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Introduction
Projections of the world population have shown a consistent 
rise of older adults between 1950 and 2020 [1]. In developed 
countries such Canada, the population aged 65 years or older 
showed a historical increase of 20%, outnumbering young 
people aged 14 years and younger (5,935,630 vs 5,839,565) 
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between 1986 and 2016 [2]. Additionally, in 2009, Statistics 
Canada reported that fewer than half (43.6%) of surveyed older 
adults reported excellent or good health [3]. As the number 
of older adults increases, the healthcare sector will need to 
adapt to meet their expanding healthcare needs. Extensive 
evidence indicates that the clinician driven model of care is not 
adequately meeting the needs of older adults for continuity of 



2

Citation: Forchuk C, Vasudev A, Burhan AM, et al. The patients’ and healthcare professionals’ perceptions of an innovative 
telehealth system designed for community-based older adults with depressive symptoms. J Ment Health Aging 2021;5(2):1-07.

J Ment Health Aging 2021 Volume 5 Issue 2

healthcare [4-6]. This is particularly relevant for chronic health 
conditions, including depression. For example, out of 3,132 
older adults with a chronic health condition who participated 
in a 2011 Canadian survey, only 45% were able to talk to a 
healthcare provider (HCPs) about specific things they could do 
to improve their health or prevent illness (Canadian Institute 
of Health Information [CIHI] [7]. This may be related to the 
scarcity of healthcare providers and few community-based 
services, especially inadequate communication between team 
members, limited follow-up, and gaps in services as patients 
move between healthcare professionals and across care settings [6].

Depression is common in older adults and stands out as 
a pervasive and complex health problem [8]. It has been 
consistently associated with chronic physical illness and can 
amplify any related disability [9-15]; thereby contributing to 
poor health outcomes among older adults [14]. Due to associated 
apathy, asthenia, helplessness and hopelessness, depressed older 
adults may be less likely to comply with scheduled healthcare 
appointments and may make more use of emergency departments 
at times of increased distress [8]. In 2009-2010, the Canadian 
Institute for Health Information found that older adults ages 65 
and older are more likely to have longer stays in the emergency 
department (4 hrs.) compared to adults ages 20-64 (2.5 hrs.); 
and their admission rates following emergency department 
visits range from 30-50% [7,15]. Older adults' use of hospital 
services measured by the number of visits and the resources 
used during their visits was 70% higher than non-seniors [8]. 
Given these issues, in-home assessment can potentially improve 
the management of older adults with depressive symptoms, 
offer more timely treatment, and decrease health care costs.

Telehealth interventions, such as the remote provision of 
healthcare using telecommunication devices [16] have proven 
effectiveness in creating opportunities for timely responses to 
the mental healthcare needs of older adults. They can lessen 
the burden on health delivery systems [17]. Research using 
telehealth among older adults with depression has demonstrated 
significant improvement in terms of clinical symptoms [18]. 
Additionally, telehealth interventions, which used scripted 
psychosocial, educational material and questionnaires, showed 
reductions in hospital re-admissions and the use of emergency 
services in a sample of older adults suffering from depression 
[19]. There are discrepancies in findings of studies that explored 
factors for the uptake of telehealth in samples of older adults 
compared with those which looked at other groups. For example, 
a survey of adults between ages 50-68 conducted in Australia in 
2014 found that demographics including geographical location 
and distance to the hospital were not significant predictors of 
telehealth use [20]. In contrast, in the United States, a study 
by Gardner in 2015 surveyed individuals with an average age 
of 57.9 found that living far from the hospital was a strong 
predictor of using telehealth [19]. More generally, there is a 
paucity of studies exploring the use of telehealth among older 
adults with depression. 

The telemedicine and patient-reported outcome measurement 
for older adults (TELEPROM-G) pilot study provided older 
adults and their health care providers (HCPs) with mental 

healthcare services delivered using an electronic Collaborative 
Health Record (CHR) and video teleconferencing feature called 
"virtual visits" which allowed the HCP and patient to interact 
live using a secure video chatting feature. The TELEPROM-G 
study evaluated older adults and HCPs perceptions on the 
implementation of TELEPROM-G and aimed to inform 
improvements to the CHR platform's features. The following 
qualitative research questions guided TELEPROM-G study:

• What are the perceptions of older adults with depressive 
symptoms and their health care providers regarding 
the benefits and difficulties associated with the 
TELEPROM-G intervention?

• What are the participants' opinions concerning how 
further modifications of the TELEPROM-G could 
improve their experience of using it?  

Research Methodology
Study design and sampling

The present paper reports on the qualitative component 
of a mixed-methods study that used focused ethnography, 
a methodological approach appropriate for investigating 
healthcare practice phenomena and contexts using people 
with specific knowledge in a relatively short period [21,22]. 
In contrast to traditional ethnographic approaches, a focused 
ethnographic approach enables us to identify and describe 
phenomena that potentially facilitate, obstruct or sustain health 
practices in particular contexts [23]; in this case, the use of the 
CHR platform and virtual visits. 

