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Abstract

Objective: This study explored patient and caregiver expectations and experiences of virtual primary care in Manitoba,
Canada. This study focused on accessibility of care, acceptability and perceptions of quality from ‘users’ of primary health-
care services. Due to the rapid implementation of virtual primary care during the COVID-19 pandemic in Canada, patient/
public input was largely bypassed.

Methods: A mixed method was conducted in collaboration with Patient and Caregiver Community Advisors. Data was
obtained from 696 surveys and 9 focus groups (n= 41 patients and caregivers).

Results: Data suggest good acceptance of virtual visits, although considered a new experience despite almost exclusive use
of the telephone. Participants preferred more input for choosing the type of visit but experienced less stress, time and incon-
venience by using virtual care. There were mixed opinions of quality. More complex visits were associated with incomplete
consultations and serve as one exemplar of the limitations due to lack of physical presence or contact. Unique communi-
cation skills were required to convey health concerns adequately and accurately. A more transactional approach was per-
ceived from the lack of visual cues and the awkwardness associated with pauses during the phone conversation. Virtual care
may be better used for certain circumstances but should encompass patient-centred decision making for when and how.
Many expressed interests in video options; technology access and user ability are additional considerations for advancing
virtual care.

Conclusions: The experiences and recommendations from patients and caregivers provide an important contribution to deci-
sion-making and integrating and sustaining quality virtual care for patient-centered healthcare service delivery. Keywords:
Virtual care experiences, primary care, patient-oriented research, mixed methods, COVID-19.
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Introduction
Patients and caregivers experienced significant changes in
the delivery of primary health care services during the
COVID-19 pandemic. In adjusting to requirements for
physical distancing, there was a rapid adoption of virtual
care in Canadian primary care settings to minimize the
need for in-person visits unless absolutely necessary.1–3

Virtual care is defined as “any interaction between patients
and/or members of their circle of care, occurring remotely,
using any forms of communication or information tech-
nologies.”4 (p. 609). In Canada, virtual visits have generally
been in the form of telephone (and some video) calls, with
remuneration introduced during COVID to facilitate access
or consultation with primary care providers. The pandemic
has highlighted many gaps in the health care system, with
insights based on patient and caregiver knowledge and
direct experience.5 Virtual visits appear to be one
example of a sustained change resulting from the pandemic;
however, rapid responses to facilitate delivery of health ser-
vices resulted in patient and public stakeholders’ input
being largely bypassed.

In Canada, investigation into patient and caregivers’
experiences of virtual care has been increasing,6–9 employing
both quantitative and qualitative methodologies. Research has
begun to examine barriers for accessing virtual care,7 the type
of healthcare provider and individual preferences and satisfac-
tion using virtual technology in primary care,8 and considera-
tions around the quality and future use of virtual care in
hospital settings.6,9 Regarding patient’s experiences, previous
research found that patients appreciate virtual care accessibil-
ity,8,9 they found it convenient, and are willing to continue to
use virtual care after the COVID-19 pandemic.8 Patients have
reported that the effectiveness of virtual care depends on the
complexity of the medical visit and is a factor influencing an
effective patient–provider relationship. Different cultural
backgrounds and limited access to the internet in rural areas
have been identified as barriers to virtual care use.7

Ethnically or racially diverse individuals were found to be
less likely to recommend virtual visits compared to caucasian
patients.6,9 There have been few patient-oriented mixed-
methods studies benefiting from the input of Patient and
Caregiver Community Advisors who collaborate with the
research team across all phases of the research, particularly
to investigate virtual interactions between patients, caregivers
and community-based primary care providers.

This patient-oriented research focused on the perspec-
tives of patients and caregivers as the predominant ‘users’
of primary healthcare services who experienced virtual
care visits during the COVID-19 pandemic. This research
aimed to obtain patients’ and caregivers’ insights into
accessibility, acceptability (highlighting both the benefits
and challenges) and perceptions of virtual care, while
exploring whether these outcomes were associated with
specific demographics or types of visits. Given the importance

of patient and caregiver expectations, experiences, equitable
access, safety and a supportive environment for virtual
care delivery,10 our goal was to ensure their voices are
placed in the forefront of virtual care discussions in order
to learn from their perspectives and inform recommenda-
tions that will promote sustainable, patient-centred virtual
care.

Methods

Study design and setting

This study was part of a larger research initiative using an
exploratory sequential mixed method across two study
phases (Figure 1).11 This approach optimized combining
clinical health information, survey and qualitative data
from providers, patients and caregivers for a multilevel per-
spective of virtual care from key ‘user’ groups, drawing
from their experiences during the COVID-19 pandemic.12

The first phase, reported elsewhere, characterized the use
of virtual visits in primary care using data generated by
the electronic medical records.13 Perspectives of health
care providers about the drivers, barriers, and nuances of
virtual care are currently being analyzed. In this paper, we
focus on findings regarding the outcome, quality and
future use of virtual visits as well as an in-depth understand-
ing of the reasons for patients’ use of virtual care.

The advancement of patient engagement (PE) in
research, driven by the need to include patients as experts
who have experiences and knowledge of living with a
health condition and navigating the healthcare system,
incorporates “meaningful and active collaboration in the
governance, priority setting, and conduct of research and
knowledge translation.”14(p. 5) Through this more partici-
patory approach and actively engaging patients and care-
givers, there is opportunity to formulate relevant research
questions and improve study design.15 Additionally,
engaging patients and caregivers as part of the team can
have a substantial role in improving care delivery, and con-
tributing to leadership decisions on policy and practice at
the organizational and governance levels.16

The full study received approval from the University of
Manitoba’s Health Research Ethics Board (HS24197/
H2020:377) and all participants provided consent prior to
their participation. The GRIPP (Guidance for Reporting
Involvement of Patients and Public) checklist was utilized
in the production of this manuscript.17

Patient and caregiver community advisors

A Patient and Caregiver Community Advisory Committee,
comprised of 4 members (two patients and two with add-
itional responsibilities as caregivers) with lived experience
of virtual care, was initiated early in the research to achieve
collaborative and co-produced patient-informed research.
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In this study, lived experience means patients or caregivers
who have attended one or more virtual care visits previous
to the study. All advisory committee members had active
roles throughout the study and participated in various
research activities, including framing research questions,
providing input on survey and interview questions, attend-
ing research team meetings, reviewing data, and translating
results. One member of the Committee analyzed focus
group (qualitative) transcripts. Feedback from Advisory
members was facilitated by setting the frame for the discus-
sion, creating an atmosphere to encourage open dialogue,
and ensuring all members felt comfortable sharing their
thoughts, perceptions, views, and ideas with all members
of the research team.18 Advisory members were compen-
sated for their time dedicated to the study.19

Participants

Adult patients and caregivers (18 years and older) across the
province of Manitoba (with a population slightly over 1.3
million)20 who had received at least one virtual visit

either by telephone or video from a primary care provider
(i.e., family physician, nurse practitioner, or pediatrician)
between March 14, 2020 and June 30, 2020 were eligible
to participate in the survey.16 A caregiver was an individual
who self-identified as caring for another person who had a
virtual visit.

We included patients and caregivers who had experienced
one or more visits with a primary care provider between
March 14, 2020 and June 30, 2020 and answered the
survey. Patients and/or caregivers who completed the
survey were invited to attend a focus group for more
in-depth exploration of virtual care. Those who agreed to par-
ticipate in focus groups were included in the focus group.

