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qualitative analysis of acceptability

of telemedicine among multi-lingual
patients in a safety-net healthcare system
during the COVID-19 pandemic

Michelle-Linh T. Nguyen""®, Faviola Garcia'?, Jennifer Juarez?, Billy Zeng', Elaine C. Khoong'?,
Malini A. Nijagal®, Urmimala Sarkar'?, George Su* and Courtney R. Lyles'?

Abstract

Background: The COVID-19 pandemic triggered unprecedented expansion of outpatient telemedicine in the United
States in all types of health systems, including safety-net health systems. These systems generally serve low-income,
racially/ethnically/linguistically diverse patients, many of whom face barriers to digital health access. These patients’
perspectives are vital to inform ongoing, equitable implementation efforts.

Methods: Twenty-five semi-structured interviews exploring a theoretical framework of technology acceptability
were conducted from March through July 2020. Participants had preferred languages of English, Spanish, or Can-
tonese and were recruited from three clinics (general medicine, obstetrics, and pulmonary) within the San Francisco
Health Network. Both deductive and inductive coding were performed. In a secondary analysis, qualitative data were
merged with survey data to relate perspectives to demographic factors and technology access/use.

Results: Participants were diverse with respect to language (52% non-English-speaking), age (range 23-71), race/eth-
nicity (24% Asian, 20% Black, 44% Hispanic/Latinx, 12% White), & smartphone use (80% daily, 20% weekly or less). All
but 2 had a recent telemedicine visit (83% telephone). Qualitative results revealed that most participants felt telemed-
icine visits fulfilled their medical needs, were convenient, and were satisfied with their telemedicine care. However,
most still preferred in-person visits, expressing concern that tele-visits relied on patients’ abilities to access telemedi-
cine, as well as monitor and manage their own health without in-person physical evaluation.

Conclusions: High satisfaction with telemedicine can co-exist with patient-expressed hesitations surrounding the
perceived effectiveness, self-efficacy, and digital access barriers associated with a new model of care. More research
is needed to guide how healthcare systems and clinicians make decisions and communicate about visit modalities to
support high-quality care that responds to patients'needs and circumstances.
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the United States (U.S.) [1, 2]. In contrast to before the
pandemic, when telemedicine was being used primarily
in specialized patient populations (e.g. heart failure) or to
increase access to care for rural patients, in August 2020,
telemedicine encounters (including telephone and video
visits) accounted for 50-60% of all primary care delivered
in two large delivery systems in San Francisco—including
the study site for this research [3]. Given this widespread
experience with and normalization of telemedicine in all
settings in the United States, almost all healthcare set-
tings are preparing to continue telemedicine into the
future [4-7].

Telemedicine is defined by the U.S. Health Resources
and Services Administration as “ ... the use of telecom-
munications and information technologies to support
long distance clinical health care..” [8] For the purposes
of this paper, we use “telemedicine” to refer to scheduled
telephone and video encounters for outpatient clinical
care. Although most U.S. health systems have strived
to provide both telephone and video encounters, dif-
ferent delivery systems and patient populations have
experienced the transition to telemedicine encounters
differently. Specifically, safety-net healthcare delivery
settings have relied almost exclusively on telephone vis-
its [9], while medical centers serving primarily privately-
insured and/or higher-income patients have had higher
uptake of video visits [10]. This difference has potential
to increase structural and individual health inequity,
especially given that in the United States, insurance
payments for telephone visits will likely be lower than
video visits following the pandemic and therefore may
no longer be provided as an option [11]. While there
are clear organizational and infrastructure differences
between the safety-net and other medical settings that
influence these patterns, visit modality is likely also
influenced by historical, social and individual determi-
nants. For example, a safety-net healthcare delivery sys-
tem may offer video visits, but uptake will still be limited
if the patients they serve face barriers to digital device/
connectivity access [12—15], consider telemedicine visits
inferior in quality to in-person visits, and/or have higher
trust or preference for in-person visits and communica-
tion with providers [16].

Although two recent studies have demonstrated that
many safety-net patients are open and interested in tel-
emedicine visits, specifically video visits [12, 17], there is
a need to contextualize and add depth to these findings to
ensure that ongoing implementation efforts are sensitive
to patients’ needs and context. It is especially vital that
we highlight the experiences and perspectives of patients
with lower incomes and who face structural barriers to
technology use as to avoid designing and building sys-
tems that increase inequity. In order to fill this need, we
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conducted semi-structured interviews with safety-net
patients sampled for a wide range of ages, language pref-
erences, technology access, and clinical settings.

