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Background: Older adults are interested and able to complete video visits, but often require 

coaching and practice to succeed. Data show a widening digital divide between older and younger 

adults using video visits. We conducted a qualitative feasibility study to investigate these gaps via 

ethnographic methods, including a team member in older participants’ homes.

Methods: This ethnographic feasibility study included a virtual medication reconciliation visit 

with a clinical pharmacist for Veterans aged 65 and older taking 5 or more medications. An 

in-home study team member joined the participant and recorded observations in structured 

fieldnotes derived from the Updated Consolidated Framework for Implementation Research and 

Age-Friendly Health Systems. Fieldnotes included behind-the-scenes facilitators, barriers, and 

solutions to challenges before and during the visits. We conducted a thematic analysis of these 

observations and matched themes to implementation solutions from the Expert Recommendations 

for Implementing Change.

Results: Twenty participants completed a video visit. Participants were 74 years old (range 68–

80) taking 12 daily medications (range 7–24). Challenges occurred in half of the visits and took 

the in-home team member and/or pharmacist an average of 10 minutes to troubleshoot. Challenges 

included notable new findings, such as that half of the participants required technology assistance 

for challenges that would not have been able to be solved by the pharmacist virtually. Furthermore, 

although many participants had a device or had used video visits before, some did not have a 

single device with video, audio, Internet, and access to their email username and password.

Conclusions: Clinicians may apply these evidence-based implementation solutions to their 

approach to video visits with older adults, including having a team member join the visit before 

the clinician, involving tech-savvy family members, ensuring the device works with the visit 

platform ahead of time, and creating a troubleshooting guide from our common challenges.
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BACKGROUND

Older adults are interested and able to complete video visits, but often require coaching and 

practice to succeed.1–4 Data from the past 3 years have emphasized that video visits are a 

persistent part of care for older adults1,5–7 and that Medicare beneficiaries’ access to and 

usage of virtual care continues to increase.8,9 However, this data also shows a widening 

digital divide between older adults and younger ones.7,10 Especially for older adults in rural 

areas, access to video visits remains low while access for other, younger adults continues to 

climb.7,10

We described our experience with a rapid implementation pilot of video visits for older 

adults in the spring through fall of 2020.11 Beyond 2020, older adults continued to complete 

virtual visits and faced similar and new barriers and facilitators.5,7,10 Although some aspects 

of virtual care have been well-studied, only a little is known about the challenges that older 

adults face just before joining their visit and during their visit periods where technological 

challenges occur.7–9,11,12 For example, in a 2021 study of older adults in California, 77% of 
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patients had access to a smart device, yet only 37% of patients could connect via a video 

visit.5

To address this access gap and this knowledge gap, we changed our approach to virtual visits 

with older adults11 to include an in-home team member. Having an in-home team member 

might provide us a new vantage point, a behind-the-scenes look at the facilitators and 

barriers to video visits for older adults. The team member would join older adults in their 

home just before they attempted to connect for their video visit. We used an implementation 

science-informed approach to identify these less understood, behind-the-scenes barriers 

that required in-person troubleshooting and mapped them to implementation solutions for 

clinicians to apply to their approach to video visits with older adults.

METHODS

Design

Study overview—This was a qualitative feasibility study using ethnographic methods at 

a suburban Veterans Affairs (VA) facility in New England. The intervention included a 

virtual visit for medication reconciliation and management with a clinical pharmacist. Prior 

to the video visit, study personnel ensured participants had access to a device or arranged 

to get them a VA-loaned device and conducted training if necessary. An in-home study 

team member joined the participant at their home. The participant and pharmacist connected 

via the VA’s synchronous video platform, VA Video Connect. The VA Central Institutional 

Review Board (IRB) reviewed and approved this study.

Ethnography—In the field of anthropology, ethnography is a form of field research 

that relies on several methods (direct and participant observation, fieldnotes, interviewing, 

etc.). Our in-home team member was a medical anthropologist with extensive cultural and 

international fieldwork experience as well as training in geriatric health research. Prior 

to this study, her work included a qualitative study of technology-based treatment for 

depression among homebound older adults using ethnographic methods. We utilized direct 

observation and participant observation, including the following novel steps:

1. We ensured participants had a device and offered training before their visit,

2. We sent a study team member into the participant’s home for direct observation 

just before the video visit, and

3. The in-home team member resolved technology challenges before and during the 

video visit.

