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Abstract The COVID-19 crisis has fundamentally changed how many businesses
operate and connect with their customers. Previously unheard-of government
restrictions and sheltering-in-place requirements forced most professional services
to transition to remote delivery methods (e.g., email, telephone, video consults,
Shopify storefronts). Providers of low-touch services (e.g., lawyers, accountants)
naturally lent themselves to remote delivery; however, those that offer high-
touch services, particularly those in healthcare (e.g., doctors, chiropractors, phys-
ical therapists), experienced a drastic change in working conditions when going
virtual. Despite a long history of resistance to virtual delivery, the pandemic
created an unprecedented incentive for these high-touch professionals to experi-
ment with underutilized care models such as telehealth: the provision of healthcare
services remotely using telecommunications technologies. We examine the rapid
adoption of telehealth during COVID-19 through the coming together or conver-
gence of previously unrelated technologies, spaces, and practices. Our analysis
reveals opportunities and challenges associated with going hands-off that apply
to many other professionals providing high-trust services. Specifically, we offer nine
guiding principles for building and protecting cognitive and affective trust in virtual
and hybrid delivery models. This is important given the pace of compounding
technology convergences that lie ahead for service professionals.
ª 2021 Kelley School of Business, Indiana University. Published by Elsevier Inc. All
rights reserved.
1. Crisis-inspired innovations

Michael Cimino, who produced the great antiwar
movie The Deer Hunter, once opined: “There’s
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nothing good that comes out of war. It’s simply hell
on earth, and people survive, and people don’t”
(Abramovitch, 2015). While Cimino’s statement is
of course correct, there is evidence that some-
thing good can indeed come out of warfare. Many
of the innovations that are part of our lives today
had their origins in terrible crises and wartime
lished by Elsevier Inc. All rights reserved.

mailto:stl10@sfu.ca
mailto:smithcg@uvic.ca
mailto:smithcg@uvic.ca
mailto:jkietzma@uvic.ca
http://crossmark.crossref.org/dialog/?doi=10.1016/j.bushor.2021.03.002&domain=pdf
https://doi.org/10.1016/j.bushor.2021.03.002
https://doi.org/10.1016/j.bushor.2021.03.002
https://doi.org/10.1016/j.bushor.2021.03.002
www.sciencedirect.com/science/journal/00076813
www.journals.elsevier.com/business-horizons


304 S. Lord Ferguson et al.
struggles. These include various technology in-
novations ranging from microwave ovens, drones,
and GPS systems to antibiotics such as penicillin
(Beecher, 1955; Boot, 2007; Satell, 2015).

Rightly or wrongly, the COVID-19 pandemic has
been likened to war (Isaacs & Priesz, 2021), and it
has already delivered many innovations. Aside
from countless initiatives aimed at discovering
effective vaccines and serology tests (NIH, 2020),
there have also been innovations in mass-
producing more ventilators (Shepardson, 2020),
hand sanitizers, and face masks (Dhillon et al.,
2020), to name but a few. In a broader business
context, the COVID-19 pandemic has accelerated
the widespread adoption of alternative
technology-mediated practices including working
from home and communicating via videoconfer-
ence, as well as buying and selling goods and ser-
vices online.

The transitioning of professional services from
in-person to remote or virtual delivery has been
particularly challenging. During the pandemic,
rules governing the behavior of citizens and orga-
nizations have changed quickly and often (Hannah
et al., 2021). Businesses and customers were often
unsure about what the next week, let alone the
next day, would bring and often had to alternate
between providing online and in-person services or
a combination of both. For some, the transition to
working virtually was relatively straightforward
and did not change the nature of the work being
done. Specifically, industries employing low-touch
professionals (e.g., accountants), those with
lower needs to be physically present with their
clients to provide service, naturally lent them-
selves to remote service delivery methods since
extant computer systems supported easy file
sharing. But what about high-touch professionals,
particularly those in healthcare (e.g., doctors),
whose services were always highly dependent on
the co-presence and physical interaction between
provider and client?

In this article, we examine the adaptive expe-
riences of these high-touch professionals to show
that remote service delivery presents an opportu-
nity to rethink and redefine processes and the
roles of service providers and their clients. Spe-
cifically, we illuminate the important influence of
the coming together or convergence of previously
unrelated technologies, spaces, and practices
(Papacharissi, 2010) on the hands-on to hands-off
service paradigm shift. Our analysis of these con-
vergences demonstrates that virtual service de-
livery requires both providers and clients to
embrace new social norms, not only in healthcare
delivery but in any service that necessitates a high
level of trust. We offer nine guiding principles to
establish and maintain trust when going virtual,
whether inspired by the COVID-19 pandemic, or as
part of a post-pandemic reality characterized by
consumers demanding more online offerings.