This study recruited participants from older adult outpatient 
services of two hospitals in Ontario, Canada. The sample 
included eight health care providers and thirty individual 
patients who met the study criteria. Recruitment entailed 
enrolling HCPs who then referred patient participants from 
their caseloads. The inclusion criteria for patients were: being 
an outpatient on the caseload of community mental health 
services affiliated with one of the two participating hospitals; 
being aged 65 years or older; having depressive symptoms; 
not having significant cognitive deficits (as determined by a 
Mini-Mental State Examination (MMSE) [24] score of 19 or 
less); and scoring over five on the Geriatric Depression Scale 
(GDS) [25]. Health care providers were included in the study 
if they were employed in a community mental health team that 
provided service to adults ages 65 and older who had depressive 
symptoms.

Data collection procedures 

The study obtained ethical approval from Western University's 
Human Sciences Research Ethics Board and the Clinical 
Research Impact Committees of the two participating hospitals. 
Healthcare professionals and eligible patients enrolled by 
providing their written, informed consent. Patient participants 
received a Wi-Fi enabled computer tablet device that allowed 
in-cloud storage of anonymized information with encrypted and 
password-protected access. Twenty enrolled patient-participants 
already had in-home Wi-Fi. In cases where participants did not 
have access to Wi-Fi in the home, the cost of the Wi-Fi service 
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was provided for the duration of the study. Participants were 
trained to use the tablet device and a web-based CHR platform. 
The CHR in this study recorded personal health information and 
ratings from self-administered questionnaires. It also used digital 
prompts and reminders to support care planning and enabled 
secure HCP-patient communication by video. See Appendix A 
for the CHR interface, which is presented in Figures 1 and 2.

Qualitative data were gathered during four focus groups which 
were facilitated by a master's level research assistant and member 
of the research team. The first two focus groups took place two 
months after the intervention had started. Patients and health 
care providers participated in separate groups, and both focused 
on the barriers and facilitators of adopting TELEPROM-G, 
and on perceptions of the program. Discussions in each group 
were audio-recorded, and the recordings were subsequently 
transcribed verbatim. Additionally, two trained research 
assistants, university students/graduates were present at the 
groups and took field notes to identify speakers and describe 
the context of each group. Transcribed audio was verified by 
another member of the research team.

Data analysis

A four-step ethnographic approach was employed to analyse 
the data from the focus groups [26]. The analysis consisted of 
finding descriptors, distinct features of data from transcripts, 
which were used to identify recurrent themes. The identified 
recurrent themes were then collapsed into major themes. Data 
analysis also involved refining, defining, and describing framed 
themes by exemplar quotes from the transcripts. The framed 
themes were then analysed for their meaning concerning the 
context of the study participants. To ensure the credibility of 
findings, all co-researchers independently reviewed preliminary 
results and provided comments; which were then combined 

and integrated into the final results [27]. Table 1 Data analysis 
matrix presents a summary of the results.

Results
The study achieved full enrolment of 30 patients, of which 
four withdrew before the end of the one-year intervention 
period. They were all over 65 years of age, with an average 
age of 72.83(SD=4.84), and 12(40%) were male. In terms of 
education, three (10%) had grade (primary) school, 14(46.7%) 
had high (secondary) school, and 13(43.3%) had post-secondary 
(university) education. Sixteen were living alone, and the 
remainder lived with family members. Twenty participants were 
diagnosed with two or more psychiatric conditions, of which 
anxiety disorders (n=17; 56.7%) and mood disorders (n=27; 
90%) were the most prevalent. Twenty-seven had concurrent 
physical and psychiatric conditions, which included arthritis 
(n=10; 33.3%); hypertension (n=10; 33.3); and anxiety disorders 
(n=17; 56.7%). All were taking prescribed medications for 
mental health issues, and 15 (50%) had been admitted to a 
psychiatric hospital at some point in their lives. 

Three overarching themes were identified: (1) Perceived 
benefits of using the CHR platform, which include enhanced 
communication, greater convenience, and user-friendliness. 
(2) Perceived difficulties of using the CHR platform, which 
included technical device-related issues, and concerns with 
privacy and confidentiality; (3) suggestions for improvements, 
which involved issues with features and functionalities, and 
modifications addressing concerns for confidentiality. These 
themes are presented in Table 1.

