
1

Age and Ageing 2022; 51: 1–17
https://doi.org/10.1093/ageing/afab279

© The Author(s) 2022. Published by Oxford University Press on behalf of the British Geriatrics
Society. All rights reserved. For permissions, please email: journals.permissions@oup.com.

This is an Open Access article distributed under the terms of the Creative Commons Attribution
Non-Commercial License (https://creativecommons.org/licenses/by-nc/4.0/), which permits

non-commercial re-use, distribution, and reproduction in any medium, provided the original work is
properly cited. For commercial re-use, please contact journals.permissions@oup.com

QUALITATIVE PAPER

Using video consultation technology between
care homes and health and social care
professionals: a scoping review and interview
study during COVID-19 pandemic

Krystal Warmoth1,2, Jennifer Lynch1, Nicole Darlington1,2,
Frances Bunn1,2, Claire Goodman1,2

1Centre for Research in Public Health and Community Care (CRIPACC), University of Hertfordshire, AL10 9AB Hatfield, UK
2National Institute for Health Research (NIHR) Applied Research Collaboration East of England, CB2 8AH Cambridge, UK

Address correspondence to: Krystal Warmoth, University of Hertfordshire, Health Research Building, College Lane Campus,
Hatfield AL10 9AB, UK. Tel: +44 (0)1707 281295. Email: k.warmoth@herts.ac.uk

Abstract

Background: the COVID-19 pandemic disproportionately affected care home residents’ and staffs’ access to health care
and advice. Health and social care professionals adapted rapidly to using video consultation (videoconferencing) technology
without guidance. We sought to identify enablers and barriers to their use in supporting care home residents and staff.
Methods: a scoping review of the evidence on remote consultations between healthcare services and care homes. Interviews
with English health and social care professionals about their experiences during the pandemic. Findings were synthesised using
the non-adoption, abandonment, scale-up, spread, sustainability framework.
Results: 18 papers were included in the review. Twelve interviews were completed. Documented enablers and barriers
affecting the uptake and use of technology (e.g. reliable internet; reduced travelling) resonated with participants. Interviews
demonstrated rapid, widespread technology adoption overcame barriers anticipated from the literature, often strengthening
working relationships with care homes. Novel implementation issues included using multiple platforms and how resident
data were managed. Healthcare professionals had access to more bespoke digital platforms than their social care counterparts.
Participants alternated between platforms depending on individual context or what their organisation supported. All
participants supported ongoing use of technologies to supplement in-person consultations.
Conclusions: the evidence on what needs to be in place for video consultations to work with care homes was partly
confirmed. The pandemic context demolished many documented barriers to engagement and provided reassurance that
residents’ assessments were possible. It exposed the need to study further differing resident requirements and investment
in digital infrastructure for adequate information management between organisations.
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Key Points

• Contrary to previous evidence, health and social care practitioners working with care homes were able to learn and rapidly
adopt video consultation technology in response to the COVID-19 pandemic.

• A fragile infrastructure with unreliable access to equipment, software and internet is an enduring barrier to uptake and use.
• Compared with earlier studies, the use of multiple platforms to communicate with care home staff, residents and their

families is a new finding. It is unclear how this range of online communication to inform older people’s care is documented.
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• Rapid adoption of the technology highlighted how different approaches to data gathering and sharing between organisations
needs standardisation. Careful attention should be paid to how relationships between care homes and health and social care
services are strengthened.

• Future and ongoing use of this technology is sustainable. If it is used to complement in-person visits or as a possible
substitute is undecided. The impact of online consultations on care home staff workload is unknown.

• Assessment of residents’ capacity to participate, documenting their preferences and providing appropriate technical support
and carer assistance need to be known and consistently documented by NHS and care home staff.

Background

The NHS has committed to using technology (e.g. video
consultation and telemedicine) to support the delivery
of services as stated in the NHS Long Term Plan to
upgrade technology and digitally enabled care [1]. During
the COVID-19 pandemic, the NHS and local authorities
needed to reduce the number of in-person appointments
to lessen the risk of spreading the virus. Deployment
and implementation of video consultation solutions were
accelerated [2]. In the early stages of the pandemic, reports
suggested that some health and social care staff had found
the switch to video consultations difficult [3], exacerbated
by a lack of guidance on how to best facilitate this
change [4].

Previous evidence on remote consultations (videocon-
ferencing and telemedicine) suggested they could be cost-
effective and feasible [5–8] enhancing access to services,
continuity of care [9, 10], greater staff confidence [11]
and reduction in unplanned hospital admissions [6].
Despite this evidence, there was limited uptake of health-
care innovations in care homes attributed to leadership,
culture, space, time and relationships between staff [12].
The rapid adoption due to the COVID-19 pandemic
appeared to accelerate the use of video consultation in care
homes.

This study focused on the implementation and use of
video consultation technology to identify the enablers, barri-
ers and contextual factors related to the use of this technology
by health and social care professionals working with care
homes during the COVID-19 pandemic.

Methods

The study was commissioned by an NHS Community Trust
and comprised a scoping literature review and interviews
with health and social care professionals to develop our
understanding of the enablers and barriers to the use of
video consultations experienced by staff working with care
homes (residents and staff). We used the non-adoption,
abandonment, and challenges to the scale-up, spread, and
sustainability of health and care technologies (NASSS)
framework [13] to synthesise findings relating to seven
domains: (1) an understanding of the health condition/social
care need (s); (2) the properties of the technology and
relevant peripherals; (3) the value proposition for residents,

users and developers; (4) the role and input of the
adopters; (5) organisational factors; (6) the wider system;
(7) adopting and embedding the technology over time.
This framework considers the multiple levels of influence
and relationships highlighting what supports and hinders
effective technology implementation, especially in healthcare
settings [14].

Scoping review

A scoping review was conducted to identify the known fac-
tors affecting technology implementation with care homes.
A scoping review maps the key concepts underpinning a
research area and the main sources and types of evidence
available [11]. Studies were identified through systematic
searches of PubMed and the Cochrane Library and keyword
searches on Google Scholar in July 2020 and updated in
October 2021. MeSH headings and free-text terms related
to videoconferencing, telehealth and digital health were com-
bined with terms related to care homes and long-term care
(see Supplementary Material 1). We tracked citations and
checked reference lists of relevant reviews. Searches were
restricted to the last 10 years to capture video technologies
likely to be in use. Table 1 summarises the eligibility criteria.
The video consultation technology could be stand-alone,
or part of a larger, complex intervention. The inclusion
criteria were applied independently at two levels (abstract
and full text) by two reviewers (KW, ND). Any uncertainty
was resolved by consensus. Disagreements between reviewers
were resolved by discussion or by recourse to a third reviewer
(JL).

As this was a scoping review, no formal quality assess-
ment tool was used [15]. Data extracted included: study
design; the purpose for technology use (e.g. assessment,
diagnosis, management, clinical support); setting; funding;
staff involved (e.g. which care home staff and which profes-
sionals); whether residents directly involved; the technology/
tools used; support provided for use of technology; and
data on barriers and facilitators of implementation. Using
content analysis, we compiled a descriptive overview of the
implementation and use of such technology from the papers.
Data were coded, integrated into common themes, and
categorised as support to encourage adoption and/or enablers
or barriers to use. Text was condensed and synthesised while
still preserving the core meanings. Using the NASSS frame-
work, we organised the text into the relevant domains and
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Table 1. Inclusion and exclusion criteria for scoping review

Criteria Inclusion Exclusion
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Time period 2010 onwards Before 2010
Language English Not English
Study type Research of any design, including systematic reviews Commentary and opinion papers, study, and review protocols
Actors Health care provider communication with care homes,

residential aged care facilities, long-term care facilities, and
nursing homes; consultations must involve a resident and/or
care home staff.

Communication between residents and family members or friends
and when between only health care providers (e.g. geriatrician and
pharmacist) and neither a member of care home staff nor a resident
is included

Country International literature if considered relevant to UK setting International literature if considered not relevant to UK setting
Technology purpose 2-way, real time audio-visual interactive communications (e.g.

videoconferencing)
Training or educational purpose, communication between
residents and family carers, monitoring devices

Implementation
factors

Information relating to enablers and barriers to use, or issues
related to the implementation of technology

Does not include information relating to enablers and barriers to
use, or issues related to the implementation of technology (e.g.
effectiveness on patient outcomes or service use)

interpreted our findings so they could be compared to the
interview findings.

Interviews with health and social care professionals

Semi-structured individual interviews were conducted from
November 2020 to January 2021 with health and social care
professionals (e.g. General Practitioners and social workers)
working with care homes in Hertfordshire. We employed
a purposive sampling strategy. Participants were identified
via the local NHS Trust and Adult Social Care services.
The Medical Director and Research Lead at the NHS Com-
munity Trust provided a list of potential participants who
had been working with care homes during the pandemic.
Potential participants were sent the participant information
sheet and consent form for taking part in the study. Inter-
views were conducted via videoconferencing or telephone (if
preferred), digitally recorded, and professionally transcribed.
An interview guide was used to explore prior and current
experience of using technology, whether it worked well for
particular situations, residents or events; how it fitted with
existing methods of consultation and what it was used for
(e.g. assessment, monitoring, review); and what they would
change. The interview questions were developed by the
research team then reviewed by two healthcare providers
(GP and nurse) to ensure acceptability and clarity. The data
underwent targeted coding to facilitate the rapid identifi-
cation of relevant themes. NVivo 12 was used to organise
and manage data [16]. A thematic approach informed by
implementation factors outlined in the NASSS framework
was adopted to analyse the qualitative data.

