
 
 
 
 
 

 
Telemedicine: Preliminary Consultation 
Survey Report 

Introduction 

The College of Physicians and Surgeons (CPSO) is currently reviewing its Telemedicine policy and 
companion Advice to the Profession: Telemedicine document.  

As part of this review process, an external consultation was undertaken from September to November 
2020. Invitations to participate in the consultation were sent via email to a broad range of stakeholders, 
including all Ontario physicians. In addition, a general invitation to provide feedback was posted on CPSO’s 
website and social media platforms. 

Feedback was collected via email, an online discussion forum, and an online survey. 

This report summarizes only the stakeholder feedback that was received through the online survey. 

Caveats 

Participation in this survey was voluntary. As such, no attempt has been made to ensure that the sample of 
participants is representative of any sub-population. 

In the interest of space, stakeholder feedback to open-ended questions has been summarized to capture 
key themes and ideas.  

Who we heard from 

A total of 199 surveys were received in response to this consultation.  

The vast majority of respondents were from Ontario (96%) and were physicians (93%). 

Respondent demographics: 

  

https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Telemedicine
https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Telemedicine/Advice-to-the-Profession-Telemedicine
http://policyconsult.cpso.on.ca/?page_id=12724
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The following questions were posed to all survey respondents:  

Q1. Have you ever received virtual care (e.g., care provided by telephone, email, audio and video 
conferencing, secure messaging, etc.)? (n=199) 

 

The majority of respondents indicated that they have received virtual care (67%) while 33% indicated that 
they have not.  

The following question was only posed to survey respondents who indicated “No” to Q1: 

Q2. Is there a reason why you haven’t? (n=62) 

The majority of respondents who provided written feedback indicated that they did not need or seek out 
care (i.e., they were healthy and did not require care) though a few respondents reported that they were not 
offered or given the option for virtual care.  

The following questions were only posed to survey respondents who indicated “Yes” to Q1: 

Q3. What was your experience like overall? (n=132) 

 

The majority of respondents (83%) indicated that their overall experience receiving virtual care was 
positive. 
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Q4. Would you like to: (n=131) 

 

 

While the vast majority of respondents (92%) indicated they wanted to keep receiving virtual care during the 
pandemic, slightly less wanted to continue to receive virtual care following the pandemic: support for 
receiving virtual care dropped to 73% while 20% were unsure (either “Maybe” or “I don’t know”).  

Q5. What are some benefits to receiving care virtually? (n=163) 

Respondents highlighted the following benefits of receiving virtual care: 

• Increased access to safe and timely care (especially during the pandemic by reducing exposure, 
particularly for vulnerable populations and those with mobility concerns); 

• Time savings (e.g., reduced wait times for appointments and exam rooms; eliminates travel times);  
• Cost savings (e.g., no longer need to take a day off work to attend an appointment); 
• Increased flexibility and ease of scheduling; 
• Eliminates commute, travel, and transportation costs and times (especially for specialists); 
• Convenience (e.g., lab requisitions can be picked up at the same time as prescriptions, do not need 

to leave home and less time off is required from commitments like work or childcare);  
• Specialists are easier to contact and reach as well as increased efficiency;  
• appointments were timely, extremely thorough, and they had the physicians’ full attention; and  
• Allows for family members to easily attend appointments.  

Q6. Did you experience any issues or challenges receiving care virtually? If so, what challenges 
or issues did you encounter? (n=167) 

Roughly half of all respondents who provided written feedback did not experience any issues or challenges 
when receiving virtual care.  

Of those that reported experiencing challenges with virtual care, respondents specified the following 
issues:  

• Feeling rushed or that virtual care would be awkward for a first encounter; 
• Impersonal nature of virtual care;   
• The physician’s office was not configured properly for virtual care; 
• Communication issues (e.g., not being informed of delays and missing a physician’s phone call with 

no follow-up); 
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• Limitations of virtual care to appropriately assess and treat certain conditions (e.g., still required 
diagnostic imaging following encounter); 

• Issues around follow-up, including instances of not receiving lab results difficulty seeing the same 
physician for a follow-up appointment when using a virtual “walk-in.”  

• Issues with technology (i.e., connectivity and bandwidth), for example: 
• Poor internet speed or connection issues can cause a loss of information, poor audio or video 

quality (delays can stifle conversations); 
• Connectivity issues with video visits can often lead to defaulting to telephone instead (instances 

where using video would have augmented the quality of care that was provided by phone); 
• Video and images (e.g., inadequate video and lighting; pictures can be unclear; some video 

options are poor or inconsistent); and 
• Ontario Telemedicine Network (OTN) services were described as unreliable and “freezing,” and 

connection failures, poor quality resolution and images, log-in issues, and missing audio were 
cited.  
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The following questions were only posed to physician respondents:  

Q7. Have you provided care virtually (e.g. by telephone, email, audio and video conferencing, 
secure messaging, etc.)? (n=159) 

 

 

The majority of physician respondents (97%) indicated that they have provided care virtually. 

