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Telemedicine perceptions and experiences of socially
vulnerable households during the early stages of the
COVID-19 pandemic: a qualitative study

Alayne M. Adams PhD, Khandideh K.A. Williams BSc, Jennifer C. Langill MA, Mylene Arsenault MD,
Isabelle Leblanc MD, Kimberly Munro MD, Jeannie Haggerty PhD

Background: Early in the COVID-19 pandemic, efforts to decrease risk of viral transmission triggered an abrupt shift from ambula-
tory health care delivery toward telemedicine. In this study, we explore the perceptions and experiences of telemedicine among
socially vulnerable households and suggest strategies to increase equity in telemedicine access.

Methods: Conducted between August 2020 and February 2021, this exploratory qualitative study involved in-depth interviews with
members of socially vulnerable households needing health care. Participants were recruited from a food bank and primary care prac-
tice in Montréal. Digitally recorded telephone interviews focused on experiences and perceptions related to telemedicine access and
use. In our thematic analysis, we employed the framework method to facilitate comparison, and the identification of patterns and
themes.

Results: Twenty-nine participants were interviewed, 48% of whom presented as women. Almost all sought health care in the early
stages of the pandemic, 69% of which was received via telemedicine. Four themes emerged from the analysis: delays in seeking
health care owing to competing priorities and perceptions that COVID-19-related health care took precedence; challenges with
appointment booking and logistics given complex online systems, administrative inefficiencies, long wait times and missed calls;
issues around quality and continuity of care; and conditional acceptance of telemedicine for certain health problems, and in excep-
tional circumstances.

Interpretation: Early in the pandemic, participants report telemedicine delivery did not accommodate the diverse needs and capaci-
ties of socially vulnerable populations. Patient education, logistical support and care delivery by a trusted provider are suggested

solutions, in addition to policies supporting digital equity and quality standards to promote telemedicine access and appropriate use.

he COVID-19 pandemic provoked a rapid shift in

ambulatory health care delivery toward telemedi-

cine to enable health care access and reduce the risk
of viral transmission.'”® The transition was abrupt, with
accompanying challenges owing to limited telemedicine-
related technology and training for physicians and other
health care workers.>* In Quebec, within the month of July
2020, an unprecedented 1.5 million telemedicine consulta-
tions occurred in family medicine, the large majority among
physicians with no prior experience with this modality of
care.’ The ubiquitous uptake of telemedicine was accompa-
nied by both enthusiasm and caution — enthusiasm about its
postpandemic utility in triaging and managing patients with
nonurgent conditions, and facilitating access especially
among remote populations,’ and caution regarding clinical,
organizational, professional, economic, legal and regulatory
complexities, including the potential of medical errors,
duplication of visits and issues with patient confidential-
ity.”1* In Quebec, several family doctors serving high-needs,
multicultural and low-income patient populations observed
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their absence among those receiving telemedicine during
the initial waves of the pandemic. Of concomitant concern
was evidence indicating growing racialized inequities in
COVID-19-related health care and health outcomes.!"!
Technological, socioeconomic and cultural factors limiting
access to primary care, including telemedicine, are possible
explanations that require research and policy attention.'
Although a substantial body of literature has explored phys-
icians’ perceptions and needs surrounding telemedicine!*-!
and challenges of providing virtual care during the pan-
demic,*%2! comparatively little attention has focused on the
perspectives of patients, much less socially vulnerable patients.
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In this study, we explore the perceptions and experiences of
telemedicine among these individuals and their families early
in the pandemic, with the aim of increasing the accessibility
and appropriate use of telemedicine going forward.