Ethical review and approval

Ethical review was not required for the scoping review as
no primary research data was collected. The interview study
received ethics approval from the University of Hertford-
shire Ethics Review Board on 7 September 2020 (reference
number HSK/SF/UH/04266).

Results

In this section, we provide a summary of the findings from
the review and interviews, followed by a synthesis of the
combined findings structured by the NASSS domains.

Eighteen papers were included in the review (Figure 1).
See Table 2 for characteristics of included articles. None were
randomised controlled trials. Most studies were published
after 2015 and reported on the perspectives and role of
healthcare providers. Studies focused on specialist healthcare
services and visits [17, 18], including specific clinical spe-
cialisations (e.g. orthopaedic [19], neurology [20], geriatric
mental health [21, 22], psychiatry [23, 24], palliative care
[25, 26], dentistry [27] and rehabilitation [26]). Four papers
were about services for aiding communication with hospi-
tals and supporting transfers [20, 28–30]. One service was
designed to support COVID-19 prevention and outbreak
management [31]. Videoconferencing alone was studied in
most papers [7, 8, 17–24, 28–30, 32] but, in four papers, it
was part of a complex intervention [25–27, 31].

Fifteen professionals working with care homes were
invited to participate in the interviews. Five health care (HC)
and seven social care (SC) professionals were interviewed. All
healthcare professionals were GPs. The social care profession-
als included varying roles (e.g. managers, deputy managers,
social workers, and support or community officers); they
involved supporting admittance and discharges from
hospital. After 12 interviews, no new codes or themes were
identified and all NASSS framework domains were covered.
All participants and interviewers were female. Interviews
lasted on average 39 min. Nearly all the participants reported
never using this technology as part of their professional
role before the pandemic. Participants reported similar
experiences where there were differences in the responses
these are noted in the relevant domain.

Synthesis

Themes developed from the scoping review and interviews
were reviewed and compared. Common themes were refined
and categorised with the NASSS framework domains.
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Figure 1. PRISMA flow diagram depicting search and screening processes.

Table 3 details examples from the scoping review and
interviews that illustrate themes and NASSS framework
domains.

Domain 1: the condition

The review identified many challenges of using technology
for care home residents. These included residents having
complex conditions [17, 26], sensory impairments [23, 24]
(e.g. hearing or vision loss) and cognitive issues [8, 26],
which affected their capacity to participate. This was rein-
forced by the interview findings, providing detail about the
specific challenges of ensuring older people could hear and
see well enough to focus on the consultation.

Some of the patients, particularly if they were hard of hearing, really struggled
with it. (HC01)

Several mentioned how some residents could get confused
or distressed and recognised that there needed to be time to
adjust to the new medium.

especially people that have got . . . mental health or cognitive impairment,
sometimes if they’re already hallucinating and hearing voices, and all of a sudden
someone’s started talking out of the computer at them . . . It can unsettle them for
a period of time. (SC01).

Circumstances where it worked well included saving staff
time on travel and pre-empting the need for hospital admis-
sions. Although the technology was often a new experi-
ence for the resident arguably ageist assumptions that they
could not use technology were dispelled. As one healthcare
professional described:

there are a lot of surprises where. . . Especially you kind of had this perception
that maybe if someone is a hundred. . . They’re going to really struggle, but some

6



Using video consultation technology

Ta
bl

e
3.

Th
em

es
fro

m
th

e
sc

op
in

g
re

vi
ew

an
d

in
te

rv
ie

w
st

o
ill

us
tr

at
e

do
m

ai
ns

in
th

e
N

AS
SS

fra
m

ew
or

k

N
AS

S
do

m
ai

n
Th

em
es

In
te

rv
ie

w
qu

ot
e

ex
am

pl
e

Sc
op

in
g

re
vi

ew
ex

am
pl

e
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

C
on

di
tio

n(
s)

:
th

e
cl

in
ic

al
an

d
so

ci
oc

ul
tu

ra
l

as
pe

ct
so

fa
n

in
di

vi
du

al
’s

he
al

th
co

nd
iti

on
an

d
as

so
ci

at
ed

co
m

or
bi

di
tie

sa
si

tc
an

de
te

rm
in

e
th

e
ap

pr
op

ria
te

ne
ss

of
th

e
us

e
of

te
ch

no
lo

gy

Se
ns

or
y

im
pa

irm
en

t
‘S

om
eo

ft
he

pa
tie

nt
s,

pa
rt

ic
ul

ar
ly

if
th

ey
w

er
eh

ar
d

of
he

ar
in

g,
re

al
ly

str
ug

gl
ed

w
ith

it’
(H

C
01

)
V

isu
al

im
pa

irm
en

t[
23

,2
4]

an
d

he
ar

in
g

im
pa

irm
en

t[
24

]

C
og

ni
tiv

e
im

pa
irm

en
ta

nd
de

m
en

tia
‘Y

ou
ge

t—
so

es
pe

ci
al

ly
pe

op
le

th
at

ha
ve

go
t,

Iw
ou

ld
sa

y,
m

en
ta

lh
ea

lth
or

co
gn

iti
ve

im
pa

irm
en

t,
so

m
et

im
es

if
th

ey
’re

al
re

ad
y

ha
llu

ci
na

tin
g

an
d

he
ar

in
g

vo
ic

es
,a

nd
al

lo
fa

su
dd

en
so

m
eo

ne
’s

sta
rt

ed
ta

lk
in

g
ou

to
ft

he
co

m
pu

te
ra

t
th

em
..

.I
tc

an
un

se
ttl

e
th

em
fo

ra
pe

rio
d

of
tim

e’
(S

C
01

)

Pe
op

le
w

ith
de

m
en

tia
m

ay
ha

ve
pr

ob
le

m
sv

er
ba

lis
in

g
sy

m
pt

om
s[

8]
;F

am
ily

pr
es

en
tt

o
su

pp
or

tc
og

ni
tiv

e
im

pa
irm

en
t[

23
]

C
om

pl
ex

an
d

m
ul

tip
le

co
nd

iti
on

s
‘If

it
w

as
to

be
m

uc
h

m
or

e
co

m
pl

ic
at

ed
,I

th
in

k
it

w
ou

ld
be

tr
ic

ky
.’

(H
C

01
)

Re
sid

en
tc

om
pl

ex
ity

[1
7]

;t
el

eh
ea

lth
no

ts
ee

n
as

le
gi

tim
at

e
fo

rp
at

ie
nt

sw
ith

co
m

pl
ex

iss
ue

s[
26

]
La

ng
ua

ge
‘o

bv
io

us
ly

w
he

re
En

gl
ish

isn
’t

th
e

fir
st

la
ng

ua
ge

,s
om

et
im

es
on

,l
ik

e
on

m
y

ph
on

e
I’v

e
go

t.
..

Ag
ai

n,
ha

vi
ng

an
in

te
rp

re
te

ro
n

a
vi

de
o

co
nf

er
en

ce
,t

he
re

w
ou

ld
be

a
bi

g
de

la
y

in
m

e
sa

yi
ng

it,
an

d
th

e
in

te
rp

re
te

r.’
(S

C
01

)
Te

ch
no

lo
gy

:
th

e
eq

ui
pm

en
t,

fe
at

ur
es

,
kn

ow
le

dg
e,

an
d

su
pp

ly
m

od
el

of
th

e
te

ch
no

lo
gy

In
te

rn
et

ca
pa

ci
ty

an
d

qu
al

ity
‘I

m
ea

n,
th

e
bi

gg
es

tg
rip

e
is

te
ch

no
lo

gy
if

it
do

es
n’

tw
or

k,
so

if
th

e
te

ch
no

lo
gy

w
or

ks
an

d
th

e
pi

ct
ur

e
is

go
od

,t
ha

t’s
be

tte
r.’

(H
C

02
)

IT
ca

pa
ci

ty
an

d
te

ch
ni

ca
li

ss
ue

s(
ba

nd
w

id
th

an
d

vi
de

o
qu

al
ity

)[
18

,2
4]

;T
ec

hn
ic

al
in

fra
str

uc
tu

re
un

re
lia

bl
e

[3
2]

D
at

a
se

cu
rit

y
an

d
pr

ot
ec

tio
n

‘th
e

co
nc

er
n

th
at

Iw
ou

ld
ha

ve
is

ar
ou

nd
da

ta
pr

ot
ec

tio
n,

an
d

m
ak

in
g

su
re

th
at

,f
or

ex
am

pl
e,

I’m
no

ts
ee

in
g

do
cu

m
en

ts
or

vi
de

oi
ng

,o
rh

av
in

g
th

in
gs

on
lin

e
th

at
Is

ho
ul

dn
’t

ha
ve

.’
(S

C
05

)

V
PN

an
d

da
ta

en
cr

yp
tio

n
[2

0]

Eq
ui

pm
en

tn
ee

de
d

‘b
ei

ng
ab

le
to

ro
ll

th
e

iP
ad

so
ut

to
th

e
ca

re
ho

m
es

re
al

ly
he

lp
ed

;b
ec

au
se

yo
u

co
ul

d
se

e
a

lo
tm

or
e

on
th

e
iP

ad
th

an
on

pe
op

le
’s

ph
on

es
’(

H
C

03
)

Pr
oc

ur
em

en
to

fe
qu

ip
m

en
t[

27
]

U
se

of
di

ffe
re

nt
pr

og
ra

m
m

es
‘A

nd
w

e
tr

y,
w

he
re

po
ss

ib
le

,t
o

us
e

vi
de

o
ge

ne
ra

lly
th

ro
ug

h
Te

am
sa

tt
he

m
om

en
t.