Methods

Study design/setting

We performed 25 semi-structured interviews between
March and July 2020. We used a theoretical framework
of acceptability to guide interviews and explore whether
participants’ considered telemedicine (including tel-
ephone and video) visits appropriate [18]. This frame-
work guided us in exploring domains of acceptability,
such as: affective attitude (how an individual feels about
an intervention), burden (the perceived amount of effort
that is required to participate in the intervention), per-
ceived effectiveness (the extent to which the interven-
tion is perceived as likely to achieve its purpose), and
self-efficacy (the participant’s confidence that they can
perform the behavior(s) required to participant in the
intervention) [18].

In order to obtain a range of experiences, English-,
Spanish-, and Cantonese-speaking patients who were
scheduled for telemedicine visits were purposively sam-
pled from the patient panels of three clinics—general
medicine, obstetrics, and pulmonary--within the San
Francisco Health Network, which is the public health-
care delivery system in the city and county of San Fran-
cisco, California, serving almost exclusively Medicaid
and other uninsured/publicly-insured patients. We chose
these three languages because together they account for
the preferred language of 90% of patients receiving care
in this health system. 105 qualifying participants were
identified, 63 participants were contacted, and 25 partici-
pated in the study.

Study procedures

Participants were interviewed by bilingual study staff
(including BZ, EK, FQG) in their preferred language over
the telephone. All interviews were recorded. Interviews
included discussion of participants’ experiences with
recent telemedicine visits, as described above. We asked
the two participants who had not experienced a tele-
phone or video visit about their openness to participate
in this type of visit and their anticipated preferences. Par-
ticipants were reimbursed for their time up to $40. We
used a combination of bilingual study staff (BZ, FG) and
professional translation services to translate and tran-
scribe transcripts into English.

For our quantitative data collection, trained research
assistants (two of whom were bilingual) conducted sur-
veys with all participants before their interviews. Sur-
veys included demographic information (age, preferred
language, gender, self-identified race and ethnicity,
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education level, health literacy), as well as their access
to and use of digital devices, the Internet, and smart-
phone applications (including video chat applications).
Participants from the primary care and pulmonary clin-
ics, all of whom had experienced either a telephone or
video visit in the two weeks preceding their interview,
were also asked to rate their visit and answer whether
all of their medical needs were met.

Analysis

First, we summarized the quantitative survey data
among all participants. Next, we conducted a thematic
analysis using deductive coding according to the theo-
retical framework that guided the semi-structured
interviews [18], combined with inductive coding to
allow for novel ideas to emerge. Dedoose software was
used for coding. We underwent a group consensus pro-
cess to ensure intercoder consistency. More specifically,
the same interview transcripts were coded by all mem-
bers of the coding team (CRL, FG, JJ, BZ), after which
we held multiple group meetings to discuss and review
differing coding applications until consensus was
achieved. MTN, CRL, and FG independently looked for
and jointly discussed common themes across all tran-
scripts. All survey items were descriptively summarized
using Excel software. In a secondary analysis, we used
the quantitative survey data to supplement our quali-
tative results by reviewing excerpts stratified by clinic,
preferred language, gender, age categories (20-49 years
old vs. 51-80 years old), health literacy (high health lit-
eracy vs. all others), and Internet use (several times per
day vs. once per day or less).

Results
Participants represented a broad range of spoken lan-
guage, age (range 23-71 years), self-identified race/eth-
nicity, & technology use (Table 1).

All but two had experienced a recent telemedicine visit
with a clinician. Out of the 23 telemedicine visits, 19 were
telephone visits and 4 were video visits.

Overarching themes

Our findings centered around four major, cross-cutting
themes, which mapped to the constructs of affective atti-
tude, burden, perceived effectiveness, and self-efficacy
from the acceptability framework used in our coding
(Fig. 1). While we also reviewed coded excerpts strati-
fied by patients’ preferred language, gender, age, health
literacy, and Internet access/use, we found no substantial
differences between these groups.
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Theme 1: participants were satisfied with telemedicine

as a convenient, valuable option for patients

Almost all participants felt satisfied with their telemedi-
cine care and felt their needs were fulfilled. Participants
were accepting of telephone and video visits as comfort-
able, convenient, and valuable options for patients. For
example, the majority of participants expressed positivity
about saving travel time and not having to wait for visits.
They also recognized that having the option for telemedi-
cine would make accessing medical care easier for people
who work, take care of children, or have limited mobility.
Representative quotes are summarized in Table 2.