Data collection

Patient/caregiver survey

A brief survey consisting of 18 questions took approxi-
mately 10 minutes to complete and was designed with
input from Patient and Caregiver Community Advisors to

Figure 1. Sequential mixed methods design for virtual visits and management of primary care in a pandemic environment.
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ensure relevance and appropriateness while minimizing
participant burden. Survey content included constructs
identified within the virtual care literature, and based on
items obtained from several well-established instru-
ments21,22 including practical aspects of virtual care such
as how the visit was conducted, reason for the visit, quality
of communication, confidentiality, and other options con-
sidered as an alternative to virtual care. Additional ques-
tions inquired about transactional use of virtual care (i.e.,
perceived quality and impact on care), the outcomes of
the visit, i.e., whether the visit was complete and if further
follow-up was needed and perceptions of virtual care as
an option for future visits (Supplementary Material,
Appendix I). A complete visit occurs when the patient’s
concerns can be resolved during the visit, while an incom-
plete visit implies that further steps are needed to solve the
patient’s concern.

Patients/caregivers may have heard about the study in
two ways: 1) After they had a visit (virtual or in-person)
with a primary care provider participating in this study.
The participating primary care providers were recruited
through a newsletter and a local primary care research
network.23 In this case, the distribution of the survey was
facilitated by using a secure web-based link to an online
survey platform24 or via an integrated module within the
Electronic Medical Record (EMR) provided by Ocean
(CognisantMDTM).25 All communication between the
clinic EMR and patients and caregivers was encrypted. 2)
Through social media and advertisements in community
and broadsheet newspapers. In this case, a web-based link
to the online survey platform was also publicly available
through messaging on social media and advertisements.
Importantly, all participants had access to the survey in
the same way: a web-based link to the online survey
platform.

Patient and caregiver focus groups

Patients and/or caregivers who completed the survey were
invited to attend a focus group for more in-depth explor-
ation of virtual care. Those who agreed to participate in
focus groups were asked to complete a brief demographic
questionnaire and a signed consent form. Focus groups
were conducted using Zoom videoconferencing.26 It has
been suggested that the online environment could make it
difficult for the moderator(s) to observe non-verbal cues
or to manage the number and speed of overlapping discus-
sions,27 therefore we limited the session attendance to 5 or
fewer participants.28 The interview guide was co-designed
by the Patient and Caregiver Community Advisors
(Supplementary Material, Appendix II) with topics of dis-
cussion focusing on accessibility, acceptability, and percep-
tions of quality care. Participants were asked to expand on
the benefits and challenges of using technology, the impact
of a virtual visit on provider-patient/caregiver interactions

and considerations for virtual patient care in the future.
Focus group sessions sought to elicit examples from parti-
cipants of what elements of virtual care worked and/or what
needed to be changed.

Focus group sessions were facilitated by GH and AB,
lasted approximately 60 min and participants were provided
with a $50 gift card honorarium. Discussions were audio-
recorded and transcribed to provide verbatim data and pre-
serve the authenticity of the feedback and reduce recall bias
when conducting the analysis. Participants were given an
opportunity to debrief with the focus group facilitators
afterwards if they felt it necessary to do so. This provided
a brief opportunity for the participants to reflect at the con-
clusion of the focus group, ask questions of the researchers,
and provide any additional data outside of the recording.

Analysis
Data collected from surveys and focus groups were anon-
ymized and aggregated prior to analysis and therefore not
associated with a specific patient or patient record. Patient
surveys and focus group data were first analyzed independ-
ently and then merged to gain a comprehensive understand-
ing of virtual care and its transactional use in primary care
practices in Manitoba, Canada.

Quantitative analysis

A total of 700 surveys were collected from the combined
data sources (Ocean, SurveyMonkey). Of the total col-
lected, 4 surveys were blank, yielding a total sample of
696 surveys eligible for analysis.

The data (survey and focus groups) were analyzed for
the primary purpose of describing participants’ perspectives
regarding the outcomes, quality and use of virtual visits
with few inferential goals. For the quantitative analyses,
we consider Weisberg & Bowen (1977)29 guidelines sug-
gesting 400 observations are needed from an e-survey,
accepting an error level of 5%. An online survey calcula-
tor23suggests a sample of 385 considering the total popula-
tion of Manitoba (1,342,000 as per Statistics Canada
data),20 95% confidence and 5% margin of error. For the
inferential statistics, findings from a large study conducted
by Neves et al.30 informed the proportions (.06–.51) used to
calculate the sample size needed. Our sample far exceeded
the minimum size needed to explore the specified associa-
tions; however, the larger sample size improved statistical
power.

Statistical analysis

Descriptive statistics were calculated for rank order and
multiple-choice responses to the questions about experi-
ences with their most recent virtual care visit and input
about future virtual care visits. Bivariate analysis including
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cross-tabulations with chi-square and Fisher’s exact tests of
independence was used to examine the seven reasons for
the virtual visit (the independent variable) and whether
each was associated with a specific visit outcome (the
dependent variable). The target outcomes included
whether the reason for the visit was associated with partici-
pants’ reporting the visit as complete or incomplete as well
as associations with the quality of the visit reported as
better, same or worse. Additional chi-square tests explored
associations between the quality of the visit and the future
use of virtual care.

Qualitative analysis

Two members of the research team (GH, AB) reviewed
transcripts from nine audiotaped focus group sessions, con-
sisting of a total of 41 patients/caregivers. All focus group
transcripts were imported into the NVivo 12.0 software
program for coding. A content analysis28 approach was
used by the researchers and patient partner (KM) to
review transcripts first independently, and then altogether.
The researchers analyzing the data first read the transcripts
and then coded statements and segments. Initial or open
coding was completed iteratively resulting in an approved
code list created from input of the team members. The
codes were then structured into categories by grouping
the data, and finally collapsing categories into higher order
themes. Each step was accompanied by regular discussions
between those analyzing the data, drawing on each other’s
perspectives and insights to promote collaborative reflexiv-
ity31 as we sought consensus regarding the approach and
findings. The themes represent the main categories to
describe virtual primary care visits from the patients’ and
caregivers’ experiences and were labeled to reflect the
content of the sub-categories and further triangulated with
findings in current literature.32,33 Direct quotes used to exem-
plify summarized findings are listed in Table 6.

Results

Sociodemographic characteristics

The sociodemographic characteristics of survey and focus
group participants are presented in Table 1. Survey partici-
pants were mostly between the ages of 61–70 (n= 200,
28.7%) and 51–60 (n= 131, 18.8%). The majority of
survey participants identified as female (n= 535, 76.9%),
declared English as their preferred language (n= 688,
98.8%) and reported good (n= 297, 42.7%) or excellent
(n= 282, 40.5%) ability to use computers. Regarding com-
munity size, 54.6% (n= 380) of the survey participants
lived in urban areas, and 56% (n= 390) spent less than
15 minutes traveling to their primary care clinic.

Similar to the survey respondents’ demographic charac-
teristics, most participants in the focus group were females

in the 61–70 age group, declaring English as their preferred
language, living in urban communities, and with good or
excellent ability to use computers.