W
e’v

e
al

so
us

ed
Ac

cu
R

x
in

m
y

pr
ev

io
us

ro
le

,a
nd

w
e

so
m

et
im

es
us

e
W

ha
tsA

pp
,a

sa
la

st
re

so
rt

,w
he

n
so

m
eh

ow
th

e
w

i-fi
of

te
n,

w
el

l,
no

to
fte

n,
bu

t
no

ti
rr

eg
ul

ar
ly,

w
e

ha
ve

iss
ue

sw
ith

co
nn

ec
tio

n.
So

w
e

en
d

up
ju

st
us

in
g

ou
r

m
ob

ile
sf

or
W

ha
tsA

pp
,a

nd
w

e’r
e

no
ts

up
po

se
d

to
do

th
at

,I
do

n’
tt

hi
nk

,b
ut

th
at

of
te

n
is

ba
ck

up
.’

(H
C

05
)

‘I’
m

do
in

g
th

e
M

S
Te

am
so

rv
id

eo
stu

ff
fo

rp
ro

fe
ss

io
na

l,
w

ith
pr

of
es

sio
na

ls,
I’m

fin
di

ng
th

at
ve

ry
us

ef
ul

..
.A

nd
th

en
It

hi
nk

th
e

vi
de

o
stu

ff
is

qu
ite

ha
nd

y
fo

r,
ob

vi
ou

sly
,r

el
at

iv
es

th
at

ar
en

’t
ab

le
to

se
e

th
ei

rl
ov

ed
on

es
th

at
ar

e
in

ho
sp

ita
lo

ri
n

th
e

ca
re

ho
m

e,
so

th
ey

ca
n

us
e

Fa
ce

Ti
m

e
an

d
th

in
gs

lik
e

th
at

.’
(S

C
02

)

C
on

tin
ue

d

7



K. Warmoth et al.

Ta
bl

e
3.

C
on

tin
ue

d
N

AS
S

do
m

ai
n

Th
em

es
In

te
rv

ie
w

qu
ot

e
ex

am
pl

e
Sc

op
in

g
re

vi
ew

ex
am

pl
e

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
Va

lu
e

pr
op

os
iti

on
:

w
he

th
er

or
no

tt
he

te
ch

no
lo

gy
is

w
or

th
im

pl
em

en
tin

g
fo

r
cl

in
ic

ia
ns

,p
at

ie
nt

s,
an

d
su

pp
lie

rs

Se
ei

ng
th

e
re

sid
en

t
‘S

o
th

e
ad

va
nt

ag
e

of
vi

de
o

ov
er

ph
on

e,
is

yo
u

ca
n

ac
tu

al
ly

ey
eb

al
l

th
e

pa
tie

nt
.Y

ou
ca

n
lo

ok
at

th
ei

rw
ou

nd
s,

yo
u

ca
n

lo
ok

at
w

he
th

er
th

e
pa

tie
nt

is
in

di
str

es
s,

th
os

e
ki

nd
so

ft
hi

ng
s.

An
d

yo
u

ca
n

al
so

pi
ck

up
pr

ob
le

m
sw

ith
in

fe
ct

io
n

co
nt

ro
lf

ro
m

th
e

ca
re

ho
m

e
sta

ff
as

w
el

l.’
(H

C
03

)
C

os
t-e

ffe
ct

iv
en

es
s

‘S
o

th
e

G
Ps

w
ill

sit
in

a
ce

nt
ra

lr
ef

er
ra

lh
ub

,a
nd

G
Ps

ar
e

ki
nd

of
an

ex
pe

ns
iv

e
re

so
ur

ce
an

d
pu

tti
ng

th
em

w
ith

ev
er

y
te

am
on

th
e

gr
ou

nd
,w

e
do

n’
th

av
e

en
ou

gh
m

on
ey

to
do

th
at

,b
as

ic
al

ly.
An

d
so

if
yo

u
pu

tt
he

G
Ps

ce
nt

ra
lly

,a
nd

yo
u

en
ab

le
th

em
to

do
a

vi
de

o
co

ns
ul

tw
ith

an
y

te
am

on
th

e
gr

ou
nd

,i
tm

ak
es

be
st

us
e

of
th

at
ki

nd
of

sc
ar

ce
re

so
ur

ce
.’

(H
C

03
)

ec
on

om
ic

al
an

d
ea

sy
to

or
ga

ni
se

w
he

n
us

er
sa

re
in

on
e

pl
ac

e
[2

4]
;n

o
tr

an
sp

or
to

re
xt

ra
sta

ffi
ng

co
sts

[2
7]

;
C

on
sid

er
ed

us
ef

ul
an

d
sa

ve
st

im
e

[1
9,

20
];

ex
pe

ns
iv

e
eq

ui
pm

en
t[

20
];

fin
an

ci
al

co
m

m
itm

en
t[

8,
21

];
co

st
[2

3]

In
fe

ct
io

n
co

nt
ro

l
‘I

gu
es

st
ha

t’s
al

so
an

ot
he

rb
en

efi
t,

is
th

at
w

e
w

er
e

no
tp

ut
tin

g
pa

tie
nt

sa
tr

isk
.A

nd
pe

op
le

go
in

g
in

an
d

ou
ti

sg
oi

ng
to

be
m

or
e

ris
ky

w
ith

C
ov

id
,t

hi
nk

in
g

ab
ou

tt
he

fu
tu

re
,a

bo
ut

flu
.A

nd
th

e
m

or
e

pe
op

le
th

at
ar

e
vi

sit
in

g
th

es
e

ar
ea

s,
th

e
m

or
e,

th
e

hi
gh

er
th

e
ris

k
of

br
in

gi
ng

th
in

gs
in

.Th
in

ki
ng

ab
ou

tn
or

ov
iru

sa
nd

,a
ct

ua
lly

,
if

yo
u

ca
n

do
it

ov
er

th
e

vi
de

o
it’

ss
af

er
fo

rt
he

m
.;’

(H
C

01
)

M
ee

tin
g

to
di

sc
us

sf
ac

ili
ty

-s
pe

ci
fic

in
fe

ct
io

n
co

nt
ro

l
co

nc
er

ns
[3

1]

Le
ss

tr
av

el
‘w

e
sp

en
ta

lo
to

ft
im

e
tr

av
el

lin
g,

fa
ffi

ng
,p

ar
ki

ng
,a

nd
ge

tti
ng

in
to

a
ca

re
ho

m
e.

Im
ea

n,
ob

vi
ou

sly
,i

tf
ee

ls
m

or
e

effi
ci

en
tt

o
be

do
in

g
th

e
ro

un
ds

re
m

ot
el

y,
an

d
yo

u
ca

n
re

vi
ew

m
or

e
pa

tie
nt

si
n

th
e

sa
m

e
am

ou
nt

of
tim

e
th

at
w

e
w

ou
ld

do
on

th
e

gr
ou

nd
.’

(H
C

02
)

Re
du

ce
st

ra
ve

l[
17

,1
9,

20
];

of
te

n
tr

av
el

in
vo

lv
es

fa
m

ily
[1

7]
;c

ar
e

cl
os

er
to

ho
m

e
[8

];
m

or
e

effi
ci

en
ts

er
vi

ce
,i

.e
.

no
tn

ee
di

ng
to

tr
av

el
fo

re
xp

er
ta

dv
ic

e
[2

7]
;r

ed
uc

in
g

w
ai

tin
g

lis
ts

an
d

un
ne

ce
ss

ar
y

tr
av

el
[2

7]
;l

es
sd

isr
up

tiv
e

an
d

no
tr

an
sp

or
t[

27
];

no
tl

ea
ve

fa
m

ili
ar

en
vi

ro
nm

en
t

[2
1]

Be
tte

ra
cc

es
st

o
ca

re
an

d
us

e
of

se
rv

ic
es

‘it
m

ak
es

ev
er

yt
hi

ng
m

or
e

ac
ce

ss
ib

le
,b

ec
au

se
it’

se
as

y
ju

st
to

slo
t

in
th

in
gs

ov
er

th
e

ph
on

e,
th

an
ha

vi
ng

to
na

vi
ga

te
tr

av
el

tim
e

fo
r

yo
u

an
d

ot
he

rp
eo

pl
e’

(S
C

02
)

Al
lo

w
sf

or
ca

re
w

ith
ou

tb
ei

ng
on

sit
e

[3
1]

;A
vo

id
s

tr
an

sfe
rs

/h
os

pi
ta

lis
at

io
ns

[8
,1

7]
;A

bi
lit

y
to

ac
ce

ss
to

se
rv

ic
es

[1
7,

19
,2

2]
;H

av
in

g
re

al
-ti

m
e

ac
ce

ss
to

cl
in

ic
ia

n
[2

8]
;s

pe
ed

up
ac

ce
ss

to
ca

re
[8

,3
0]

;e
xp

an
d

th
ei

r
se

rv
ic

es
an

d
pr

ov
id

e
be

tte
ra

cc
es

st
o

ru
ra

ll
oc

at
io

ns
[2

6]
;

in
cr

ea
se

d
co

nfi
de

nc
e

in
co

ur
se

of
ac

tio
n

[1
7]