Perceived benefits of the use of the CHR platform

Enhanced communication between patients and health care 
providers: Patients could communicate with their healthcare 
provider by completing questionnaires and participating in 

Figure 1. The healthcare provider’s side of the CHR interface.
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videoconferencing sessions, which were referred to as virtual 
visits. One female, patient's example of the benefits of virtual 
visits was: 'With my care provider, what we have done now, 
she gives me a date to do the survey and then …the following 
week I would meet with her.' The use of the CHR platform also 
improved patients' feelings of being connected and supported. 
Quotes from the HCP focus groups demonstrated this change in 
patient's feelings: One female HCP stated, '…With one particular 
person, it's gone quite well… it's given us the opportunity just 
to stay a bit more connected with him … it's supportive for him'. 

Greater convenience due to lower constraints: Both groups 
reported that the CHR platform was user-friendly and partly 
alleviated difficulties caused by parking and travelling. One 
patient (male) said: 'When I had the meeting with my health 
nurse, she'll come on at the same time and you know… It's very 
easy for me because I don't want to be travelling from my place 
up to the hospital all the time'. Another patient (female) said, 
'…getting parking, it is expensive, if the weather [is snowy] 
or when you are coming from a small city, so many variables 
are there if you are working, if you are a caregiver for your 
grandchild…' 

HCPs highlighted that the use of the CHR platform would 

be particularly beneficial for those living in rural settings. 
They noted that their patients benefited from not needing 
transportation to meet with them, and it also mitigated patients 
missing scheduled office appointments due to health or weather-
related issues. One female HCP stated, 'I could see that it is 
being very helpful for people in the region, right? Because we 
cover people in the region, so, you know, if I can't get to … and 
it's a snowy awful day'). Another female HCP indicated that the 
portability of the tablet makes it convenient, '…I have a patient 
that is travelling, and they seem to be taking it with her and 
using it in the airport… so she finds that being light and she 
can carry it in a small bag is actually quite helpful.' HCPs felt 
that time constraints were eased through using the platform, 'It's 
improved our time too because, you know, I am seeing someone 
that it would take me half an hour to get to their house and then 
get in the apartment and then have a visit and half an hour back, 
so that's improved' (female HCP).

User-friendliness: Both patients and HCPs thought the CHR 
platform was easy to use and helpful, for example, one female 
patient noted: 'computer is not threatening it is not somebody 
yelling at you "eat!" or scolding you for something that you 
did not do right. Remembering something you know'. HCPs 
reported that they felt comfortable using the TELEPROM-G 

Figure 2. CHR interface from the patient’s side.

Table 1. Summary of results.

Descriptors Major themes Sub themes

What are experiences using the CHR 
platform?

Perceived benefits of the use of the 
CHR platform

• Enhanced communication between clients-HCPs
• Greater convenience due to lower constraints
• User-friendliness

Any encountered problems? Difficulty using the CHR platform • Technical device-related issues
• Concern about privacy and confidentiality

Any wishes/suggestions about 
improvement?

Suggestions for modifications to the 
CHR platform

• Modifications for addressing issues with features and 
functionalities
• Modifications for addressing concerns about confidentiality
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platform because of the helpfulness of the website hosting 
the CHR platform. '…I think the website is quite intuitive. I 
feel comfortable, being reasonably computer savvy, so just 
to navigate around' said a male HCP. Another HCP (female) 
acknowledged that the end of the project would leave memories 
of excellent CHR platform-related benefits. 

'It's almost a shame that it's coming to an end because, you 
know, my people are becoming more comfortable with it, I am 
too, so, you know'. 

Difficulty using the CHR platform
Technical and device-related issues: Patients indicated 
a preference for using their computer instead of a tablet and 
reported technical issues, with one female patient saying, 'If it 
was on my own computer, I [would] feel easier. Because it would 
have been only one computer and that is all….' Another patient 
(male) spoke about difficulties with operating the tablet, 'I can't 
get mine to work so I don't know if it [the tablet device] works 
or not'. HCPs expressed concerns with the tablet's touchscreen. 
One female HCP said, '…, I found the touchscreen not that 
great so I always reverted to using the mouse but that took me 
a while to figure that out…' Some found using the technology 
to be challenging, exemplified by a female HCP who said, 'It 
did take a while to learn this interface. So, we had to press on 
various buttons to see where the patients were or how to send a 
questionnaire…'

Concern about privacy and confidentiality: HCPs were 
concerned about seeing a complete list of patients within their 
site/team on the interface instead of the patients they were 
assigned to. Although they often covered for each other, and 
only accessed primary patient information, they preferred 
only to see their primary patients. A statement demonstrating 
this concern for privacy and confidentiality included: 'I think 
that is a very valid point, why should I see your [referring to 
colleagues] patient list at all?' (Male HCP).