The following question was only posed to physician respondents who indicated “No” to Q7: 

Q8. Is there any reason why you haven’t? (n=3) 

Of those who indicated that they have not provided virtual care the following reasons were provided: 

• An emergency physician indicated they had “seen numerous examples of poor and frankly negligent 
care” because of virtual care.  

• One physician indicated it was not pertinent to their practice (uses the internet to perform radiology 
services and communicate with the office but not the patient directly). 

• Another physician indicated that they recently closed their practice.  

The following questions were only posed to physician respondents who indicated “Yes” to Q7: 

Q9. What has your experience been like overall? (n=154) 

 

The majority of physicians (81%) indicated their overall experience providing virtual care has been positive.  
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Q10. Would you like to: (n=154) 

 

 

The vast majority of physician respondents (94%) would like to keep providing virtual care during the 
pandemic but fewer (79%) would like to do so following the pandemic while 18% were unsure (“Maybe” or “I 
don’t know”).   

Q11. Please indicate the extent to which you agree/disagree with the following statement: I am 
able to provide high quality care virtually. (n=151) 

 

Most physician respondents (either “strongly” or “somewhat”) agreed (91%) that they are able to provide 
high quality care virtually. 

Q12. Please feel free to elaborate on your response above. (n=124) 

Much of the written feedback indicated that physicians are able to provide high quality care virtually if the 
presenting condition is appropriate for virtual care but acknowledged that some conditions are not 
amenable to virtual care (i.e., those that require an in-person assessment or examination).  

Physician respondents who strongly agreed that they were able to provide high quality virtual care 
highlighted the following benefits:  

• An asset during the pandemic and has helped to ensure continuity of care;  
• Allows triaging for follow-up in-person assessments and care;   
• Strong physician-patient relationships can still be formed;    
• Increased accessibility, especially for those in underserviced, remote, or northern communities; and 
• Positive feedback from patients (and physicians themselves).  
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Physicians reported the following examples of clinical conditions that are amenable to high quality virtual 
care: 

• Primary care (one physician indicated that “the vast majority of conditions being treated within 
primary care can have a substantial portion managed remotely, with the assistance of various 
technology, including EMRs, video access, remote monitoring, and home care support”);  

• Conditions such as allergic rhinitis, conjunctivitis, and UTIs;  
• Chronic disease management (e.g., diabetes; hypertension; and hypothyroidism);  
• History-taking and reviewing reports/specialist consultations;  
• Routine follow-up or patient monitoring (e.g., monitoring response to treatment/intervention) or 

medication adjustments;  
• Dermatology (including acne; eczema; rashes; and moles);  
• Diagnostics and radiology (e.g., communicating preliminary reports to referring physicians);  
• ED (e.g., co-managing code stroke and deciding on tPA followed by transfer for endovascular 

treatment [EVT] with a stroke neurologist from a tertiary center);  
• Internal medicine (one physician noted that as most referrals are for patients who were recently in 

the ER or discharged from the hospital, exams and investigations have been done so there is 
confidence in their assessment even without a physical exam);  

• Mental health, addictions, and general counselling (though some therapy still requires some in-
person care, e.g., initial face-to-face meetings for teens with anxiety):  

o Low-barrier addictions treatment improves access to care by providing care at multiple sites 
simultaneously where there are no other addictions specialists; 

o Providing virtual care allows for timely care to pregnant and post-partum patients when they 
are at their highest risk time for mental health decline; and  

o Full diagnosis, assessment, and treatment for attention deficit disorder (ADD) in children 
can be provided virtually (if the child has a primary care provider who has examined the child 
and has determined the child is healthy); 

• Psychiatry (though one psychiatrist noted it can be difficult to engage some patients and hold their 
attention and also that seeing the patient in-person can help assess level of agitation); and 

• Musculoskeletal care (MSK) (though one physician cited challenges with some MSK examinations). 

Additional feedback from physician respondents included the following: 

• Virtual care works well for existing patients but may be more challenging to provide to new patients; 
• Vulnerable or marginalized patients who do not have access to technology must be considered;  
• Elderly patients or those with cognitive and physical disabilities may be unable to use technology; 

vision and hearing impairments provide additional challenges (especially in elder care where 
physical examinations are essential); and reports of difficulty using video calls and accessing email;  

• Cognitive decline or other factors may make virtual care more difficult for some;  
• The inability to view body language, facial expressions, demeanor, or grooming can be detrimental;  
• Virtual care may not be appropriate for certain examinations (e.g., especially some MSK, skin, and 

neurological examinations), for unstable patients with chronic illness, or acute illness in any patient 
that requires a heart or lung examination; and  

• There are consent and confidentiality concerns for children and adolescents.  
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Q13. What are the advantages you see to providing virtual care? (n=150) 

The main advantages to providing virtual care reported by physician respondents were convenience (for 
both physicians and patients), increased access to care and equity, safety, better patient experience and 
satisfaction, and administrative benefits.  