R
ap

po
rt

an
d

tr
us

t
bu

ild
in

g
‘th

e
hu

m
an

to
uc

h
is

qu
ite

po
w

er
fu

l.
An

d
th

at
’s

on
e

of
th

e
bi

g
th

in
gs

th
at

I’v
e

no
tic

ed
,i

si
tt

ak
es

a
lo

ng
tim

e
to

bu
ild

ra
pp

or
t

ov
er

vi
de

o’
(H

C
01

)

Re
sid

en
td

ist
ru

st
[8

]

Li
m

ita
tio

ns
an

d
ap

pr
op

ria
te

ne
ss

of
us

e
‘Th

e
on

ly
th

in
gs

w
e’v

e
no

tr
ea

lly
be

en
ab

le
to

do
is

ob
vi

ou
sly

so
rt

of
in

tim
at

e
ex

am
in

at
io

ns
,s

o
an

yt
hi

ng
th

at
yo

u
w

ou
ld

n’
tw

an
tt

o
do

in
vi

de
o,

th
at

ob
vi

ou
sly

ne
ed

si
n-

pe
rs

on
’(

H
C

04
)

‘it
’s

no
ta

pp
ro

pr
ia

te
to

do
m

en
ta

lc
ap

ac
ity

as
se

ss
m

en
ts

..
.b

ec
au

se
w

e’r
e

no
tg

iv
in

g
th

at
pe

rs
on

th
e

be
st

ch
an

ce
to

pa
ss

th
e

as
se

ss
m

en
t,

an
d

to
be

de
em

ed
ha

vi
ng

ca
pa

ci
ty

’(
SC

01
)

C
an

no
tp

hy
sic

al
ly

ex
am

in
e

re
sid

en
t[

8]
;C

lin
ic

ia
n

re
se

rv
at

io
ns

ab
ou

tt
he

sa
fe

ty
an

d
su

ita
bi

lit
y/

lim
ita

tio
ns

of
te

le
he

al
th

(e
.g

.a
ss

ist
in

g
w

ith
ad

ve
rs

e
ev

en
tl

ik
e

fa
ll)

[2
6]

C
on

tin
ue

d

8



Using video consultation technology

Ta
bl

e
3.

C
on

tin
ue

d
N

AS
S

do
m

ai
n

Th
em

es
In

te
rv

ie
w

qu
ot

e
ex

am
pl

e
Sc

op
in

g
re

vi
ew

ex
am

pl
e

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
Ad

op
te

r(
s)

:
th

e
ro

le
,i

de
nt

ity
,a

nd
in

pu
to

fa
ll

th
e

di
ffe

re
nt

sta
ke

ho
ld

er
so

ft
he

ne
w

te
ch

no
lo

gy

Re
sid

en
ts

an
d

th
ei

r
fa

m
ili

es
La

ck
of

co
nfi

de
nc

e
an

d
ex

pe
rie

nc
e

w
ith

te
ch

no
lo

gy
‘th

e
ol

de
rg

en
er

at
io

n
ar

e
no

ta
sa

u
fa

it
w

ith
us

in
g

th
is

te
ch

no
lo

gy
’

(S
C

05
)

C
on

fu
sio

n
‘I

th
in

k
so

m
et

im
es

th
er

e’s
so

rt
of

m
isi

nt
er

pr
et

at
io

n,
m

isc
om

m
un

ic
at

io
n.

So
m

et
im

es
it

so
un

ds
re

al
ly

sil
ly,

bu
tt

he
y

di
dn

’t
ac

tu
al

ly
re

al
ise

Iw
as

a
do

ct
or

.’
(H

C
01

)
In

fo
rm

in
g

fa
m

ily
m

em
be

rs
‘I

m
ea

n,
es

pe
ci

al
ly

at
th

e
m

om
en

tw
ith

fa
m

ily
m

em
be

rs
no

tb
ei

ng
ab

le
to

go
in

to
ca

re
ho

m
es

,t
he

y’r
e

qu
ite

re
lia

nt
on

,w
el

l,
di

d
yo

u
sp

ea
k

to
he

r?
H

ow
w

as
sh

e?
H

ow
di

d
sh

e
lo

ok
?S

o
so

m
et

im
es

it
ca

n
be

us
ed

fo
rt

ha
ta

sw
el

l.’
(S

C
01

)

Re
sid

en
t:

ac
ce

pt
an

ce
an

d
sa

tis
fa

ct
io

n
of

el
de

rly
us

er
sa

nd
th

ei
rh

ea
lth

ca
re

pr
ov

id
er

si
nc

l.
Pe

op
le

w
ith

de
m

en
tia

[2
4]

Fa
m

ily
/c

ar
er

s:
ed

uc
at

io
n

m
at

er
ia

ls
fo

rr
es

id
en

ts
an

d
th

ei
r

fa
m

ily
m

em
be

rs
[2

1]
;f

am
ily

m
em

be
rs

ag
re

ed
th

at
th

ey
w

ou
ld

pr
ef

er
a

vi
de

oc
on

fe
re

nc
e

if
it

m
ea

nt
th

at
th

ei
r

lo
ve

d
on

e
co

ul
d

be
se

en
by

sp
ec

ia
lis

ts
oo

ne
r,

or
m

or
e

of
te

n
[2

5]

C
ar

e
ho

m
e

sta
ff

Re
sid

en
tc

om
e

fir
st,

ot
he

rd
ut

ie
so

fc
ar

e
‘th

ey
ne

ed
to

m
ee

tt
he

sa
fe

ty
an

d
th

e
ne

ed
so

ft
he

re
sid

en
ts’

(S
C

01
)

Em
po

w
er

,u
ps

ki
ll,

an
d

re
as

su
re

‘A
bl

e
to

re
as

su
re

ca
re

ho
m

e
sta

ff
qu

ic
kl

y—
e.

g.
if

fu
rt

he
rc

ar
e

is
ne

ed
ed

,o
rw

he
n

co
nc

er
ne

d
ab

ou
tc

ov
id

.A
nd

th
at

ga
ve

th
em

a
lo

t
of

re
as

su
ra

nc
e

th
at

th
ey

ha
d

be
en

se
en

..
.’

(H
C

03
)

‘I
su

pp
os

e
it’

sh
el

pi
ng

th
e

sta
ff

fe
el

m
or

e
em

po
w

er
ed

an
d

su
pp

or
te

d’
(S

C
01

)
In

cr
ea

se
d

w
or

kl
oa

d
‘I

do
n’

tt
hi

nk
th

ey
(C

ar
e

ho
m

e
sta

ff)
lik

e
us

in
g

it
as

w
el

l.
..

I
th

in
k

th
ey

fin
d

it—
it

ta
xe

st
he

ir
tim

e’
(S

C
01

)

‘th
re

at
to

‘g
oo

d
ca

re
’[

8]
off

er
in

g
ed

uc
at

io
n

an
d

pr
of

es
sio

na
ls

up
po

rt
[2

2]
;s

ta
ff

sa
w

as
a

ne
w

re
sp

on
sib

ili
ty

pr
ov

id
in

g
op

po
rt

un
iti

es
to

le
ar

n
an

d
up

sk
ill

an
d

in
cr

ea
se

jo
b

sa
tis

fa
ct

io
n

[2
6]

;t
ea

m
sta

bi
lit

y
&

su
pp

or
te

nc
ou

ra
ge

d
ps

yc
ho

lo
gi

ca
ls

af
et

y
an

d
in

no
va

tio
n

[3
0]

;s
el

f-e
ffi

ca
cy

/c
on

fid
en

ce
[3

0]
Ex

tr
a

w
or

k
or

be
yo

nd
se

rv
ic

e:
ad

di
tio

na
le

ffo
rt

w
ith

ou
t

or
ga

ni
sa

tio
na

lo
rfi

na
nc

ia
lr

ew
ar

d
[3

2]
;d

at
a

co
lle

ct
io

n
(e

.g
.v

ita
ls

ig
ns

)a
nd

co
ns

ul
ts

ar
e

di
ct

at
ed

by
fa

ci
lit

y
sta

ffi
ng

an
d

ta
sk

s(
e.

g.
fe

ed
in

g,
ba

th
in

g)
[3

1]
;w

or
kfl

ow
s

[1
7]

;h
ig

h
tu

rn
ov

er
of

sta
ff

in
ca

re
ho

m
es

,m
ea

ni
ng

th
at

nu
m

er
ou

ss
ta

ff
ne

ed
to

be
tr

ai
ne

d
on

th
e

pr
oc

es
se

sa
nd

te
ch

no
lo

gi
es

in
vo

lv
ed

[2
9]

H
ea

lth
an

d
so

ci
al

ca
re

pr
ov

id
er

s
La

ck
of

co
nt

ro
l—

D
rh

as
le

ss
co

nt
ro

l
Re

ly
on

ca
re

ho
m

e
sta

ff
(e

.g
.c

ar
e

ho
m

e
sta

ff
to

ta
ke

BP
an

d
to

ac
t

as
go

be
tw

ee
n)

‘w
e’v

e
go

ta
nu

rs
e

on
th

e
en

d
of

th
e

ph
on

e,
an

d
w

e
ca

n
ge

ta
lo

t
m

or
e

in
fo

rm
at

io
n

fro
m

th
em

.W
he

re
as

ou
rr

es
id

en
tia

lh
om

es
,

un
de

rs
ta

nd
ab

ly,
th

ey
do

n’
th

av
e

an
y

m
ed

ic
al

ba
ck

gr
ou

nd
,s

o
it’

sa
lo

tm
or

e
di

ffi
cu

lt’
.(

H
C

04
)

ex
pe

ct
at

io
n

th
at

pa
tie

nt
sp

re
fe

ri
n

pe
rs

on
[1

9]
;C

lin
ic

ia
ns

ge
tu

se
d

to
a

m
or

e
te

am
ap

pr
oa

ch
[1

8]
;S

at
isf

ac
tio

n
w

ith
te

ch
[7

,1
9,

20
]a

nd
w

ou
ld

us
e

ag
ai

n
[2

5]

C
on

tin
ue

d

9



K. Warmoth et al.

Ta
bl

e
3.