Implementation framework—The Consolidated Framework for Implementation 

Research (CFIR) is an implementation framework comprised of core domains and 

constructs within domains that influence implementation outcomes on many levels.11,13 

We used the Updated CFIR Constructs14 to structure our ethnographic fieldnotes and 

to create our preliminary codebook. We matched facilitators and barriers to video visits 

with implementation strategies from the Expert Recommendations for Implementing 

Change (ERIC) matching tool, v1.15 This tool maps barriers with targeted, evidence-
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based implementation strategies and provides a consensus rating for each barrier-strategy 

pairing.15

Theoretical framework—Age-Friendly Health Systems (AFHS) was our theoretical 

framework.16 AFHS utilize a person-centered approach to maintain the health of older adults 

via evidence-based care that improves health outcomes, value and satisfaction with care, 

and prevents avoidable harm.17,18 We reviewed our thematic analysis using AFHS in order 

to refine our final set of implementation solutions for clinicians to align with Age-Friendly 

care.

Study design

Setting and participants—Recruitment occurred from August 2020 to July 2021 and 

study visits occurred from November 2020 to August 2021. Participants were identified 

from an auto-generated list in the electronic health record of individuals aged 65 and older 

with at least 2 chronic medical conditions and no dementia diagnosis who had a visit to 

our suburban VA medical center in the last year. Our catchment area was not rural, as we 

recruited participants who were within driving distance of the medical center. Additional 

eligibility screening occurred after participants responded to an initial letter with information 

about the study, indicating they were interested in learning more.

After they indicated their interest, the in-home team member assessed their eligibility and 

enrolled them in the study. All participants provided consent for the video visit. At the time 

of consent, participants were informed that they would receive a $50 gift card for completing 

the video visit. Participants were given the option to complete all steps of the process from 

their home, in accordance with strict infection control protocols enforced at that time, either 

on the day of or prior to the visit. On the day of the visit, the in-home team member arrived 

15 min early to begin observing the facilitators and barriers the participant faced.

Procedures—Our study coordinators used mailings and telephone calls to recruit 

participants, completed informed consent and baseline assessments19 via telephone or in 

the participant’s home, and scheduled the video visit with the pharmacist.

To attempt a visit, all participants needed internet access at home and an internet-compatible 

device with a camera and microphone. If participants did not have access to a video-capable 

device, the study coordinator arranged for them to receive a VA-loaned tablet.7 Participants 

who received a VA-loaned tablet were scheduled for a test visit with a local VA employee, 

and all other participants were given a demonstration by the study coordinator prior to the 

pharmacist video visit. To join the visit, participants must have had access to email to click 

an autogenerated hyperlink to start their visit. Next, participants followed prompts to enable 

and turn on their camera and microphone. At this point, the clinician would do the same, and 

the two parties could interact via synchronous audio and video.

The purpose of the visit was to complete a full medication reconciliation, including 

visualizing medications and their organization.11,20 Upon arrival at the participant’s home, 

the in-home team member observed the participant as they attempted to join the visit 

and intervened as necessary to assist them with connecting to and completing the video 
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visit. Both the pharmacist and in-home team member recorded observations as fieldnotes 

using a semi-structured template (Figure 1). If a technology challenge occurred before 

the pharmacist joined, the in-home team member noted this, allowed the participant to 

attempt to solve the problem, and then assisted the participant as needed. During the visit, 

the pharmacist took the lead troubleshooting all technical challenges, with help from the 

in-home team member as necessary. Both parties noted challenges that occurred as well as 

any subsequent intervention(s) for resolution.

Measurements—Our primary measurements were our fieldnotes and the baseline 

Technology Comfort Assessment.21 Participants were considered confident if they answered 

that they strongly agreed or agreed with this statement from the Technology Comfort 

Assessment: “Overall, I feel confident using computers, tablets, smartphones, or other 

electronic devices to do the things I need to do online.”21 Participants were considered 

not confident if they answered that they disagreed or strongly disagreed. Participants may 

also have selected “neither agree nor disagree.”

Analysis—Two study team members analyzed structured fieldnote data for common 

themes related to facilitators and barriers that occurred, including whether associated 

interventions were from the study team or participant’s own actions. Our team coded 

fieldnote data using an adaptive deductive approach, specifying codes a priori and allowing 

for the emergence of new codes.22–24 A priori codes were defined based on our previous 

work11 and clinical experiences, and our thematic analysis guided by CFIR and refined by 

AFHS.24,25 Two members of our team (CH and CW) separately coded both the in-home 

team member and pharmacist fieldnote data, and a third member (NG) acted as a referee to 

resolve coding discrepancies.