Theme 2: participants had concerns about accessibility issues
related to Internet/data access and technology experience
Patients were aware of their own accessibility barri-
ers, such as limited access to Internet and cellular data,
as well as potential access barriers for certain groups of
patients such as older people (Table 2).

Theme 3: participants expressed visit type preferences
(particularly for in-person visits) that were driven by anxiety
related to monitoring and managing their own health
without undergoing a physical evaluation by a trained
medical professional

Despite their acceptance of telemedicine visits, participants
generally favored a) in-person care more than video visits
(Table 3) and b) video visits more than telephone visits.
Despite most not having experience with video visits, many
participants felt that video visits would be better than tel-
ephone visits because it would more closely resemble an in-
person interaction in which the doctor could see them.

In addition, the preference for in-person visits was
driven by anxiety and lack of confidence in monitoring
and managing their own health without physical evalu-
ation by a trained medical professional (Table 3). Partici-
pants expressed that in-person visits provided a sense of
reassurance that telemedicine visits did not. Part of this
reassurance stemmed from physical evaluation with vital
sign measurements and/or physical examination by a
trained medical professional. Most participants felt that
in-person visits were particularly more appropriate than
telemedicine for evaluating severe pain:

“What I'm thinking is like if it’s just a concern about
the question or understanding something about the
question, maybe still okay with the [telemedicine]
visit, but if it’s something that you're really in pain
that you want show to your doctor, my suggestion is
it’s much better if you can go to the visit face-to-face
instead of the video call”
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Table 1 Demographic and technology access/use characteristics
Characteristics (N = 25)
Age in years, median (range) 42 (23-71)
Interview language, n (%)
English 12 (48)
Spanish 8(32)
Cantonese 5(20)
Gender, n (%)
Female 17 (68)
Race or Ethnicity, n (%)
Asian or Pacific Islander, or other 6 (24)
Black 5(20)
Hispanic/ Latino (a) 11 (44)
White 3(12)
Education, n (%)
Less than high school 4(16)
High school graduate/ GED 5(20)
Some college 9 (36)
College graduate or more 7 (28)
Appointment type in last two weeks, n (%)
None 2(8)
Video 4(16)
Phone 19 (76)
Technology Access and Use
Do you have Internet service at home other than via your smartphone (such as WiFi)?, n (%)
Yes 20 (80)
How often do you use the Internet? (on your smartphone, using a computer or tablet device), n (%)
Several times a day 16 (64)
About once a day 4(16)
About once a week 2(8)
Less than once a week 1(4)
| do not use the internet 2(8)
How often do you use apps (for any purpose) on your smartphone?, n (%)
At least once a day 20 (80)
Once or several times a week 2(8)
Once or several times a month 2(8)
Never 14
Do you use video chat applications? (WhatsApp, Messenger, FaceTime, Google Hangout, Zoom), n (%)
Yes 20 (80)

“If it’s like a 4/10 pain then maybe it's not needed to
go in person. But if anything’s more severe or I really
want the doctor to look at it I will still need to go”

Obstetrics patients, in particular, more often expressed
anxiety regarding not being physically evaluated:

“Yes, [1] was left with a feeling like, ‘Okay. She says
everything's okay. I answered to the best of my abil-
ity. I just hope everything’s okay, because that’s the
only way I could ease my own mind, is to just hope
that everything’s okay after that”

Theme 4: participants felt more comfortable

with and expressed preference for telemedicine visits

with providers they already knew

Finally, across the interviews, most participants
expressed more reassurance and comfort with telemedi-
cine if the visit was with a doctor or other clinician they
already had a relationship with.

“it’s better if I see them in person first if I never met
them. Because I don’t know them that well. But for
someone who I seen for a long time like my personal
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Perceived Burden Self-efficacy Affective Attitude
Effectiveness Perceived amount of Individual’s confidence  How an individual feels
Extent to which the effort that is required to they can perform the about the intervention
.. intervention is perceived as  participate in intervention  behavior(s) required to
Partici pants. o likely to achieve its purpose participate

Were satisfied with telemedicine, as a
d convenient, valuable option for patients. + * +

Had concerns about accessibility issues
2 related to Internet/data access and - —
technology experience.

Expressed visit type preferences
(particularly for in-person) that were
driven by anxiety related to monitoring
and managing their own health without a
physical evaluation by a trained medical
professional.