C
on

tin
ue

d
N

AS
S

do
m

ai
n

Th
em

es
In

te
rv

ie
w

qu
ot

e
ex

am
pl

e
Sc

op
in

g
re

vi
ew

ex
am

pl
e

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
H

ea
lth

/c
ar

e
or

ga
ni

sa
tio

n(
s)

:
th

e
re

ad
in

es
s,

ca
pa

bi
lit

y,
an

d
w

or
k

ne
ed

ed
to

im
pl

em
en

tc
ha

ng
e

in
or

ga
ni

sa
tio

ns

C
ha

m
pi

on
sa

nd
sin

gl
e

po
in

to
fc

on
ta

ct
O

ne
pe

rs
on

to
co

or
di

na
te

[3
1]

;c
lin

ic
al

ch
am

pi
on

sa
nd

ca
re

ho
m

e
de

le
ga

te
s[

17
];

ch
am

pi
on

st
o

su
pp

or
tc

ul
tu

re
ch

an
ge

[1
8]

;h
ig

hl
y

tr
ai

ne
d

sta
ff

as
th

e
fir

st
po

in
to

fa
cc

es
s[

29
];

up
ta

ke
dr

iv
en

by
sm

al
ln

um
be

ro
fe

nt
hu

sia
sti

c
nu

rs
es

[3
2]

op
in

io
n

le
ad

er
ss

up
po

rt
[3

0]
Tr

ai
ni

ng
‘I

th
in

k
th

e
tr

ai
ni

ng
w

as
re

al
ly

im
po

rt
an

t.
So

w
e

de
pl

oy
ed

a
lo

to
f

pe
op

le
to

do
tr

ai
ni

ng
w

ith
al

lt
he

pr
of

es
sio

na
ls

w
ho

w
er

eg
oi

ng
to

us
ei

t’
(H

C
03

)

Fa
ci

lit
y

sta
ff

tr
ai

ne
d

on
te

ch
[2

0,
29

,3
2]

;e
du

ca
tio

n
m

od
ul

es
[1

8]
;s

ho
rt

tr
ai

ni
ng

ex
er

ci
se

in
th

e
us

e
of

th
e

te
le

m
ed

ic
in

e
ha

rd
w

ar
e

an
d

so
ftw

ar
e

[2
5]

;a
de

qu
at

e
tr

ai
ni

ng
[2

6]
Im

pl
em

en
ta

tio
n

pl
an

ni
ng

(o
rl

ac
k

of
)

‘W
he

re
as

w
e

ju
st

ha
d

to
ge

to
n

w
ith

it,
w

ith
C

ov
id

.A
nd

,a
ct

ua
lly

,w
e’v

e
ju

st
us

ed
it

an
d

it’
sw

or
ke

d,
w

hi
ch

is
gr

ea
t!’

(H
C

03
)

cr
ea

tio
n

of
an

im
pl

em
en

ta
tio

n
pl

an
w

ith
sta

ke
ho

ld
er

re
vi

ew
[1

8]
;c

om
pr

eh
en

siv
e

im
pl

em
en

ta
tio

n
pl

an
sh

ou
ld

in
cl

ud
e

de
ve

lo
pm

en
to

fa
se

rv
ic

e
fra

m
ew

or
k

th
at

ex
pl

ic
itl

y
de

fin
es

th
e

sc
op

e,
po

sit
io

n
an

d
us

e
of

te
le

he
al

th
w

ith
in

it;
an

d
it

sh
ou

ld
be

cl
ea

rly
co

m
m

un
ic

at
ed

to
he

al
th

ca
re

w
or

ke
rs

ex
pe

ct
ed

to
us

e
it

[2
6]

Ro
le

of
fa

ci
lit

at
or

‘m
os

tu
se

fu
li

sh
av

in
g

a
fa

ci
lit

at
or

th
at

kn
ow

st
he

pa
tie

nt
s,

an
d

th
at

kn
ow

s,
to

be
ho

ne
st,

yo
u

w
an

ts
om

eo
ne

th
at

kn
ow

se
ve

ry
th

in
g

ab
ou

t
th

em
’(

H
C

02
)

‘th
e

sta
ff

to
be

ab
le

to
fa

ci
lit

at
e

th
at

,b
ec

au
se

th
ey

w
ou

ld
ha

ve
to

se
ti

t
up

’(
SC

05
)

‘N
in

e
tim

es
ou

to
ft

en
,i

ti
sb

et
te

rt
o

ha
ve

so
m

eo
ne

th
er

e
w

ith
th

em
,

es
pe

ci
al

ly
if

th
er

e
is

a
fe

w
co

gn
iti

ve
iss

ue
s,

be
ca

us
e

th
ey

ca
n

pi
ck

up
th

in
gs

th
at

ha
ve

no
tb

ee
n

sa
id

,a
nd

th
ey

ca
n

pr
ov

id
e

a
lit

tle
bi

tm
or

e
ba

ck
gr

ou
nd

in
fo

rm
at

io
n

an
d

th
in

gs
’(

SC
01

)

Fa
ci

lit
at

or
to

co
lle

ct
da

ta
[2

1]

Sc
he

du
lin

g
an

d
tim

e
‘so

ju
st

ta
ke

it
as

if
yo

u
w

er
e

go
in

g
to

vi
sit

an
d

se
ti

tu
p

so
th

at
it’

sa
co

nv
en

ie
nt

tim
e

fo
rt

he
sta

ff,
an

d
th

e
se

rv
ic

e
us

er
s.

So
av

oi
di

ng
m

ea
l

tim
es

an
d

m
ed

ic
at

io
n

tim
es

,a
nd

se
ti

tu
p

lik
e

th
at

’(
SC

05
)

Re
qu

ire
ss

ta
ff

tim
e

an
d

de
di

ca
tio

n
[8

,3
1]

;t
im

e
co

m
m

itm
en

t[2
8]

;s
ta

ff
lim

ite
d

tim
e

[1
7,

27
];

sta
ff

ar
e

al
re

ad
y

ov
er

bu
rd

en
ed

[2
4]

Sp
ac

e
‘A

nd
in

th
e

en
vi

ro
nm

en
tt

ha
tt

he
y’r

e
in

—
if

th
ey

’re
in

a
qu

ie
tr

oo
m

an
d

th
ey

ca
n

he
ar

an
d

ve
ry

lik
e

ca
lm

,l
ik

e
it’

sn
ic

e
an

d
ca

lm
,t

he
n

it
w

ill
w

or
k

be
tte

r.
Bu

ts
o

in
a

ca
re

ho
m

e
en

vi
ro

nm
en

ti
t’s

qu
ite

go
od

,i
n

th
e

se
ns

e
th

at
th

ey
’ve

go
tt

he
ir

ow
n

ro
om

s’
(S

C
02

)

H
av

e
a

pr
iv

at
e

ro
om

[1
9,

20
,2

3]
;p

riv
at

e,
qu

ite
ar

ea
w

ith
go

od
lig

ht
in

g
[2

2]
;d

es
ig

na
te

d
ro

om
(n

o
se

tu
p)

[2
1]

;p
riv

at
e,

co
m

fo
rt

ab
le

,q
ui

et
,w

el
l-l

ig
ht

ed
,u

nc
lu

tte
re

d
ro

om
[2

3]

In
fo

rm
at

io
n

ga
th

er
in

g
an

d
sh

ar
in

g
‘w

e’v
e

al
w

ay
ss

or
to

fw
ish

ed
th

at
ca

re
ho

m
es

ha
d

ac
ce

ss
to

th
e

no
te

si
n

th
e

sa
m

e
w

ay
w

e
do

.’
(H

C
02

)
‘S

o
as

w
e

go
th

ro
ug

h
w

e
re

co
rd

on
ou

rs
ys

te
m

—
th

e
G

P
sy

ste
m

-w
ha

t
w

e’r
e

do
in

g,
an

d
th

e
ca

re
ho

m
e

m
an

ag
er

sw
ill

re
co

rd
th

ei
r.

..
w

ill
re

co
rd

w
ha

tw
e’v

e
sa

id
in

th
e

pa
tie

nt
’s

no
te

sa
sw

el
l.

So
it’

sr
ec

or
de

d
in

tw
o

pl
ac

es
’(

H
C

04
)

‘w
e’r

e
re

lia
nt

on
th

e
ca

re
rs

ei
th

er
di

ct
at

in
g

to
us

,g
oi

ng
to

vi
sit

,i
fi

t’s
de

em
ed

ne
ce

ss
ar

y,
af

te
rw

e’v
ed

on
er

isk
as

se
ss

m
en

ts
an

d
it’

sd
ee

m
ed

th
at

a
vi

sit
is

ne
ce

ss
ar

y.
So

no
tb

ei
ng

ab
le

to
ha

ve
a

lo
ok

at
th

e
ca

re
lo

gs
is

qu
ite

—
it’

sq
ui

te
an

im
po

rt
an

ti
ss

ue
.’

