]
Liddy C, Drosinis P, Keely E. Electronic consultation systems: worldwide prevalence and their impact on patient care: a
systematic review. Fam Pract 2016 Jun;33(3):274-285. [doi: 10.1093/fampra/cmw024] [Medline: 27075028]
Larsen J, Neighbour R. Five cards: a simple guide to beginning the consultation. Br J Gen Pract 2014 Mar;64(620):150-151
[FREE Full text] [doi: 10.3399/bjgp14X677662] [Medline: 24567647]
Centor RM, Witherspoon JM, Dalton HP, Brody CE, Link K. The diagnosis of strep throat in adults in the emergency room.
Med Decis Making 1981;1(3):239-246. [doi: 10.1177/0272989X8100100304] [Medline: 6763125]
Handläggning av faryngotonsilliter i öppenvård: ny rekommendation [Management of pharyngotonsillitis in ambulatory
care—new recommendation]. Swedish Medical Products Agency. 2012 Dec 14. URL: https://www.lakemedelsverket.se/
48ff63/globalassets/dokument/behandling-och-forskrivning/behandlingsrekommendationer/behandlingsrekommendation/
behandlingsrekommendation-antibiotika-vid-faryngotonsilliter-i-oppenvard.pdf [accessed 2021-03-01]
Ashwood JS, Mehrotra A, Cowling D, Uscher-Pines L. Direct-To-consumer telehealth may increase access to care but does
not decrease spending. Health Aff (Millwood) 2017 Dec 01;36(3):485-491. [doi: 10.1377/hlthaff.2016.1130] [Medline:
28264950]

https://medinform.jmir.org/2021/3/e25473

XSL• FO
RenderX

Entezarjou et al

JMIR Med Inform 2021 | vol. 9 | iss. 3 | e25473 | p. 12
(page number not for citation purposes)

JMIR MEDICAL INFORMATICS
32.

33.

34.
35.

36.

37.

38.

39.
40.

Entezarjou et al

Uscher-Pines L, Mulcahy A, Cowling D, Hunter G, Burns R, Mehrotra A. Antibiotic prescribing for acute respiratory
infections in direct-to-consumer telemedicine visits. JAMA Intern Med 2015 Jul;175(7):1234-1235. [doi:
10.1001/jamainternmed.2015.2024] [Medline: 26011763]
Skånér Y, Arrelöv B, Backlund LG, Fresk M, Aström AW, Nilsson GH. Quality of sickness certification in primary health
care: a retrospective database study. BMC Fam Pract 2013 Apr 12;14:48 [FREE Full text] [doi: 10.1186/1471-2296-14-48]
[Medline: 23586694]
Holte M, Holmen J. Program for data extraction in primary health records: a valid tool for knowledge production in general
practice? BMC Res Notes 2020 Jan 10;13(1):23 [FREE Full text] [doi: 10.1186/s13104-020-4887-7] [Medline: 31924277]
Fine AM, Nizet V, Mandl KD. Large-scale validation of the Centor and McIsaac scores to predict group A streptococcal
pharyngitis. Arch Intern Med 2012 Jun 11;172(11):847-852 [FREE Full text] [doi: 10.1001/archinternmed.2012.950]
[Medline: 22566485]
Rubin MA, Bateman K, Donnelly S, Stoddard GJ, Stevenson K, Gardner RM, et al. Use of a personal digital assistant for
managing antibiotic prescribing for outpatient respiratory tract infections in rural communities. J Am Med Inform Assoc
2006;13(6):627-634 [FREE Full text] [doi: 10.1197/jamia.M2029] [Medline: 16929045]
Entezarjou A, Bolmsjö BB, Calling S, Midlöv P, Milos Nymberg V. Experiences of digital communication with automated
patient interviews and asynchronous chat in Swedish primary care: a qualitative study. BMJ Open 2020 Jul 23;10(7):e036585
[FREE Full text] [doi: 10.1136/bmjopen-2019-036585] [Medline: 32709650]
Rekommendationer för kvalitetsindikatorer vid digitala vårdmöten [Recommendations for quality indicators in digital care
visits]. Swedish Strategic Programme Against Antibiotic Resistance. 2019. URL: https://strama.se/wp-content/uploads/
2019/10/Kvalitetsindikatorer-f%C3%B6r-digitala-v%C3%A5rdm%C3%B6ten-191031.pdf [accessed 2021-03-01]
Razai M, Hussain K. Improving antimicrobial prescribing practice for sore throat symptoms in a general practice setting.
BMJ Qual Improv Rep 2017;6(1) [FREE Full text] [doi: 10.1136/bmjquality.u211706.w4738] [Medline: 28469911]
Hersh AL, Stenehjem E, Daines W. RE: antibiotic prescribing during pediatric direct-to-consumer telemedicine visits.
Pediatrics 2019 Aug;144(2):e20191786B [FREE Full text] [doi: 10.1542/peds.2019-1786B] [Medline: 31366684]

Abbreviations
CRP: c-reactive protein
EMR: electronic medical record
eVisit: asynchronous chat-based visit
PHYSI-T: office visit with a chief complaint of sore throat
RST: rapid streptococcal antigen testing
STROBE: Strengthening the Reporting of Observational Studies in Epidemiology
UTI: urinary tract infection

Edited by C Lovis; submitted 03.11.20; peer-reviewed by J Pecina, T Jamieson, A Hidki,Dr; comments to author 16.01.21; revised
version received 27.01.21; accepted 31.01.21; published 15.03.21
Please cite as:
Entezarjou A, Calling S, Bhattacharyya T, Milos Nymberg V, Vigren L, Labaf A, Jakobsson U, Midlöv P
Antibiotic Prescription Rates After eVisits Versus Office Visits in Primary Care: Observational Study
JMIR Med Inform 2021;9(3):e25473
URL: https://medinform.jmir.org/2021/3/e25473
doi: 10.2196/25473
PMID: 33720032

©Artin Entezarjou, Susanna Calling, Tapomita Bhattacharyya, Veronica Milos Nymberg, Lina Vigren, Ashkan Labaf, Ulf
Jakobsson, Patrik Midlöv. Originally published in JMIR Medical Informatics (http://medinform.jmir.org), 15.03.2021. This is
an open-access article distributed under the terms of the Creative Commons Attribution License
(https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in JMIR Medical Informatics, is properly cited. The complete bibliographic information,
a link to the original publication on http://medinform.jmir.org/, as well as this copyright and license information must be included.

https://medinform.jmir.org/2021/3/e25473

XSL• FO
RenderX

JMIR Med Inform 2021 | vol. 9 | iss. 3 | e25473 | p. 13
(page number not for citation purposes)