Convenience (for both physicians and patients): 

• Less travel, transportation, and commuting (including parking) results in time and cost savings;   
• Timely and efficient (i.e., less time wasted for check-ins or clearing the consultation room); 
• Reduces wait times (including for both new consultations and same/next day appointments); 
• No longer need to take significant time out of schedules for other obligations or commitments (e.g., 

work or childcare) and reduces disruptions to daily lives;  
• Shorter targeted visits can be easier than in-person visits (i.e., more efficient in straight-forward or 

low complexity cases; many minor issues can be seen virtually); and  
• Patients can avoid unnecessary appointments or multiple trips to the hospital clinic since lots of 

follow up can be done virtually (e.g., prescription renewals or reviewing test results).  

Increased access to care and equity: 

• Faster access to medical care (i.e., enables quick, rapid, expedient care for urgent issues); 
• Removes transportation and location barriers to access, including:  

o Provides access to care when none was previously available; 
o Can provide service to remote locations, including outside catchment areas; 
o Improves access for patients outside urban centres (including specialists); and 
o Those unable to leave their homes are still able to receive care (e.g., those with disabilities, 

decreased mobility, chronic pain, or mental health concerns, including agoraphobia).  
• Specialist care has become timelier and more efficient (e.g., can order and receive tests before the 

patient sees the specialist or preparing tests and imaging in advance of the appointment); and 
• The ability to work longer hours allows access for those who may need care before or after hours. 

Ensuring safety:  

• Reduces risk of exposure to both patients and physicians during the pandemic and decreases the 
risk of morbidity from COVID-19 (especially for the elderly);  

• Those who may be reluctant to come in-person to an appointment or the ER can still access care;  
• Saves hospital space for those who really need to be there and reduces the burden on ERs;  
• Frail elderly patients do not need to leave their homes (e.g., reduces risks of falls in winter); and  
• It may be safer for the provider to see the patient virtually if the patient is aggressive. 

Better patient experience and satisfaction: 

• Positive responses from patients (described as satisfied; happy with the experience in general; very 
appreciative; seen as going “above and beyond”; and requests to use virtual care post-pandemic); 

• Physicians are able to see patients in their home environments and can provide “home visits”; 
• Patients are more comfortable, less stressed, and more relaxed in their home (e.g., patients may be 

more comfortable discussing sensitive issues compared to in-person appointments);  
• It can be reassuring for the patient to know that the physician is just a phone call away; and 
• It seems to stimulate and motivate patients to manage and monitor their conditions at home (e.g., 

blood pressure) and increases adherence to medication.  
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Administrative benefits: 

• Enhances flexibility in scheduling: more flexible work arrangements (e.g., able to provide a mix of 
virtual care and in-person care);  

• Can provide care or coverage to multiple locations at once (e.g., one physician can easily serve two 
sites virtually and it is easier for another physician to take over virtually than travelling to the clinic); 

• Less overhead (i.e., office) costs and decreases on-site physical space requirements; 
• Reduces risk of no-shows, missed appointments, and cancellations (especially for patients with low 

socioeconomic status), or those with disabilities who may struggle to incorporate physical office 
visits into their schedule or find transportation); it is easier to track patients down; and 

• Allows other patients to be seen or other work to be completed in cases of no-shows.  

Q14. Have you experienced any issues or challenges when providing care virtually (i.e., technical 
issues, patient unwillingness, privacy concerns, regulatory issues, others)? (n=151) 

 

A majority of physician respondents (71%) indicated that they had experienced some issues or challenges 
when providing care virtually.  

Q15. What issues or challenges have you experienced when providing care virtually? (n=106) 

The primary issues and challenges experienced by physicians when providing care virtually included:  

• Technical issues (e.g., bandwidth and connectivity) that make it more difficult to provide care, 
particularly when the audio or video quality is not adequate for physicians to rely on the information. 

o Several physicians reported issues or challenges with OTN (and some indicated that they 
prefer alternate platforms).  

• Inability to physically examine patients: 
o Some presenting conditions (e.g., abdominal pain; acute issues; complex care; geriatrics; 

muscular and articular lesions or injuries) can be difficult to assess or diagnose virtually.  
o A few physicians were concerned about the possibility of overprescribing antibiotics and 

unnecessary testing. 
• Unrealistic expectations and patient unwillingness:  

o Some patients are unwilling to be seen virtually vs. in-person (or vice-versa) and are often 
disappointed when these expectations cannot be met by the physician (including when 
patients self-triage and are not able to determine the appropriateness of their concerns). 

• Accessibility concerns for some patient populations:  
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o Some patients do not have access to the internet (let alone high-speed internet), or to the 
technology needed to use virtual care (e.g., a phone or computer); 

o Language and cognitive barriers can present challenges, and some may not be able to 
adequately follow instructions or have difficulty with technology; and 

o Those with severe psychiatric symptoms may be suspicious of electronic communication.  
• Privacy concerns:  

o Sometimes patients are not always located somewhere private when taking calls (e.g., if 
some patients do not have home internet and require care outside a secure clinical setting, 
including the possibility of others in the home overhearing the conversation); 

o Concerns around patient data when using third-party platforms; and  
o Calls to prioritize access to care over restrictive privacy policies.  