This exploratory qualitative study consisted of in-depth inter-
views with individuals from socially vulnerable households
needing health care that elicited their perceptions of and
experiences with telemedicine. The patient-centred accessibil-
ity framework by Levesque and colleagues?? provided initial
guidance on key patient and organizational dimensions of
likely relevance in enabling or constraining appropriate access
to telemedicine services. Research team members included
2 researchers (A.M.A. and J.H.), 3 graduate students
(KKAW., J.CL. and L.G.T.) and 3 family doctors (M.A.,
L.L. and K.M.) working with 3 McGill University-affiliated
family medicine teaching sites located within the Herzl Fam-
ily Practice Centre, St. Mary’s Family Medicine Centre and
CLSC Parc-Extension.

The study was conducted in the Cdte-des-Neiges neigh-
bourhood of Montréal, Quebec, during the first 2 waves of
the COVID-19 pandemic from August 2020 to February
2021, when social distancing measures were most restrictive,
including the closure of public facilities,”** and health sys-
tems were struggling to accommodate the burdens of
COVID-19-related hospitalizations.?>?¢ Cote-des-Neiges
ranks among the most diverse neighbourhoods in Canada and
is the most economically disadvantaged in urban Quebec.”
Like in the rest of Quebec, the large majority of nonurgent
in-person primary care services in the neighbourhood
reverted to telemedicine during this period, with 80% or
more of primary care providers reporting frequent use of tele-
medicine to reduce the risk of SARS-CoV-2 transmission.’

The study was reported using the Consolidated Criteria
for Reporting Qualitative Research checklist.”®

Participants

Inclusion criteria for the study were adults aged 18 years and
older who were able to communicate in English, French or
Spanish; registered with the Québec Health Insurance Plan;
and living in socially vulnerable households in which a need for
health care had been experienced since the onset of the
COVID-19 pandemic. Individuals lacking Quebec health
insurance (new arrivals or refugees), living in a household
without health care needs or not qualifying as socially vulnera-
ble (defined here as using a food bank or being identified as
low income by their family physician) were excluded from the
study. Eligible participants were identified by means of an in-
person screening questionnaire developed by the research
team and delivered in English, French or Spanish to individu-
als visiting a community food bank in late August and early
September 2020. Following consent, potential participants
were asked a series of screening questions, which included
their Quebec health insurance status, language, access to Inter-
net, length of time in Canada, family structure and whether a
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household member needed health care since the beginning of
the pandemic (Appendix 1, available at www.cmajopen.ca/
content/11/2/E219/suppl/DCI1). Screening questions about
age group and gender identity were not asked directly of
potential participants, but rather assessed by the screeners.
Screening was conducted by members of the team (A.M.A.,
K.K.AA'W., J.H. and a research associate) and the research
coordinator during regularly scheduled food basket pickups.
After screening, individuals were asked if they would consent to
be contacted for a telephone interview regarding their health
care decisions during the pandemic. Among eligible partici-
pants, we purposively sampled individuals belonging to house-
holds needing health care for a chronic or new health problem,
irrespective of whether or how care was received (telemedicine
or in person). In October 2020, the sample was supplemented
by the inclusion of several high-needs patients identified by
family physicians and their residents working at Herzl Family
Practice Centre, St. Mary’s Family Medicine Centre and
CLSC Parc-Extension. Clinicians employed their own judg-
ment in participant selection based on their knowledge of the
patient’s chronic conditions and personal circumstances. The
average length of time between recruitment and interview was
2 months, largely owing to challenges in accommodating par-
ticipant family and work responsibilities.

Data source

The interview guideline was collaboratively developed by
researchers and clinician partners, with reference to Levesque
and colleagues’ patient-centred accessibility framework® and
the clinical experience of our colleagues (Appendix 2, avail-
able at www.cmajopen.ca/content/11/2/E219/suppl/DC1).
The interview explored the health care needs of household
members during social distancing and lockdown measures,
and how they were addressed. Additional questions explored
their perceptions and experiences with respect to telemedicine
and in-person delivery modalities and how access to health
care might be improved. The guideline was piloted on several
participants whose data were not included in the study. Adap-
tations included the inclusion of additional probes to assist
less verbal participants. Basic demographic data collected
through the screening questionnaires were updated at the
beginning of the interview.

