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Telemedicine in primary care of older adults: 2
a qualitative study
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Abstract

Background The COVID-19 pandemic changed the healthcare system, leading to the rapid evolution and
implementation of telemedicine (TM). TM has the potential to improve the quality of primary health care and increase
accessibility for the population. However, its use may represent challenges for older people, as they may have distinct
needs from the general population due to age-related changes in perceptual, motor, and cognitive capacities.

We, thus, aimed to identify potential facilitators and barriers to TM use in primary care for older adults and develop
recommendations accordingly.

Methods We conducted a qualitative study to explore the challenges associated with TM use among older adults
and healthcare professionals (HCPs) in primary care practice. Interviews were conducted with 29 older adults, and
three focus groups involving HCPs from four McGill family medicine sites were organized. Employing a hybrid
codebook thematic analysis, guided by the Consolidated Framework for Implementation Research (CFIR), we
identified facilitators and barriers affecting the optimal use of TM by older adults and HCPs. We synthesized the
results from semi-structured interviews and focus groups. These findings were then presented during a deliberative
dialogue with eight participants, including family physicians, nurses, a social worker, and a government-level TM
expert, to validate our results. The purpose was to gather feedback, identify and refine actionable recommendations.
Subsequently, we utilized a thematic analysis using the same codebook to synthesize findings from the deliberative
dialogue.

Results Participants agreed that TM contributed to maintaining the continuity of care and was particularly
convenient when there was an existing or established patient-physician relationship or for addressing minor health
issues. TM was found to be beneficial for people with limited mobility, reducing their exposure to potentially high-risk
environments. However, participants expressed concerns about the lack of visual contact, causing essential details to
be overlooked. Additionally, issues related to miscommunication due to language or hearing barriers were identified.
HCPs perceived that most older adults did not consider phone consultations a medical act. Participants were open

to a hybrid approach, combining in-person consultations and TM, based on their specific health conditions. Building
upon these results, we formulated seven key recommendations.

Conclusions Both older adults and HCPs consider TM a good alternative for accessing healthcare services. To
improve the effective use of TM, it's crucial to advocate for a hybrid approach that integrates both in-person and
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virtual methods. This approach should actively encourage and support individuals in becoming familiar with

technological tools.

Keywords Telemedicine, Older adults, Family physicians, Primary care

Background

The COVID-19 pandemic and necessity to avoid face-to-
face contact propelled patients, particularly older adults
and HCPs, to adopt virtual care [1-3]. In this context,
telemedicine (TM) became a widely used mode of care
delivery, limiting exposure and minimizing the risk of
infectious transmission. The World Health Organization
defines TM as a delivery system of health care services
using different modalities embedded in information and
communication technologies [4].

The COVID-19 pandemic transformed health care
systems, motivating telemedicine’s rapid evolution and
implementation. A recent report of the American Medi-
cal Association anticipates that “after the COVID-19
pandemic, $250 billion in care could shift to telehealth,
boosting a new field of research and infrastructure devel-
opment” [3] In Canada, 50% of patient visits were vir-
tual, 62% of family physicians stated that it had improved
patient care access, and 39% of the older adults opted for
TM to save on caregiving arrangements [5, 6]. This shift
in practice to incorporate TM into regular care will con-
tinue post-pandemic, as TM has proven to be a highly
effective and necessary tool in delivering primary care to
older adults [1, 7, 8].

Prior to starting our qualitative study, our team con-
ducted an extensive systematic mixed-methods stud-
ies review focusing on telemedicine in the primary care
of older adults [9]. After analyzing a substantial pool of
3,328 references, we identified 20 relevant studies. Our
primary objective was to explore the effects of TM and
understand the determinants influencing its use within
primary care for older adults. Our comprehensive review
yielded several key insights. Notably, it indicated that the
application of TM in primary care for older adults gener-
ally led to positive experiences, elicited high satisfaction,
and generated an interest in alternative healthcare deliv-
ery models. However, it is imperative to acknowledge the
limitations of scientific literature, primarily attributed
to the scarcity of studies in this domain. Our conclusion
emphasized the need for further research to assess the
effectiveness of telemedicine on clinical outcomes and
healthcare service utilization among older adults, which
we are committed to exploring in the present study.

In the reviews conducted by Heinzelmann [10] and De
Albornoz [1], TM was associated with improvements in
quality of life, functional status, and clinical outcomes
of older adults in primary care [1, 10, 11]. Indeed, older
adults with chronic conditions, who require frequent fol-
low-ups or who have difficulties commuting because of

physical disability, geographical dispersion, or work rea-
sons may benefit the most [1, 10, 11]. Older adults’ satis-
faction with TM appears to be high due to convenience,
comfort with technology, and relationship with the physi-
cian [10].

Conversely, the use of TM may represent a challenge
for older adults as they may have different needs due to
potential changes in perceptual, motor, and cognitive
capacities [12]. Technological challenges may involve
Internet connection, handling video or phone devices,
and audio or video quality. Moreover, telephone con-
sultations are restricted to verbal communication; the
physician cannot observe the patient’s body language,
expressions, movements, and environment [1]. Further-
more, it may not be effective for less literate older adults,
who cannot express their medical condition well over the
phone, or with pre-existing health-related conditions,
such as vision and hearing problems or cognitive loss [1].

Implementation science methods can be leveraged
to reduce the evidence-to-practice gap [13-15]. Most
implementation research studies first aim to investigate
the barriers and facilitators influencing the implementa-
tion of a practice, guideline, or policy to then select the
implementation strategies (i.e., strategies to implement
TM in primary care). [16] However, the determinants of
TM use in the primary care of older adults are limited [1,
10, 11].