2. When high-touch professionals go
virtual

In describing the heterogeneous effects of the
pandemic on various occupations, the Federal
Reserve Bank of St. Louis offered a “proximity
index” that measures how much physical contact
certain jobs require (Leibovici et al., 2020). On the
index, 15 occupations were deemed contact-
intensive, the majority of which were from
healthcare (e.g., occupational/physical thera-
pists, home health/personal care aides, doctors/
nurses). Given the contact-intensive nature of
their work, performing services from a distance
may have once seemed impossible, and most of
these professionals would not have attempted it
without the pressures associated with COVID-19
(Wosik et al., 2020). Indeed, technologies
enabling telehealth emerged more than 30 years
ago but were largely underutilized before the
pandemic despite sufficient evidence for the effi-
cacy of telehealth for the treatment of a variety of
conditions (Cottrell et al., 2017; Dario et al., 2017;
Mani et al., 2017).

COVID-19 provided the thrust that telehealth so
badly needed as several systemic barriers to its
adoption were effectively removed. Insurance
companies and other funding providers revised
their policies to cover virtual medical consulta-
tions, while regulatory bodies relaxed practice
boundaries, provided telehealth training, and
published updated practice guidelines that
included telehealth (Smith et al., 2020). These
actions, combined with an increased interest in
online health services among the public, added
pressure to healthcare businesses to innovate and
adopt virtual service solutions (Harpaz, 2020).
Seemingly overnight, healthcare providers and
patients alike overcame what were thought to be
deeply entrenched barriers to telehealth and
embraced a fundamentally different service de-
livery model.

2.1. Telehealth and the convergences of
technologies, spaces, and practices

To illuminate key insights from the complex tran-
sition from in-person to virtual health service de-
livery, it is useful to draw on the concept of
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convergences, defined by Papacharissi (2010, p.
53) as “trends and practices within and beyond
technology, which describe how individuals con-
nect with their everyday environments through
habits of social, political, economic, and cultural
texture.” Said another way, convergences describe
previously distinct objects, activities, and physical
settings coming together or evolving into one over
time. In the case of convergence of technologies,
previously unrelated technologies become more
closely integrated (Borés et al., 2003; Yoffie,
1996), and in some cases unified. For example,
the smartphone becoming an all-in-one device
performing the functions of watches, timers, cal-
culators, cameras, music players, video games,
and many more.

Building on the concept of convergence of
technologies, Papacharissi (2010, p. 68) introduced
two new dimensions: convergence of spaces, which
refers to “the collapse of public and private
boundaries that separate spheres of work, do-
mesticity, leisure, civic life, and other individual
activities,” and convergence of practices, which
describes the tendency for activities to become
separated from physical spaces such as office work
being completed from home or a coffee shop
(Castells, 2000, 2011). Together, each of these
convergences affects and is being affected by the
other two, as shown in Figure 1. The compounding
influence of the convergences results in complex
changes in social norms that occur as businesses
transition from in-person to online service
Figure 1. Interconnected convergences of practices,
spaces, and technologies
delivery. By analyzing telehealth adoption through
the lens of convergences of technologies, spaces,
and practices, we can begin to make sense of what
were systemic and transformative service delivery
changes among high-touch professionals that pro-
vide lessons for any business going virtual.

2.2. Convergence of technologies and
webside manner

When transitioning away from in-person delivery
and redefining existing roles and relationships in a
virtual practice, technology plays a major role.
The mediated context of telehealth requires that
the originally unrelated technologies of providers
(e.g., systems in clinics) and recipients (e.g.,
laptops, phones) become more closely integrated
and even unified. As a result, telehealth practi-
tioners have realized that careful steps need to be
taken to ensure that patients feel comfortable
interacting with their healthcare providers in a
new way via technology. For this to occur, patients
and healthcare providers need to learn new social
norms that guide online behavior, technical con-
fidence (Konttila et al., 2019), and the soft skills
for building relationships virtually. When in a
physical setting, practitioners can use their well-
honed bedside manners and express their
empathy through the physical setup of their of-
fice, their conversation, and their body language.
But when going virtual, an appropriate webside
manner needs to be learned and practiced
(Edelson, 2018; Rethorn et al., 2021). At the same
time, building the virtual social competency
(Baron & Markman, 2003) of patients is also
necessary to ensure that they can handle online
interactions effectively and participate fully in
telehealth visits.