Data collection

Based on eligibility as identified by the screening question-
naire, participants were contacted by telephone to request a
date and time for interview and to obtain informed consent.
Subsequent individual in-depth interviews were conducted by
telephone. They were led by 3 English-speaking female,
graduate-level, qualitatively trained interviewers (K K. AW,
J.C.L. and L.G.T.), 2 of whom had prior interview experi-
ence. T'wo interviewers were able to conduct interviews in
French (K. K.A-W. and L.G.T.) and 1 in Spanish (L.G.T".). In
advance of formal data collection, the interviewer with no
interview experience (K.K.A.-W.) observed and participated in
several pilot interviews led by an experienced member of the
team. To accommodate the participants’ preferred language,



interviews were conducted in English, French and Spanish.
Language preferences were indicated in the screening ques-
tionnaire and an appropriate interviewer was assigned before
the interviews. Each interviewer took detailed notes during
the interview, supplemented by an audio-recording if permis-
sion was granted. Digital recordings were transcribed using a
summary approach whereby the main points of each interview
were captured in English at regular 30-second intervals.?’

Data analysis

Team-based analysis was conducted using the framework
method,* a form of thematic analysis that uses data displays to
sort, sift and systematically examine and visualize emerging
patterns and themes across respondents, categories and con-
cepts. T'o manage potential researcher biases, analysis was
conducted by 3 members of our research team, and intercoder
reliability checks were performed to ensure consistency of
coding across transcripts.

Verbatim quotes (word-for-word in English) were used for
passages where the direct voice of respondents was deemed
memorable and worth preserving, especially those related to
health care experiences. Both recordings and narrative summa-
ries were verified by another member of the team and uploaded
into Dedoose, a data management software, to expedite coding
and analysis. A priori codes based on the interview guideline and
Levesque and colleagues’ patient-centred accessibility frame-
work?? were systematically defined and applied through the
development of a shared code book. Twice-monthly meetings
occurred between all members of the study team to discuss new
codes, themes and patterns, and their implications. In addition,
code reports and data displays were generated to identify
higher-level themes and to compare participant perceptions and
experiences using deductive and inductive analytic approaches.

Results were shared with family doctors, nurses and
administrators from participating clinics, as well as commun-
ity organizations working with vulnerable populations, at a
series of 5 deliberative dialogues that identified priority
actions to ensure that telemedicine meets the health care
needs of the socially vulnerable (Appendix 3, available at www.
cmajopen.ca/content/11/2/E219/suppl/DC1).

Ethics approval

Ethics approval was obtained from the research ethics board
of the Centre intégré universitaire de santé et de services
sociaux de ’Ouest-de-I'Ile-de-Montréal — biomedical
subcommittee.

We screened 147 individuals at the local community food
bank. A total of 36 eligible households were identified, 23 of
which participated in the study. The principal reasons for
exclusion included no health care needs reported, no health
insurance card and no interest in participation. Six additional
households were recruited by clinicians, for a total of 29 inter-
views. Each interview lasted between 30 and 45 minutes, and
all but 2 were recorded (Figure 1).
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Participants screened for
eligibility at local food bank
n =147

—— Reasons for exclusion:
* No health care needs n =81
*No Quebec health insurance n=9
*No interest in participation n =21

Y

Identification of eligible
participants from food bank
n =36

Y

Participants consenting to be
interviewed
n=23

Y

Participants recruited from
family medicine clinic
n=6

Y

Final sample of participants
n=29

Figure 1: Participant recruitment flow diagram.

Nearly half (48%) of the 29 participants presented as
women, 17% were Canadian-born and 72% reported having
a family physician (Table 1). More than half (52%) of partici-
pants appeared middle-aged, 28% appeared older and 21%
appeared younger. Health care needs were indicated by all
participants in the period between the start of the pandemic in
March 2020 and the time of recruitment (as per inclusion cri-
teria), and 90% had sought health care. Of participants, 69%
used telemedicine; 62% had received telemedicine by tele-
phone and 10% by video (Table 1).