We thus aimed to assess challenges, examine potential
effects of TM use in primary care of older adults, and
develop practice- and evidence-based recommendations.
Our research questions were: (1) How do older adults
and healthcare professionals (HCPs) perceive their expe-
riences with TM use? (2) What are the facilitators and
barriers to TM use in the care of older adults? (3) What
recommendations can improve TM use for older adults
and HCPs?

Methods

Study design

We conducted a qualitative study to examine the chal-
lenges associated with TM use among older adults and
HCPs in primary care practice. Employing a qualitative
descriptive approach, we conducted semi-structured
interviews and focus groups to explore the experiences of
both older adults and HCPs. We utilized a hybrid code-
book thematic analysis to synthesize findings gathered
from interviews and focus groups [17]. To ensure the reli-
ability of our results, we subjected them to scrutiny by a
panel of healthcare experts using a deliberative dialogue
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[18]. This panel comprised family physicians, nurses, a
social worker, and a government-level TM expert. The
deliberative dialogue was then analyzed using the same
codebook thematic analysis [17].

Study setting

We conducted individual semi-structured interviews
with older adults and focus groups with the HCPs from
four McGill University family medicine sites and the
Local Community Services Center (CLSC) — Herzl clinic
of the Jewish General Hospital, CLSC-Cote-de-Neige,
CLSC-Park Extension, and CLSC-Metro. We selected
them since they all provided teleconsultations to older
adults, expressed their interest in participating in the
study, and provided a letter of support.

Data collection

To conduct semi-structured interviews, we requested
each family medicine practice compile a list of older
adults, 65 years old and over, who had used TM at least
once via teleconsultation from March 1st, 2020, to March
31st, 2021. Then, the research coordinator of each clinic
contacted potential participants to inquire if they wanted
to participate in a study on TM. If a participant expressed
interest, the coordinator sought their permission to share
their name and phone number with our research team
for further contact. A list of interested older adults was
given to the research team, and research assistants con-
tacted them to provide an overview of the study’s spe-
cifics. Those who accepted to participate were called to
obtain verbal consent. Two trained research assistants
(RS, MI) conducted individual semi-structured inter-
views with older adults via phone between October 8th
and December 6th, 2021.

For focus groups, we recruited HCPs (including family
physicians, nurses, social workers, and physiotherapists).
The principal investigator (VK), who is a family physi-
cian, capitalized on his professional network to identify
potential participants. Subsequently, he contacted them
via email, outlining the study’s objectives. Those who
expressed interest in participating received informa-
tion and a consent form via email. Written consent was
obtained via electronic signature due to precautions
implemented during the COVID-19 pandemic. Although
VK may have had incidental contact with some partici-
pants through his clinical and teaching roles at the family
medicine clinics that serve as McGill University teach-
ing sites, he did not discuss any research specifics dur-
ing these encounters or outside of clinical and research
activities. To maintain objectivity and minimize bias,
focus groups were co-facilitated and analyzed by two
research assistants (AS, MI), who were not previously
known to the participants. The study protocol, includ-
ing the recruitment process and the conduct of focus
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groups, was reviewed and approved by the appropriate
ethics review board, ensuring adherence to ethical stan-
dards and guidelines. Focus groups were on February
17th, March 24th, and April 28th, 2022, via Zoom (Zoom
Video Communications, Inc, San Jose, CA).

We sampled until data saturation, meaning we col-
lected and analyzed data until no more new findings were
discovered and further data were judged unnecessary
[19]. All interviews and focus groups were conducted in
English and/or French. All interviews and focus groups
were audio-recorded, and recordings were transcribed
verbatim while simultaneously de-identifying any per-
sonal identifiers.

Data analysis

Semi-structured interviews and focus groups

Our analysis methodology involved using NVivo 12 soft-
ware to separately categorize quotes from semi-struc-
tured interviews and focus groups [20]. This method
ensured the preservation of each data source’s unique-
ness, allowing for a comprehensive examination of their
individual characteristics. We chose to utilize the Con-
solidated Framework for Implementation Research
(CFIR), developed by Damschroder et al., as our guiding
analytical framework [21]. This choice was informed by
the framework’s effectiveness in identifying internal and
external factors influencing organizational practices, par-
ticularly in implementing innovations such as TM for
older adults in primary care. The CFIR comprises 39 con-
structs organized into five domains: intervention char-
acteristics, outer setting, inner setting, characteristics of
individuals, and process (Appendix 1) [22].

Following a hybrid thematic approach, we initially
employed key concepts from the Consolidated Frame-
work for Implementation Research (CFIR) as primary
deductive coding categories, forming the basis of our
hybrid codebook [17]. The research team collaboratively
established operational definitions for each category
through discussions, representing deductive coding [17].
Two researchers independently coded the data and then
met to discuss and reconcile any differences, ensuring
that the transcripts were double-coded and analyzed
collaboratively. Strategies were used to ensure the cred-
ibility, fidelity, and confirmability of the study, such as
obtaining data saturation, triangulating data sources, and
triangulating analyses from multiple researchers [23].

To evaluate the impact of each construct on the utili-
zation of TM, our research team applied ratings based
on valence and strength [21, 22]. Valence categorizes
constructs as positive (facilitators), negative (barriers),
or neutral factors, while strength measures the degree
of influence. Constructs unanimously identified as bar-
riers by participants were assigned a negative valence,
whereas those universally recognized as facilitators were
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attributed a positive valence. Constructs that lacked clear
characterization or were described as both barriers and
facilitators received a neutral valence. Strength ratings
were determined by the frequency of mentions by par-
ticipants, with any discrepancies resolved through team
consensus.

