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Routine outpatient visits have rapidly transitioned to
telemedicine because of the evolving coronavirus

pandemic. In the rush toward telemedicine, our older
adults may be at particular risk for missing out or mis-
understanding their providers. Hearing loss is almost
universal among older adults: Approximately two thirds
of persons aged 70 years or older have clinically signif-
icant hearing loss (1). Age-related hearing loss occurs
gradually and frequently leaves older patients with the
sense that their hearing is adequate but that clarity is
the issue and others mumble. Clinic-based visits, which
are generally face to face in a quiet environment, allow
hearing loss to go undetected in many patients be-
cause hearing loss can have seemingly little effect on
these encounters (2). However, telemedicine can create
challenges for older patients, including those with only
mild hearing loss. Telephone-based encounters can be
particularly challenging because they remove detailed
visual cues like gestures, lip reading, and facial expres-
sions. Older users' perceptual capabilities, including
hearing, vision, cognitive and motor skills, and techno-
logical proficiency, can influence their ability to interact
successfully via telemedicine (3). Language barriers,
unreliable connections, and consultations in noisy set-
tings can further complicate an older patient's ability to
get what he or she needs out of an encounter.

COMMUNICATION STRATEGIES FOR

TELEMEDICINE ENCOUNTERS
Relatively simple measures can help optimize con-

ditions for telemedicine encounters with older patients
(Table). First and most important, you must assume that
your older patients have at least mild hearing loss. Risk
for this condition increases with age, and hearing loss is
one of the most common chronic conditions among
older adults (1, 4).

Before the Encounter
Encourage patients to use headphones or a head-

set to improve the signal–noise ratio, whether using a
cellphone, tablet, or computer. In general, headphones
can be easier for patients to manage, attenuate com-
peting background noise, and provide a degree of am-
plification. Patients with amplification devices, such as
hearing aids, can choose to use the device or opt for
headphones if they provide adequate amplification.
For smartphone- or tablet-based encounters, Bluetooth-
connected amplification devices should be able to con-
nect with the patient's smartphone or tablet directly
and serve as the headset. Modern, digital hearing aids
should be compatible with cellphones and landline
telephones and connect automatically; if the patient's
amplification device has not automatically connected
or the patient is struggling to hear you, prompt them to

use their telephone on speaker mode if they are in a
private location.

You should also use a headset to optimize the
sound quality of your voice and minimize background
noise. Video-based encounters should be prioritized, at
least on your end, to allow patients to view your face,
read lips, and observe gestures, which provide visual
cues that supplement your voice. For video-based en-
counters, ensure that you are in a well-lit area, ideally
with your face evenly lit from the front to eliminate
shadows. If using a videoconference platform, use cap-
tioning options for all patients as a default. Automatic
speech recognition captioning can be helpful for a
range of patients. If this is not available, contact your
administrator to inquire about available options.

Start of the Encounter
At the start of an encounter, remind the patient to

step into a quiet area and minimize background noise.
Position the camera so that your face is visible; the ideal
placement is at a distance at which the patient can read
your lips and facial expressions. During the introduc-
tory exchange, be mindful of potential barriers to com-
munication and gauge the appropriateness of re-
sponses. If concerned, engage the patient on ways to
optimize the exchange (for example, increase the vol-
ume, wear glasses, or enlist an interpreter).
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Table. Telemedicine Communication Checklist

Before encounter
For patients

Confirm patient preference regarding format, being responsive to
technology access, proficiency, privacy concerns, and potential
limits in internet or data plans

Ask patient to wear headphones or a headset or confirm that they
are wearing their hearing aids or amplification device

Use the speaker function of the telephone as a backup
For providers

Assume that your older patient has some degree of hearing loss
Use a headset and avoid relying on built-in microphones
Use video whenever possible
Light your face evenly and from the front to minimize shadows
Position camera to focus on your face
Use captioning when available for video-based encounters

Start of encounter
Confirm that patient is in a quiet location; minimize background noise
Ensure that patient is able to see your face
Be aware of cues patient is not following the conversation, and address

it early

During encounter
Speak slowly and clearly
Minimize raising your voice too much to cause distortion
Monitor for cues that the patient may not be following the conversation
Repeat but then rephrase if patient does not hear or understand you

End of encounter
Use teach-back techniques, preferably throughout as able
Provide written summary of key points and instructions
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During the Encounter
Speak slowly and clearly and avoid raising the vol-

ume of your voice, especially given noise-canceling
software. You should be aware of cues that your patient
may not hear or understand you, such as nodding
along, looking to loved ones to respond, or responding
inappropriately. If a patient shows that he or she did
not understand you, repeat your statement once but
move quickly to rephrase if the patient did not under-
stand the first 2 times.

End of the Encounter
The “teach-back” technique can check a patient's

understanding and reiterate the main points and re-
quired actions. This should be paired with the provision
of written summaries or instructions.

COGNITIVE AND VISUAL CONSIDERATIONS
Cognitive impairment and age-related hearing loss

frequently co-occur in older patients and can further
impede patient–provider communication. If cognitive
impairment is suspected, several screening tools can
be used over the telephone to identify individuals who
may need more comprehensive, in-person assessment
(5, 6). A formal diagnosis of dementia is not recom-
mended solely based on a telephone-based cognitive
screening. Dual-sensory impairment may also interfere
with a person's ability to engage via telemedicine. Al-
though relatively uncommon compared with hearing
loss alone, dual-sensory impairment also becomes
more prevalent with age and is present in more than
10% of adults aged 80 years or older (7).

TECHNOLOGICAL AND SOCIOECONOMIC

CONSIDERATIONS
Technology adoption among older adults has im-

proved greatly in recent years (8). Approximately half of
older Americans report owning a smartphone, and two
thirds use the internet, but differences in technology
adoption exist by age and socioeconomic position, in-
cluding income and education (8). Similarly, hearing
aid use among older adults differs with race/ethnicity
and socioeconomic position: Rates are lower among
minority and low-income older adults (9, 10). Older pa-
tients with hearing loss may face barriers to telemedi-
cine, but low socioeconomic position can compound a
person's ability or willingness to engage in a telemedi-
cine encounter. Providers should be aware of patient
preferences about how a telemedicine visit is conducted—
for example, landline, cellphone, or computer-based in-
terface—which may be driven in part by access to technol-
ogy in a space conducive to a private exchange, as well as
by internet, cellphone, or data plans and associated
charges.

The overarching goal is to ensure that you and your
patient have optimized the setup so that all patients
have access to effective communication and the oppor-
tunity to connect regardless of format or distance.
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