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Abstract 
 

The number of Canadians aged 65 years and older continues to grow at an unprecedented rate. 

The current over-burdened healthcare system must identify and implement alternative 

mechanisms for delivering care to this increasingly medically complex cohort. Social media has 

been recognized as one mechanism through which patients can connect with their healthcare 

providers (HCP). Using separate personal and focus group interviews, this qualitative study 

sought to explore the ways in which seniors and HCP use social media as a means of 

communicating with each other. Results revealed that seniors perceived social media as not 

very desirable for communicating with their HCP, and that HCP were constrained by regulatory 

and financial systems. Each group held the belief that the risks of using social media 

outweighed the benefits. Continued efforts to use social media should be undertaken as one 

potential way to mitigate projected increases in future healthcare expenditures. 

 

Keywords: seniors; healthcare provider; social media; Facebook; eHealth; health 

communication  
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Social Media and Health Communication for Seniors 

Canada will be facing a dramatic demographic shift over the next 30 years as the 

number of seniors, persons 65 years of age and older, will continue to grow at an 

unprecedented rate. By 2036, it is estimated that 1 in 4 Canadians will be a senior (Statistics 

Canada, 2009a). With the projected increases, there is mounting concern with respect to the 

health status of this growing segment of the population. For example, in 2009, the Canadian 

Institutes for Health Information (CIHI) (2011a) found that approximately 75% of Canadian 

seniors suffered from at least 1 of 11 chronic conditions, and that provinces and territories spent 

approximately 45% of their allotted healthcare resources on seniors. When the study was 

conducted, seniors only constituted 14% of the population; moving forward they will comprise up 

to 25% of the population. As Canadians continue to age there will be even greater resource 

pressure on an already ill equipped, acute-care focused healthcare system (CIHI, 2011a).  

New means of health communication, (i.e., communication between healthcare providers and 

patients) through social media modalities may provide improved access to the healthcare 

system, access to a greater amount of health information, and may help to mitigate the 

projected increase in healthcare expenditures. According to the Merriam-Webster dictionary 

(2016), social media is defined as: “forms of electronic communication (such as Web sites) 

through which people create online communities to share information, ideas, personal 

messages, etc.”. Some examples of social media are sites include Facebook, Twitter, Youtube 

and LinkedIn.  Strong social networks and emotional support have been found to have wide-

ranging positive effects on the health of seniors, including improvements in cognition and 

cardiovascular health, combatting of depression, and an increase in the number of health-

promoting activities (Gilmour, 2012; House, Landis & Umberson, 1988; Hutto & Bell, 2014; 

Sundar, et al., 2011). Information and Communication Technology (ICT) and the use of the 
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Internet and social media has been shown to improve and strengthen personal social networks 

by making it easier to keep in touch with social networks regardless of distance or level of 

mobility (Pavela, 2015; Sundar, et al., 2011). Healthcare providers have embraced a number of 

technological tools (e.g., eHealth initiatives, mobile applications, videoconferencing, etc.) 

allowing them to provide care and to communicate more effectively with their patients and the 

general public (Antheunis, Tates & Nieboer, 2013; Ventola, 2014). Social media is having a 

direct impact on healthcare by making available a vast amount of health-related information and 

communication channels for the public to connect with their healthcare providers and systems 

(Antheunis, et al., 2013). There are several professional and ethical concerns (i.e., patient 

confidentiality, professional association policies, personal/professional distance, etc.) that need 

to be considered when healthcare providers use social media, but overall, it still has enormous 

potential as a communications resource (Chretien & Kind, 2013).  

With more than two billion users worldwide (Kemp, 2015), social media has reached into 

seemingly every corner of society; however, seniors and healthcare providers have been 

reluctant to communicate with each other online (Antheunis, et al., 2013; Kahana, Kahana, 

Lovegreen, Cronin & Plaff, 2011). Antheunis et al., (2013) found that there was a, 

“…disconcordance in patients’ and professionals’ motives and use of social media in health 

care” (p.430) and that, “…context of health care delivery might also be accountable for health 

professionals’ reluctance to engage directly with patients using social media” (p. 430). What 

factors are inhibiting these two groups from utilizing it for this purpose, and, who could stand to 

benefit from communicating with each other through this medium? What steps can healthcare 

providers take to make social media an appealing medium to reach their patients who are 

seniors? What role must seniors adopt in the pursuit of better and perhaps more effective 

communication with the healthcare community?  
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The purpose of this study was not to assess whether or not social media should be 

considered a communication tool but instead proposed to explore the ways in which seniors and 

healthcare providers can use social media as a means of communicating with each other. 

Through this exploration, it is anticipated that the following may be determined: 1) how seniors 

and healthcare providers view social media; 2) the potential for, and nature of, social media as a 

communication method between Canadian seniors and healthcare providers; 3) what are, if any, 

the reasons that deter seniors and their healthcare providers from interacting with each other via 

social media channels; and, 4) whether or not seniors have different expectations with respect 

to using social media for the pursuit of healthcare interaction, and are those expectations 

different from those of younger people. Recommendations based on the findings from the 

exploration will be proposed in an effort to discover how communication using social media 

between seniors and healthcare providers could be implemented and improved.  