After coding, we mapped common themes from CFIR constructs to implementation 

strategies through the ERIC Matching Tool, v1.15 We considered all CFIR constructs in 

our analysis. We selected high-consensus strategies, defined as such by ERIC, to develop a 

menu of evidence-based, implementation solutions (categorized as high or low effort based 

on clinical experience and past studies5,25–30).

RESULTS

Technology interest, access, capability, and confidence

Twenty participants completed a video visit. On average, they were 74 years old (range 

68–80) and taking 12 daily medications (range 7–24). Additional characteristics included 

(Table 1):

1. Interest: Participants were interested in enrolling in the study because they 

wanted to learn or improve technology skills (6, 30%) and were looking for 

help from a pharmacist for medication support (5, 25%).

2. Access: 15 (75%) participants had access to their own video-visit capable device 

and 13 (65%) planned to use it for the video visit. Seven (35%) required a VA-

loaned tablet to use for the video-visits. Six (30%) participants had completed 

video visits with a clinician prior to this study.
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3. Capability: Three participants intended to use their own device but were unable 

to do so: one was unable to enable his camera in the VA platform, one did not 

know his email password to locate the visit hyperlink, and one did not know how 

to access his email whatsoever.

4. Confidence: 11 (55%) participants were confident and nine (45%) were not per 

the Technology Comfort Assessment.21

Ten (50%) unique participants required assistance before or during the visit. Seven of 

these required in-home assistance just before joining the visit and six required assistance 

during the visit with the pharmacist. The pharmacist was able to solve the challenges for 

three participants. For the remaining three, assistance from the in-home team member was 

required to solve the challenges. Thus, there were 10 instances where the challenges could 

not have been solved without the in-home team member present (Table 1). The average time 

to solve a challenge was 10 minutes.

Facilitators, barriers, in-home technology troubleshooting, and new findings

We identified emerging themes that required addition of new codes and codebook adaptation 

(see Figure 2 and Supplemental Table 1). We found that although many participants had a 

device or had used video visits before, some did not have a single device with audio, video, 

internet, and access to their email username and password. Additionally, some participants 

did not have access to email at all.

We summarize the most common facilitators, barriers, in-home technology troubleshooting, 

and new findings in Figure 3.

Implementation strategies and solutions for facilitators and barriers

The six highest-consensus strategies from the ERIC Matching Tool, v115 that were 

applicable to our context are italicized below.15 Within each strategy, we outline related 

high-effort and low-effort implementation solutions (Table 2).

Identify and prepare champions—The pharmacist assisted during six (30%) visits, but 

the in-home team member was needed to troubleshoot in 10 (50%) visits, all of which could 

not have been resolved without in-home help (e.g., three did not have a device with camera, 

video, internet, and email access; the other seven who used a VA-loaned device did not know 

how to set it up for video visit use by themselves).

The in-home team member was the implementation champion; a lower effort solution 

may be to have a team member join the visit virtually 10 minutes before the clinician to 

troubleshoot challenges via telephone until the older adult successfully connects, and to 

be available for on-demand help when challenges occur.5,26 In cases where the older adult 

cannot connect, the visit can be rescheduled ahead of time, before the clinician joins.5,26 

Prior to the rescheduled visit, the older adult can again attempt a practice visit with an 

implementation champion.

Involve patients and family members—We did not deliberately involve tech-savvy 

caregivers or family members before the visit or during the visit with the pharmacist. 
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However, we propose doing this for all visits (low effort) and considering involving tech-

savvy individuals in the training, setup, and execution of video visits for older adults (higher 

effort) as possible.5,6,26 In the case above, when the older adult is having challenges, 

a family member could also work with the implementation champion to troubleshoot 

challenges before or during the visit, as well as in a designated practice visit before the 

visit with the clinician.

Assess for readiness and identify barriers and facilitators—We will continue to 

inquire during scheduling if patients have one device that includes all of the following: 

camera, audio, Internet, and email access, including access to their email login and password 

(low effort). We also suggest continuing to offer video visits to patients who have not 

completed one before (low effort).28

For patients without access to a device, we suggest instituting a program to connect patients 

with loaned devices (high effort)26 or at a minimum, assisting those patients in creating 

a free email account with easy access to their login information (low effort). When on-

demand access to technology assistance is not possible,26 providing a simple technology 

troubleshooting guide to all patients and clinicians ahead of the visit is a lower-effort 

strategy.

Promote adaptability and conduct cyclical small tests of change—As the visits 

progressed, we could better anticipate possible challenges and troubleshoot them according 

to previous experiences. An effective solution in accordance with these ERIC strategies is to 

consider each video visit a small test of change, and approach future visits with older adults 

with an eye for improvement: What went well? How can I replicate that for future patients? 

