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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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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-Côte-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 

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 

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 

Table 1  Demographic information of older adults and 
healthcare professionals

Interviews
(29 participants)

Focus group
(15 participants)

Deliberative 
dialogue
(8 
participants)

Age*
65–70 15 - -
71–75 4 - -
76–80 5 - -
81–85 2 - -
86–90 3 - -
Gender
Male 11 4 3
Female 18 11 5
Site
CDN 6 2 1
JGH - - 2
Herzl 8 6 2
Metro 8 - 1
PEX 7 7 1
St. Mary - - 1
Number of teleconsultations*
2–3 8 - -
4–5 13 - -
> 5 8 - -
Participated in the study as
Patient 29 - 2
Family physician - 9 3
Nurse - 3 1
Social worker - 2 1
Kinesiology - 1 -
Telemedicine 
expert

- - 1

*Information only collected for interview participants

CDN: CLSC Côte-des-Neiges; JGH: Jewish General Hospital; PEX: CLSC 
Parc-Extensio
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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.

‘I 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.

‘[…] 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.

‘I 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 

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.

‘I 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.

‘[…] 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).

‘I 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].
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‘I 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].

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. 
Furthermore, it was helpful for older adults with limited 
mobility and reduced their exposure to potential high-
risk environments.

‘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 
perspective.’[FG1].

They also perceived that the frequency of follow-ups 
increased.

‘I think I ended up seeing some of my older adults 
a bit more frequently than I would if they were only 
coming into the clinic’[FG1].

In the case of the HCP, they mentioned that TM contrib-
uted to improving the efficiency of their medical practice 
by determining if an in-person or telephone consultation 
was needed. TM was also beneficial to obtaining reliable 
and direct information from older adults that could not 
go in person, such as older adults at home care facilities. 
Likewise, TM contributed to maintaining and improving 
the physician-patient relationship.

‘I 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.’ 
[FG2].

Among the main disadvantages, participants noted the 
lack of visual contact during phone consultations, imped-
ing non-verbal communication, and possibly missing 
essential details. Moreover, older adults underscored 
the importance of active listening during phone consul-
tations. Indeed, older adults and HCPs perceived that 
diagnosing and offering proper treatment would be more 
challenging.

‘The drawback on that is that if you are missing some 
of the data that had you been in person, the doctor 
might have seen that you did not think to mention, 
that is sort of a drawback on that.’ [P4].
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‘[…] 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.

‘[…] 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].

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.

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

3. Combining TM and in-person 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. • Active listening during the teleconsultation
5. Encouraging leadership-driven TM initiatives. • 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 

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 

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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