(S
C

01
)

In
te

gr
at

io
n

w
ith

da
ta

an
d

m
ed

ic
al

re
co

rd
s[

17
]

Sp
ec

ifi
c

ca
re

ho
m

e
ne

ed
s

an
d

ch
al

le
ng

es
‘th

er
e’s

no
tb

ee
n

gr
ea

tc
om

m
un

ic
at

io
n,

ac
tu

al
ly,

w
ith

th
is

ca
re

ho
m

e,
an

d
th

e
m

an
ag

er
ha

sj
us

tc
ha

ng
ed

ov
er

..
..

as
a

co
m

pl
et

el
y

ne
w

ca
re

ho
m

e,
th

er
e

w
er

e
lo

ts
an

d
lo

ts
of

te
et

hi
ng

pr
ob

le
m

s’
(H

C
02

)

C
on

sid
er

in
g

ea
ch

fa
ci

lit
ie

s’
ne

ed
sa

nd
di

ffi
cu

lti
es

[3
1]

,
un

de
rs

ta
nd

in
g

th
e

LT
C

co
nt

ex
ta

nd
th

e
se

tti
ng

-s
pe

ci
fic

ch
al

le
ng

es
(H

el
m

er
-S

m
ith

et
al

.[
16

])
;f

ac
ili

ty
-s

pe
ci

fic
co

nc
er

ns
(in

fe
ct

io
n

co
nt

ro
l,

sta
ffi

ng
,a

nd
or

de
rin

g
PP

E
fro

m
th

ei
rs

ta
nd

ar
d

su
pp

lie
rs

[3
1]

;n
oi

se
[2

5]

C
on

tin
ue

d

10



Using video consultation technology

Ta
bl

e
3.

C
on

tin
ue

d
N

AS
S

do
m

ai
n

Th
em

es
In

te
rv

ie
w

qu
ot

e
ex

am
pl

e
Sc

op
in

g
re

vi
ew

ex
am

pl
e

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
.

.
W

id
er

sy
ste

m
an

d
co

nt
ex

t:
th

e
po

lit
ic

al
,r

eg
ul

at
or

y,
le

ga
l,

an
d

so
ci

oc
ul

tu
ra

la
sp

ec
ts

of
te

ch
no

lo
gy

im
pl

em
en

ta
tio

n

C
O

V
ID

-1
9

th
re

at
an

d
po

lic
y

‘F
or

m
e,

it
is

fa
nt

as
tic

eq
ui

pm
en

t,
an

d
w

e’v
e

go
tt

o
us

e
it

an
d

w
e

ha
ve

n’
tg

ot
a

ch
oi

ce
.’

(S
C

07
)

‘B
ut

be
ca

us
e

of
th

e
C

ov
id

,a
nd

be
ca

us
e

of
th

e
sit

ua
tio

n
th

at
w

ea
re

al
li

n
at

th
e

m
om

en
t,

w
e

ha
ve

no
ch

oi
ce

bu
tt

o
us

e
ot

he
rm

ea
ns

.’
(S

C
04

)

‘b
et

te
rt

ha
n

no
th

in
g’

[2
6]

M
ee

tin
gs

w
er

e
tr

an
sit

io
ne

d
to

w
eb

-b
as

ed
te

le
co

nf
er

en
ci

ng
as

th
e

pa
nd

em
ic

th
re

at
em

er
ge

d:
de

ve
lo

pe
d

an
d

im
pl

em
en

te
d

pr
ev

en
tio

n
an

d
re

sp
on

se
ar

m
s[

31
]

W
or

ki
ng

re
la

tio
ns

hi
ps

w
ith

ca
re

ho
m

es
‘th

is
ca

m
ar

ad
er

ie
..

.It
al

w
ay

sf
el

tl
ik

e
ni

ce
an

d
po

sit
iv

e,
fri

en
dl

y,
m

ut
ua

lw
or

ki
ng

to
ge

th
er

fo
rt

he
go

od
of

th
e

pa
tie

nt
sk

in
d

of
re

la
tio

ns
hi

p.
Ye

ah
,s

o
th

at
w

as
po

sit
iv

e,
fo

rs
ur

e’
(H

C
02

)
‘A

nd
It

hi
nk

ou
rr

el
at

io
ns

hi
p

is
be

tte
rh

av
in

g—
us

in
g

vi
de

o.
W

e’v
e

so
rt

of
ha

d
hi

la
rio

us
m

om
en

ts
ab

ou
th

ow
rid

ic
ul

ou
st

ec
hn

ol
og

y
is.

..
’(

H
C

02
)

M
od

el
of

ca
re

be
tw

ee
n

G
Ps

an
d

R
AC

F
no

tw
or

ki
ng

w
el

l—
dy

sfu
nc

tio
na

lr
el

at
io

ns
hi

p
[3

2]
;U

ne
qu

al
re

la
tio

ns
hi

ps
(o

pp
or

tu
ni

ty
to

re
du

ce
pr

of
es

sio
na

l
iso

la
tio

n)
[3

0]

Fr
ag

ile
in

fra
str

uc
tu

re
W

hi
ch

is
ob

vi
ou

sly
re

al
ly

di
sa

pp
oi

nt
in

g,
be

ca
us

e
ob

vi
ou

sly
bo

ug
ht

al
lt

ho
se

iP
ad

sf
or

th
e

ca
re

ho
m

e.
An

d
so

,w
e’v

e
be

en
sc

ra
tti

ng
ar

ou
nd

,a
nd

w
e

do
n’

th
av

e
an

y
m

on
ey

to
bu

y
m

or
e

iP
ad

s,
bu

tw
e’v

e
be

en
sc

ra
tti

ng
ar

ou
nd

tr
yi

ng
to

fin
d

an
iP

ad
fo

r
th

is
ca

re
ho

m
e.

..
An

d
th

er
e

isn
’t

ju
st

go
in

g
to

be
an

ot
he

ro
ne

co
m

in
g

if
th

ey
lo

se
,o

rh
av

e
sto

le
n

th
e

iP
ad

..
.Th

e
N

H
S

sp
en

ta
lo

to
fm

on
ey

on
bu

yi
ng

th
e

iP
ad

sf
or

th
em

,a
nd

ac
tu

al
ly

th
ey

sh
ou

ld
ha

ve
be

en
re

al
ly

ca
re

fu
lw

ith
th

em
an

d
m

ak
in

g
su

re
th

ey
w

er
e

lo
ck

ed
aw

ay
an

d
ev

er
yt

hi
ng

lik
e

th
at

.(
H

C
03

)
Em

be
dd

in
g

an
d

ad
ap

ta
tio

n
ov

er
tim

e:
th

es
co

pe
fo

ra
da

pt
at

io
n

an
d

or
ga

ni
sa

tio
na

lr
es

ili
en

ce
ov

er
tim

e

Pr
ob

le
m

-s
ol

vi
ng

an
d

cr
ea

tiv
e

w
or

ki
ng

‘Y
ou

ha
ve

to
be

a
bi

tm
or

e
cr

ea
tiv

e
an

d
a

bi
tm

or
e

di
sc

er
ni

ng
,a

nd
pr

ob
ab

ly
sp

en
d

a
bi

tm
or

e
tim

e
ga

th
er

in
g

in
fo

rm
at

io
n

fro
m

di
ffe

re
nt

pl
ac

es
,p

os
sib

ly
as

a
re

su
lt

of
w

or
ki

ng
m

or
e

re
m

ot
el

y.
Bu

t
it

ha
sn

’t—
so

th
e

on
ly

im
pa

ct
it

ha
s,

ho
pe

fu
lly

,i
so

n
th

e
w

or
ke

r,
ha

vi
ng

to
do

a
bi

tm
or

e
an

d
no

to
n

th
e

in
di

vi
du

al
’(

SC
03

)
‘S

o
w

e
ha

ve
to

w
or

k
w

ith
in

th
es

e
tim

es
as

m
uc

h
as

w
e

ca
n,

an
d

w
e

ca
n

be
cr

ea
tiv

e.
An

d
th

ey
ha

ve
ac

hi
ev

ed
go

od
th

in
gs

fo
rn

ow
’

(S
C

06
)

as
sis

th
ea

lth
ca

re
pr

ov
id

er
st

o
de

ve
lo

p
pr

oc
es

se
sa

nd
de

al
w

ith
pr

ob
le

m
s[

32
];

no
ve

ls
ol

ut
io

ns
ne

ed
ed

to
th

e
ris

ks
an

d
ch

al
le

ng
es

in
pr

ov
id

in
g

th
ei

rs
er

vi
ce

sv
ia

te
le

he
al

th
[2

6]

‘N
ew

no
rm

al
’

‘I
do

th
in

k
th

at
th

er
e

is
an

ac
ce

pt
an

ce
th

at
th

is
is

th
e

no
rm

;i
t’s

th
e

ne
w

no
rm

,a
nd

it
fe

el
sl

ik
e

no
rm

al
to

sp
ea

k
to

pe
op

le
’(

SC
05

)
M

ix
ed

or
tr

ia
ge

ap
pr

oa
ch

in
fu

tu
re

‘I
th

in
k

in
th

e
fu

tu
re

it
w

ou
ld

m
ay

be
be

m
or

e
of

a
tr

ia
ge

.S
o

yo
u

ca
n

se
e—

us
e

it
as

a
do

an
as

se
ss

m
en

tt
o

m
ak

e
a

de
ci

sio
n

w
he

th
er

yo
u

ne
ed

to
vi

sit
in

pe
rs

on
..