As patients and healthcare providers become
more comfortable with and increase their confi-
dence in telehealth, they are more likely to
embrace complementary technologies with the
potential to improve planning and compliance with
health treatments. Following convergence of
technologies, many popular consumer technolo-
gies such as the iPhone and Apple Watch have in-
tegrated the functions of previously unrelated
technologies (e.g., telephone and pedometer into
one device), making it easy to collect biometric
data. Other inventions such as KardiaMobile, a
handheld device that allows consumers to produce
a medical-grade EKG with their smartphone,
facilitate more complex medical tests to be con-
ducted at home.
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Such remote monitoring technologies are not
only more convenient for patients, but also have
the potential to lower the cost barrier for various
medical assessments, eliminate issues with the
unreliability of self-reported data, and increase
the quality and quantity of data used to make
medical decisions (Russell, 2007). However, when
sharing information online and handling biometric
data, health professionals need to address the
collection, sharing, and remote monitoring of pa-
tient information carefully (Mills et al., 2016). As
such, concerns about data privacy, protection and
storage, and jurisdictional laws need to be taken
into account when selecting appropriate tele-
health technologies and remote monitoring apps
(Russell, 2007).

2.3. Convergence of spaces and virtual
consultations

Not only does telehealth free practitioners and
patients from spatial constraints when moving
from physical to virtual architectures for service
delivery, but it also frees them from temporal re-
quirements across various contextual situations. As
people communicate and interact with technology
in different scenarios, they need to shift among
different contexts (Kakihara & Sørensen, 2004).
When using telehealth, a living room becomes a
treatment space, and parentsdor children or
roommatesdbecome medical assistants to help
with the assessment and treatment of loved ones
(Lerman et al., 2020). As such, telehealth consul-
tations have the potential to disrupt home life,
especially when spaces are shared. Depending on
the type of treatment, these disruptions range
from unobtrusive to obtrusive and from ephemeral
to persistent (Ljungberg & Sørensen, 2000). For
health practitioners, this has meant that spatial-
temporal issues need to be taken into consider-
ation, as the same facilities cannot be guaranteed
and assessments and treatments may take longer.

However, in comparison with the clinical at-
mosphere of a medical treatment center, the
home environment can be seen as nonthreatening
and, as such, increase communication, honesty,
and trust between patient and provider (Pinto
et al., 2012). Since telehealth brings about the
convergence of clinic and home spaces, it gives
medical practitioners a unique opportunity to un-
derstand the setting in which patients are living
and, ultimately, hurting. Practitioners such as
physical therapists can coach patients through the
exact logistics of how, where, and with what
equipment they can perform their home rehabili-
tation programs, thus increasing the likelihood of
patient compliance (Russell, 2007). The conve-
nience of telehealth may also lead to more
frequent, albeit shorter healthcare visits and an
uptake in preventative medicine. Looking ahead,
this has the potential to decrease costs and even
shift pricing standards from fee-for-service to
subscription-based models in which providers
monitor and manage their patients’ health
remotely.

While some healthcare providers operating
completely online have emerged (e.g.,
doctorondemand.com), critics question the feasi-
bility and effectiveness of convergence of spaces
and practices into solely remote delivery (Miller,
2007). Despite advances in the technologies that
support telehealth and remote patient monitoring,
working exclusively online may present a risk that
something may be missed or that necessary in-
person treatment is delayed. Today, it is not
possible for certain essential treatments and as-
sessments such as chemotherapy, radiation ther-
apy, high-risk joint manipulations, and x-ray and
MRI imaging to be performed online. While the
pandemic has caused everyone to realize that a
great deal can be done onlined including follow-
up appointments, health check-ins, and group
rehabilitation programsdhealthcare providers
operating in a post-COVID world may be more
likely to adopt a hybrid model of in-person and
remote care (Rutter et al., 2020). In this way, the
telehealth revolution spurred by COVID-19 may not
cause all spaces to converge. Certain settings will
continue to be associated with specific social
roles, particularly in cancer treatment and acute
care settings. However, as telehealth is used more
frequently and patient and practitioner practices,
technologies, and spaces converge, the costs and
benefits of using remote care models are expected
to be weighed through a shared decision-making
process that is much more transparent and
patient-centered (Ozanne et al., 2020).