Patient survey

Survey completion rates and responses to each of the survey
questions are summarized in Table 2. The telephone was
reported as the most widely used method of communication
(n= 633, 91%), compared to video (n= 4, 0.6%), and the
use of video and telephone visits (n= 8, 1.1%). The most
commonly reported reasons for having the virtual visit
were for follow-up of test results (n= 245, 35.2%),
follow-up to a previous appointment (n= 228, 32.8%), con-
sultation about an ongoing or chronic health concern (n=
198, 28.4%), and to seek medical care or advice for a
new health concern (n= 196, 28.2%). Saving time (n=
528, 75.9%) and more convenient access to care or services
(n= 444, 63.8%) characterized the experience of virtual
care.

Most virtual visits were considered completed (n= 621,
89.2%) and helpful (n= 602, 86.5%). A dichotomous
dependent variable for incomplete visits was created
based on five of the seven survey responses which identi-
fied a visit as incomplete. Among the respondents who
had experienced at least one of the seven reasons for a
virtual visit, only two reasons resulted in a statistically sig-
nificant difference in the outcome of the visit. First, 12.78%
of visits in which individuals were seeking medical care or
advice for ‘a new health concern’ were reported as incom-
plete (χ2= 7.850; df= 1; p= 0.005). Second, there is a stat-
istically significant difference in the outcome among
individuals who reported on a virtual visit for ‘follow up
after discharge from hospital’ (χ2= 4.823; df= 1; p=
0.028), (Table 3).

When asked to compare a virtual visit to an in-person
visit, respondents felt the quality of the primary care visit
was the same (n= 406, 58.3%) or better (n= 79, 11.3%),
however, 17.2% (n= 120) reported the quality as worse.
A large number (n= 91, 13.1%) were not sure or did not
respond to the question regarding quality of the visit.
Chi-square tests were used to explore whether the reasons
for the visit were related to the quality of the visit. A cat-
egorical variable for the quality of the visit was created
based on three of the four survey responses which identified
a virtual visit as being better, same, or worse compared to
an in-person visit. There were no statistically significant dif-
ferences between any of the reasons for the virtual visit and
the quality of the visit (Table 4). A sensitivity analysis was
conducted by considering different options for constructing
the quality variable (i.e., worse and non-worse, better and
worse). The same result was obtained after the sensitivity
analysis (Tables 4a and 4b). These results suggest that the
quality of the visit does not depend on the reasons for the
visit.

Halas et al. 5



Table 1. Socio-demographic characteristics of the survey and focus group participants.

Variable Survey, n (%) Focus groups, n (%)

n= 696 n= 41

Age

0–30 54 (7.8) 1 (2.4)

31–40 97 (13.9) 2 (4.9)

41–50 98 (14.1) 2 (4.9)

51–60 131 (18.8) 6 (14.6)

61–70 200 (28.7) 16 (39.0)

71–80 85 (12.2) 12 (29.3)

Over 80 29 (4.2) 2 (4.9)

No response 2 (0.3) –

Gender

Female 535 (76.9) 27 (65.9)

Male 156 (22.4) 14 (34.1)

Other response (non-binary, none of the above, prefer not to answer) 5 (0.7) –

No response – –

English as the Preferred Language

Yes 688 (98.8) 41 (100.0)

No 6 (0.9) –

No response 2 (0.3)

Ability to Use Computers

Excellent 282 (40.5) 34 (82.9)

Good 297 (42.7) 2 (4.9)

Fair 87 (12.5) 1 (2.4)

Poor 29 (4.2) 3 (7.3)

No response 1 (0.1) 1 (2.4)

Size of Community

Urban – 100,000 residents and over 380 (54.6) 36 (87.8)

Mid-sized – 10,000 to 99,999 residents 153 (22.0) 1 (2.4)

(continued)
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Finally, the majority of respondents were either in favour
of virtual visits in the future (n= 449, 64.5%) or reported
being open to considering the possibility (n= 172,
24.7%). When asked about the purpose for which the
respondent would use virtual visits, the most frequently
selected options were to receive test results (n= 604,
86.8%), prescription renewal (n= 603, 86.6%), and
follow-up for a health problem (n= 515, 74%).
Demographic variables were not found to predict willing-
ness to use virtual visits in the future (logistic regression
not presented here). Furthermore, we noted the skewed dis-
tribution of the outcome variable, with 95% of the sample
willing to consider using virtual visits in the future. We
then used a chi-square test of independence to explore the
association between the quality of the visit (the independent
variable) and willingness to use virtual visits in the future
(the dependent variable). A categorical variable for the
future use of virtual care was created based on the three
survey responses (i.e., yes, open to considering, no).
There was a statistically significant difference in the will-
ingness to use virtual visits in the future among individuals
who reported different outcomes for the quality of the visit
(χ2= 130.5; df= 2; p < 0.0001). Among the respondents
who are willing (vs not willing) to use virtual visits in the
future, 91.67% also reported the quality of the visit was
either the same or better. Among those who are not
willing to use virtual visits, 81.25% reported the quality
of the visit as worse. Thus, the result suggests an association

between the quality of the visit and the future use of virtual
care (Table 5).

Focus group interviews

A total of 5 themes and 16 subthemes with illustrative quotes
were identified and presented in Table 6. The key themes are:
1) virtual care was a new experience, 2) mixed opinions on
quality of the interaction, 3) virtual visits mitigated the
stress of a trip to the clinic, 4) challenges of virtual visits
were compounded by no physical presence or contact, and
5) virtual care is best utilized for particular instances.

Virtual care was a new experience. Virtual care was described
as a new experience encountered by participants during the
COVID-19 pandemic. The rapid response to COVID-19
required alternative options for healthcare consults;
despite the growing awareness and use of various commu-
nication technologies, virtual visits occurred predominantly
by telephone. Participants had few privacy or safety con-
cerns when exchanging information by telephone.
However, it was commonly reported that patients had
limited choice about the type of visit (in-person or virtual)
being scheduled: “…the receptionist gave me such and
such a date…[and] said to make sure I’m at my phone
within that hour time period.” (FG 4, P5) Another added:
“…the doctor reviews and decides which appointments
will be in-person, and which will be on the phone.”

Table 1. Continued.

Variable Survey, n (%) Focus groups, n (%)

Rural – Under 10,000 residents 127 (18.2) 3 (7.3)

Don’t know 30 (4.3) –

Prefer not to answer 4 (0.6) –

No response 2 (0.3) 1 (2.4)

Travel Time to Clinic

Less than 5 min 64 (9.2) 16 (39.0)

5 to 15 min 326 (46.8) 20 (48.8)

16 to 30 min 188 (27.0) 4 (9.8)

31 to 60 min 96 (13.8) –

61 to 120 min 16 (2.3) –

More than 120 min 3 (0.4) –

No response 3 (0.4) 1 (2.4)

Halas et al. 7



Table 2. Summary of patient survey responses to virtual care visits.