Felt more comfortable with and
4 expressed preference for telemedicine -+
visits with providers they already knew. =

Fig. 1 Qualitative themes mapped to domains of telemedicine acceptability. Plus (4), minus (=), and neutral signs (£) represent positive, negative,
and neutral drivers of telemedicine acceptability, respectively

Table 2 Representative quotes for Themes 1 & 2 related to satisfaction, convenience, value, and accessibility

Theme Quotes

Telemedicine visits were satisfactory. “The doctor was very thorough online. She wasn't just asking me like, ‘Physically, how are
you feeling? Do you have these symptoms? Do you have any bleeding? Do you have any
of these? She also asked me, Emotionally, how are you feeling? Mentally? and stuff like
that. ... I think that was what she can do online, where you can only do a verbal assess-
ment, then [ think it went well”

“... prior to having these visits | was suspicious. Like in my mind | didn’t know if the
phone call was good enough. But after having this experience, | felt it was pretty good,
there didn't seem to be any difference at all”

Telemedicine visits were more convenient than in-person visits. “It's more convenient because | don't have to wait. And traveling to the SFGH, transfer-
ring buses, takes so long, waiting for like 30-45 minutes.”
‘I don't always have time to go to the hospital, but | can receive a visit call during my
lunch break at work.”
“Some people are busy with their children and can’t go out, or they don't have time to go
to their appointments. They won't miss their appointments. They still get them. | think
that’s good. It's a good option.”

Telemedicine visits were considered a valuable option for patients. ‘I know it’s a big deal to put a whole new system in place ..., but | would say it would
be beneficial. Some people really can’t get out without having the assistance of an
ambulance or something.”

“It’s going to be interesting and a good one because sometimes ... in this kind of ... situ-
ation, pandemic, lockdown ... it'’s going to help us to still keep in touch with our doctor,
keep in touch with our nutritionist, ... keep in touch with our health condition.”

“Well, sometimes you make the trip to the doctor not very happily because the attention
isn't very good. ... They are practically without contact. There are visits that don't require
examining the patient. | think those would be better [via telemedicine].”

Patients had concerns about accessibility. “... the problem we have now that my child is in school and with his classes and we
had little Internet. And we all had telephones, but not much coverage for Internet”
“... notall people it's going to be easy to understand. For the millennial people like the
younger people, it maybe is going to be easy ... but older people, it’s going to be hard so
maybe guide ... the patient first .."
“They got to sit me down and show me. | mean, I've never done that. ... | haven't done
that ... because now I'm old."

doctor I don’t need to go in person ... For new doc- “I'm glad I didn’t have to talk to anyone else. ... That
tors I haven'’t seen before my first choice would be was my own personal doctor because I asked her
in-person then second video, lastly would be phone” about that first before she said about the Zoom and I
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Table 3 Representative quotes for Theme 3, related to visit modality preference

Theme

Quotes

In-person preference

Video visit preference over telephone visit

Anxiety and lack of confidence in self-monitoring and self-managing
health without in-person physical evaluation by a trained medical profes-
sional

“Iwould always prefer in person visit just because all of my vitals get taken ...
etcetera, etcetera. | have a number of issues. So, the preference would always be
that, but | don't have any problem doing it the other way [telemedicine] unless
there is something that has to be in person.”

“Yes, in both, the doctor has visual contact with you, but there can’t be much
examination in the video visit. You can just show and he can see. It better than
not seeing anything and not being able to communicate, but the [in-person]
visit offers much more benefit”

“Yes, that can be handled by video or telephone but | feel to an extent that I'm
giving up something beneficial for my health by not seeing the providers in
person.”

“Honestly, in-person quality of care was better just because they're actually able
to perform all the essential features of a visit that they're not able to give you
over avideo.

"As | look at video visit, | think it would still be a lot better than over the phone
just because ... you would be able to show the doctor like where it hurts. If you
have a rash or something, just show it to them...”

“The video one was a little bit better than the phone one just because | was actu-
ally able to see them better, was ... able to point out things, they were ... able
to swipe over the video to see the concerns that | was having..”

“I'think a video visit would be better so the doctor could see me. She could see
how | take my blood pressure and | could show her my record that | have here.
She could see it herself. She could tell if 'm doing things correctly and not deceiv-
ing her”

"I feel that the doctor would at least be seeing me. He couldn't touch me, but he
could see me. | don't know. It would be different.”

“It’s different to have a doctor check you and assess you based on what’s physi-
cally going on with you and hearing these things and seeing it himself than
foryou to try to explain. | feel like, as patients, unless we're trained as medical
physicians, we don't have the words sometimes to explain..”

“It's a different feeling as a person that has a disease. ... they've told me that I'm
getting four stages ... I'm in stage lll. That means that'’s the end ofit. ... | think
going in, when | get my blood pressure taken by the doctor, | get a blast of relief
that lasts me till the next visit. ... I'm old. I like to see them. I'm not digging the
phone visits.