• Difficulty reaching patients, including:  
o Not available or picking up at the scheduled time;  
o Playing phone tag; and 
o Instances of no-shows. 

• Billing limitations:  
o Calls for more flexibility in the OHIP and Virtual Care Program billing model (e.g., the 

Schedule of Benefits should allow physicians to practice and bill when located outside 
Ontario, including for patients located within Ontario; and teleradiology billing); and  

o There is a lack of clarity around what is and is not allowed for billing virtual care. 
• Licensing limitations:  

o The inability to provide care to rostered patients who are stranded in other provinces 
(especially due to the pandemic) if the physician is not licensed in that jurisdiction; and  

o Some patients are unaware that they cannot consult their physician when outside Canada. 
• Heightened demand and increased need for administrative and logistical support (i.e., more hours). 

Additional issues and challenges that were highlighted by physicians included:  

• Lack of EMR integration (e.g., lack of a secure direct way to receive photos from patients; the 
burden and difficulty of faxing prescriptions; requires toggling between two platforms for 
videoconferencing and documenting; lab requisitions where patients cannot print the electronic 
copy they received); 

• Challenges related to virtual walk-in clinics (i.e., it can be challenging to follow up on certain 
investigations);  

• Insufficient bandwidth and staff available to support full virtual diagnostics;  
• Difficulty knowing what specialists or labs are available in a patient’s region; and 
• Being unable to see the patient and their body language when providing virtual care via the phone 

(but this can be circumvented by keeping photo ID of patients or doing a video call instead).  
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Q16. Are you looking for guidance on any issues related to virtual care? If so, what issues are 
you looking for guidance on? (n=148) 

Roughly 38% of physician respondents who provided written feedback indicated that they were not looking 
for guidance on any issues related to virtual care and several physicians voiced their support for the 
continued use of virtual care post-pandemic.  

Of those that are looking for guidance, the primary areas physician respondents are seeking guidance on 
include: 

The appropriateness of virtual care and when physical assessments and examinations are required: 

• What type of clinical care is appropriate to provide virtually and what is not;  
• Appropriateness of each virtual care modality for each type of assessment (e.g., initial vs. follow-up; 

when video is preferable to phone; include guidance for phone calls and not just video visits); 
• How to provide various examinations virtually, including cognitive testing; 
• If there are limitations on providing care virtually (e.g., what proportion of a physician’s practice can 

be provided via virtual care compared to in-person care); 
• Inappropriate referrals from other physicians (e.g., there were reports of allergy testing with no 

allergy tests completed or ophthalmologists seeing patients with no prior eye exam); 
• Managing patient expectations (e.g., what to do if there are disagreements about the preferred 

modality and how to better approach the encounter); and 
• How to navigate cognitive or language barriers (and acknowledge that certain virtual care 

modalities may not work for all patient populations and consider relevant technological limitations). 

Providing virtual care across jurisdictions:   

• How to know if physicians can legally provide virtual care in another jurisdiction outside Ontario; 
how to determine if an Ontario license is valid in other jurisdictions; and what are the consequences 
of providing virtual care in another jurisdiction where an Ontario license is not valid or recognized; 

• Clarify how physicians “must comply with licensing requirement of that jurisdiction”; 
• Clarify whether physicians can provide care when they (or the patient) is physically located outside 

Ontario (several physicians noted the inability to provide care to existing patients in these instances 
and there were calls for a cross-country register and easy portability of payment by provinces); and 

• Emergency instances where there may be a need to correspond with providers in other jurisdictions 
(e.g., Manitoba) where the technology may fail, or the images may be unclear.  

Billing issues: 

• Who to bill for services when physicians are licensed in multiple provinces; 
• If virtual groups (e.g., therapy) are permitted and what can be billed; 
• How to bill more efficiently; and 
• How to bill after the temporary K-Codes expire.  

Several physicians highlighted the inability to bill for some modalities (e.g., secure messaging) and care 
(e.g., diabetic care via OTN) and there were calls to expand billing for Ontario-licensed physicians to 
provide care in other provinces. One physician suggested CPSO’s guidance should align with the Schedule 
of Benefits around teleradiology (i.e., the patient and radiologist must be located in Ontario).  

Issues around privacy, confidentiality, and security: 
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Several physicians felt the existing requirements were cumbersome and virtual care should continue in a 
way that is most convenient to the patient and physician, while also ensuring and respecting each other’s 
privacy and limitations. One physician felt there “should be clear and simple rules around privacy that will 
not destroy the gains we have made with virtual care.” Additional guidance around privacy, confidentiality, 
and security that were requested by physicians included:  

• Specific platforms (e.g., which tools other than OTN meet privacy and security standards); 
• Where patients are able to receive virtual care (e.g., if patients could be seen in a public place even 

though they may consent and understand the potential risks); and 
• When patients need to indicate if they are recording the appointment.   