2.4. Convergence of practices and
therapeutic alliances

Many standardized and widely used healthcare de-
livery methods are, unsurprisingly, not appropriate
during a pandemic that demands physical
distancing. Therefore, in adopting telehealth and
remote monitoring technologies, a fundamental
reconceptualization of the behaviors, roles, and
relationships of everyone involved in the healthcare
encounter is necessary. In this way, virtual health
service delivery challenges deeply entrenched
labelsdincluding doctor and patientdthat
carry important metaphoric meanings in their

http://doctorondemand.com
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relationship to each other (McLaughlin, 2009). The
label doctor, for instance, describes experts,
traditionally from the medical or theological fields,
who can deal with and explain matters of the body
or soul. A doctor once was seen as an eminent
specialist and a teacher of a kindddoc�ere, in Latin,
means to teachdwhereas the patient was one who
suffers while passively and unwearyingly awaiting
the outcome of the treatment of doctors.

With telehealth, the relationship between doc-
tor and patient, a relationship in which power has
historically been unevenly distributed, turns into
more of a therapeutic alliance with health pro-
viders and patients working more closely and
communicating more openly (Simpson et al.,
2021). Instead of doing something to the patient
in person, virtual care models require health pro-
fessionals to adopt the mindset of doing something
with the patient from a distance. By effectively
removing the expectation or temptation to use
hands-on treatments, telehealth provides more
opportunities for practitioners to listen to patients
and engage in shared decision-making strategies
(Lingely-Pottie & McGrath, 2006). Meanwhile,
patientsdwho were once viewed as passive re-
cipients of caredare required to become more
actively involved in their medical interventions;
this approach has already been shown to improve
clinical outcomes in numerous research studies
(Ferreira et al., 2013; Fuentes et al., 2014). In this
way, the success of telehealth is driven by a
realignment of the roles everyone plays in new
technologically mediated relationships despite the
labels remaining.
3. Building and protecting trust when
going virtual

The challenges and opportunities that high-touch
professionals faced when initially transitioning to
telehealth reveal many insights for all service
professionals. Stepping back to consider these
collective lessons reveals that building and pro-
tecting trust is at their core. Trust is critical be-
tween clients and many service providers including
healthcare providers, personal trainers, interior
designers, lawyers, accountants, auto mechanics,
investment advisors, tailors, barbers, and coun-
selors, among others. Trustddefined as “the will-
ingness of a trustor to be vulnerable to the actions
of a trustee based on the expectation that the
trustee will perform a particular action” (Colquitt
et al., 2007, p. 909)dcomprises both cognitive and
affective components. As detailed by Johnson and
Grayson (2005, p. 501), cognitive trust is “a
customer’s confidence or willingness to rely on a
service provider’s competence and reliability,
while affective trust is formed “on the basis of
feelings generated by the level of care and
concern” enacted by the service provider. If
cognitive trust and emotional trust are established
then trusting behavior will follow (Lewis &
Weigert, 2012). This is not unlike trusting
behavior in a classroom that happens when pro-
fessors are perceived as both credible (cognitive
trust) and likable (affective trust). One alone is
rarely enough.

Cognitive trust and affective trust and their
relationship to behavior have also been found to
hold in virtual settings (Ha et al., 2016; Punyatoya,
2019). Our analysis of the convergence of tech-
nologies, spaces, and practices in telehealth
(Section 2) provides insights into effectively
fostering trust in computer-mediated, or hybrid
service delivery models. We propose nine guiding
principles for service professionals in various in-
dustries to foster cognitive and affective trust
when going virtual. These principles are summa-
rized in Figure 2.

3.1. Five key principles for building
cognitive trust in virtual service delivery

Cognitive trust is knowledge-driven and built
significantly through judgments by clients of
competency. In reflecting on the lessons learned
from telehealth, five guiding principles are
revealed for protecting and growing cognitive
trust.