“... over the phone, they would ask like, “Do you feel the baby moving? How do
you feel? How is everything going?” but there was no actual physical examina-
tion, so how is the doctor actually gauging that everything is actually okay,
because | am not a doctor myself. | just answer the questions [to] the best of
my ability ... but there’s no actual real medical examination or procedure hap-
pening for the doctor to confidently tell you that everything’s okay through the
phone”

“Well, you don't get your weight checked, you don't get your pulse checked, your
blood pressure checked. | think that’s important for an old person every seven
days ... once a month, once every two months. You need your blood pressure
checked by a professional, and temperature checked by a professional. ... Id like
to know and have it charted ... I'm speaking for the old aged people. I'm 71. Old
people need to be actually on the scale and told to make them feel better.

was making sure like, “Is it going to be with you” and
she said, Tt would be me.”

‘I want to visit the doctor, the doctor I know
already. If it is a new doctor, I prefer to see regular
new doctor [in person]. Next time, the same doctor.
I don’t want new doctors every video, every phone,
and — yes, I want it to be like make sure the patient
is comfortable”

Discussion

To our knowledge, our study was the first to examine in-
depth qualitative perceptions of acceptability of telemed-
icine among multi-lingual safety-net patients during the
COVID-19 pandemic. Few telemedicine-focused studies
have purposefully sampled participants speaking multi-
ple languages, which is critical given the needs of health-
care systems to deliver telemedicine care seamlessly to
patients who face structural barriers to healthcare.
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We found that participants had high satisfaction with
their current telemedicine encounters (which were pri-
marily telephone visits) but generally preferred in-person
visits and the associated medical support and physical
examination. Our qualitative coding allowed a deeper
exploration of patient perceptions and mapped themes to
an existing theory. Our analysis provides a more nuanced
understanding of telemedicine acceptability: how high
satisfaction with telemedicine can co-exist with patient-
expressed hesitations about perceived effectiveness, self-
efficacy, and digital access barriers.

Our findings align with previous research that found
high rates of satisfaction with telemedicine in other settings
[17, 19, 20], as well as preferences for in-person relation-
ships with clinicians [16]. They build upon prior literature
that has demonstrated high initial interest in and perceived
effectiveness of video visits and other digital healthcare
modalities among racially/ethnically and/or linguistically
diverse patients, including Spanish-speaking patients from
our same healthcare delivery system [12, 21, 22].

Moving forward, research is needed to guide how
healthcare systems and clinicians make decisions and
communicate about visit modality with the overarching
goal of utilizing multiple visit modalities to support per-
sonalized, high-quality care that responds to patients’
needs and circumstances. This includes understanding
not only how to best utilize telemedicine versus in-per-
son visits, but also how to best utilize telephone versus
video visits. We need to better understand how to tailor
our use of visit modalities and communicate this new
standard of care to patients, making explicit that virtual
care is not a “substitute” for in-person care but rather a
valuable care option for patients who want more access
to visits to supplement ongoing in-person relationships.
This is especially important while caring for communi-
ties that have experienced exploitation and discrimina-
tion. Beyond clear communication to patients about
when and why telemedicine might make sense for spe-
cific encounters, we also need to understand and uphold
patient preferences for care. Many of our participants
expressed the desire to have telemedicine visits with a
clinician they already had an established relationship
with. This should motivate health systems to prioritize
continuity in their telemedicine implementation efforts.
Overall, it is especially important to recognize that each
patient has unique needs and some may need more
time to consider how new care modalities help facilitate
their health and wellness. Finally, we need to support
digital access and training for patients, given our find-
ings that patients may prefer video visits over telephone
visits and yet there are known barriers to devices, data/
Internet, and skills that impede interested patients from
using digital modalities of care [14, 23].
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An important limiting factor to our work is that
interviews were conducted during the COVID-19 pan-
demic, which likely influenced how participants felt
about and experienced telemedicine while also broad-
ening almost all participants’ experiences trying out
telemedicine for the first time. Several participants
expressed relief at having telemedicine as an option
for safety reasons, and it is unclear how their perspec-
tives may change once the pandemic ends. Other lim-
itations of this work include a single delivery system
and small sample size within each clinic type. It is also
unclear whether patients had any other experiences
with telemedicine in other healthcare settings. Future
studies that sample more video visit experiences are
still needed to directly compare experiences with tel-
ephone visits versus video visits. Finally, our secondary
analysis examining excerpted codes by patient factors,
such as language and digital skills/experience, was
exploratory in nature and should be repeated in future
work engaging diverse patient populations in other
settings.