Physician respondents also requested guidance on the following issues related to virtual care: 

• Prescribing (e.g., how to prescribe online; narcotics prescriptions; and clarify if methadone 
maintenance treatment (MMT) can continue to be provided remotely post-pandemic);   

• Requirements around appropriate documentation;  
• Consent from children and adolescents (i.e., clarify who must be present at what age and what 

circumstances a parent can continue the virtual encounter without the child being present);  
• Providing care to psychiatric patients; and 
• Dealing with abusive patient encounters and appropriate discharge.   

Additional comments around virtual care provided by physician respondents included: 

• Requirements for physical examinations should be a decision made by the physician based on the 
clinical situation and not a regulatory requirement;  

• Patient and public education is important for quality virtual care;  
• Hospitals should be responsible for providing technology to connect with patients; and  
• CPSO should advocate for user-friendly EMRs to optimize physicians’ ability to deliver quality virtual 

care. 
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The following questions were posed to all survey respondents:  

Q20. The current policy defines telemedicine as including technologies such as: “telephone, 
email, audio and video conferencing, remote monitoring, and telerobotics.” Are there are any 
modalities missing from the definition of telemedicine that should be included? If so, what are 
they? (n=163) 

Roughly 60% of respondents who provided written feedback did not think there were any modalities 
missing from the definition of telemedicine that should be included.  

Key comments from respondents regarding what should be considered in the definition included:  

• Any form of communication;  
• Anything not done in-person; and 
• Any form as long as it remains confidential and the information is protected.  

One physician respondent felt that the modalities listed in the definition “cannot be lumped in with each 
other” and another physician indicated it is important to differentiate telemedicine from electronic 
communications such as text messaging or direct messaging on social media.  

Specific modalities that respondents felt were missing from the definition of telemedicine included:  

• Connection via satellite (for remote communities);  
• Email; 
• Facsimile (fax); 
• Instant messaging (whether via a phone or secure platform) and other messaging applications;   
• Patient portals (and related messaging);  
• Remote patient monitoring (i.e., wearables, e.g., smartwatches). 
• Secure or direct messaging through an external platform (e.g., TELUS HealthMyself; HyperCare) or 

via EMR integration (e.g., Medeo);  
• Social media (e.g., Twitter; Skype; Instagram; Facebook); 
• Teleradiology (including diagnostics; radiology services; remote imaging consultation; and remote 

Picture Archiving and Communications System [PACS] access); and 
• Text messaging/short message service (SMS). 

One physician respondent indicated consultations (e.g., allied health care providers, home care services, or 
paramedic outpatient surveillance programs) should also be included in the definition.  
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Q21. Please indicate your level of agreement with the following statement: “Patient choice 
should be a primary consideration when determining the appropriateness of providing care 
virtually”: (n=165) 

 

Q22. Please feel free to elaborate on your response above. (n=127) 

A majority of respondents agreed (either “strongly” or “somewhat”) that patient choice should be a primary 
consideration when determining the appropriateness of virtual care (71%), while some respondents 
(including physicians who agreed) expressed that  patient choice must be balanced with other 
considerations, especially when accessing care within the context of a pandemic (e.g., safety, location, and 
available resources).  

Some physician respondents indicated that patient choice can be better accommodated and considered as 
part of a collaborative and patient-centered relationship in normal circumstances (i.e., outside the 
pandemic when all things are considered “equal”), but ultimately it should be the physician’s discretion to 
determine the appropriateness of providing virtual care.  

Physician respondents also indicated that there are instances when virtual care is not appropriate (i.e., 
when an in-person assessment is required) and patients must be seen for an in-person appointment 
despite their preference for a virtual visit (i.e., patients may not be aware of the limitations of virtual care).  

Concerns from physicians who disagreed that patient choice should be the primary consideration when 
determining appropriateness highlighted the risks of patients self-triaging and self-reporting, including that 
they cannot be the sole determinant of the information needed to perform a diagnosis or manage their 
conditions.  

Q23. What other considerations are important when determining the appropriateness of virtual 
care? (n=159) 

Respondents listed the following important considerations when determining the appropriateness of virtual 
care: 

• The need for a physical examination or other necessary procedures or investigations (based on the 
patient’s presenting condition(s); nature of the complaint; primary diagnosis; and urgency);  

• Risk vs. benefit analysis; 
• Accessibility, comfort, and capability around technology (for both physicians and patients);  
• Confidentiality and privacy concerns (e.g., if private space is available and accessible); 
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• Safety concerns around providing in-person care during the pandemic (e.g., the current level or risk 
of community spread; public health guidelines; the patient’s comorbid at-risk health concerns; 
physician/staff who may be within the at-risk category; and the availability of PPE); 

• Ability of patient to effectively communicate and comprehend (e.g., age; language barriers; 
disabilities; speech, hearing, or cognitive impairments; level of psychiatric illness; and literacy); 

• Availability, accuracy, and quality of health information (e.g., ensure the connection is high enough 
to adequately assess the patient; quality of image or video; and non-verbal cues may be missed);  

• Familiarity, knowledge, and past encounters with the patient (e.g. if there is an existing relationship);  
• Proximity to support and assistance with technology (for both physicians and patients); and 
• Availability of other forms of care, resources (e.g., translation services), and emergency services.  