.p
ur

el
y

ju
st

us
in

g
it

in
ste

ad
of

vi
sit

in
g,

or
al

w
ay

sv
isi

tin
g,

so
m

or
e

of
a

tr
ia

ge
,I

th
in

k.
A

lo
to

f
th

in
gs

th
at

yo
u

ca
n

pr
ob

ab
ly

do
on

a
vi

de
o

th
at

w
e

w
ou

ld
n’

th
av

e
th

ou
gh

tb
ef

or
e,

bu
tn

ow
,h

av
in

g
us

ed
it,

It
hi

nk
it

w
ill

be
us

ed
m

or
e

as
,y

ea
h,

as
a

tr
ia

ge
,I

gu
es

s.
So

th
en

yo
u

ca
n

sti
ll

vi
sit

if
yo

u
ne

ed
to

,b
ut

yo
u

co
ul

d
ha

ve
al

re
ad

y
do

ne
a

lo
to

ft
he

as
se

ss
m

en
t

be
fo

re
ha

nd
.’

(H
C

01
)

11



K. Warmoth et al.

of them were brilliant, and they had never used an iPad before, but they were
absolutely fine. (HC01).

Participants suggested that residents’ capability, preferences,
and conditions should be used to tailor approaches, but
neither the literature nor the interviews provided examples
of how to achieve this and assess suitability for different
residents.

Domain 2: the technology

The studies in the review provided few details about the
technology and equipment used. Most studies focused on
single technologies. In contrast, interviews described the use
of multiple communication software and videoconferencing
platforms rather than bespoke products. Some were able
to use platforms designed for healthcare, supported by the
NHS (e.g. Attend Anywhere [33] and AccuRx [34]), but
others were more reliant on commercially available, mass-
market products (e.g. Microsoft Teams [35], Zoom [36]
and FaceTime [37]). Choice of platform was influenced by
availability, familiarity, functionality, who there were talking
to and the content of the conversation. Applications widely
available on mobile phones were often used for conversations
with residents’ families (e.g. WhatsApp [38] and FaceTime
[37]) mimicking the difference in face-to-face encounters
between professionals and a conversation with a relative.

I’m doing the MS Teams or video stuff for professional, with professionals, I’m
finding that very useful. . . And then I think the video stuff is quite handy for,
obviously, relatives that aren’t able to see their loved ones that are in hospital or
in the care home, so they can use FaceTime and things like that. (SC02).

Only one study [20] from the review mentioned data security
and protection; it recommended the use of a virtual private
network and taking measures for data encryption. This was
a major concern discussed in the interviews, particularly by
social care professionals. Some interview participants did
not use some platforms and all their functions specifically
because of security concerns. For example, not using a facility
within the software for recording and storing data in medical
records (e.g. photographs and verbatim recordings). Instead,
professionals stated that they took notes and added those
into the system manually. There was a lack of clarity around
how consent was obtained about what information could be
retained and recorded and how. As stated by one participant:

the concern that I would have is around data protection, and making sure that,
for example, I’m not seeing documents or videoing, or having things online that
I shouldn’t have. (SC05).

Widely discussed in the literature [18, 24, 32] was access
to a reliable internet connection with enough bandwidth to
support video and sound quality. In the interviews, this lack
of reliable infrastructure was considered the biggest challenge
affecting what could be discussed, and the ability to focus
on the reason for meetings. One social care professional
described:

It’s the breakdown of the connection. . . that’s the main one. . . it’s people not being
able to hear it and sometimes having to have the volume up so loud. (SC01).

This had consequences for the involvement of family mem-
bers as well.

If you’re in a bad signal area then, again, it can make it really difficult, because
of frustration. And not even just with the assessments, but if you’ve got a poor
signal and a family member is desperate to see their loved one and you’re trying
to navigate them to talk to each other, then it can be quite upsetting if they can’t
hear, or the signal is cutting out. (SC02).

Domain 3: the value proposition

This domain refers to the technology’s business case and its
perceived value to the end user and implementing organisa-
tion. The review suggested that users were generally satisfied
with their experience of technology [7, 19, 20, 24] and
would use it again [25] but emphasised the implementation
challenges and need for consistent access to reliable online
services. The inability to do physical examinations was a
concern but argued to be possible with help from staff [8].
The interview findings supported the scoping review findings
and the usefulness of video over telephone consultations
to enable clinical decision-making. The key difference was
participants were surprised at what was achievable and rapid
uptake.

What I didn’t realise before COVID, is you can do a huge amount of video that
I never thought you could do. . . In terms of examining people. . . you can do
most things over video by if you’ve got someone else there to press or prod or move
things, you can do the majority of the examinations. . .And that’s one thing I’ve
been really impressed by, and I never thought you could manage as much as you
could with video. (HC04).

However, they recognised that more intimate examinations
would always require an in-person visit.

The recurring message in the review and from the pro-
fessionals was the technology’s cost-effectiveness. The review
reported that money [27] and time [20, 23] were saved by
not travelling [17, 19, 20, 27], enabling more people to
be seen in a day. Another benefit relating to the pandemic
was remote contact supported infection prevention strategies
[31]. It was not possible to establish if the online calls were
more or less frequent than face-to-face. Professionals did
not know how much staff time was needed for meeting
preparations. The interview participants acknowledged time
could be wasted because of poor internet connections and
audio.

But then when we take the iPad around the different people, that’s when the
sound doesn’t come through, or we cut out and then we start again. . .then the
efficiencies become less because you end up just spending quite a lot of time trying
to sort that out, so there are pros and cons. (HC05).

Many studies in the review argued that remote consultation
improved residents’ access to services [8, 17, 19, 22, 26,
28, 30, 31], avoiding unnecessary admissions [8, 17]. Few
studies discussed the appropriateness or limitations of video
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consultations [8, 26]. In contrast, a recurring concern raised
in the interviews was the suitability of video consultation for
having difficult conversations, gathering sensitive informa-
tion, creating rapport with residents, and the possibility of
unfamiliar technology distressing residents. For those work-
ing in social care addressing safeguarding issues, the inability
to see the wider environment made their work more difficult.
Similarly, assessing a resident’s mental capacity or cognition
was an issue in care homes as a social care professional
discussed:

we’re not giving that person the best chance to pass the assessment, and to be
deemed having capacity (SC01).

Domain 4: the adopter system

The review recognised the potential burden on care home
staff workload [31, 32] and limited resources (especially time
[7, 17, 27, 28, 31]) [24]. Care home staff involvement was
crucial as they played a central role in arranging, preparing
and facilitating the consultation with residents. One study
described how including care home staff in decisions about
when and how to use the technology helped to avoid conflicts
with care-related priorities, acknowledging the challenges
of additional work without recognition or financial reward
[32]. Other studies highlighted advantages for care home
staff with increased access to professional support [22], self-
efficacy to manage demands in challenging situations [30]
and greater job satisfaction [26].

Care home staff involvement was also mentioned as a
crucial component to using this technology in the interviews.
Scheduling calls with care homes could be difficult, a social
care professional described:

there’s like a little finite window between about, I’d say about ten, half ten to
about eleven, half eleven, and then from two to about half three where we can
contact the carers on the unit saying, right, have you got the time to. . . And even if
we book a time to say, look, I’ll call you at half-past ten,. . .if there’s a concern with
a resident, then that can be cancelled at the time of the call, because, obviously,
they need to meet the safety and the needs of the resident. It’s them finding time
to actually speak to us; it is quite difficult for them to do that. (SC01).

Interviewees discussed how the planning of video consul-
tations and setup time must be taken into consideration.
Using this technology seems to demand a more collaborative
approach [14, 28]. One study in the review reported how
clinicians had to adopt a team approach [18]. Interview
participants identified examples of how the process and using
this technology in partnership with them encouraged care
home staff to have increased confidence in their decision-
making and skills in resident assessment.

The dynamics of the consultation were affected by using
remote technology. Interview participants talked about hav-
ing to rely on the care home staff to collect important
information, take measurements or act as the go-between
with the resident. This represented for some professionals a
shift in the organisation of the consultation with concerns
that examinations were constrained by care home staff not

being clinically trained. Health and social care professionals
wondered if the residents were less likely to disclose impor-
tant or sensitive information without being able to establish a
rapport in-person. One healthcare professional reflected how
a lack of touch made it more difficult to build trust and as
a way of providing reassurance and embodying interest and
concern:

the human touch is quite powerful. And that’s one of the big things that I’ve
noticed, is it takes a long time to build rapport over video (HC01).

Domain 5: the organisation(s)

In previous studies, professionals were apprehensive about
employing this technology with care homes [17]. To address
this, some had a comprehensive implementation plan or
recommended one be developed [18, 26]. These plans com-
prised administrative and technical support [21, 23], leaders
or champions to encourage engagement [17, 18, 30–32],
regular meetings [18], consideration for the setting-specific
challenges and needs [17, 31], and training [18, 20, 25,
26, 29, 32]. Contrary to the review findings, health and
social care professionals interviewed reported being able to
implement video consultation rapidly. Very little need for
preparation or planning was discussed in the interviews.
Instead, organisations and practitioners responded to the
policy expectation that they should be rapidly delivering
services remotely. A key enabler within the rollout of video
consultations was having a member of staff who could assist
the conversation (e.g. repeat or reframe the questions being
asked) and help with the technology at the care home.

most useful is having a facilitator that knows the patients, and that knows, to be
honest, you want someone that knows everything about them (HC02).