Conclusions

The widespread expansion of telemedicine has and
will continue to be experienced differently by different
patient populations. The option of telemedicine vis-
its has the potential for decreasing access barriers for
patients who work, are caretakers, have limited mobil-
ity, or limited access to transportation. This potential
may not be realized if implementation is not sensitive
to patient perspectives and needs. Telemedicine imple-
mentation efforts in the safety-net should prioritize
clear two-way communication regarding visit modality
selection that will not only fulfill clinicians’ standards
for appropriate care but will also ensure that patients
feel reassured and cared for in a high-quality and safe
manner.

After the COVID-19 pandemic has ended, we must
continue to support patients’ needs and preferences, rec-
ognizing that interest in, openness to, and satisfaction
with telemedicine can co-exist with concerns and hesita-
tions surrounding a new model of care.

Abbreviation
COVID-19: Coronavirus Disease 2019.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512913-022-07547-9.

[ Additional file 1. Interview Guide. }



https://doi.org/10.1186/s12913-022-07547-9
https://doi.org/10.1186/s12913-022-07547-9

Nguyen et al. BMC Health Services Research (2022) 22:195

Acknowledgements
Not applicable.

Prior presentations
This research was presented as an original research poster at the Society for
General Internal Medicine Annual Meeting on April 21, 2021.

Authors’ contributions

M-LN led data analysis and manuscript drafting. FG performed interviews,
assisted with translation and transcription, collected data, and assisted with
data analysis. JJ performed interviews and assisted with analysis. BZ per-
formed interviews, assisted with translation and transcription, and assisted
with data analysis. EK helped conceive of and design the analysis, performed
interviews, assisted with data analysis, and assisted with writing the manu-
script. MN helped conceive of and design the analysis, recruited participants,
and assisted with writing the manuscript. US helped conceive of and design
the analysis and assisted with writing the manuscript. GS helped conceive
of and design the analysis and recruited participants. CL conceived of and
designed the analysis, contributed data analysis tools, guided data analysis,
and assisted with writing the manuscript. All authors have read and approve
of this manuscript.

Funding

Research reported in this publication was supported by salary support

from the U.S. Health Resources and Services Administration under Award
Number NRSA T32HP19025 (Michelle-Linh T. Nguyen), National Heart Lung
and Blood Institute of the NIH under Award Number K12HL138046 (Elaine

C. Khoong), the National Center for Advancing Translational Sciences of the
NIH under Award Number KL2TR001870 (Elaine C. Khoong), the National
Cancer Institute of the NIH under Award Number K24CA212294 (Urmimala
Sarkar), the Patrick and Catherine Weldon Donaghue Foundation (Courtney
R. Lyles & Malini A. Nijagal), and a UCSF/Genentech Mid-Career Development
Award (Courtney R. Lyles). None of the listed funding agencies were involved
in the design, implementation, or analysis of this study. The content is solely
the responsibility of the authors and do not necessarily represent the official
views of the NIH or other funders.

Availability of data and materials

The datasets generated during and/or analysed during the current study are
not publicly available due to participants’privacy concerns but are available
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

Verbal consent was obtained from all participants because the study
procedures presented no more than minimal risk of harm. This project was
categorized as quality improvement and determined to be exempt from
Institutional Review Board review by Western Institutional Review Board
(#1-1261001-1).

Consent for publication
Not applicable

Competing interests

Michelle-Linh T. Nguyen owns shares of the company, Doximity, which pro-
vides telemedicine services. She purchased these shares after data analysis for
this study had ended.

Author details

"Medicine, Division of General Internal Medicine, University of California San
Francisco, 1001 Potrero Avenue, San Francisco, CA 94110, USA. >Center for Vul-
nerable Populations, Zuckerberg San Francisco General Hospital and Trauma
Center, San Francisco, CA, USA. 3Obstetrics & Gynecology, University of Cali-
fornia San Francisco, San Francisco, CA, USA. “Medicine, Division of Pulmonary
and Critical Care, University of California San Francisco, San Francisco, CA, USA.

Received: 28 September 2021 Accepted: 25 January 2022
Published online: 14 February 2022

Page 8 of 9

References

1. Variation In Telemedicine Use And Outpatient Care During The COVID-19
Pandemic In The United States | Health Affairs. https://www.healthaffairs.
org/doi/full/10.1377/hlthaff.2020.01786. Accessed 27 Apr 2021.