Q24. Please indicate the extent to which you agree/disagree with each of the following: (n=165) 

 

While the vast majority of respondents agreed that virtual care is an effective way of providing care both 
during (96%) and following the pandemic (90%), fewer respondents overall agreed that virtual care can be 
as effective as in-person care (75%).  

Q25. Thinking in general about virtual care, what risks come to mind that might compromise the 
patient experience or quality of care provided? (n=160) 

Roughly half of the physician respondents who provided written feedback highlighted the inability to 
adequately examine patients when needed can risk compromising the patient experience or quality of 
virtual care provided. Specific concerns from physician respondents included: 

• Virtual care may limit accurate assessment, diagnosis, and treatment plans (including 
prescriptions); 

• There is an impaired ability to diagnose and manage certain conditions virtually (e.g. dermatology); 
• There may be limited observation or examination available, and details may be missing; 
• There are issues with patients self-triaging and reporting (e.g., inadequate information may be 

provided resulting in inadequate diagnosis or treatment; findings may be missed or not reported by 
the patient; or patients may downplay symptoms virtually);  

• Inadequate technology and/or connectivity issues can reduce the quality of information provided or 
received which can lead to inadequate assessments;  

• There may be a reduction in preventative care (e.g., blood pressure checks and immunizations); and 
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• There may be a possible delay in care if virtual care is used to triage for necessary in-person follow-
up, and it can be difficult to arrange these follow-up examinations. 

Some of the other risks that respondents felt may compromise the patient experience or quality of virtual 
care included: 

• The inability to read body language, potentially compromised rapport, and communication during 
virtual care encounters; 

• (In)competency with technology (it is sometimes difficult connecting with those who are not used 
to the technology, e.g., young children or the elderly may find virtual care difficult); and 

• Language and translation barriers (especially compared to in-person encounters). 

Q26. Thinking in general about virtual care, what are the barriers to the adoption of virtual care? 
(n=161) 

The most reported barriers to the adoption of virtual care included the following:  

• Inequality and inequity of virtual care (i.e., the “digital divide”): some patient populations do not have 
the means to access the technology (or internet access) required to enable virtual care; 

• Language, cultural, or communication barriers (including considerations for those who are disabled 
or experiencing sensory deficits like vision or hearing impairment which may require more support); 

• The need to perform in-person examinations (i.e., understanding the limitations of virtual care);  
• Technology, connectivity, and bandwidth issues, especially in northern and remote communities; 
• Both the physician and patient’s comfort, familiarity, and ability to use technology; 
• Privacy, confidentiality, and security considerations for different virtual care modalities;  
• Costs to enable virtual care, including systems-level issues around support, funding, and 

renumeration; and 
• Resistance or unwillingness from health care providers to adapt to new technology and practices. 

Q27. Thinking in general about virtual care, what are the advantages you see to providing or 
receiving care virtually? (n=159) 

Much of the feedback received echoed many of the benefits of providing or receiving virtual care that were 
previously highlighted by respondents, e.g., convenience, time and cost savings, ensuring safety during a 
pandemic, and increased access to care (especially for vulnerable populations).  

Some of the key advantages of providing virtual care highlighted by physician respondents included:  

• Ease of access and contact (e.g., can reach patients more efficiently with high acceptability); 
• Expanded and continued access to care, particularly for vulnerable patients: 

o Can easily include family members if needed for patients who may require additional 
support (e.g., elderly patients or those with hearing impairments) or assist with translation; 

o “Hospital at home” programs and virtual inpatient care can have far-reaching reaching 
advantages by treating many conditions (especially with the elderly or complex patients); 

o The ability to see the patient in their home environment is incredibly helpful for physicians 
(e.g., can know when to include significant others or pets as needed);  

o Virtual encounters can be less threatening for some psychiatric patients; and 
o The ability to provide care to patients outside catchment areas, especially when patients are 

seeking services not available in all regions (e.g., medical abortion care). 
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• Increased efficiency and effective use of resources (e.g., can triage and prioritize in-person 
appointments; reduces unnecessary in-person visits; helps ease the burden on clinics offering in-
person and virtual care simultaneously; can chart directly into the EMR while seeing the patient); 

• Greater flexibility and scheduling (e.g. ability to “see” patients on days “outside” the office; the 
ability to provide overnight call coverage in a different time zone for improved working hours); 

• Greater patient engagement and satisfaction (e.g., one physician felt there is more of a 
“partnership” via virtual care and that patients seem eager to “help out”);  

• Improved retention; higher frequency of follow-up and adherence; and fewer no-shows; and 
• Reduced burnout (e.g., one physician suggested that incorporating virtual care into a practice can 

improve work-life balance, and there were also reports of less stress and improved provider 
satisfaction).  