———–

Nine times out of ten, it is better to have someone there with them, especially if
there is a few cognitive issues because they can pick up things that have not been
said, and they can provide a little bit more background information and things
(SC01).

Also changing how the consultations were conducted, a
recurring issue was how the discussion and linked decisions
were documented. From the review, only one study dis-
cussed this in relation to data and information gathering and
recommended the integration of data and records between
organisations [17]. However, the interviews highlighted this
was not considered ahead of the initiative. How data and
information gathering and sharing (e.g. monitoring blood
pressure and care home records) was organised between the
care homes and health and social care professionals reflected
patterns of working from face-to-face meetings. The absence
of shared records or access to data sharing to support remote
services for both health and social care were a problem,
slowing down the interactions and resulting in duplicate
record keeping.
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as we go through we record on our system—the GP system -what we’re doing, and
the care home managers . . .will record what we’ve said in the patient’s notes as
well. So it’s recorded in two places’ (HC04).

Systems were not in place to allow care homes into health and
social care records and vice versa. A healthcare professional
stated that:

we’ve always sort of wished that care homes had access to the notes in the same
way we do. (HC02).

The pandemic meant that professionals were unable to access
care home records before or as part of their consultation.
These paper records were often only available via an in-
person visit.

Domain 6: the wider system and context

The review findings did not address wider system and
contextual influences on uptake and use of remote consulta-
tions and how skilled participants were in using technology
prior to the innovation. Although prior relationships and
history of interactions could influence uptake, it was the
quality of the relationships between GPs and residential
care facilities that predicted and encouraged the use of
video communication and whether care home staff felt they
were colleagues with healthcare staff and not professionally
isolated [30]. This was more important than access to
detailed guidance [32].

Interviews gave the picture of a fragile operating infras-
tructure in terms of the consistency of support for procuring,
replacing, and changing software, equipment, and accessing
internet services. Participants valued the NHS provision
of iPads to the care homes to support the use of video
consultations but highlighted the lack of a clear procedure for
replacing equipment. One healthcare professional discussed
when an iPad was stolen from a care home.

we’ve been scratching around, and we don’t have any money to buy more iPads,
. . . And there isn’t just going to be another one coming if they lose, or have stolen
the iPad. . . (HC03).

In the context of the pandemic, some interview partici-
pants discussed how their relationships with care homes had
developed or improved. One participant discussed a sense of
‘camaraderie’ and shared experiences of using the technology
(e.g. video freezing or unplanned interruptions) during a
pressured time.

this camaraderie. . .It always felt like nice and positive, friendly, mutual working
together for the good of the patients kind of relationship. Yeah, that was positive,
for sure. . . And I think our relationship is better having—using video. We’ve sort
of had hilarious moments about how ridiculous technology is. . . (HC02).

How the technology is used to build and sustain relationships
between care homes and health and social care professionals
may therefore be an important factor in the ongoing use of
this technology.

Domain 7: adaptation and embedding over time

It was not clear from the literature or the interviews how
this technology should be embedded. There was a ten-
dency to make generic statements about the need for the
technology to be responsive [26, 32] and that healthcare
providers should develop processes to deal with problems
[28] and novel solutions were needed to address the chal-
lenges in providing services via this technology [26]. It
was not clear what these challenges may be and how to
address them suggesting an awareness of future unspecified
challenges.

The interview participants felt that using this technology
was the ‘new normal’ and they were developing innovative
and creative ways of working, for example using multiple
methods of communication, having care home staff per-
form examinations, and gathering information from various
sources. This often required more preparatory work by both
staff groups before the online meeting and was an example
of learning through doing:

You have to be a bit more creative and a bit more discerning, and probably spend
a bit more time gathering information from different places, possibly as a result
of working more remotely. But it hasn’t—so the only impact it has, hopefully, is
on the worker, having to do a bit more and not on the individual. (SC03).

Participants anticipated they would continue to use these
technologies post-pandemic, they felt it would be a hybrid
approach (combining in-person visits with video consulta-
tions) or to determine whether a visit was necessary based
on an initial video consultation. This was detailed by a
healthcare professional:

I think in the future it would maybe be more of a triage. So you can see—use it
as a do an assessment to make a decision whether you need to visit in-person. . .
purely just using it instead of visiting, or always visiting, so more of a triage. . . A
lot of things that you can probably do on a video that we wouldn’t have thought
before,. . . So then you can still visit if you need to, but you could have already
done a lot of the assessment beforehand. (HC01).

Technology was not seen as a complete substitute for in-
person encounters and care.

Discussion

We undertook a scoping review and interviews to identify the
enablers, barriers and contextual factors related to the use of
video consultation technology by health and social care pro-
fessionals working with care homes during the COVID-19
pandemic. The findings were synthesised using the NASSS
framework which is designed to enable complex thinking
about technological innovations in health and social care.
The scoping review found mostly positive perceptions and
experiences of professionals using this technology with
care homes. Interviewees suggested that future use of this
technology should be determined by residents’ preferences
and capacity, considerations of privacy and sensitivity, and
the provision of appropriate technical support and carer
assistance. Technology would be unlikely to be able to
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completely replace in-person visits. This would suggest there
is value in developing criteria for choosing an in-person or
remote consultation linked to the Enhanced Health Care
in Care Homes frameworks’ recommendations for how
primary care networks work with care homes.

Recent papers have explored the use of video consul-
tations during the pandemic in general practice [39] and
secondary services [40, 41]. Their findings resonate with
ours but explored the experiences of healthcare providers and
patients. Issues for social care professionals in this study were
whether the technology enabled decision-making about res-
idents’ capacity and safeguarding. Arguably, these issues are
more contentious and sensitive than the clinical assessments
in consultations described in the literature and by healthcare
professionals.

Our review findings acknowledged the importance of
considering the needs and difficulties of the care home
setting [17, 25, 31] but did not specify how. The interviews
demonstrated more was possible than previously suggested
but many practical challenges of rapid adoption of technol-
ogy due to COVID-19 were left unresolved—for example,
agreed methods for data gathering and sharing between
organisations [42] and knowing when remote consultation
might be inappropriate or require a different level of pre-
meeting preparation. It also reinforced the need for activities
that build trusting relationships between health and social
care professionals with care home staff [43, 44]. Unexplored
in the literature and these interviews was what kind of
extra support and resources care home staff need to exploit
the potential of video consultations and develop the nec-
essary skills to improve residents’ access to care without
increasing their work [12]. Recognition that there may be
unintended consequences and how they might be mitigated
needs ongoing review by all involved [45].

An unanticipated finding was the use of multiple plat-
forms to communicate with care home staff, residents and
their families depending on the purpose of the meeting, their
needs, complexity, reliability, and available support. Some
platforms were specifically designed for healthcare settings
(e.g. AccuRx [34] and Attend Anywhere [33]), and others
were commercially available software and technology. This
raises questions about data protection and security. This was
more of a concern for social care professionals who had less
access to official platforms. How the use of this technology
is adapted and sustained when COVID-19 restrictions are
lifted needs further study [46].

Implications for practice

Remote consultations for assessment and care are likely to
become routine. A key priority is that the appropriate infras-
tructure is in place. Equitable access and support for video
consultation that is fit-for-purpose are needed by health
and social care professionals supporting care homes. The
use of video consultations needs to align with residents’
preferences and capacity, considering accessibility, privacy,
and sensitivity. Providing appropriate technical support and

carer assistance needs to enable a resident to participate
that interferes with confidential consultations and residents’
confidence to raise issues of concern.

Strengths and limitations

We reviewed the evidence on the use of video consultation
with care homes and compared it to the experiences of health
and social care professionals during the pandemic. By doing
this, the key factors of implementing this technology with
care homes from previous literature and observed during
the rapid and widespread adoption were recognised. The
NASSS framework enabled us to consider the multiple levels
of influence and relationships pointing to what supports
effective implementation [14].

The scoping review search was conducted in July 2020
and updated in October 2021; a rerun of the searches
suggests that we did not miss any key papers relevant to
the UK. This is, however, a rapidly changing literature.
Recent research in Wales has found that care homes were
positive about using video consulting as it reduced the risk
of COVID-19 and social isolation [47]. We only interviewed
a small sample of health and social care professionals (no care
home staff and residents). It is a major limitation that reflects
some of the difficulties of engaging with care home staff who
are working under pressure. A complementary study with
care home staff is underway. Care home staff and resident
perspectives will need to be considered as part of any future
planning for the ongoing use of this technology. Interview
findings are not generalizable beyond the sample recruited
in this study where there was organisational support for the
use of technology.

Conclusion

The COVID-19 pandemic provided a unique context for
the experiences of our participants and made barriers to
technology such as a comprehensive implementation plan or
motivational leaders less relevant. The technology could pro-
vide meaningful consultations, and, in some cases, it changed
the dynamic creating a greater sense of collegiality between
staff. To maximise the learning from the pandemic experi-
ence, the findings would suggest three areas for future work
investigating how to reinforce and implement change based
on what is already known from the evidence about what
supports the uptake of new technologies, how to address
infrastructure and governance challenges between health and
social care, and how these technologies can facilitate social
care and decision-making. Going forward, there is a need to
develop ways of making sure this technology is individualised
to the residents, protects and shares data, and considers the
care home context.

Supplementary Data: Supplementary data mentioned in
the text are available to subscribers in Age and Ageing online.
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