Deliberative dialogue

Recognizing the importance of involving public partici-
pation, especially in complex issues, we opted for delib-
erative dialogue [24]. This group-oriented approach is
particularly effective in bringing together diverse stake-
holders and facilitating the integration and interpreta-
tion of scientific and contextual data [18]. This process
aids in the development of evidence-based recommenda-
tions. Deliberative dialogue encourages the inclusion of
both converging and diverging perspectives. This inclu-
sive approach brings together individuals with varying

Table 1 Demographic information of older adults and
healthcare professionals
Interviews
(29 participants)

Deliberative
dialogue

(8
participants)

Focus group
(15 participants)

Age*
65-70
/1-75
76-80
81-85
86-90
Gender
Male 11 4 3
Female 18 11 5
Site

CDN 6 2
JGH -
Herzl
Metro
PEX
St. Mary - -
Number of teleconsultations*

2-3 8 - -
4-5 13 - -
>5 8 - -
Participated in the study as

Patient

wu
l
'

w NN =
'

~N 0o
e
- s NN —

Family physician -
Nurse -
Social worker -
Kinesiology -

Telemedicine - - 1
expert

- N W O

*Information only collected for interview participants

CDN: CLSC Cote-des-Neiges; JGH: Jewish General Hospital; PEX: CLSC
Parc-Extensio
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responsibilities and decision-making authority, aligning
with our goal of generating actionable recommenda-
tions to enhance dementia care for both older adults and
healthcare providers [24].

To identify potential participants, we reached out to
individuals who had expressed interest in participating
in the deliberative dialogues during initial semi-struc-
tured interviews and focus groups. We provided them
with an email outlining the study’s objectives, and upon
their expressed interest, we shared the relevant informa-
tion and consent form electronically. Written consent
was obtained via electronic signature. We conducted the
deliberative dialogue on June 9th, 2022, using Zoom. This
dialogue was audio-recorded, transcribed verbatim, and
de-nominalized simultaneously.

After synthesizing the results from semi-structured
interviews and focus groups, we engaged in a codebook
thematic analysis. This consistent utilization of the same
codebook ensured continuity and alignment across all
phases of data analysis, including the subsequent delib-
erative dialogue. By involving diverse stakeholders, we
aimed to ensure a comprehensive understanding of the
subject matter. Participants actively shared their per-
spectives, validating our initial findings and offering
nuanced insights. The inclusion of diverse stakeholders in
the deliberative dialogue was crucial, as it facilitated the
exploration of various viewpoints and experiences related
to the utilization of TM in primary care for older adults.

Results

Semi-structured interviews and focus groups

We interviewed 29 older adults aged 65 and older from
four McGill University family medicine sites. They had
approximately 2 to 3 teleconsultations from March 2020
to March 2021. We conducted 3 focus groups with family
physicians, nurses, social workers, and physiotherapists
(see Table 1).

Of the 39 CFIR constructs assessed, seven were iden-
tified in four domains, including intervention character-
istics, outer setting, inner setting, and characteristics of
individuals (see Table 2). One CFIR construct was identi-
fied as a negative factor (barrier), three as positive factors
(facilitator), and three as mixed (facilitator and barrier).
The following section describes barriers and facilitators
identified within each CFIR domain.

Intervention characteristics

Complexity represented a mixed influence on TM use
among older adults. Even though older adults and HCPs
mentioned that it was easy to access and use their tele-
phone or cell phone for teleconsultations, it was difficult
when they had to use video conferencing platforms or
computer devices or upload documents. Likewise, some
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older adults stated that describing and expressing their
medical conditions was challenging.

‘Since it is physical, that is why I could not describe
it properly on the phone; I could not explain it prop-
erly on the phone’ [P62].

Outer setting

Patient needs and resources were an important factor and
represented a mixed influence on TM use among older
adults. TM was considered convenient when there was
a previous or established patient-physician relationship
and to resolve minor issues that did not implicate a visual
or physical examination.

T think these telephone visits, these telephone con-
sultations are good when it stayed at a very simple
level’ [P44].

‘For sure, for someone I already know, I would agree
to do some consultations via telemedicine’ [FG2].

Conversely, it was not convenient for an initial consulta-
tion, complex medical cases, or perceived emergencies.
Likewise, participants mentioned that it was unsuitable
for older adults with hearing loss or a language barrier.

‘Not ideal at all. You have to see the doctor when you
have a problem [...] And if you cannot, they can’t see
your tumor on the telephone’[P49].

As soon as there is a language barrier, as soon as
you know French or English is not their first lan-
guage, you lose everything, all the other ways of
communicating other than just words. So, there it
becomes, I think, much more difficult [FG2].

Most of the older adults preferred phone calls over video
consultations.

1...] they just choose the phone now and it’s actu-
ally very rare that I have older adults choosing Video
over phone’ [FG2].

Nevertheless, HCP perceived that most of the time, older
adults did not consider phone consultations to be a medi-
cal act.

1 do find that the phone call, it lends itself a little
bit to something more informal [...] I've had some
older adults where I finished the telephone visit with
them, and then they will call back to the secretary
and will be like oh, there is something I forgot to tell
Doctor [...], can [she] call me back? [...] it is not like
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I just call you back, [...] you have to make another
appointment if you need [FG2].

Inner setting

Structural characteristics were identified as a facilitator
of TM use by older adults. Older adults mentioned that
the health care system reorganized quickly to assist older
adults through TM.

T think they did remarkably well [...] I mean, they
had to switch from having in-person people to the
phones and that anyway, because of the COVID-19
pandemic, and I think they came up with their plan
rather quickly and implemented it, and it worked
well. [...]” [P4].

Compatibility was considered a barrier to TM use. Some
older adults suggested implementing a web platform to
write about their medical concerns; however, the HCP
brought into focus impeding factors such as legal impli-
cations, professional liability issues, and organizational
and management challenges.