2. Hollander JE, Carr BG. Virtually Perfect? Telemedicine for Covid-19. New
England J Med. 2020;382(18):1679-81. https://doi.org/10.1056/NEJMp
2003539.

3. Launching a Toolkit for Safety-Net Clinics Implementing Telemedicine
During the COVID-19 Pandemic. doi:https://doi.org/10.26099/df1p-7x02

4. Zulman DM, Verghese A. Virtual Care, Telemedicine Visits, and Real Con-
nection in the Era of COVID-19: Unforeseen Opportunity in the Face of
Adversity. JAMA. 2021;325(5):437-8. https://doi.org/10.1001/jama.2020.
27304.

5. HuntTL, Hooten WM. The Effects of COVID-19 on Telemedicine Could
Outlive the Virus. mcpiigo. 2020;4(5):583-5. https://doi.org/10.1016/).
mayocpiqo.2020.07.001.

6. Mehrotra A, Bhatia RS, Snoswell CL. Paying for Telemedicine After the
Pandemic. JAMA. 2021;325(5):431. https://doi.org/10.1001/jama.2020.
25706.

7. Mehrotra A, Wang B, Snyder G. Telemedicine: What Should the Post-Pan-
demic Regulatory and Payment Landscape Look Like? 2020;10 Published
online.

8. Whatis telehealth? How is telehealth different from telemedicine? | Healt
hiT.gov. https://www.healthit.gov/fag/what-telehealth-how-telehealth-
different-telemedicine. Accessed 25 Aug 2021.

9. Uscher-Pines L, Sousa J, Jones M, et al. Telehealth Use Among Safety-

Net Organizations in California During the COVID-19 Pandemic. JAMA.
2021;325(11):1106-7. https://doi.org/10.1001/jama.2021.0282.

10. Eberly LA, Kallan MJ, Julien HM, et al. Patient Characteristics Associated
With Telemedicine Access for Primary and Specialty Ambulatory Care
During the COVID-19 Pandemic. JAMA Netw Open. 2020;3(12):e2031640.
https://doi.org/10.1001/jamanetworkopen.2020.31640.

11. Westby A, Nissly T, Gieseker R, Timmins K, Justesen K. Achieving Equity
in Telehealth: “Centering at the Margins”in Access, Provision, and Reim-
bursement. J Am Board Fam Med. 2021;34(Supplement):529-32. https.//
doi.org/10.3122/jabfm.2021.51.200280.

12. Khoong EC, Butler BA, Mesina O, et al. Patient interest in and barriers to
telemedicine video visits in a multilingual urban safety-net system. J Am
Med Inform Assoc. https://doi.org/10.1093/jamia/ocaa234.

13. Nouri S, Khoong EC, Lyles CR, Karliner L. Addressing Equity in Telemedi-
cine for Chronic Disease Management During the Covid-19 Pandemic.
NEJM Catalyst Innov Care Deliver. 2020:4. Published online May. https://
catalyst.nejm.org/doi/full/10.1056/CAT.20.0123. Accessed 14 Dec 2020.

14. Rodriguez JA, Clark CR, Bates DW. Digital Health Equity as a Necessity in
the 21st Century Cures Act Era. JAMA. 2020;323(23):2381. https://doi.org/
10.1001/jama.2020.7858.

15. Differences in the Use of Telephone and Video Telemedicine Visits During
the COVID-19 Pandemic. AJMC. https://www.ajmc.com/view/differences-
in-the-use-of-telephone-and-video-telemedicine-visits-during-the-
covid-19-pandemic. Accessed 4 Apr 2021.

16. Lyles CR, Allen JY, Poole D, Tieu L, Kanter MH, Garrido T."I Want to Keep
the Personal Relationship With My Doctor”: Understanding Barriers to
Portal Use among African Americans and Latinos. J Med Internet Res.
2016;18(10):2263. https://doi.org/10.2196/jmir.5910.

17. Volcy J, Smith W, Mills K, et al. Assessment of Patient and Provider Satisfac-
tion With the Change to Telehealth From In-Person Visits at an Academic
Safety Net Institution During the COVID-19 Pandemic. J Am Board Fam
Med. 2021;34(Supplement):S71-6. https://doi.org/10.3122/jabfm.2021.51.
200393.

18. Sekhon M, Cartwright M, Francis JJ. Acceptability of healthcare inter-
ventions: an overview of reviews and development of a theoretical
framework. BMC Health Serv Res. 2017;17(1):88. https://doi.org/10.1186/
$12913-017-2031-8.