Survey response
Respondents,
n (%)

How was your virtual visit conducted? n= 696

Telephone 633 (91.0)

Video 4 (0.6)

Both 8 (1.1)

No response 51(7.3)

What was the reason for your visit? (select all that apply) n= 696

Follow-up for test results 245 (35.2)

Follow-up to a previous appointment 228 (32.8)

Consult health care provider about an ongoing (chronic) health concern 198 (28.4)

Seek medical care or advice for a new health concern 196 (28.2)

Request for medication (prescription) 156 (22.4)

Discuss medication 107 (15.4)

Follow up after discharge from hospital 12 (1.7)

Other 46 (6.6)

In your experience, did your last virtual visit (select all that apply) n= 696

Save you time (e.g., by avoiding travel or arranging care for dependents) 528 (75.9)

Make accessing care or services more convenient 444 (63.8)

Save you money (e.g., by not having to pay for transportation/parking, care for dependents, or having to take time off
work)

274 (39.4)

None of the above 80 (11.5)

When you think about quality of care, how did having a virtual visit compare to having an in-person visit with your
primary care provider?

n= 696

Better than having an in-person visit 79 (11.3)

Same as having an in-person visit 406 (58.3)

Worse than having an in-person visit 120 (17.2)

Not sure 78 (11.2)

No response 13 (1.9)

Did the quality of the sound or video negatively affect the virtual visit? n= 696

(continued)
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Table 2. Continued.

Survey response
Respondents,
n (%)

Yes 52 (7.5)

No 602 (86.5)

Not sure 21 (3.0)

No response 21 (3.0)

What was the outcome of your virtual visit? n= 696

The visit was completed, but I will follow-up if needed 398 (57.2)

The visit was completed, and no follow up was needed 223 (32.0)

The visit was incomplete, and I was advised to go in-person to the clinic 25 (3.6)

The visit was incomplete due to other reasons 26 (3.7)

The visit was incomplete due to technical issues 3 (0.4)

The visit was incomplete, and I was advised to go to emergency department 1 (0.1)

The visit was incomplete, and I was advised to go to urgent care clinic 0 (0.0)

No response 20 (2.9)

Did you find the virtual visit helpful? n= 696

Yes 602 (86.5)

No 37 (5.3)

Not Sure 42 (6.0)

No response 15 (2.2)

Thinking about your last virtual visit with a primary care provider, what would you have done if you had not been able
to have a virtual visit?

n= 696

Make an appointment to see my primary care provider in-person 538 (77.3)

Go to a walk-in clinic 67 (9.6)

Nothing, I would not have sought care at the time 35 (5.0)

Go to an Emergency Room (ER) 12 (1.7)

Called Health Links 3 (0.4)

Other 24 (3.4)

No response 17 (2.4)

(continued)
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Table 2. Continued.

Survey response
Respondents,
n (%)

Did you feel confident that your personal information would be kept secure and confidential when having the virtual
visit?

n= 696

Yes 646 (92.8)

No 5 (0.7)

Not Sure 31 (4.4)

No response 14 (2.0)

In the future, would you like to have the option of consulting with a primary care provider using a phone or computer? n= 696

Yes 449 (64.5)

Open to considering 172 (24.7)

No 41 (5.9)

No response 34 (4.9)

For what purposes would you use a virtual visit? (select all that apply) n= 696

Receiving test results 604 (86.8)

Prescription renewal 603 (86.6)

Follow-up of a health problems 515 (74.0)

An urgent but minor health problem 278 (40.0)

New health problem 226 (32.5)

Annual or routine visit 143 (20.5)

Many issues to discuss 140 (20.1)

Pregnancy follow-up 22 (3.2)

Other 25 (3.6)

Which of the following options would you prefer to have in the future? (select all that apply) n= 696

In person with my doctor or another health care provider in my usual clinic 572 (82.2)

Phone call with my doctor or another health care provider in my usual clinic 527 (75.7)

Videoconference with my doctor or another health care provider in my usual clinic 283 (40.7)

Text/email with my doctor or another health care provider in my usual clinic 262 (37.6)

Virtual service/health provider 205 (29.4)

(continued)
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(FG 5, P5) Participants felt strongly that patients should be
given the opportunity to choose the type of visit based on
their preferences.

Mixed opinions on quality of the interaction. Although virtual
visits were generally rated as acceptable, they were given
mixed reviews when discussing more specific elements of
the visit. While telephone visits were conducted on time
and considered more accessible, with substantially less
wait times to see providers, virtual visits at times felt
rushed and impersonal. Many focus group participants
commented that calls were on time, “…she would actually
call me on the spot, like on the dot, like literally on the
dot…” (FG 4, P4). Several also felt they could schedule

an appointment time sooner with a virtual visit: “I went to
book an appointment on a Friday afternoon… and I got
an appointment for Monday morning, and I was like,
okay, I really like this. Yeah.” (FG 3, P3)

Virtual visits mitigated the stress of a trip to the clinic. Virtual
visits were thought to mitigate stressors participants com-
monly experienced with an in-person visit to the clinic,
for example, the costs associated with travel: “the gas, the
parking and your time in terms of going in person is, it’s
really, really very tasking in terms of traveling to the
doctor in person.” (FG 4. P4). Also, participants noted the
reduced health risk(s): “It saves an awful lot of wait time
in a waiting room, crowded with other people that you

Table 2. Continued.

Survey response
Respondents,
n (%)

Walk-in clinic 197 (28.3)

Telehealth 113 (16.2)

Health Links-Info Santé 79 (11.3)

None of these 4 (0.6)

Table 3. Bivariate association analysis: outcome of virtual visits.

Reason for medical visit

Outcome of virtual visit Chi-square Fisher’s Exact test

Complete Incomplete χ2/df= 1 p-value p-value

n (%) n (%)

Seek medical care or advice for a new health concern 157 (87.22) 23 (12.78) 7.850 0.005

Consult about an ongoing (chronic) health concern 168 (91.30) 16 (8.70) 0.179 0.672

Follow-up to a previous appointment 193 (91.04) 19 (8.96) 0.415 0.519

Follow up for test results 215 (93.07) 16 (6.93) 0.548 0.459

Request for medication (prescription) 137 (93.84) 9 (6.16) 0.850 0.356

Discuss medication 91 (91.00) 9 (9.00) 0.167 0.682

Follow up after discharge from hospital 9 (75.00) 3 (25.00) n.a n.a 0.063

Other 35 (87.5) 5 (12.5) n.a n.a 0.239

Note:
χ2= Chi-square, df= degrees of freedom, p-value of χ2
n.a. For very small sample sizes (N < 5) we report the Fisher’s exact test p-value and not the chi-square test
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Table 4. Bivariate association analysis: quality of virtual visits.

Reason for medical visit

Quality of visit Chi-square test Fisher’s exact test

Better Same Worse χ2 / df= 2 p-value p-value

n (%) n (%) n (%)

Seek medical care or advice for a new health concern 21 (13.29) 104 (65.82) 33 (20.89) 0.557 0.757

Consult about an ongoing (chronic) health concern 18 (11.11) 112 (69.14) 32 (19.75) 0.889 0.641

Follow-up to a previous appointment 24 (12.18) 130 (65.99) 43 (21.83) 1.694 0.429

Follow up for test results 29 (13.55) 144 (67.29) 41 (19.16) 0.050 0.975

Request for medication (prescription) 20 (16.00) 87 (69.60) 18 (14.40) 2.759 0.252

Discuss medication 10 (11.63) 61 (70.93) 15 (17.44) 0.459 0.795

Follow up after discharge from hospital 1 (10.00) 7 (70.00) 2 (20.00) n.a. n.a. 1.000

Other 7 (22.58) 21 (67.74) 3 (9.68) n.a. n.a. 0.165

Note:
χ2= Chi-square, df= degrees of freedom, p-value of χ2
n.a. For very small sample sizes (N < 5) we report the Fisher’s exact test p-value and not the chi-square test

Table 4a. Sensitivity analysis: Quality of virtual visits (worse, non-worse).