The study was conducted from an interpretivist perspective, a philosophical concept that 

seeks to understand humans as actors in the social world rather than to explain humans as re-

active objects in the natural world and, with the use of focus group and personal interviews, 

proposed to interact with both seniors and healthcare providers to discover the barriers and 

opportunities for using social media to communicate with one another (Bryman & Teevan, 

2005). In order to allow the participants to express their observations as objectively as possible, 

the study employed the methodology of grounded theory and its complementary theoretical 

framework of social constructionism to analyze the data gathered. Social constructionism 

assumes that understanding and meaning are arrived at not by a phenomenon’s form but by 

society’s perception of that phenomenon, while grounded theory is a method of collecting and 

analyzing data based on the experience and understandings of participants (Patton, 2014). This 

methodology and framework allow for the flexibility necessary to discover the impediments and 
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the potential solutions to the use of social media by seniors and healthcare professionals. 

Placing the benefits of social media in the hands of seniors may allow them to interact with their 

healthcare providers more effectively, which in turn could result in improved health outcomes 

and increased quality of life. In addition, the use of social media to facilitate many of the 

interactions between healthcare providers and seniors could potentially reduce the growing 

financial burden to the healthcare system that is anticipated as the population continues to age 

(CIHI, 2011b).  

1.0 Literature Review 

The purpose of this qualitative research study was to explore in what ways seniors and 

healthcare providers could use social media as a means of communicating with each other. This 

section begins with a discussion of the search and retrieval strategy used for the literature 

review of the study, followed by the presentation of literature related to the key elements of the 

study. The topics reviewed include: 1) the demographics of seniors in Canada in order to 

understand the part that seniors and their growing healthcare needs play in the nature of our 

society; 2) a description of social networks in order to understand how seniors relate to each 

other personally and to determine the impact that ICT has had on their interactions with society; 

3) eHealth initiatives in order to ascertain how the current healthcare establishment is managing 

seniors’ (and the general public’s) demands in regard to health and their anticipated healthcare 

requirements over the coming decades; and 4) seniors in the digital age in order to determine 

the comfort level of seniors toward the Internet in general and toward searching for health-

related information of the Internet in particular, as well as the role of the Internet and social 

media in the lives of seniors and healthcare providers.  

The literature search utilized several search engines and databases, including: Google 

Scholar, EBSCOhost, Proquest, CINAHL and PubMed. Key search terms included, but were not 
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limited to:  “seniors AND social media”, “health* AND social media”, “seniors AND health*”, 

“seniors AND computer*”, “seniors AND cell*”, “seniors AND Internet”, “doctor OR nurse AND 

technology” and “health* AND Internet” as well as “eHealth”, “mHealth”, “telemedicine”, “social 

network” and “social isolation”.  

as well as Statistics Canada’s census information databases. The search strategy 

involved obtaining literature from a number of sources including: agencies within the 

Government of Canada (i.e., Health Canada, Statistics Canada, etc.), the Canadian Institute for 

Health Information (CIHI), the Canadian Institutes of Health Research (CIHR), the National 

Institutes of Health (NIH), the World Health Organization (WHO) and provincial health 

departments (i.e., Ontario Ministry of Health and Long-term Care), the United Nations, reports 

from non-governmental organizations and independent research organizations; books; book 

chapters; and, peer-reviewed journals in the fields of gerontology, information technology, and 

health. Additional searches were driven by the reference lists, the “cited by” and “related 

articles” lists of relevant articles found using these search terms. The timeframe for the 

searches was from 2000 to the present, except for the searches involving social media, which 

ranged from 2008 to the present. 

1.1 The ‘greying’ of Canada’s population 

Most of the developed world is facing what has been coined in the popular media as the 

“Grey Tsunami” or the “Silver Tsunami”, a trend in which the number of seniors in a population 

is growing at a rate considerably faster than the growth rate of younger people, threatening to 

overwhelm the healthcare and social security systems in these countries (Das, 2015). Canada 

is among the countries that is facing this dramatic shift in demographics as evidenced from the 

unprecedented rate of aging that is projected to take place over the next 30 years (Statistics 

Canada, 2009b). Also contributing to this greying of the population is that there has been a 
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significant rise in life expectancy over the course of the 20th century. A baby born in 1900 could 

expect to live only 50 years on average, while a baby born now can expect to live as long as 83 

years (WHO, 2011). Between 2011 and 2036, Canadian average life expectancy is projected to 

rise by 4.4 years to 87.3 years for females, and by 5.8 years to 84 years for males (Statistics 

Canada, 2009b).  

1.1.1 Historical trends. 

Between 1981 and 2009, the number of Canadians aged 65 years and older (i.e., 

seniors) doubled, and Statistics Canada (2009b) has projected that the numbers will double yet 

again by 2036, at which point 1 in 4 Canadian individuals will be seniors. Evidence of the 

‘greying’ of Canada’s population was demonstrated when Statistics Canada (2015) recently 

announced that that for the first time in history, the number of seniors is greater than the number 

of children aged 0-14 years. The dramatic shift towards an older population is the result of aging 

Baby Boomers (individuals born between 1946 and 1965), the first of whom began turning 65 in 

2011, coupled with a below-replacement fertility rate and an increase in life expectancy 

(Statistics Canada, 2011).  