T...] there are lots of medical, legal implications to
something like that, going into an online platform’
[FG1].

‘Why should it be something written or informal,
[...] it makes me feel like I cannot do my job prop-
erly because I just have like this, like one- or two-line
sentence from an email, and then I am supposed to
[...] do my whole medical thinking process [...] based
on this minimal information, like no, it needs to be
in [an] appointment [...]" [FG2].

Available resources were an important facilitator of TM
use; older adults and HCPs were equipped with the nec-
essary technology devices (phone, cellphone, computer,
or tablet).

T use my computer, but it can be done with an iPad
or iPhone; we all have these devices’ [P26].

Characteristics of individuals
Knowledge and beliefs about the intervention were dis-
tinguished constructs and identified as having a mixed
influence on TM use among older adults. Participants
stated they would use TM for regular follow-ups, triage,
or preliminary consultation.

“The phone is handy if there are few questions or
adjustments with medications [...] or follow-up with
your tests, it is fine’ [P10].



Page 6 of 13

(2024) 25:259

Khanassov et al. BMC Primary Care

[294],[ "] uawiujoddp

[UD] Ul 2q O] SPaau 11 'OU 3] 'UOIDWLIOJUI [DWIUILI Sy} UO paspq [ ] ssao0id
buryuiyl poipa 3joym Aw op [***] 0] pasoddns wij Uayi pub Ipwa ub wiolj
DUJUIS 3UIj-OM] 1O -aU0 31| 'Syl xlj aApY 1snf | asnpdaq Ajiadoad qol Aw op
LUDD [ 3] [23) W SaYDW 3 [ ] |DULIOJUI 1O Ua)Iim Bulylawios aq 1 pinoys Ay,
[194] ,u0j1pid 3ujjuo up

ojui buiob 1oy 211 buiyawos oy suonvoydwi [pbaj [pIIpaw JO SI0f S24Y1 [,
‘dOH

[td].[ T lom pasyiom

1 pup 31 payuawiajduwir pup A1¥2inb sayips upid 12yl yum dn awipd Aoy1 yuiyi |
puD INOD 40 asnp23q ‘AbmAub joy3 pub sauoyd ay3 03 ajdoad uosiad-ul buiroy
wiou youms 03 ppy Aay1 ‘upawi | ] [om Aigoyipwial pip A3ya yuiyl |, 3ynpb 1apjo

[7D4],p3au noA j1 Juawiuioddp Jayjoup apwi 03 2AbY NOA [+ ] %420q

noA jp2 3snfl 311 30U S [**°] §20q W [|p2 [A3y3] upd ‘[ **] 103120(] |23 01 10610}

| buiyiawios sa1ay3 'yo ayij aq [jim pup Aipjaidas 3yl 03 ¥20q |02 J1, A3yl uay)

PUD "WaY} YUM JISIA auoydajar a3 paysiuy | 21aym spuaiapd awos ppy anf [ ]
[DuLIojUI 210w BuyIaWOs 0131 31331 D jas31 Spuaj 11 ‘|jp2 auoyd ayi 1oyl puy op |,
[294] ,auoyd 1210 o1siA busooys spuanpd

DY [ 1DY1 3101 KIaA A|jpnidp $31 pub mou auoyd ayl asooyd isnfAaya [,
[2D4],3n2Ip 210U YaNnUI yUIY] | SaW033q 3 4341 ‘0S spiom 3snf ubyy Jayio bui
-1D21UNWILIO JO SKDM 12410 3y |0 ‘buiyifiana aso] noA 'abonbupy 1siy Jiayl Jou
S YSI|BUT 10 Y2U3I{ MOUY NOA SD UOOS SD “1a111pq 26DNbUD| D S| 34541 SD UOOS SY,
[¢54] puidipawaja)

DIA SUOI}DINSUOD dUIOS OP 0} 32100 PINOM | ‘MOUY APDaJD | UOSWIOS JOJ '2INS 104,
‘dOH

[6¥d],2uoydajal ay3 U Jowin] INoA 33s U2 A3yJ ',upd NoA

JIpuy/ [***] wajqoid b aADY NOA UaYM JO120P 3y} 335 03 2ADY NOA |0 3D [D3apI JON,
[ttd] J249] ajduwijs Aian p 10 paApils

1 Uaym poob aip suoJDIINSUOD aUOYda)a] 35ay] 'SIIsIA auoydajal asayl yulyl |,
S3InpD 13pJ0

[1D4] 1n0 1DY3 21nbLY 12A3U PINOD | 31| pUD UO buiuing syl J,usi Aym pup sjjomaly
N[ JO J31IDQ Y] 210U SDM 123CSD [DIIUYI) DY) USYO 210W SDM ) 7], ‘dIH
[794] 2uoyd ayi uo Auadoid 31 uipjdxa 3, upino> | ‘auoyd

oY1 uo Auadoud 31 3Liosap 1,upinod | Aym 1oyl ' |021sAyd 31 33UIS, :S3NPD 1op|0

S92IN0S3I JO Y2eT]
sabuajjeyd JuswasbeuewuoneziuebiQ -
saNss| A}|Iqel| [euoIssajoid -
suoneoydw [eba «

:SUI9DUOD [BDIPIU 9ILUM

03 wiojiejd gam e Jo uoleruswa|dul] «

S9NIPIQIOW-0D
a|diynw 1o ‘abenbue| Jatiieq e ‘sso| bul
-1e3y Y1IM $3usl1ed JOJ JUSIUSAUOD JON *
108 [EDIPSW B Se Uoleynsuod suoyd
J2PISUOD J0U pIp Sualied Jeyl PaAIRdId «
juaned ayy yum diysuolie|al paysijqeiss
/SNoIASId B SI 2U343} USYM JUSIUSAUOD) »
uoleyNsuod auoyd Jayaid syuslied -