Four overarching themes emerged from the analysis,
which describe the health care perceptions and experiences of
socially vulnerable households in our sample. Associated quo-
tations are presented in Table 2.

Pandemic-related delays in seeking health care

Evidence of delayed care seeking was widespread. Many par-
ticipants downplayed their own health care needs, with the
intention of enabling health care providers to prioritize
COVID-19-related illness, or patients with more serious
health care needs than their own. Some reported overlooking
their health problems when faced with competing concerns
such as food insecurity and child care due to job loss and
school closures, while others delayed seeking care for fear of

CMAJ OPEN, 11(2) E221



OPEN

Table 1: Characteristics of members of socially vulnerable
households needing health care during early stages of the
COVID-19 pandemic

No. (%) of participants

Characteristic n=29
Gender*

Women 14 (48)

Men 15 (52)
Age”

Younger (~18-39 yr) 6 (21)

Middle-age (~40-64 yr) 15 (52)

Older (= 65 yr) 8 (28)
Language of interview

English 15 (52)

French 13 (45)

Spanish 1(3)
Immigrant status

Canadian-born 5(17)

Immigrant < 10 yr 8 (28)

Immigrant > 10 yr 15 (52)

Missing 1(3)
Family structure

Single person 16 (55)

Nuclear family 11 (38)

Other 2(7)
Access to Internet

Yes 22 (76)

No 4 (14)

Missing 3 (10)
Family physician

Yes 21 (72)

No 8 (28)
Type of health need

Acute 7 (24)

Chronic 14 (48)

Chronic and acute 7 (24)

Missing 1(3)
Received health care

Yes 26 (90)

No 3(10)
Used telemedicine

Yes 20 (69)

No 6 (21)

Family member 1(3)

Missing 2(7)
Type of telemedicine used

Telephone 18 (62)

Video 3(10)

Did not use telemedicine 6 (21)

Missing 2(7)

*Subjective assessment based on participant appearance at time of in-person
screening (n = 23). For participants recruited by family physicians or residents, age
based on known date of birth and self-identified gender were available (n = 6).
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contracting SARS-CoV-2. Delays in care seeking owing to
difficulties finding out how to organize care during the pan-
demic, and hesitancy about use of telemedicine, were men-
tioned less, but were often conveyed in a manner that indi-
cated distress.

Challenges with appointment booking and logistics
of encounter

Many participants noted that appointment booking is a per-
vasive barrier to care seeking even in normal times; however,
during the pandemic, anxieties were heightened by not
knowing what to do in the context of shifting administrative
practices and pandemic restrictions. Making an appointment
often required multiple attempts before a receptionist was
reached. According to 1 participant, the anticipated time and
effort to fix an appointment further contributed to delayed
or forgone care.

As the pandemic continued, many health care institu-
tions pivoted to online appointment-booking, a particularly
stressful and exclusionary prospect for socially vulnerable
people lacking access to necessary technology (computer,
Internet, smartphone), know-how or support.’’*? In our
sample alone, 4 participants indicated they lacked access to
the Internet.

Among study participants using telemedicine, many
expressed being insufficiently prepared for what to expect in
the consultation. Some presented in person, not having
understood that it was scheduled as a telemedicine appoint-
ment, and were obliged to restart the appointment-booking
process. Others missed calls from receptionists, often while
at work, resulting in telemedicine consultations not being
confirmed. In a few instances, consultations were missed
altogether as patients were not forewarned that their phys-
ician would call from an unidentified number, which was
widely employed to protect provider and patient privacy.

Notable delays in the start time of telemedicine appoint-
ments were also reported, leading many to worry that they
had missed their consultation but lacking a means to check on
its status. In instances of missed or delayed appointments,
some participants explained how old problems had resolved or
new ones had emerged by the time their appointment took
place. A small number of participants indicated unease about
the lack of privacy within their household, and discomfort
with telemedicine as a result.