Q28. Thinking about virtual care, what are the issues that CPSO should be providing guidance 
on? (n=158) 

Several physician respondents highlighted the need for a flexible regulatory framework that enables the 
widespread adoption and utilization of virtual care, but also provides clear guidance on its limitations and 
appropriateness to allow physicians to provide safe, effective, and quality virtual care.  

The primary issues physicians requested guidance on were the limitations and appropriateness of virtual 
care; how to comply with privacy and security requirements; licensing and practicing across jurisdictions; 
and medico-legal concerns, risk, and liability.  

Physicians who requested guidance on the limitations and appropriateness of virtual care are specifically 
seeking guidance on: 

• What can and cannot be provided virtually (i.e., what is appropriate for virtual care and what is not); 
• How to choose modalities (e.g., when phone or video is considered more appropriate); 
• How to address conflicts with patients unwilling to attend in-person; how to document this 

discussion; and 
• How often a patient should be seen in-person (regardless of their medical concerns);  
• How to ensure continuity of care, especially with the increase in “walk-in” virtual and episodic care; 
• How to ensure that virtual care is appropriate for the patient for each encounter; 
• If there is a minimum of in-person care required to maintain clinical assessment competencies; and 
• If education and training around virtual care is required (additionally, a few physicians felt that 

educating patients on the limitations of virtual care could help manage patient expectations). 

Several respondents felt CPSO should recognize the privacy and confidentiality considerations of virtual 
care but also acknowledge the convenience and accessibility of unsecure communications. Guidance on 
how to comply with privacy and security requirements when using virtual care was requested, including:  

• Providing a recommended list of compliant virtual care platforms for physicians and patients; and 
• Additional issues regarding privacy and confidentiality, which included: 

o Consent to treatment;   
o How to protect both patient and physician confidentiality (including if the patient wants to 

proceed with the virtual care encounter in a public place despite knowing the risks);  
o How to confirm the patient’s identity;  
o Providing medical information over email;  
o Potential confidentiality breaches, including managing the risk of hacking; and   
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o Recording encounters.   

Physician respondents highlighted several issues around licensing and practising virtual care across 
jurisdictions and requested guidance on the following: 

• Providing care while located outside the province, including when: 
o Providing care when they are located outside Ontario or Canada; and 
o If care can be provided by licensed physicians from outside Ontario for Ontario patients 

(some physician respondents suggested ensuring physicians are registered in Ontario). 
• Providing care to patients located outside the province, including: 

o Providing care to Ontario patients when they are located outside of Ontario.   

Physicians also requested guidance around medico-legal concerns, risk, and liability, which included: 

• Information around potential liabilities and pitfalls when providing virtual care;  
• The legal implications of providing care without an in-person assessment;  
• The legal consequences for missed diagnoses; and 
• The legal liability for inadequate information provided by patients.  

Other guidance for issues related to virtual care requested by physician respondents included:  

• How much and what information is 
required before ordering tests; 

• Best practices for technology equipment 
and workflow; 

• Billing (including across jurisdictions and 
post-pandemic);   

• Documentation requirements; 
• How to determine who can be safely seen 

in-person during the pandemic;  
• How to proceed if urgent situations arise; 
• Prescribing, including managing 

controlled drug requests;  

• Providing virtual assessments for Form 1s 
(Application by Physician for Psychiatric 
Assessment);  

• Providing virtual care with multiple 
providers;   

• Providing emergency care remotely;   
• How to handle conflict virtually; 
• Respecting boundaries; and 
• How to manage patients who do not 

answer the phone or come online within a 
certain timeframe. 
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The following questions were only posed to survey respondents who indicated that they read the 
current Telemedicine policy: 

Q29. We’d like to understand whether the current policy is clear and comprehensive. Please 
indicate the extent to which you agree or disagree with each of the following statements 
regarding the draft policy. (n=142) 

 

Most respondents agreed that the policy is clearly written (88%) and easy to understand (87%). A majority 
(68%) felt that the policy is comprehensive and addresses all of the relevant or important issues related to 
telemedicine (68%). 

Q31. Please feel free to elaborate on your answers above. For example, how can we improve the 
policy’s clarity? Are there any topics not covered in the policy that should be? (n=76) 

Some physician respondents felt the current policy is outdated and that it lacks details on responsibilities 
and practical expectations within the current context of virtual care.  

Other respondents appreciated how straight forward or “simple” the policy was and encouraged flexibility 
to enable physician’s professional judgment.  

Respondents requested clarity and guidance around the appropriateness of virtual care (and when an in-
person assessment is required), providing virtual care across borders (licensing requirements), and 
confidentiality and privacy requirements. 