What went wrong? How could I prevent that problem in the future?

For a lower effort strategy, we suggest focusing on clinician adaptability.27,30 Ensure 

clinicians conducting video visits have a set protocol for what to do for technology 

challenges—including a technology troubleshooting guide—as well as a back-up plan for 

video visits that is communicated clearly to patients30 (e.g., Who calls the patient if they 

do not join the video visit? When? Is there a landline or another phone in the home to call, 

which is not being used for this visit?).

Create a learning collaborative—Our study’s aim aligns with Age Friendly Health 

Systems18 4M’s: What Matters, Medication, Mentation and Mobility. AFHS and our study 

also emphasize training for the care team in geriatric principles and cultivation of an 

information ecosystem that facilitates information sharing across settings, including patient 

goals and care preferences. We suggest sharing best practices for assisting older adults with 

technology within your local site to continue to create opportunities for Age-Friendly video 

visits (low effort).29,31,32 On a broader scale, consider sharing your best practices as part of 

the larger Age-Friendly network to advance the care of older adults and communicate using 

the AFHS shared language and philosophy (high effort).27
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DISCUSSION

Our objective was to build on prior knowledge by including an in-home team member who 

conducted direct observation, rather than relying on what can only be observed remotely 

or through patient report.11 Despite the growing literature on virtual care, our in-home 

approach generated several new findings. We found that while some older adults do not have 

access to technology, even those who own video-visit capable devices are not necessarily 

equipped with the prior knowledge, education and support to successfully connect. In some 

instances, we were able to provide visits to people who had no access to technology at 

home, engaging a previously unreached population within VA. Our final table includes high- 

and low-effort implementation solutions, which in our experience, allowed older adults to 

complete video visits with some troubleshooting. On average, these solutions only took 10 

minutes to implement.

Studies over the past 3 years have identified barriers for video visits for older adults and 

have called for implementation of Age-Friendly technology solutions.5,26–28 Our study 

aligns with these and illuminated several key findings.5,10,26–28,33 We found that three 

participants who owned their own device still required a VA-loaned device, and 50% 

of participants required in-home trouble-shooting that was not able to be solved by the 

pharmacist virtually. Additionally, we also identified new barriers for those intended to 

use their own device, such as not being able to access email on a device with audio and 

video capability (Figure 3). Through qualitative analysis with an implementation framework, 

coupled with the CFIR-EIRC tool,14,15 we were able to generate and categorize high- and 

low-effort solutions to the important problem of older adult ability to easily engage in video 

visits using an Age-Friendly approach.18

In the future, we will implement a mix of high- and low-effort solutions from Table 2:

• Having a team member join the visit 10 minutes before the clinician to 

troubleshoot and to remain on-call for challenges that arise,

• Involving tech-savvy family members in scheduling and video visit practice,

• Taking steps to ensure ahead of time that a device will work with the visit 

platform (and to practice with that same device), and

• Creating one user-friendly troubleshooting guide for patients and clinicians with 

our most common challenges and how to solve them.

Telehealth technologies have expanded and grown over the past few years, and so has the 

population of older adults engaging with them.5,26–28 Medicare reports continue to show 

an increase in access to and use of virtual care8,9 in tandem with a widening digital divide 

between older adults and younger ones.7,10 We invite clinicians to apply these solutions to 

their approach to visits with older adults to close this gap. Many of these older adults have a 

device and have attempted a video visit but they may still require some assistance. Clinicians 

may also consider the AFHS philosophy and our implementation solutions when advocating 

for additional resources from leadership that may be necessary for successful video visits 

with older adults.18
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Our study has several strengths. While previous literature relied mostly on patient-reported 

barriers and experiences through interviews and surveys,28,34 our in-home team member and 

virtual pharmacist both observed and solved challenges first-hand. Our paper is unique in 

that it leverages our experience in rapid telehealth integration at the onset of COVID-19 

in order to illuminate how barriers have changed and what challenges remain constant. 

Additionally, our proposed high- and low-effort solutions have methodologic rigor through 

the use of CFIR-ERIC14,15 and are bolstered by the evidence base from 2020 to now.