Reason for medical visit

Quality of visit Chi-square test Fisher’s exact test

Worse Non-worse χ2 / df= 1 p-value p-value

n (%) n (%)

Seek medical care or advice for a new health concern 33 (18.23) 148 (81.77) 0.318 0.573

Consult about an ongoing (chronic) health concern 32 (17.39) 152 (82.61) 0.044 0.833

Follow-up to a previous appointment 43 (19.91) 173 (80.09) 2.092 0.148

Follow up for test results 41 (17.52) 193 (82.48) 0.101 0.750

Request for medication (prescription) 18 (12.24) 129 (87.76) 2.936 0.087

Discuss medication 15 (14.85) 86 (85.15) 0.357 0.550

Follow up after discharge from hospital 2 (16.67) 10 (83.33) n.a. n.a. 1.000

Other 3 (7.69) 36 (92.31) n.a. n.a. 0.127

Note:
χ2= Chi-square, df= degrees of freedom, p-value of χ2
n.a. For very small sample sizes (N < 5) we report the Fisher’s exact test p-value and not the chi-square test
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might be exposing yourself to other things, not necessarily
COVID, but you know, colds and flus” (FG 5, P1).

Challenges of virtual visits were compounded by no physical
presence or contact. The timeliness and swift response
noted as positives of virtual care were also met with some
negatives. For example, participants mentioned feeling
rushed and/or an impersonal undercurrent of virtual visits:
“there’s a feeling that you need to fill in every moment
with talking or else the doctor may end the call. So there
doesn’t seem to be any room for reflection on what you’re
taking in, the information you’re taking in or giving.” (FG
1, P4) Participants also commented on how good telephone
communication skills were necessary for themselves and

their providers; finding the right vocabulary to describe
their issues and responding more effectively to questions
from the provider were essential and not as easily achieved
on the telephone when compared to a face-to-face visit.
“I have to be much more prepared than for an in-clinic
visit, simply because you don’t have the ability to communi-
cate visually and the doctor can’t really see, respond to your
reactions, which there’s a big hole I find in communication
that way.” (FG 1, P4).

The challenges associated with virtual care appeared to
intensify by the lack of patient-to-provider contact partici-
pants experienced with telephone visits. While there were
situations in which virtual care seemed more suited, there
were also a number of instances where it was considered

Table 4b. Sensitivity analysis: Quality of virtual visits (better, worse)

Reason for medical visit

Quality of visit Chi-square test Fisher’s exact test

Better Worse χ2 / df= 1 p-value p-value

n (%) n (%)

Seek medical care or advice for a new health concern 21 (38.89) 33 (61.11) 0.151 0.697

Consult about an ongoing (chronic) health concern 18 (36.00) 32 (64.00) 0.730 0.393

Follow-up to a previous appointment 24 (35.82) 43 (64.18) 1.200 0.273

Follow up for test results 29 (41.43) 41 (58.57) 0.005 0.940

Request for medication (prescription) 20 (52.63) 18 (47.37) 2.636 0.104

Discuss medication 10 (40.00) 15 (60.00) 0.014 0.906

Follow up after discharge from hospital 1 (33.33) 2 (66.67) n.a. n.a. 1.000

Other 7 (70.00) 3 (30.00) n.a. n.a. 0.094

Note:
χ2= Chi-square, df= degrees of freedom, p-value of χ2
n.a. For very small sample sizes (N < 5) we report the Fisher’s exact test p-value and not the chi-square test

Table 5. Bivariate association analysis: Future use of virtual visits.

Quality of visit

Future visits Chi-square test

No Yes Open to χ2 / df= 2 p-value

n (%) n (%) n (%) 130.56 P < 0.0001

Not-worse 6 (18.75) 396 (91.67) 113 (71.07)

Worse 26 (81.25) 36 (8.33) 46 (28.93)

Notes:
χ2= Chi-square, df= degrees of freedom, p-value of χ2.
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Table 6. Themes, subthemes, and additional supporting quotes from focus group sessions.

Theme #1: Virtual care was a new experience encountered by patients during the early phase of the COVID-19 pandemic

Subthemes Quotes (Focus Group= FG Participant= P)

1a: Patients were limited in decision-making about
the type of visit they would receive

“I called my doctor’s office to make an appointment and the receptionist gave me
such and such a date. And I was under the assumption that I had to go to the
clinic like I’ve always gone to the clinic. And it just somehow came up. The
receptionist said to make sure I’m at my phone within that hour time period.
And she kind of threw me for a loop because I wasn’t expecting that.” (FG 4, P5)
“I wasn’t given a choice. I was more or less told that the clinic was going virtual
and that, appointments, until all of this blows over, are going to be virtual”. (FG
8, P1) “They called me a week before to tell me that the doctor reviews and
decides which appointments will be in-person, and which will be on the phone.
Ours was selected to be over the phone.” (FG 5, P5)

1b: Telephone visits were predominantly used to
deliver virtual care

“I’ve only had by phone. I tried to send images. I like, I asked to be able to do that
and was denied.” (FG 9, P2) “Strictly telephone. I have a follow up every month
with my GP. I’ll take my blood pressure at home. My GP will ask, well, what was
your blood pressure, but what was your blood pressure like today? There was
one other virtual visit where I had lab work done a couple of weeks earlier and
my GP would pull up the results and give them to me over the phone.” (FG 3,
P4)) “It was during the first stages of the pandemic in March of last year. And
basically, the agreement was for both sides to be able to be on the safe side in
terms of the risks of the exposure to the COVID. And my understanding at that
time, she was also doing the consults at home over the phone. I don’t think
she’s the technical person doing the Zoom meeting. But basically, we were just
on the phone doing the consultation. And I think it was agreeable, basically. It
was actually a reasonable request for both of us to be able to be on the safe
side.” (FG 4, P4) “And I said, well, I would like to keep the appointment with my
doctor, even if it is going to be over the telephone.” (FG 8, P1)

Theme #2: Experiences of the virtual visit were given mixed reviews about the quality of the interactions

2a: Telephone visits were conducted on time “I don’t think there was any wait time as long as you’ve set the appointment time
and she would actually call me on the spot, like on the dot, like literally on the
dot and like, when you’re going there at the clinic, to the clinic, sometimes I
would have to wait 30 minutes to an hour, but I think this is better because I
don’t have to wait for long.” (FG 4, P4) “One of the other fronts is that the
appointments that I’ve had and that my wife has had generally take place right
on time. It saves an awful lot of wait time in a waiting room, crowded with other
people that you might be exposing yourself to other things, not necessarily
COVID, but you know, colds and flus and that type of thing. I think that’s sort of a
spinoff than just they’re more prompt, the doctors seemed to be on time and
they’re succinct. When you go through a description of the things you’re trying
to talk about, it’s really on topic and things are resolved relatively quickly.” (FG
5, P1) “In terms of waiting, my doctor he has a lot of patients and I understand
completely when I get there five minutes early or on time quite often, it’s 20, 25
minutes before he actually comes into the room. I get put into the room fairly
quickly, but then I sit there for 10, 15, 20 minutes. On the virtual, maybe it was
five minutes after the specified time. I enjoyed that part of it, not sitting around. I
said, okay, good. Okay, he’s having a good walk-in and he helped me right
away.” (FG 6, P5)