Concerns about quality and continuity of care using
telemedicine

Communication is a challenge in telemedicine especially
among those with limited language proficiency, hearing or
cognitive difficulties. Among those who had experienced a
telephone consultation, virtually all participants expressed
concerns regarding their ability to effectively explain their
health problems or to understand the explanations of clin-
icians without the assistance of visual and nonverbal cues. A
few participants described their discomfort when asked to
perform self-examination, while others expressed a lack of
confidence in their diagnosis, and a sense that they “hadn’t
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Table 2: Representative quotations from members of socially vulnerable households needing health care during early stages of
the COVID-19 pandemic

Theme Quotation or summary Respondent characteristics
Pandemic-related The ultrasound had been scheduled before the beginning of the * Female

delays in seeking pandemic, but she delayed it until August and saw the doctor in * Middle-age

health care September. She was offered a telephone appointment to review the ¢ Immigrant > 10 yr

results, but she wanted to talk to the doctor in person and refused * Chronic health need
to use the telemedicine service.

“In one word, | have not been well” ... | don’t want to complain * Female
about the situation, however, because “it’s like this for everyone ... * Middle-age
pretty unusual, pretty extraordinary.” e Immigrant > 10 yr

¢ Chronic and acute health need

She couldn’t walk, but she didn't want to go to the hospital because ¢ Female

she was afraid of contracting the virus. She waited until a month * Younger
and a half later to seek care. She says that the lockdown was ¢ Canadian-born
difficult for her because she couldn’t go out to walk due to the pain ¢ Acute health need
in her foot.
“m not upset because | know that they were dealing with a lot of * Female
COVID at that time, so | understand. Maybe | would be upset if | * Middle-age
was, you know, in a bad condition and nobody helped me, but it e Immigrant > 10 yr
was a good thing that it was mild so | didn’t need that much care. * Chronic and acute health needs
So, for me, they had to take care of the more serious ones.”
Challenges with “I could not contact the secretary. | kept on calling and calling and * Female
appointment booking calling and they kept on transferring me and there was no answer.| ¢ Younger
and logistics of was so frustrated, and | was getting angry. | don’t want to book e Immigrant < 10 yr
encounter anymore.”  Chronic and acute health needs

He does not have access to a computer, so he wouldn't be able to * Male
meet a doctor online. He has Internet on his phone, but he doesn’t e Older

really know how to use it. He says that smartphones are very * Immigrant > 10 yr
complicated for him. e Chronic health needs
“If I needed to get in touch with my doctor, | would have to go * Male

through a myriad of secretaries. Before it was easy: as soon as | e Older

would have my yearly check-up, they would give me a little piece of ¢ Canadian-born
paper to let me know when to come back for the next follow-up.  Chronic health needs

Now they don't give you the paper, so | have to go through many
different receptionists and find out the doctor’s availability. It took
me many months to get an appointment.”

Concerns about quality  “l cannot tell you the problems | have in my body; you cannot test * Male
and continuity of care me on the phone.” * Middle-age
using telemedicine e Immigrant < 10 yr

* Chronic health needs
“I prefer to see him in person. He can say ‘open your mouth, ‘open * Male

this, open that. That’s why | wouldn't trust video. | could open * Middle-age

whatever | open, but | don't think the doctor could see whatever * Immigrant > 10 yr

he’s looking at. But if he’s right there in front of you, he will see  Chronic health needs

what he wants to see”

“l want to know everything about my health, and they can discuss * Female

more when you are in-person. Over the phone, sometimes you're * Younger

busy and they’re also busy maybe ... when you have an e Immigrant < 10 yr

appointment ... in the office or in the clinic, you can sit and discuss.” ¢ Chronic and acute health needs
Conditional acceptance  “If | have nothing serious for me to see my doctor and | could just * Male
of telemedicine do it over the phone, it's completely understandable to me because ¢ Younger

they will be busier treating the people who are at more risk.” e Immigrant < 10 yr