S}UaWNJ0p
Buipeojdn ‘|eyiod ay3 buissadde ‘SadIASp
19Indwod,/09pIA Buisn Ayndouiq

Ananedwo) '
21ewld uon
-ejuswia|dwi g

SUI9DUOD [Bd
-|paW 911IM 03 wiojre|d gam e Juswajdud| z-

syualied ay) 1sisse 03 Aem
S) 1584 PazZ|URHIOA WSISAS d4edYYeaY Y| |+

SolIsuIoeIReYD)
[eIn1dNAS Y
bunas Jsuu|

Kousbiawa

paAlJad ‘sased [edIpal Xa|dwod ‘Uon

-B}|NSUOD [BI}IUI UE 10 3|CeHNS JON -

SUOIIR}NSUOD

suoyd palsgelid syusied Jsp|O -

uoneuIwexd [ed1sAydy/jensia

pa3U 10U OP 1By} SaNSS| JoUlU 10§ 3]|geHNG -

dDH ay3 yum diysuoiiejai paysijqel
-s9/snoiAa.d e S 319y} USYM JUSIUSAUOD) « X

$92IN0SaY pue
SPo9N JUsiied Y
Buines 19In0
S9NSSI Y1jeay buiguassp yum sebusjjey? «
syuswinoop buipeoldn ‘jeuod ayy Buissadoe
'S92IASP J2INdW0D,/03pIA Buisn Aynoyliq -
(suoyd|jea/auoyd) sanssi [ed1uyda] ON
auoyd||@d>/auoyd asn pue ssadde 0} AseT X Auxaidwo) 'y
S$115149)0R4RYD UOIUSAISU|

sasuodsai oAnessNn|||

S|eUOISS9)0.d dIedY)edH

e22Uanjjul ulewop

Sjinpe 1sp|O joyibusnys  Yi4d1ad spnas

uonedYNISN[  pueddUI[RA  -UOD PaYRUP|

S}NPe J3P|0 JO a1ed Alewld 3y} Ul SUIDIPaWR|9} JO 3sn ay3 Bulpiebal s|euoissajoid aiedyijeay pue Ssynpe 1apjo Woly
sasuodsal 2A13eIISN||I PUe ‘SUOIIEILISN ‘9dUBN Ul JO 9DUS[EA ARSI JIDYT YIIM SIDONIISUOD UDIeSSSY UOIRIUSWS|dW| IO }IOMSWRIH PR1BPIIOSUOD) PaYIIUSP! JO AlBWWNG T d]qeL



Page 7 of 13

(2024) 25:259

Khanassov et al. BMC Primary Care

[154],10Y) 3piroid 03 ybnoua abib| 10U a1 $321N05al 343 ‘Ajl@IDUNLIOMUN, dDH

[974] ,sa2118p 3531 2ADY
[P 3M '2UOY! 10 PDJI UD Y)M dUOP 3G UD2 )i INQ 4aandwiod Aw asn |, :3npp Japjo

(uonewlloul

‘SuUaWIND0p ‘saepdn jusuwiuiodde)

syuanied Joj a3sgam — [e1od e JO U3 -

wiopeld (39/ge1 40 19Indwod ‘suoyd|ed ‘suoyd)

gom e Juaua|duwl 03 5324N0saJ JoyoeT - Juawdinba Abojouydsy ayy aney syuslied «

s|enpIAIpu| Jo sJ1IsdYdRIRYD

$92IN0S3Y
S|qejleAy “|
uoleuswa|du

L+  Jojssauipeay D

sasuodsai oA1essN|||

S|eUOISS9)0Id dIedY)edH sy)npe 13p|0

uonesynsnr

29duanyul urewop
Jjoylbuans Y|4 19d snas
pue adudjep  -Uod paynudp|

(penunuod) zajqey



Page 8 of 13

(2024) 25:259

Khanassov et al. BMC Primary Care

[194] ,buibuajipys Alipjn21140d SOM 31 S|PNPIAIPUI P1DJOSI 3SOY) J0) YUIY] | ‘10w
SDM 11 AIgDQqOId S2124] OS 'UONDWLIOJUI [DI2)D]|02 JUIOS bulllab 10 JuaLuoIAUS
1243 buinIasqo 10 Juaibd ay) buiriasqo Ajjonsia Jo pupy Jayiia [pnsia bulyifup
1NOYIIM "Wy YaM U0 buiob som Jpym pupjsiapun 03 Jnduyip AiaA Som i [,
[294] ;,2uoyd 3y

UO 242Y3 SDM 10120P ALy 41341 Y1) 1SD3] 1D 334 Aoy 'Sa21AIas AuDW OS WO LJO
N2 alam ajdoad uaym ‘diwiapupd syl bulnp asnbaq )i suayibuails uana agAbw
1 2lf 1234 | ‘diysuopjal Juaipd 10120p 3yl Sabpuwipp Aom AUD Ui 11 231 234 JUOP |,
[194],21u1j2 241 03Ul bujwod AlUo a1am Aay1 Ji pjnom

| ubyl Ajuanbaiy aiow 11q b s)ua1pd Japjo Aw Jo auios buiaas dn papua | yuiyl |,
[194],2/103ds12d J12y) pup anRadsiad

Awl wiouy aylj 104 10216 Som wiay} 1oy sbuiyy bujop Aq uonpiwi) Ajigow 1o,
[194] ,2no wiy buniab oy joud auop 3q 0}

s1521 Aipujwilfa.d [|p pamojjp pub 2bb1i) D pamOj|p JO 1I0S 213yl 1DY] SDM punoy |,
‘dJH