19. Powell RE, Henstenburg JM, Cooper G, Hollander JE, Rising KL. Patient
Perceptions of Telehealth Primary Care Video Visits. Ann Fam Med.
2017;15(3):225-9. https://doi.org/10.1370/afm.2095.

20. Powell RE, Stone D, Hollander JE. Patient and Health System Experience
With Implementation of an Enterprise-Wide Telehealth Scheduled Video
Visit Program: Mixed-Methods Study. JMIR Med Inform. 2018,6(1):e10.
https://doi.org/10.2196/medinform.8479.


https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2020.01786
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2020.01786
https://doi.org/10.1056/NEJMp2003539
https://doi.org/10.1056/NEJMp2003539
https://doi.org/10.26099/df1p-7x02
https://doi.org/10.1001/jama.2020.27304
https://doi.org/10.1001/jama.2020.27304
https://doi.org/10.1016/j.mayocpiqo.2020.07.001
https://doi.org/10.1016/j.mayocpiqo.2020.07.001
https://doi.org/10.1001/jama.2020.25706
https://doi.org/10.1001/jama.2020.25706
http://healthit.gov
http://healthit.gov
https://www.healthit.gov/faq/what-telehealth-how-telehealth-different-telemedicine
https://www.healthit.gov/faq/what-telehealth-how-telehealth-different-telemedicine
https://doi.org/10.1001/jama.2021.0282
https://doi.org/10.1001/jamanetworkopen.2020.31640
https://doi.org/10.3122/jabfm.2021.S1.200280
https://doi.org/10.3122/jabfm.2021.S1.200280
https://doi.org/10.1093/jamia/ocaa234
https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0123
https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0123
https://doi.org/10.1001/jama.2020.7858
https://doi.org/10.1001/jama.2020.7858
https://www.ajmc.com/view/differences-in-the-use-of-telephone-and-video-telemedicine-visits-during-the-covid-19-pandemic
https://www.ajmc.com/view/differences-in-the-use-of-telephone-and-video-telemedicine-visits-during-the-covid-19-pandemic
https://www.ajmc.com/view/differences-in-the-use-of-telephone-and-video-telemedicine-visits-during-the-covid-19-pandemic
https://doi.org/10.2196/jmir.5910
https://doi.org/10.3122/jabfm.2021.S1.200393
https://doi.org/10.3122/jabfm.2021.S1.200393
https://doi.org/10.1186/s12913-017-2031-8
https://doi.org/10.1186/s12913-017-2031-8
https://doi.org/10.1370/afm.2095
https://doi.org/10.2196/medinform.8479

Nguyen et al. BMC Health Services Research

21.

22.

23.

(2022) 22:195

Casillas A, Perez-Aguilar G, Abhat A, et al. Su salud a la mano (your health
at hand): patient perceptions about a bilingual patient portal in the Los
Angeles safety net. J Am Med Inform Assoc. 2019;26(12):1525-35. https://
doi.org/10.1093/jamia/ocz115.

Phenicie R, Acosta Wright R, Holzberg J. Patient Satisfaction with Tel-
ehealth During COVID-19: Experience in a Rural County on the United
States—Mexico Border. Telemed e-Health. 2021;27(8):859-65. https://doi.
0rg/10.1089/tmj.2021.0111.

Lyles C, Tieu L, Sarkar U, et al. A randomized trial to train vulnerable
primary care patients to use a patient portal. J Am Board Fam Med.
2019;32(2):248-58. https;//doi.org/10.3122/jabfm.2019.02.180263.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 9 of 9

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://doi.org/10.1093/jamia/ocz115
https://doi.org/10.1093/jamia/ocz115
https://doi.org/10.1089/tmj.2021.0111
https://doi.org/10.1089/tmj.2021.0111
https://doi.org/10.3122/jabfm.2019.02.180263

	Satisfaction can co-exist with hesitation: qualitative analysis of acceptability of telemedicine among multi-lingual patients in a safety-net healthcare system during the COVID-19 pandemic
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study designsetting
	Study procedures
	Analysis

	Results
	Overarching themes
	Theme 1: participants were satisfied with telemedicine as a convenient, valuable option for patients
	Theme 2: participants had concerns about accessibility issues related to Internetdata access and technology experience
	Theme 3: participants expressed visit type preferences (particularly for in-person visits) that were driven by anxiety related to monitoring and managing their own health without undergoing a physical evaluation by a trained medical professional
	Theme 4: participants felt more comfortable with and expressed preference for telemedicine visits with providers they already knew


	Discussion
	Conclusions
	Acknowledgements
	References