¢ Acute health need

“If I have access to the same doctor, who has my case file and is * Female

already familiar with me and all the appointments are follow-up * Younger

appointments, as long as there’s continuity, | don't mind having the e Immigrant < 10 yr

interactions over the phone or video calls. But if 'm going to keep * Chronic and acute health needs

getting transferred from doctor to doctor, then no. No video calls
and no phone calls”
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been seen.” In addition to reduced trust in the quality of
care, lack of physical examination and focused, face-to-face
discussion may lead to ambivalence in following recommen-
dations. Several participants noted that less attention may be
given to instructions delivered virtually owing to the patient
being distracted and not listening, or, more fundamentally,
to doubts about the legitimacy of telemedicine as a modality
of medical care.

Complaints regarding lack of continuity of care also sur-
rounded the pivot to telemedicine early in the pandemic. This
was especially noted in teaching centres where residents were
engaged to help facilitate virtual health care delivery. Partici-
pants described their frustration and discomfort when tele-
medicine encounters were with unfamiliar providers, and not
their regular family doctor.

Conditional acceptance of telemedicine

Our low-income and socially vulnerable study participants
recognized the advantages of telemedicine in reducing
potential exposure to SARS-CoV-2, and saving time and
expenses related to travelling to and from health care facili-
ties. They also recognized its utility for certain issues, such
as minor health problems, prescription refills and, for some,
mental health challenges. However, their acceptance was
conditional. For the majority, telemedicine services were
considered a pandemic-specific solution, and inappropriate
for complex health care needs or consultations that would
normally require a physical examination. Even if not ideal,
participants considered telemedicine acceptable in circum-
stances when a previous trusting relationship was established
through in-person care, enabling human connection and
touch. Conversely, trust in telemedicine was undermined
when an established doctor—patient relationship was prob-
lematic or lacking. Several described how interpersonal con-
flicts (such as rudeness or lack of empathy) were exacerbated
in the telemedicine encounter, or when dealing with an
unknown provider.

Consistent with clinician observations of delayed or forgone
care, widespread apprehension regarding early pandemic
health care seeking was evident among socially vulnerable
households. Many of our participants described how pressing
non-health-related demands related to food and job security
took precedence over health care seeking. Others explained
their decision to delay care seeking as a response to beliefs
that COVID-19 was being prioritized and that those with
more urgent health care issues should come first.

Although study participants perceived certain advantages
of telemedicine, most considered it a pandemic-specific care
delivery modality. Supporting the existing literature,»1%17:19-21
advantages included time efficiencies related to work and
travel, protection from risk of infection, and its utility for rou-
tine follow-up and minor health conditions. Indeed, for
socially vulnerable populations, certain features of telemedi-
cine conferred accessibility advantages over in-person care.
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Nonetheless, participant experiences with telemedicine point
to appointment booking and communication during the con-
sultation as areas needing improvement. Critiques related to
appointment booking included systems inefficiencies, lack of
clear messaging regarding wait time and inadequate efforts to
ensure patient readiness for the telemedicine encounter. For
our socially vulnerable participants, language barriers, inflexi-
ble work schedules, and limited privacy or computers to
access patient portals or take video calls made these challenges
even more difficult.

Consistent with our findings, the literature documents a
range of concerns related to doctor—patient communication
during the telemedicine encounter, such as patient confidenti-
ality, lack of physical examination, and the need for an exist-
ing and trusting patient—provider relationship to assure qual-
ity and continuity of care.!”?!3-3¢ Many participants in our
study expressed frustration at not being able to effectively
articulate their health concerns in the absence of a physical
examination or in the privacy of a doctor’s office. Others per-
ceived that the lack of face-to-face contact during telephone
consultations impeded the ability of providers to appraise
their needs and provide appropriate reassurance and clarifica-
tion. In this regard, a strong preference was voiced for tele-
medicine delivered by a known and trusted provider, a finding
supported elsewhere in the literature.’’” Lending support to
the value of continuous care, a retrospective cohort study on
virtual patient-provider communication found that 81% of
virtual visits required no follow-up when a patient connected
with their own primary care provider.* Communication chal-
lenges were further exacerbated among socially vulnerable
patients due to limited language proficiency and challenges
related to access to and comfort with technology. Together,
these findings emphasize that clinicians be especially attentive
to establishing a patient connection, exploring the patient’s
perspective and clarifying key recommendations within the
telemedicine encounter.}63%4