[d]  1DY2 UO Y20GMDIP D JO 110S

S1DY] 'UoIUaW 0] YUIY] JUpIp NOA 1Y) U3as 2A,1ybiw 10120p 3y 'uosiad ul usaq
noA ppy 1oyl DIDP aY1 JO JUWIOS bUISSIW a4N0A J1 IDY] SI IDYI UO ¥IDGMDIP 3y,
[05d] JUBI2LY3 310U YINW S, pUD 'ASUOW SIADS i 'aU1) SIADS 11 'PIDS | SY,

[01d] ,2uy 53151531 INOA YaIm dn-mojjog o [*]

SUOIDIIPaW YIM SJUSWIISNIPD 10 SUOHSanb Maj a1 aJayl i Apupy s1auoyd ay/,
:S3INpo J3p|0

196U0| 3q ABW SWI} UOIIEYNSUOD Y]
JuswWieal} pue djsoubelp
Jadoud e pasayo pue op 03 uoneyw -
10 [eD]PaW B UO[1e}NSUOD
auoyd JapISUOd 10U Aew SyuSNed *
J1a1ueq abenb
-U| ‘pJeaysiw :UOIeDIUNWIUIOISIA «
passiW g p|NOD S|1e1ap Jue}
-Jodwi ¢ uoneulwexa [ed1sAyd oN -
UOIIBDIUNWILIOD [BGIIA-UOU JO 3BT -
{(UoIe}NSUOD
suoyd) 10e1U0D [BNSIA ON
:sabejueApesiq -
UOILIIUNUIWOD DIOA -
2duasald Jo asuas -
:diysuonelal
1uaied-ueldisAyd sanoidwl pue ulejulel
QW) SALS -
Juaied ay} woly
UO[IPWIOJUI 1D3IP PUB 3|qeIRY -
Juswiulodde ayy Joy Apeau synsay -
abely-ald -
:201oeid
[EDIP3W JUSIDLS 240U B 0} 3INQUIUOD) »
SIUSWIUOIIAUD YsU-yb1y [enusiod oy
S}NPe J9pP|0 JO 3INsodxad 3y} 9dNpay -
Augow
payWl| Yyim suosiad 1oy njdjaH -
Bues pue swi yim a|gixal4 -
91NUWIWOD 0} PI3U ON
21D JO A}INuiuod
2y} bujulelulew 0} UoINGUIUOD) «
:sabejueApy -
ul-29yd/dn-moj|o4 -
uoe}NSUOD Aleuiwiaid/eben -
(AL 9SN 0} Uaym) abpajmouy «

Ja10ys
S 9WI3 UOIIe}NSUOD 1y} uondadiad -
uepIsAyd e Joy sisoubelp e
93w 01 }NDLJIP 2J0W 511 18y uondediad «
passiu 29 p|Nod s|1e1ap
Jueyodwl ¢ uoleuluwexs [ed1sAkyd o -
UOI1EDIUNWIWIOD [POUSA-UOU JO YDET -
:(uoneyNSuUod auoyd) 10e3UOD [ENSIA ON *
:sabejuenpesiq ¢
Juswiulodde
ue bulinpayds 104 ssa20id Jaiseq
S9NSSI JOUIW 4O DIUID Ul-Y|PM PIOAY *
UOIUSLIe [eDIPSW
/ SUISDUOD [BDIPAW JO UOIIN|OSDI JD)SES *
ueIsAyd ayy 01 59238 JaIseq «
SJUSWIUOIIAUS XSL-ybiy [enusiod
0} S}NpPe I3p|0 JO 2INsodxa 9y} NPaY
dn-moj|oj 3usnbaly IO

Auiqow panwil| yiim suosiad 10f |nidjap -

Bues pue awi yum a|gixal4 -
QW13 9ABS '2INUWIUIOD 0} Pa3U ON »
a1ed Jo Aynu
-13U0d 3y} bujuleluEW O} UOINQLIUOD) «
:sobejueApY -
uoleyNsuUod Aleujwiaid/aber] «
dn-moj|o} se|nbaY «
(INL SN 0} Usym) abpajmouy] «

UOIUSAISIU| Y}
Inoge sjaljag pue
X abpajmouy v

sasuodsal annesnsn|||

S|eUOISSD)0Id dIedY)edH

s)npe 43p|o

uonesynsnr

29dusnyul urewop
joylbuans Y|4 19d snas
pue adudjep  -UOd paynudp|

(Ponunuod) Z 3|qelL



Page 9 of 13

(2024) 25:259

Khanassov et al. BMC Primary Care

[FG1].

B

1 found was that there is sort of allowed a triage and
allowed all preliminary tests to be done prior to get-

ting him out’ [FG1].
As I said, it saves time, it saves money, and it's much

more efficient! [P50]
‘For mobility limitation by doing things for them

was great for like from my perspective and their

Furthermore, it was helpful for older adults with limited
perspective

mobility and reduced their exposure to potential high-

risk environments.
They also perceived that the frequency of follow-ups

Both older adults and HCP agreed that the main advan-
tages of using TM were that it contributed to maintaining
continuity of care, there was no need to commute, it was
flexible with time and setting, and it helped to save time.
increased.

’

T do not feel like it in any way damages the doc-
tor-patient relationship, I feel like it maybe even
strengthens it because during this pandemic, when
people were cut off from so many services, they felt at
least like their family doctor was there on the phone.

T think I ended up seeing some of my older adults
[FG2].

a bit more frequently than I would if they were only
coming into the clinic’[FG1].
by determining if an in-person or telephone consultation
was needed. TM was also beneficial to obtaining reliable
go in person, such as older adults at home care facilities.