2b: Less wait times to see a provider “I think for me, it was easier to make an appointment and it was easier to book an
appointment with my doctor. I never had any challenge with it, as compared to
booking an appointment in person. It was easier for me to get an appointment

(continued)
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with the doctor.” (FG 4, P4) “The virtual visit I got in within an hour of making
contact where like, typically with my primary caregiver, I would say it’s like a
week booked out in advance.” (FG 5, P5) “The availability is just like when I was
experiencing those symptoms and I was finding out, it’s like, okay, I have talked
to the doctor, and I went to book an appointment on a Friday afternoon. That’s
when I went to book it and I got an appointment for Monday morning and I was
like, okay, I really like this. Yeah.” (FG 3, P3)

2c: Telephone visits felt rushed and impersonal “Talking on the phone to your doctor, that’s just, to me, it’s just very impersonal.”
(FG 1, P1) “I also feel that telephone calls, they feel rushed and it’s like, there’s a
feeling that you need to fill in every moment with talking or else the doctor may
end the call. So there doesn’t seem to be any room for reflection on what you’re
taking in, the information you’re taking in or giving.” (FG 1, P4) “I do find that
the telephone appointments are rushed. I’m met with indifference and the
human contact is lost.” (FG 2 P2)

2d: Effective telephone communication skills were
required for the patient and the provider

“I need to find the right vocabulary to describe my issues to the doctor, as well as
the doctor needs to use more effective questioning because the telephone, it’s
not the same as a personal visit.” (FG1, P1) “You know, I found that in preparing
myself for the telephone call the first time, I really had to think and put my
thoughts together maybe a little better than I would have had I’d been in the
office because I wanted to make sure that I expressed myself well and she
understood what I was getting at.” (FG 8, P2) “I just want to make a comment
that on these phone calls I find that I have to be much more prepared than for an
in-clinic visit, simply because you don’t have the ability to communicate visually
and the doctor can’t really see, respond to your reactions, which there’s a big
hole I find in communication that way.” (FG 1, P4)

2e: Privacy was not an issue with telephone visits “As long as a doctor is using whatever is approved by, I guess the college, whoever
needs to approve it, as long as they’re doing what they need to do by the book,
I’m not concerned. Same thing with sending an image, as long as it’s encrypted
email or it’s encrypted portal I can use, then that’s completely fine with me.” (FG
1, P4) “Well, you know, when you’re talking about to security and privacy and
that kind of thing, first of all, you never know who’s standing on the side of the
door when you’re in with your doctor. I mean, there could be all sorts of security
issues there. And also, I think back to times when I’ve gone in for a visit that’s
been upsetting and I’ve been crying and then it just, which is like, how do you
get out of the clinic without everybody seeing you, right? So, there’s a, a huge
advantage there in terms of privacy. I can talk to my doctor; I can cry my eyes out
and nobody’s going to know.” (FG 3, P3) “I mean, I think so. If it was, you know,
so-called secure, why not?” (FG 2, P1)

Theme #3: Virtual Care helped to mitigate the stressors associated with a trip to the clinic

3a: Virtual Care is a convenient option for patients and
caregivers

“I agree, the travel time, the economic aspect of it, the gas, the parking and your
time in terms of going in person is, it’s really, really very tasking in terms of
traveling to the doctor in person. So it saves you a lot of time. It saves you a lot of
effort in terms of going in person.” (FG 4. P4) “And quite frankly, from my
perspective it was convenient to have that option. It saved me the time and
trouble of having to go there. I guess, specific to the COVID situation, it
eliminated the need for me to be exposed to the public for whatever I would have
been exposed in my travel to the clinic.” (FG 8, P3) “I could see myself taking the
virtual option more just because it is more convenient. (FG 9, P3)My doctor sent
me a lab rec by email, and I printed it on my printer, and I took it to the lab. I
didn’t even have to, and then he phoned me with the results. So that’s how that
virtual circle went. And that was pretty convenient.” (FG 5, P4)

(continued)
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3b: Virtual Care eliminates the need to incur costs for
parking

“You don’t have to drive there; you don’t have to pay for parking. In some places
it’s very difficult to find parking. You don’t have to worry about getting a parking
ticket because you went in and now, you’re just waiting in the office for them,
and your meters run out and you can’t just run out and pay for it. So, I mean,
that’s what I like about it.” (FG 1, P1) “I like the fact that I don’t have to pay
those outrageous prices for parking.” (FG 1, P3) “And that’s $6 bus fare that I
save. I appreciate that a little bit too. That’s a coffee.” (FG 5, P2) “You don’t have
to pay parking. You don’t have to hunt and pay for parking spots.” (FG 5, P6) “I
liked not having to drive down there and find parking and pay for. Now, I don’t
have to pay for parking.” (FG 7, P1) “I guess you could factor in the cost of
driving there, the use of the car and all of that.” (FG 8, P3)

3c: Virtual Care is time saving and efficient “Yeah, I really like it too. I think it’s much more efficient, just like she said. I’ve had
good experiences; I can explain to him exactly what the issue is. He listens, we
kind of dialogue back and forth.” (FG 3, P2) “They’re much faster obviously.
They’re suitable for pre-existing conditions. In other words, something flares up
again and you need attention to that. Things that the doctor is familiar with,
they’re very useful and timesaving.” (FG 9, P3) “I think it’s more efficient just by
going through the phone, like going through you via the telephone
conversation, consultation rather than in-person.” (FG 4, P4)

Theme #4. Challenges of Virtual Care were compounded by a lack of patient-to-provider contact

4a: Patients appreciate the physical contact with their
providers

“I’ll concur with the participant who spoke to her doctor regarding the physical.
Mine was also a physical and I would have liked to have had that one-to-one
situation where he would take a look at me and say, hey, you can, stand to lose
a couple pounds or the blood pressure is a little high. Those tactile situations
were missing.” (FG 6, P2) “I still like to reserve the point about the actual, the
person in-person visit with a doctor, especially if I am seriously ill or in great
pain and so on. I feel that I could explain better.” (FG 2, P4) “I thought it was
really good that he said, no, I can’t solve this problem. I think I have to see you.
And I got an appointment within a couple of days. I was quite pleased with it. I
thought well, that’ really good service.” (FG 3, P2)

4b: Patients cannot see the provider’s face or body
language

“I just found that there would be some things that I would personally prefer a
face-to-face with my doctor. I’m not saying that my experience was horrible and
I’m not one to give perfect scores. That’s just me.” (FG 3, P4) “Well, and also just
to add to that, I would imagine that a doctor listens to their patient, but then
there’s also looking at them for like visual clues that might add as to what’s
going on, like, maybe it has to involve mental health there. And you might not
get that through a phone call, maybe a little bit more through a video chat, but I
would imagine that you’re obviously not picking up body language through a
phone call and maybe that would add to a better diagnosis.” (FG 5, P5) “I think,
and that what I see is about it’s the communication thing. And sometimes it’s by
what people don’t say. And yet you see the body language, you see their
demeanor, you see the care that they’re giving themselves, you get a lot from
that, which if you’re doing just virtual, especially just telephone, you’re not
going to see that.” (FG 1, P2)