Some of the additional topics and issues respondents thought should be addressed in the policy included:  

• Accessibility of virtual care;  
• Considerations for those with intellectual 

disabilities and mental illness; 
• Liabilities and risks (e.g., relying on patient 

findings) and how to mitigate;  
• Obligations and limitations of referring 

physicians to ensure continuity of care; 

• What percentage of a physician’s practice 
can be provided virtually; 

• Emergency care; 
• Triaging referrals;  
• The role of other health care providers; 
• Technology failures; and  
• Urgent situations.

  

https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Telemedicine
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The following questions were only posed to survey respondents who indicated that they read the 
current Advice to the Profession: Telemedicine document: 

Q32. We’d like to understand if the Advice to the Profession document is clear.  

Please indicate the extent to which you agree or disagree with the following: (n=124) 

 

Q33. Is there any additional guidance that would be helpful to include in the Advice to the 
Profession document? (n=65) 

Roughly one third of respondents did not think there was any additional guidance that would be helpful to 
include in the Advice document.  

• One member of the public found the Advice document very educational, informative, and thorough.  
• Another member of the public thought it was easy to read and well organized but felt that it should 

be reviewed and updated on a regular basis since technology advances so quickly.  
• A few respondents suggested that the Advice document needs to be updated to reflect the 

pandemic.  

Physician respondents suggested the following guidance should be included in the Advice document:  

• Concrete examples of appropriate and inappropriate uses of virtual care; 
• A list of acceptable virtual care platforms (other than OTN); 
• Providing virtual care across jurisdictions; 
• Deciding to provide care virtually or in-person in the context of a pandemic;  
• Managing situations where the patient insists on virtual care but will not attend in-person (and vice-

versa); 
• Ensuring continuity of care, including the availability and responsibility of referring physicians;   
• Providing teleradiology (as a special subset);  
• Providing independent medical evaluations (IMEs) or other third-party assessments where a 

physician-patient relationship is not formed;  
• Completing Form 1s (Application by Physician for Psychiatric Assessment); and 
• Providing other aspects of addiction medicine, e.g., suboxone opioid agonist treatment (OAT). 

Some additional suggestions from physician respondents included guidance around privacy; urgent 
situations, emergencies, or technology failure; risks to physicians; and the use of EMRs.  

 

https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Telemedicine/Advice-to-the-Profession-Telemedicine
https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Telemedicine/Advice-to-the-Profession-Telemedicine
https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Telemedicine/Advice-to-the-Profession-Telemedicine
https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Telemedicine/Advice-to-the-Profession-Telemedicine
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Q34. Is there any information in the Advice to the Profession document that you think is 
unhelpful or unnecessary? (n=55) 

The majority of respondents who provided written feedback did not think that the Advice document 
contained unhelpful or unnecessary information. Supportive comments from physician respondents 
described the Advice document as helpful, clear and concise, and very simple.  

Suggestions from respondents to improve the Advice document included the following: 

• Reduce the length (it was described as “too wordy”); and 
• Define the role of the primary physician, continuity of care, and consultants.  

One physician respondent thought that the delegation of controlled acts via telemedicine section seemed 
unnecessary. 

Additional feedback around virtual care provided by physician respondents included:  

• Virtual care for Ontario patients should only be acceptable if it is provided by a CPSO-licensed 
physician; 

• Ensuring continuity of primary care should be an essential component of all virtual care; and 
• OTN is cumbersome and other platforms may be preferable, though there may be concerns with 

privacy and security.  

https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Telemedicine/Advice-to-the-Profession-Telemedicine
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The following question was posed to all survey respondents:  

Q35. If you have any additional comments that you have not yet provided on the current policy or 
Advice document, please provide them below, by email, or through our online discussion forum. 
(n=29) 

Several comments were supportive of virtual care, including:  

• Virtual care has been used with dramatic success in Ontario;  
• The pandemic showed that change could happen very quickly, when necessary; and  
• Virtual care can be an effective way of delivering patient care (keeping in mind that virtual care is 

not a substitute for an in-person assessment). 

A few physicians commented on providing virtual care across jurisdictions, which included:  

• The appropriateness of providing care outside Ontario (the physician’s location should not be a 
factor as long as their access to secure technical platforms is similar to what they would have 
access to in Ontario: continuity of care could be maintained when physicians are traveling); and 

• Do not allow non-CPSO licensed physicians to provide virtual care to Ontario patients (the physician 
could be physically located outside of Ontario but should have a CPSO license). 

Additional key comments from physician respondents included the following:  

• One psychiatrist indicated that they need to feel guided and supported by CPSO with the shift to 
virtual care (virtual care represents a majority of their busy practice and is the preferred method of 
care for some patients: virtual care cannot be considered “second-class medicine”); and   

• One physician felt the videoconferencing section in the Advice document should be very specific 
regarding what exactly is inappropriate and why (citing “confidentiality concerns” is inadequate). 

https://www.cpso.on.ca/Physicians/Policies-Guidance/Policies/Telemedicine/Advice-to-the-Profession-Telemedicine
http://policyconsult.cpso.on.ca/?page_id=12724