Our study was limited by several factors. All participants were interested in telehealth as 

they were consented to enroll in this study. This may or may not reflect the attitudes of 

general clinic patients. In addition, we did not consider e-health literacy in the recruitment 

process, nor did we collect information on e-health literacy, so we are unable to comment 

on the objective abilities of our participants to “appraise health information from electronic 

sources and apply the knowledge gained to addressing or solving a health problem.”35 

Being conducted at VA, our population was predominantly male and white, which does 

not reflect the demographics of older adults in the United States or worldwide. We met 

our aim to complete 20 video visits over the course of 1 year. The major limitation to 

enrolling and completing the visits sooner was COVID-19-related. We received approval 

to start recruitment for in-person research in August 2020. We enrolled our first three 

participants from September–December 2020. Of note, the first COVID-19 vaccines were 

available to our staff and older veterans beginning in December. We enrolled the next six 

participants from January–March 2021, when the second vaccine was available to older 

veterans at our site and the first vaccine was becoming available to veterans of all ages 

at our site. We enrolled the final eleven participants thereafter. Our final limitation was 

that our in-home team member provided one-on-one help, which may not be feasible in 

practice: thus we suggest lower effort alternatives to troubleshooting in Table 2 or adapting 

high-effort solutions to become lower effort in a given context.

CONCLUSIONS

Twenty interested older adults completed a video medication reconciliation visit with a 

pharmacist, half of whom required in-home troubleshooting beyond the virtual support that 

could be provided by the pharmacist. We offer evidence-based implementation solutions 

of varying levels of effort to these behind-the-scenes barriers using an Age-Friendly 

approach, including having a team member join the visit before the clinician, involving 

tech-savvy family members, ensuring the device works with the visit platform ahead of 

time, and creating a trouble-shooting guide with our most common challenges and solutions. 

Clinicians may apply these solutions to their approach to video visits with older adults.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Key points

• We conducted a qualitative feasibility study using ethnographic methods to 

include a team member who entered participants’ homes and observed what 

happened just before and during a video visit with a pharmacist.

• Challenges occurred in half of the visits and took the in-home team member 

and/or pharmacist an average of 10 minutes to troubleshoot.

• Of note, half of the participants required technology assistance from the 

in-home team member that was not able or would not have been able to be 

solved by the pharmacist virtually.

Why does this paper matter?

Older adults are interested and able to complete video visits, but often require coaching 

and practice to succeed. While overall access to and usage of virtual care continues to 

increase, data shows a widening digital divide between older adults and younger ones 

using video visits. Having an in-home team member provided us a new vantage point, a 

behind-the-scenes look at facilitators and barriers to video visits for older adults, to offer 

evidence-based solutions to clinicians to begin to address these gaps.
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FIGURE 1. 
Template for fieldnotes. This includes the full template that our in-home team member and 

pharmacist used to note all observations just before and during the visit. Upon arrival at the 

participant’s home, the in-home team member observed the participant as they attempted to 

join the visit and intervened as necessary to assist them with connecting to and completing 

the video visit. Both the pharmacist and in-home team member recorded observations as 

fieldnotes using this template. Both parties noted challenges that occurred as well as any 

subsequent intervention(s) for resolution.
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FIGURE 2. 
Coding strategy and representative codes. Coding strategy with representative codes. The 

final codebook used to code fieldnotes contained 72 codes. Sixty seven codes were defined 

according to prior work’s codebook and anticipated codes according to data extraction. 

Fifteen codes were discarded or not used, and five codes were added throughout the coding 

process, upon which all participants were reviewed again for applicability. Fifty-seven 

unique codes were used overall, representing seven unique Consolidated Framework for 

Implementation Research (CFIR) constructs. Codes were grouped and associated with one 

or more related CFIR constructs, by group. This figure depicts the number of codes related 

to each individual CFIR construct and provides an example of a code within that construct.
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FIGURE 3. 
Facilitators, barriers, in-home technology troubleshooting, and new findings. We present the 

most common facilitators, barriers, in-home technology troubleshooting, and new findings 

that the in-home team member and pharmacist observed in their fieldnotes. The most 

common facilitators to successful visits were participants owning a device (13, 65%) and 

were comfortable using technology (11, 55%). The most common barriers were that a 

participant’s usual support, like a tech-savvy family member, was not available during the 

visit (7, 35%), or they were uncomfortable using technology (9, 45%). The in-home team 

member assisted 10 (50%) participants and the pharmacist assisted six (30%), most often 

this was help with the platform (5, 25%), the hyperlink (4, 20%) or the device (4, 20%). 

Notable new findings were that although many participants had a device or used video visits 

before, some did not have a single device with video, audio, internet, and access to their 

email username and password (7, 35%). Additionally, some participants did not have access 

to email at all (4, 20%).
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