4c: Technology is the gateway to modernized health
care although barriers exist

“I’m just thinking there has to be a way younger people are more adept with all
technology and as you age, I know the only thing constant in our life is change,
but accessibility to technology is one thing, and we certainly don’t have it in all
the rural and Northern parts of Manitoba. And then there’s the cost factor.” (FG
9, P1) “I think the medical community needs to be aware of their own privilege
as people who are typically paid quite well and that there’s a lot of … And I’m
not speaking from my personal experience, but just from being aware in the
work that I do, that I’ve had people who’ve had to borrow a phone to call me, or

(continued)
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not appropriate. “I still like to reserve the point about the
actual, the person in-person visit with a doctor, especially
if I am seriously ill or in great pain and so on. I feel that I
could explain better.” (FG 2, P4). Similar notions were
expressed regarding the quality of virtual care visits: “I
would imagine that you’re obviously not picking up body
language through a phone call and maybe that would add
to a better diagnosis.” (FG 5, P5)

Access to technology, although seen as the gateway to
modernized health care was often challenging and not
equitable for all. Focus group participants recognized the
overall limitations of technology, not specific to any par-
ticular age group, where access to virtual services related
more to its affordability and geographical connectivity:

“there’s a pretty large population that even though they
have a cell phone, they don’t have any data or any
minutes. And so they have to be in a Wi-Fi zone in order
to take that call and so they could be hanging out in front
of 7-Eleven for an hour waiting for that call using the free
Wi-Fi there.” (FG 5, P4)

Virtual care is best utilized for particular instances. Overall,
virtual care was thought to be best utilized for particular
conditions or instances such as receiving laboratory
results or prescription renewals. Preferences for in-person
visits still prevailed over virtual care as participants felt
there are a range of circumstances in which a physical
exam or in-person conversation is most suitable. In

they don’t have internet at home and the digital divide is a big issue.” (FG 1, P3)
“I think we have to keep in mind that there’s a pretty large population that even
though they have a cell phone, they don’t have any data or any minutes. And so
they have to be in a Wi-Fi zone in order to take that call and to, so they could be
hanging out in front of 7-Eleven for an hour waiting for that call using the free
Wi-Fi there.” (FG 5, P4)

Theme #5: Virtual Care was best utilized for particular conditions (more that others)

5a: Prescription renewal and the delivery of lab results
are well suited for Virtual Care

“Yeah, for routine things like in my situation, I don’t need to go to my doctor’s
office. He knows that I need a requisition for the lab to get the blood work done.
He gets the results. He phones me and he phones the pharmacy and changes
the prescription. I don’t need to go to his office twice to get that done. I could
very easily get all that done over the phone.” (FG 9, P5) “I’m thinking of a very
simple example of a quick virtual visit is you need your prescription renewed
and you don’t have to have blood pressure taken or anything. You just need a
prescription renewed and that’s it.” (FG 9, P1) “I just wanted to talk to my doctor
about changing my medication. I called the office, and they informed me that,
well, you don’t have to come in for that. We can do a virtual visit. And I said,
okay, great. I did the virtual visit, and it was all good.” (FG 6, P5)

5b: Virtual Care is not suitable when a physical
assessment is needed

“I still like to reserve the point about the actual, the person in-person visit with a
doctor, especially if I am seriously ill or in great pain and so on. I feel that I could
explain better. The virtual visit is good when I’m healthy, I’m okay. Nothing
much to report on and so on. That part of it. So it could be a combination, the
in-person plus the virtual.” (FG 2, P4) “You don’t have to go into the office when
you just have to speak. You have to go into the office if it’s something they have
to see.” (FG 8, P2)

5c: Virtual Care is particularly challenging for new
patients

“I think that rapport has to be built first in-person and the trust has to be there for
the patient to be honest on the phone or a video call, as well as for the doctor to
take the time to explain, make sure you understand what they call active
listening so that you speak back what you think you heard. And it’s the same
thing doctor was trying to tell you, so there’s no misunderstanding.” (FG 2, P3)
“I wouldn’t want my first visits to my doctor to be virtual. Only after you built up
the relationship with the doctor, does it seem appropriate to then rely to certain
extent on virtual care.” (FG 2, P1) “The reasons these interviews work is because
he knows me. It’s like if I had a bump on my arm and he seen it, and then we
discussed it virtually, he would know what I’m talking about. I felt comfortable,
but I don’t think virtual visits can be done if you’ve never met or they haven’t
had an opportunity to view your wound or what it is.” (FG 4, P1)
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addition, these circumstances needed to respond to patients’
needs, and therefore a prescriptive template or approach for
determining appointment type would not be the most suit-
able. Virtual care was also thought to be less suited for
patients who were new to providers since establishing a
relationship is best achieved in-person as opposed to over
the telephone, or virtually. “I wouldn’t want my first visit
to my doctor to be virtual. Only after you built up the rela-
tionship with the doctor, does it seem appropriate to then
rely to certain extent on virtual care.” (FG 2, P1) A
second participant added: “The reasons these interviews
work is because [the physician] knows me. (FG 4, P1)

Discussion
The experiences shared by the participants through focus
group interviews and patient surveys enabled an in-depth
investigation of virtual care. The reasons for having a
virtual visit were described, as were the benefits and chal-
lenges experienced by the participants. The findings con-
verged on three topic areas: 1) the use or basic logistics
around virtual visits, 2) the quality of the virtual visit
experience, and 3) considerations for future use.

Logistics

A key theme emerging from the focus group discussion was
that virtual care was a new experience even though the tele-
phone was predominately used for a virtual visit with
primary care providers. It is likely the rapid introduction of
virtual care required using the most accessible option for
the largest number of people, and hence the use of telephone.

All participants similarly identified the most common
reasons for the virtual visit; however, the focus group dis-
cussions allowed a more in-depth exploration of the
process for obtaining an appointment, decision making
around the type of visit and patient preferences. In fact, a
key message from the participants was their limited oppor-
tunity to decide on the type of visit and felt strongly that
patients should have a role in choosing the type of visit
based on their preferences. While most preferred in-person
visits with their regular health care provider, the option to
use virtual care in future should be tailored to patients’
needs, preferences and expectations. Further, study partici-
pants recommended providers be equipped with agreed
upon criteria or practice standards for what constitutes an
appropriate virtual visit or necessitates an in-person visit.
In turn, they articulated that patients should be educated
on general criteria, so they have a better sense of what to
expect and can be better equipped to request a particular
kind of visit. The participants conveyed a bit of a learning
curve occurring during the initial use of virtual care and
suggested sustained use may require more discussion with
patients to promote inclusive decision-making regarding
the type of visit (virtual or in-person). Initially, more time

may also be needed to foster an empathic connection,
guide patients through a virtual interaction and ensure
they are satisfied with the visit.34

Quality

A large number of participants in both the survey and focus
groups responded positively to the concept of virtual care. It
was clear that virtual visits were convenient, saved the user
(and/or a caregiver) the time and stress of having to travel to
a clinic, or having to deal with parking challenges, to name
a few. In the experience of the participants, there was less
wait time to see a provider and the visit was generally con-
ducted on time. The cost savings, convenience, and accessi-
bility of virtual visits that patients reported as beneficial have
also been found elsewhere in the literature.8,9,35–37

Most virtual visits were considered completed and
helpful, and participants indicated their capacity to deter-
mine follow up. The two scenarios most associated with
an incomplete visit were for ‘a new health concern’ or for
‘follow up after discharge from hospital.’ Intuitively,
these two reasons for virtual visits demand more personal
connection, in-person conversation, and physical examin-
ation. In further exploring the limitations of the focus
group participants, it was evident that they felt complex
situations demanded more personal connection, in-person
conversation, or physical examination.