Likewise, TM contributed to maintaining and improving

the physician-patient relationship.
ing non-verbal communication, and possibly missing

In the case of the HCP, they mentioned that TM contrib-
uted to improving the efficiency of their medical practice
and direct information from older adults that could not
Among the main disadvantages, participants noted the
lack of visual contact during phone consultations, imped-
essential details. Moreover, older adults underscored

[P4].

)

The drawback on that is that if you are missing some
of the data that had you been in person, the doctor

that is sort of a drawback on that

It

tations. Indeed, older adults and HCPs perceived that
might have seen that you did not think to mention,

diagnosing and offering proper treatment would be more

the importance of active listening during phone consul-
challenging.
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1...] it was very difficult to understand what was
going on with them, without anything visual either
kind of visually observing the patient or observing
their environment or getting some collateral infor-
mation, so there is probably it was more, I think for
those isolated individuals it was particularly chal-
lenging’ [FG1].

Individual stages of change were facilitators of TM use.
Older adults and HCP agreed that they would continue
using TM if it was combined with in-person consulta-
tions, depending on the medical condition and issue.

1...] a combination of phone, video and in person, I
think is like the best solution. Maybe you can start
with the phone and if that is not good enough, like
switch over to video that so that they could see, and
if that is not good enough, like the doctor will advise
you on whether or not to come in’ [P4].
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Deliberative dialogue

The panel consisted of eight participants, comprising
older adults, family physicians, nurses, a social worker,
and a government-level TM expert (see Table 1). Follow-
ing our deliberative dialogue, we identified seven recom-
mendations (see Table 3):

The study outlined key recommendations for TM
implementation in healthcare. Older adults and HCPs
favored phone consultations for their accessibility and
ease of use, citing benefits like faster medical attention,
scheduling convenience, and improved doctor-patient
relationships. However, challenges such as difficul-
ties in using video/computer devices and accessing web
tools were noted. TM was found suitable for established
patient-physician relationships and regular follow-ups,
but less so for complex cases or emergencies. Clear com-
munication, particularly active listening, was emphasized
during teleconsultations to compensate for the lack of
visual cues. Initiatives to promote TM faced challenges,

Table 3 Summary of recommendations regarding the use of telemedicine in the primary care of older adults based on the results of

the deliberative dialogue

Recommendation

Findings

1. Promoting patients' preferences and discuss disadvantages and
advantages.

- Preference of phone consultations: easier to access and use
- Faster resolution of medical concerns / medical attention

« Avoid walk-in clinic for minor issues

- Easier process to schedule appointment

- Contribute to a more efficient medical practice

- Maintain and improve physician- patient relationship

- Different perception regarding the duration of the consultation (patient vs. HCP)
- Limitation to do and offered a proper diagnostic and treatment

2. Supporting patients in navigating TM platform as needed
and providing assistance to foster patients'self-efficacy and
self-management.

3. Combining TM and in-person consultation.

- Difficulty using video/computer devices
- User Interface: difficulty accessing the web, tools and documents
+ Add a chat during video consultation

Convenient:

« Previous/stablish patient-physician relationship

« Regular follows-up, triage/preliminary consultation, minor issues

Not convenient:

- Initial consultation, complex medical cases or perceived emergency

- Patients with hearing loss, barrier language, or multiple co-morbidities

4. Maintaining a clear communication with patients.
5. Encouraging leadership-driven TM initiatives.

- Active listening during the teleconsultation
« Lack of patients awareness: perception that phone consultation is not consider

a medical act

6. Supporting familiarization with available communication
technologies.

- Lack of telemedicine/technology education and training
« Lack of literature on:

- Technology infrastructure

« Medical liability

« Practice certification and license
- Interface standards

« Patients'resources

« Telemedicine system

7. Advocating for further accessibility of technological tools to
improve patients'health

+ Having access to a GMF's website to write medical concerns, and receive ad-
equate advice from the family medicine practice:

- Legal implications

- Professional liability issues

- Organization/management challenges

- Lack of resources
« Develop a GMF website with medical information for the patients
- Have a telephone number to access faster/directly an HCP
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with older adults sometimes not recognizing phone con-
sultations as formal medical acts. Additionally, there was
a need for education and training in telemedicine tech-
nologies, along with efforts to enhance accessibility for
older adults, albeit with potential legal and organizational
challenges.

Discussion

This qualitative study explored barriers and facilitators to
using TM in primary care of older adults and proposed
recommendations to primary HCPs. We included older
adults and HCP to obtain a range of different perspec-
tives. Older adults and HCPs agreed that the preferred
mode of TM was phone-based, as it was easier to access
and use. According to the Virtual Care Force Task’s
report, most virtual care happens over the telephone [2,
25]. Phone consultations are considered a standard and
reliable technology in primary care [1].

Conversely, for older adults, there are additional chal-
lenges to implementing TM, such as sensory limita-
tions (e.g., visual and hearing impairments), cognitive
(e.g., memory), and functional (e.g., mobility, dexter-
ity) decline. In addition, the lack of technological savvi-
ness and limited access to technological equipment were
commonly reported as key barriers to TM use [12, 26,
27]. According to Luxton et al. [26], half of the individu-
als in the video conferencing group reported connectiv-
ity issues, and 35.7% of the treatment sessions required a
phone call to resolve a technical problem. Indeed, it was
found that video conferencing consultation was more
likely to be used by younger older adults and physicians
with technological knowledge [28]. Nevertheless, these
issues may not prevent an adequate clinical assessment
and can be as effective as in-person consultation when
delivered to suitable older adults [1].