Suggestions for further modifications 
Modifications to features and functionalities: Patients 
suggested modifications that could be made before the platform 
is rolled out in a larger scale study. One suggestion from the 
patient group was to allow users two-way involvement with 
the CHR platform, such as to initiate communication and set 
prompts/reminders for things like medications, electronic 
messaging, and scheduling regular contact with their health 
care providers. Patients did not like that the system had much of 
these functions originate with the staff, and it was more difficult 
to originate from the patient. One female patient stated: 'if you 
have a list of did you eat, did you …take your meds on time… 
because when you are working in the house, and you have all 
kind of the situation, sometimes you forget'. 

HCPs also suggested that the platform could be enabled for 
use on other devices such as a workplace computer/email for 
prompts and alerts: '…, if they are going to send us an invite, 
that system should generate an email not only through input 
health (CHR platform) but to our (hospital) email address, right 
there is a message waiting for you' (male HCP).

Enhancing accessibility for patients with visual and movement 
difficulties was another recommendation. One female HCP said, 
'Uh, I have one lady that has macular degeneration, and that's 
been a deterrent for her, plus she has high anxiety, but um I 
would say that's the biggest deterrent. So, I don't know about 
like magnifying it [tablet screen]'. 

Modifications for addressing concerns about confidentiality: 
To address staff seeing patients who were not their primary 
clients on the CHR platform, Input Health, a company that 
owns the CHR platform, provided a link to a website showing 
how to "tag"/"filter" out non-primary patients. These strategies 
will be included in future healthcare provider training on using 
the CHR platform. Modifications are also underway to make it 
easier for patients to initiate functions.

Discussion
This study examined the views of patients and staff regarding 
the benefits and difficulties associated with the implementation 
of TELEPROM-G along with potential further modifications 
on the platform. The study results showed that the use of 
CHR platform has numerous benefits, such as enhanced 
communication with patients, and user-friendliness. HCPs 
believed that such videoconferencing and CHR platform related 
benefits helped patients to feel more connected and supported. 
Our findings also suggest that the videoconferencing and 
CHR platform is effective in reducing travel time for staff and 
patients and could reduce numbers of missed appointments. 
These findings support previous evidence; which indicated 
that the use of telehealth has potential for lessening the costs 
of travel, accommodations, lost time and physical limitations 
while maximizing community-dwelling patients' supports for 
accessing to family, friends, nurses and other care providers 
among [28]. An unanticipated finding was that two-thirds of 
patients already had a Wi-Fi connection in their homes, which 
potentially supports the adaptation of video conferencing and 
CHR platform among this population.

The study findings demonstrated difficulties that suggest 
telehealth intervention, such as videoconferencing and CHR 
platform, may be more successful if it is connected to patient's 
phones and tablets to increase accessibility. The findings are 
consistent with Vassilev et al. [29], who suggested that successful 
telehealth interventions should able to embrace everyday life 
and be well-suited to patients' existing environment, skills, 
and capacity. However, both HCPs and patients experienced 
some technical issues, including difficulties logging into the 
platform and accessing the platform webpage; unfamiliarity 
with the tablet system for those who were used to a personal 
computer; and problems using the touchscreen, especially for 
patients with visual and/or movement impairments. Most issues 
were resolved over the phone or via the on-line technical help 
messaging system within the CHR. Increased technical support 
and training for users could potentially alleviate these issues in 
a more extensive study or large-scale clinical adoption. Future 
studies may also benefit from having a dedicated member of the 
research team on call to provide technical support.

The focus groups provided valuable information to guide 
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modifications to the tablet features and functionalities. Two-
way involvement with the CHR platform would be required to 
enable patients to initiate communication, such as messaging 
and complete some questionnaires (e.g. GDS) with more 
autonomy. Previous studies [30], however, caution against 
patients' independent completion of mood scales due to lack 
of appropriate medical assistance and rigorous evidence on 
potentially harmful effects of electronic mood self-monitoring; 
including the exacerbation of depressive symptoms. Exacerbation 
of depressive symptoms is possibly due to negative processing 
bias induced by a daily confrontation of depressive symptoms, 
which may increase fear of not recovering [31]. 

Conclusion and Limitations 
Notwithstanding, there is potential for increased communication 
functions and enabling self-completion of select questionnaires 
to enhance the delivery of mental health services among 
community-residing older adults. The length of the intervention 
phase (six months) presents a limitation, as this is unlikely to 
be long enough to observe changes. Additionally, the use of 
scripted psychosocial, educational materials, such as tips for 
dealing with some depressive symptoms, would have improved 
the study participants’ experience.

Implications

The TELEPROM-G study demonstrated implementing 
telehealth, videoconferencing and CHR platform for older 
adults with depressive symptoms living in the community, and 
that HCPs and patients felt that communication between them 
was improved as a result. Our findings contribute to evidence 
around perceived benefits, difficulties, and feasibility of the 
implementation and use of videoconferencing and CHR platform 
for mental health care delivery. The findings will inform future 
use of the CHR platform, potentially in more extensive cohort 
studies across multiple sites.
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