3.1.1. Cognitive trust principle #1: Offer a useful
and useable technology interface
Service clients make cognitive trust judgments
based on the technology-user interface. The
overall goal is that the technology is perceived as
being useful (i.e., a valuable solution to a prob-
lem) and usable (i.e., it is easy to use; Kietzmann,
2008). These two subjective elements shape both
clients’ and staffs’ overall attitudes toward tech-
nology, the intention to adopt it, and, conse-
quently, the success of remote service delivery.
Technical elements like platform stability,
network reliability, and speed are important since
even perceived failure can decrease cognitive
trust in an instant or over time (Raju et al., 2021).
Frustrations over wasted time in appointments,
meetings, or consultations due to technical prob-
lems can erode clients’ competency and reliability
assessments. Technological bells and whistles
should be eschewed in favor of solid and reliable
functionality, as well as a user-friendly interface



Figure 2. Nine key principles for building virtual service trust
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for all participants that includes considerations for
language style and complexity. In addition,
consideration needs to be given to the importance
of technology standardization across professions
or geography. At the outset of the transition to
virtual delivery, many service professionals
reached for whatever online tools were readily
accessible. As a result, many different platforms
were adopted. Later down the road, it may be
important to step back and consider whether
standardization will help build competency and
reliability, thus accommodating the convergences
of spaces and practices across cities, regions,
partners, professional associations, suppliers, and
others.

3.1.2. Cognitive trust principle #2: Commit to
continuous technology improvements
Competency in practice will only be assured if
service professionals commit to keeping pace with
hardware and software technology changes that
improve not only the efficacy of the services being
delivered (e.g., AI developments) but also the
practical logistics of the client-practitioner inter-
face (e.g., time-saving appointment booking
apps). Such improvements will not only ensure the
success of virtual practice but may also build
competitive advantage. To realize these benefits,
service professionals will need to commit to
scanning their boundaries to assess and adopt
emerging new technologies in a continuous
technology-under-development improvement
cycle (Kietzmann, 2008). In doing so, a key
consideration should be whether the chosen or
developed technology is malleable enough to
accommodate future changes.

3.1.3. Cognitive trust principle #3: Keep pace
with digital literacy training for staff and clients
Technology improvements will only be beneficial if
clients perceive that they are being implemented
competently to enhance service delivery. This
necessitates an aggressive approach to technical
skills training for service professionals and their
support staff to keep pace with the evolving
convergence of practices. Perception is reality in
customer service delivery (Loeffler & Church,
2015). Customers are more likely to make nega-
tive competency attributions to the firm than to
themselves for any problems that they experience
accessing or navigating virtual services (Demoulin
& Djelassi, 2013). Therefore, service providers
also need to implement technical training for their
clients, as appropriate, to ensure that virtual ser-
vices can be delivered as envisioned.

3.1.4. Cognitive trust principle #4: Make it easy
to become a believer
Concerns about service competency can make
clients reticent to try virtual delivery models.
Helping to lower the perceived risk will help these
clients get to yes. Organizations hoping to promote
the perception of competency, lower perceptions
of riskiness, and build clients’ cognitive trust
should consider implementing the following
actions:
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� Providing opportunities for present and future
clients to test drive remote delivery methods as
a way to make low-risk assessments of pro-
viders’ competencies in virtual practice;

� Creating what-to-expect videos or other sup-
portive learning and promotional tools; and

� Hosting and promoting high-quality and credible
reviews of new virtual services (Leung & Ma,
2020).

To forestall fraudulent claims of professional
expertise, it should be easy for potential clients to
verify licensing, professional college registration,
professional designations, and other such compe-
tency credentials with accrediting bodies.

3.1.5. Cognitive trust principle #5: Remove
unintended stumbling blocks
Service professionals need to review contracts,
bylaws, regulations, constitutions, policies, pro-
cedures, and agreements to ensure that there are
no unintentional barriers in the way of facilitating
the convergence of spaces and practices online,
both within and outside of their organizations’
boundaries. This review should also extend to key
performance indicators, and compensation and
reward programs. Virtual delivery means that it is
possible to partner with other service professionals
anywhere in the world to augment or extend ser-
vice offerings and enhance the value provided to
clients. However, there could be unexpected bar-
riers to such well-intentioned coordination that
need to be surfaced and addressed. As well,
compensation contracts and service agreements
will need to be written that eliminate any unin-
tended friction to virtual practice that builds
cognitive trust.

3.2. Four key principles for building
affective trust in virtual service delivery

Affective trust is built largely on personal experi-
ence and arises from judgments of relationship
commitment and quality. In reflecting on the les-
sons learned from a review of the hands-on to
hands-off telehealth transition, four guiding prin-
ciples are revealed for protecting and growing af-
fective trust pertinent to all service professionals
going virtual.