When asked about the overall of quality of the primary
care visit when conducted virtually, it was generally
reported as the same or better however there was also a
notable number of respondents either reporting the quality
as worse or simply unsure or not responding to this ques-
tion. There were no statistically significant differences
between any of the reasons for the virtual visit and the
quality of the visit as reported in the surveys. The focus
group participants concluded that no matter the reason for
the consultation, a virtual interaction with the primary
care provider was simply not the same as having an
in-person visit. From this more in-depth exploration of
quality, more nuanced descriptions of expectations and
the quality of communication emerged, resulting in mixed
reviews of quality. Participants articulated the lack of
patient-provider contact as being a factor when trying to
address more complex health issues; the missing physical
assessment, whether visual or tactile, left some unease
among the participants. Further, they felt a sense of respon-
sibility for adequately and accurately conveying all aspects
of their health concern. This was also accompanied by
uncertainty and the visual cues or facial expressions that
gave them a sense they were understood along with the pro-
vider’s reaction to the information provided. At the same
time, many participants felt the phone did not allow the
‘space’ for silence and, as per usual telephone conversations,
if there was a pause then it was an indication of the conver-
sation drawing to a close. In other words, there was little

18 DIGITAL HEALTH



opportunity to pause, reflect or think through how an issue
was being presented. This was one example of how a tele-
phone visit felt rushed and took a more transactional
approach, and thus feeling more impersonal. Similar to
other studies, the barriers of virtual care included a loss of
physical interactions with providers,8,38,39 the inability to
use visual cues,35,37,40 and lack of personal connection.7

Participants believed that being more prepared for future
virtual visits would improve their overall experiences of
virtual care. To them, keeping better track of their health
history, creating a list of discussion items before a telephone
visit, and using vocabulary that best describes their issues
were recommended. They recommended the provider have
more education and access to resources to help them imple-
ment more user-friendly language and better communication
with patients. These drawbacks of virtual care need to be
considered in the decision about what kind of visit is most
appropriate. Improving communication skills is a responsi-
bility for both providers and patients.

Future use

Participants would either like the option or were open to con-
sidering phone or computer consultations in the future,
however positive uptake of future virtual care was associated
with the perceptions of quality in past visits. The participants
suggested several indications for when virtual care may be
useful in future, such as for prescription renewal, follow-up
of a health problem or for test results. Respondents were
also very aware of how frequently a consultation would be
limited by lack of physical assessment. They also felt virtual
care would not be suitable when seeing a health care provider
for the first time as a relationship needs to be developed to
support the communication and consultation processes.

Overall, participants acknowledged the increasing role
of technology mediating health care interactions but still
maintained there needs to be a patient-centred approach
for deciding when and how it should be used. In essence,
there was a strong preference for a hybrid model, with
both virtual and in-person care options being offered in
the future. On the one hand, virtual visits were limited to
some people who did not have access due to unreliable
internet connectivity, cell service or even limited telephone
options. The health equity barriers associated with the use
of technology have been pointed out in other
studies.7,9,41–44 On the other hand, and for those who had
greater capacity to engage through technology, many parti-
cipants expressed willingness to have more video visits.
While prior research has shown video consultations to be
acceptable, safe, and effective for a variety of health condi-
tions,45–52 a very limited number of participants in this
study were given the option of video visits. Video visits
could enable participants to have more visual interactions
with providers6 and perhaps satisfy the need for more
human contact, which was thought to be currently

missing. Of note, the recommendation was made by study
participants with greater representation from an older age
category. In fact, 83.2% of the participants declared to
have excellent or good ability using computers, thus dispel-
ling the notion that video visits are preferred by younger
patients.6,53 These findings suggest careful consideration
of access to technology and ability to use computers.

Strengths and limitations of the study
A highlight for the research team and a strength of this
research was the collaboration with Patient and Caregiver
Community Advisors. Despite the inability to attend
in-person meetings due to COVID-19 pandemic restrictions,
members participated using videoconferencing to provide
important feedback throughout the study. This was pivotal
to determining ease of use/readability of the survey instru-
ment and enhanced its face validity. However, the survey
was not pilot tested further, and this may be a limitation.

The community advisors’ engagement and facilitation in
disseminating study findings were some of the highlights of
this collaboration, which resulted in authorship on abstracts
as well as attendance and presentations at virtual conferences.
Importantly, our research corroborates a similar and important
message as others10,54 in that, patients should be the focal
point of health system decision-making and more engaged
in consultations about the future application of virtual care.

The novel use of the electronic medical record to cue
automated distribution of patient surveys in Manitoba
helped minimize the burden of research participation on
clinical practices. However, the reliance on technology
for distribution of the surveys may limit the findings by
missing input from those who do not have adequate
access to the internet or technology, have difficulty navigat-
ing an online survey or do not have a regular primary care
provider. The broader invitation to participate in the survey
using community newspapers and a mixed method
approach are strengths of this study.

Certain groups, including patients with low income,
limited English proficiency, or sensory impairments are
under-represented in the patient survey responses, and
may also be a limitation given that the focus groups were
conducted using Zoom. Although the survey and focus
group samples were mixed, there were more female than
male participants. Also, the number of responses in some
categories of the quantitative analysis was quite low and
require further investigation. Inclusion of more
male-affiliated experiences and those of a younger popula-
tion may have resulted in different views based on different
access and interactional experiences. Inclusion of more
regional representation, including more participation of
Northern and remotely located communities and partici-
pants would have made the results more generalizable to
the overall population of patients receiving virtual care.
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Finally, we recognize the rapid pace with which technol-
ogy has been adopted for communicating during and since
the pandemic environment; these results represent a unique
point in time but have imparted important points about
patient-centred use of technology for virtual primary care
visits they develop and advance toward the future.

Conclusion
Virtual care enabled patients to access primary health care
services while maintaining physical distance; however,
the rapid up-scale of virtual care during the COVID-19 pan-
demic left many questions about the impact on patients and
their interactions with primary care providers. Drawing
from the experiences of patients and caregivers, as the pre-
dominant ‘users’ of the health care system, we gain much
needed insight into accessibility of care, acceptability (high-
lighting both benefits and challenges) and perceptions of
quality of virtual care. Findings indicated that virtual care
did have a place in the health system, virtual visits were
better suited to address some issues over others, and
patients should be given a choice based on their preferences
together in consultation with their provider. The recommen-
dations from study participants are an important contribu-
tion to decision-making, integrating and sustaining quality
virtual care for long-term use. This patient-oriented
research highlights the importance of ensuring that the
voices of patients and caregivers are at the forefront of
virtual care discussions and guideline development for
patient-centered healthcare service delivery.
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