As reported in our findings, TM is more convenient
when there is a previous or established patient-physician
relationship, for regular follow-ups, triage/preliminary
consultations, or to resolve minor urgent care issues.
Participants agreed that follow-up visits do not require
a comprehensive assessment as an initial consultation,
complex medical cases, or perceived emergencies that
would likely need an in-person evaluation. These align
with findings by Watt et al. [29] and Aliberti et al. [12]
that evaluated physicians’ telehealth experiences with
older adults.

Regarding the advantages and disadvantages of using
TM for the care of older adults, the responses of this
study’s participants echoed concerns about a lack of
visual contact during phone consultations, which is a sig-
nificant barrier to using TM. Participants underscored
that phone consultation is restricted to verbal commu-
nication. The physician cannot observe the non-verbal
cues and environment of the older adults, and it is not
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possible to perform a physical exam. Therefore, essential
details could be missed and ultimately impact establish-
ing reliable diagnoses. These are supported by recent
studies in which primary care found many barriers to
implementing TM for geriatric and chronic disease man-
agement [12, 30, 31]. Besides, participants voiced their
concerns about language and literacy levels as barriers to
using TM. Telephone consultations may be more effec-
tive for older adults whose native language is English or
French and who have higher literacy and can articulate
and express their medical condition comfortably over the
phone [12, 27, 31].

Despite these disadvantages, the participants expressed
many advantages with TM, including maintaining
the continuity of care, saving time, and improving the
patient-physician relationship. During the COVID-19
pandemic, where older adults were required to socially
distance themselves and be confined at home, TM
became a way to socialize and access healthcare. Older
adults felt cared for, and HCPs benefited from reaching
their older adults [31].

Furthermore, our participants mentioned that TM
was helpful for people with limited mobility, being flex-
ible with time and setting, reducing the exposure of older
adults to potential high-risk environments, and increas-
ing the number of follow-up visits. Studies on the experi-
ence of geriatric care professionals in TM indicated that
people with chronic conditions requiring repeated visits
to their physicians and older adults with difficulties trav-
eling to their health center would benefit the most from
teleconsultations [1, 12, 32]. Indeed, TM allowed older
adults to access health care and counseling without the
need to leave their homes, reducing the risk of high-
risk elderly falls, particularly during winter [12, 33]. On
the other hand, HCPs emphasized that TM contributed
to a more efficient medical practice. It worked as a pre-
triage to decide if an in-person visit or teleconsultation
was needed, allowed to request the laboratory or imag-
ery tests and have results ready for the appointment, and
helped save time from administrative and accommoda-
tion processes.

Another critical point raised in our study was the lack
of literature, education, and training on TM and technol-
ogy for HCPs. Findings from previous studies reflected
the remaining gaps in the current literature on the
appropriate use of TM to meet older adults and HCPs’
needs adequately [2, 25, 27, 31]. The Virtual Care Task
Force’s report re-emphasized the need to “establish a
framework for pan-Canadian quality-based virtual care
governance” and “ensure that standards set by medical
regulators support the provision of competent and safe
virtual care [25] Likewise, Ware et al. [34] mentioned
that to ensure implementation success, developing clear
guidelines for documentation, identifying potential older
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adults, and setting parameter thresholds are necessary.
Indeed, stakeholders were encouraged to address chal-
lenges and promote evidence-based use of TM [2, 25, 35].
Recent articles have highlighted the need to create new
approaches, such as a ‘good website manner’ to provide
virtual care effectively [36]. “Website manner’ is defined
as the clinician’s ability to transfer relational skills, such as
offering comfort, listening attentively, tenderly respect-
ing, and providing an empathic response to older adults
via technology [36-38]. Besides that, a 2012 survey of
e-health in the undergraduate curricula across Canada’s
medical schools identified a lack of a common language
for e-health across the faculties. While half of faculties
indicated using EMRs and EHRs in teaching, there were
no consistent approaches, and faculty resources to sup-
port e-health were not developed [39]. Indeed, the Vir-
tual Care Task Force’s report found that the literature and
research regarding assessing learners in virtual care set-
tings are very minimal [25].

Thus, our study provides key facilitators and barriers
to using TM for the primary care of older adults. Based
on these, we propose seven recommendations, taking
diverse aspects into account, including the patient’s pref-
erence, how to support them in the use of TM, flexible
approaches, communication strategies, and advocating
for further technology accessibility.

Our study has limitations; we obtained older adults’
and HCPs’ perspectives at one point, and perceptions
of telemedicine may change progressively. However, we
decided to perform interviews 18 months after the pan-
demic started, allowing us to recruit participants with
more extended TM experience.

Furthermore, due to the COVID-19 pandemic pub-
lic health measures, we did the interviews remotely by
phone or video; this could have limited the participation
of those unable to use telemedicine. Nevertheless, having
heard participants’ positive and negative experiences and
views of HCPs helped us to have a general idea of TM use
in the practice.

One strength is how the qualitative findings confirm
the results of our systematic review, previously con-
ducted by our research team, from the point of view of
different stakeholders [9]. Future studies should con-
tinue to improve virtual care, exploring the compensa-
tion model, which refers to how healthcare providers are
reimbursed for telemedicine services, as a key factor in
enhancing accessibility and sustainability [40].

Conclusion

This study served to identify facilitators and barriers to
using telemedicine in the primary care of older adults
and propose recommendations to HCPs to improve the
service. Older adults consider telemedicine a good alter-
native for accessing healthcare services when provided
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in a hybrid approach combined with in-person consulta-
tions. It would be essential to discuss their preferences,
disadvantages, and advantages of using telemedicine to
resolve their medical issues. Our results also emphasize
the importance of promoting adaptability and support-
ing older adults in navigating TM platforms, maintain-
ing clear communication, encouraging leadership-driven
TM initiatives, supporting familiarization with available
communication technologies, and advocating for further
accessibility of technological tools.
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