3.2.1. Affective trust principle #1: Build skills in
virtual relationship management
Service professionals must be intentional in
building and evolving their soft skills, and those of

Lessons for high-touch professionals
their staff, to create effective digitally mediated
client relationships. Training in the equivalent of
an effective webside manner will need to be an
ongoing project for all types of service providers
adapting their offerings to the online space. As the
sociocultural environment changes based on the
compounding of convergences of technologies,
spaces, and practices of society, so too will the
expectations and judgments of clients on what
constitutes an effective service professional rela-
tionship. If evolving expectations are not met,
affective trust will erode. In this way, not
everyone may be suited to building and maintain-
ing virtual relationships (LaGrandeur & Hughes,
2017). Service professionals will continually need
to assess whether an employee is suited to in-
person, hybrid, or virtual delivery models as re-
quirements and technologies change. In some
cases, it may be effective to designate staff to
only face-to-face or virtual delivery instead of
adopting jack-of-all-trades expectations.

3.2.2. Affective trust principle #2: Reimagine
roles, titles, and labels
The convergences of technologies, spaces, and
practices should drive service professionals to
recognize the reality of constantly evolving rela-
tionship expectations in which affective trust must
be fostered. Whether it is with employees, col-
leagues, or customers, adopting virtual service
delivery requires everyone to rethink historically
rooted labels, roles, and relationships. As labeling
theory suggests, the terms we use to refer to one
another are often indicative of conventional in-
person service level obligations and service level
expectations (Plangger et al., 2013). Service pro-
viders should commit to reimagining service roles
and customer relationships, and adjust the implicit
and explicit expectations, both internally and
externally, that are associated with redefined re-
sponsibilities. Providers also need to be prepared
to relabel these roles if traditional labels prove to
get in the way of signaling the expectations of new
practices and shared alliance-based re-
sponsibilities, central to judgments of affective
trust.

3.2.3. Affective trust principle #3: Build capacity
and systems for privacy protection
Judgments of affective trust are highly susceptible
to perceived breaches in privacy. Service pro-
fessionals need to establish strong policies, pro-
cedures, and technology to guard against any
perceived weaknesses in how clients’ personal in-
formation collected online is managed (Durnell
et al., 2020). This means that priority needs to
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be given to data safety, security, and storage.
Policies and procedures also need to take into
account internal and external expectations for
data retention and data sharing. As part of these
considerations, it will be important to weigh what
personal data does and does not need to be
collected, and what client data can and should be
collected remotely. These considerations become
increasingly complex if there are multiple,
perhaps international, partners delivering an in-
tegrated service to a client.

3.2.4. Affective trust principle #4: Revisit the
meaning of service access
Access is likely to be judged by clients as an issue
of affective trust (i.e., Do you or do you not
empathize with me, as a busy person with a busy
life?). Clients’ evolving socio-cultural expectations
on access may become a significant competitive
point of leverage for businesses that embrace on-
line service delivery. With the convergence of
spaces and the convenience of virtual service de-
livery come new client expectations for greater
flexibility in service access. Service professionals
who respond by evolving their practice to include
early morning, evening, weekend, and holiday
options may be viewed as more empathetic and
gain a competitive edge. As well, since it is more
efficient to do so, there may be heightened ex-
pectations among clients for more frequent con-
tact, check-ins, and/or follow-ups, which may
impose pressures for providers to adopt
subscription-based delivery and other changes in
pricing models. Not offering these options, or not
providing simplified access to these myriad op-
tions, could erode affective trust and result in
significant financial losses.

3.3. Co-creation and trust-proofing the
future of virtual service delivery

The observant reader will have by now taken note
that the convergences of technologies, spaces,
and practices are constantly churning. Our analysis
of healthcare professionals’ responses to the
COVID-19 crisis and adoption of telehealth repre-
sents just a snapshot in time, during a health crisis.
Clearly, had this pandemic hit in 1960, 1980, or
2000 instead of 2020, our analysis would look very
different. The available technology in clinics, of-
fices, and homes greatly shaped effective tele-
health implementation. Many of us had partially or
fully moved our banking, shopping, advice seeking,
and friendships online. These practices were
already trusted and deemed socially acceptable
and culturally appropriate. Looking forward, the
compounding influence of the convergences of
technologies, spaces, and practices means that
there is effectively no status quo as consumers’
expectations for service delivery constantly
evolve.