A substantial body of literature has examined the poten-
tial of telemedicine in various areas of specialized health
care."# This has been supplemented by more recent
research on its deployment during the COVID-19 pan-
demic, largely from a clinical or provider perspective.®!%4-4
Comparatively lacking are studies that consider patients’
perspectives and experiences with telemedicine as a modality
of primary care service delivery, particularly among socially
vulnerable groups.* This is partly due to Canada’s slow
adoption of telemedicine before the pandemic, with most
provision occurring in the private sector.’® This study fills
this gap by eliciting the perspectives of high-need popula-
tions whose diverse social realities may hinder access to care.
Study findings emphasize that equitable primary health care
services delivered by telemedicine must accommodate the
needs and capacities of people with a wide range of ethno-
cultural, linguistic, generational and socioeconomic charac-
teristics. Strategies may include patient education about the
appropriate use of telemedicine services, ascertaining patient
capacities to receive a telemedicine call, ensuring that a
trusted provider delivers telemedicine care and implementing



necessary actions to improve equity.!’’! Equitable access
would be further enabled if underserved and diverse com-
munities were meaningfully represented in telemedicine
design, implementation management and evaluation. Such
efforts would facilitate telemedicine effectiveness, relevance
and appropriate use.”> Clear parameters of quality must also
be established based on evidence and best practice,’? with a
strong emphasis on actions to promote digital equity.’***
Policy that supports such efforts is critical at both national
and provincial levels. This includes guidelines to standardize
best telemedicine practices, and training for health care pro-
viders and the public regarding its appropriate use.’ Policy
priorities must also include measures to ensure the rights,
safety and needs of patients, as well as support around tech-
nology access and use among vulnerable populations.®
Finally, to effect policy reforms, health systems investments
are crucial to address many of the technical, human and organ-
izational challenges identified by our participants, and to
maximize the appropriate deployment of telemedicine in the
postpandemic period.*®

Limitations
In the context of social distancing and containment measures
during the COVID-19 pandemic, several adaptations were
required in our study that may have biased results. First was
our use of telephone interviews, effectively excluding the par-
ticipation of people without access to a telephone or unlimited
calling minutes, and diminishing opportunities for human
connection. Conducting interviews by telephone also inhib-
ited the observation of nonverbal cues essential to probing or
interpretating our interviewees’ narratives and the contexts in
which they were being shared.”” We also did not offer partici-
pants the opportunity to review transcripts before analysis.
Other limitations included failure to collect exact data on
participant gender or age, and not representing a full range of
socially vulnerable participants, including those living in long-
term assisted care and those experiencing homelessness.

Conclusion

The pivot to telemedicine during the COVID-19 pandemic
provoked a number of challenges for socially vulnerable indi-
viduals and their families, including issues with appointment
booking owing to technological and work-related constraints,
as well as frustration in conveying health care needs and
receiving care that is appropriate and trusted. An erosion in
equitable access to quality care was the result. Efforts are
needed to facilitate informed patient choice, by supporting
digital literacy and access to technology, ensuring necessary
clarity about the logistics of appointment making and the con-
sultation itself, and providing care that is trusted and under-
stood. Our findings clarify that telemedicine has the potential
to exacerbate or alleviate access barriers for certain patients
and for certain services depending on how it is implemented
and supported. However, if appropriately used, the integra-
tion of telemedicine in primary care may enhance the delivery
of patient-centric and quality services for socially vulnerable
and equity-deserving populations.
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