Many forecasters argue that the hybriddthat is,
combined virtual and face-to-faceddelivery
model recently embraced by many high trust
businesses, like telehealth, is here to stay. How-
ever, as technology evolves, services that cannot
be delivered virtually today, such as chemotherapy
treatment or haircuts, may be possible tomorrow.
This could shift more and more service delivery to
a virtual model. As service professionals migrate
more and more of their business practice online,
what constitutes an effective provider-client
relationship will also evolve. In addition, there
are strong incentives to eliminate the expenses of
costly commercial office space needed for client
meetings and the air pollution that results from
commuting long distances in cars. In the future,
companies may gravitate back to home-based
visits, when necessary, where the service pro-
vider comes to the client’s home instead of vice
versa. Consider further that, as humans, there may
be a threshold beyond which we are unprepared to
go in limiting our in-person daily/monthly/annual
interactions with others, including our service
providers (Kirk & Rifkin, 2020). While much re-
mains unclear, it is certain that change spurred by
the convergences of technologies, spaces, and
practices, as well as the compounding effects of
one on the other, is endemic to our time.

As we outlined above, if the elements in
Figure 1 continue converging, it becomes increas-
ingly complex to try to predict and “see” how
future service responses to change can erode cli-
ents’ cognitive and affective trust. Understanding
and responding effectively to client expectations
concerning the actual service being perform-
eddand the relationship necessary for its effec-
tive performancedwill be a constantly moving
target. It has been helpful to see and benefit from
the lessons learned from the implementation of
telehealth, but this has only been possible through
the retrospective lens of co-creation.

Co-creation, exemplified here in part through
therapeutic alliances, enables service pro-
fessionals to be prospective. Importantly, co-
creation approaches build trust (Sheth & Uslay,
2007). While there are many conceptualizations,
co-creation can be understood as customer-
focused “collaboration in the creation of value
through shared inventiveness, design, and other
discretionary behaviors” (Ostrom et al., 2010, p.
24). Co-creation can be understood as comprising
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two aspects. The first is task performance which
represents the “functional, collaborative involve-
ment in the production of services” (Groth, 2005,
p. 10), comprising “those processes where the
customer undertakes activities and interactions
which have traditionally been undertaken by an
employee of a firm” (McColl-Kennedy & Cheung,
2018, p. 64). The move to virtual delivery for
some service professionalsdand certainly all tel-
ehealth professionalsdhas meant that they are
effectively engaging in task performance by
actively involving clients in performing tasks that
were previously accomplished by the service
provider.

However, some may be overlooking the second
component of co-creation, customer citizenship
behavior, which “supports the social and psycho-
logical environment in which task performance
takes place” (Groth, 2005, p. 9). Understandably,
at this time, many service professionals have been
focused on getting their services online as soon as
possible to survive the pandemic. If these pro-
fessionals are going to thrive in the online space in
the long term, then they will need to consider how
they can engage with their clients proactively and
create virtual environments that foster both
components of co-creation. Service professionals
who strategically adopt a co-created delivery
model may be better positioned to match and
exceed client value expectations that will help
trust-proof their businesses in the short and long
term. We have signaled this co-creation impera-
tive by locating it as the protective trust buffer to
the convergences of technologies, spaces, and
practices in Figure 2.

4. Surviving and thriving when going
virtual

Healthcare professionals, who were some of the
most unlikely adopters of virtual delivery, discov-
ered new ways to provide their services that both
overcame challenges and introduced new ways to
co-produce value with their patients. Much can be
learned from the rapid transition from hands-on,
in-person care to hands-off, telehealth service
delivery made by an unprecedented number of
health professionals during COVID-19. Most
importantly, if high-touch professionals can suc-
cessfully transition their services to remote de-
livery methods, then so too can almost any
business. However, the continued convergences of
technologies, spaces, and practices mean that
unless service professionals are mindful of the
hazards in moving to virtual delivery models, they
can inadvertently undermine their clients’
cognitive and affective trust. We have offered nine
principles (Figure 2) that will help guide service
professionals in protecting and growing this trust.
Overall, as the telehealth example shows, busi-
nesses that continue to embrace technology-
driven changes in service delivery, while mind-
fully trust-proofing their virtual responses, stand
to survive and thrive during COVID-19 and beyond.
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