1.1.2 Financials. 

As income levels for both attached and unattached seniors grew between 1998 and 

2008, seniors are better off financially than ever before (CIHI 2011a). Socio-economic status 

(SES), the combination of income and education, as a non-medical social determinant of health 

has an impact on how and when individuals use healthcare (CIHI 2011a). Seniors with a lower 

level of SES have a poorer health status than their wealthier, more educated counterparts, 

although this effect lessens somewhat with advancing age (CIHI, 2011a). As a result of lower 

income, lack of social supports and a lack of easy physical access to healthcare, seniors of 

lower SES are generally less likely to seek out preventative care measures, (i.e., cancer 
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screenings) are more likely to engage in health-damaging behaviour (i.e., smoking), and are 

more likely to live in neighbourhoods lacking in health-promoting services (CIHI, 2011a). 

1.1.3 Housing. 

Ninety-three percent of Canadian seniors continue to live in their own homes (CIHI, 

2011a). Currently, adult children and, to some extent extended family members, are often relied 

upon to provide care and support for older family members. The diminishing birth rate in most 

countries of the developed world translates into fewer children and fewer family members to 

provide care for seniors in the future (WHO, 2011). Approximately 70% of seniors will need 

long-term care (i.e., personal assistance with the activities of daily living, meals, transportation, 

adult day care or nursing homes) of some type during their lifetime, and 40% will need to stay in 

a nursing home for at least a period of time (NIH, 2015).  

1.1.4 Health & wellbeing: Chronic conditions. 

More than 75% of Canadian seniors suffer from at least 1 of 11 chronic conditions (e.g., 

arthritis, cancer, chronic pain, depression, diabetes, chronic obstructive pulmonary disease, 

heart disease, hypertension, etc.) and 25% have reported suffering from three or more chronic 

conditions (CIHI, 2011a). Approximately 47% of seniors reported having hypertension, making it 

the most frequently reported chronic condition followed by arthritis (27%), heart disease (19%) 

and diabetes (17%) (CIHI, 2011a). Co-morbidity is the diagnosis of two or more chronic 

conditions in an individual. Seniors who reported having three or more chronic conditions 

consumed more than three times the number of health related resources than seniors who did 

not report having any chronic conditions (CIHI, 2011b).  

Of particular importance to note is that healthy seniors do not use more healthcare 

resources than their younger counterparts (CIHI, 2011b). Rather, healthcare resource utilization 

is driven primarily by the number of co-morbid chronic conditions present in an individual, and 
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not by his/her age (CIHI, 2011b). Despite this, seniors required the highest spending on a per 

capita basis. In 2013, the provinces and territories spent only $1,408 per capita for those aged 1 

to 14 years, $2,637 per capita for Canadians aged 15 to 64 years, but $11,598 per capita for 

those aged 65 and older. Infants were the only age group requiring a comparable expenditure at 

$10,897 per capita (CIHI, 2015b).  

1.1.5 Medication usage.  

Medication, at an annual expenditure of $29.8 billion, captures the second largest share 

of healthcare spending after hospitals, and accounts for 17.4% of healthcare funding (CIHI, 

2011a). As seniors age they tend to be prescribed more medications because of their increased 

levels of co-morbidity. In addition, the use of public prescription drug funding among seniors is 

nine times greater than that of non-seniors (CIHI, 2011a). A 2008 CIHI study on drug 

expenditures in six provinces found that public drug funding for seniors accounted for $1 billion 

(CIHI, 2011a). In 2009 more than one-half of seniors reported using prescription medications to 

treat two or more chronic conditions (CIHI 2011a). Despite this, fewer than one-half of Canadian 

seniors suffering from at least one chronic condition reported that they: 1) had their doctor 

review their medications with them; 2) had the side effects of their medications explained by a 

doctor; 3) had spoken to a healthcare professional about their treatment plans, treatment goals; 

or, 4) had spoken about specific actions they could take to improve their health or prevent 

illness (CIHI, 2011b). With respect to over-the-counter (OTC) medications, seniors take more 

than non-seniors, likely due to the difference in health status. Unfortunately, because of 

decreased liver and renal function that is part of the aging process, adverse-drug reactions 

(ADR) occur at higher rates than in non-seniors (CIHI, 2011a). 
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1.1.6 Healthcare resources. 

Increased rates of longevity, use of multiple medications, and several co-morbid 

conditions have contributed to an increasing need for healthcare resources as age increases. 

Healthcare expenditures have not kept pace with the growth rate of the senior population. 

Between 2000 and 2013, public healthcare funding for seniors has only risen 1.4%, while the 

number of seniors in the population has risen by more than 2.5% (CIHI, 2015b). Canada’s 

federal, provincial and municipal governments are all wary of this coming constraint. Faced with 

the potential for unpredictable economic growth, changes in Canada Health Transfer, increasing 

technology and services and, inflation in the price of providing healthcare will act as a drag on 

the growth of public expenditures on healthcare (CIHI, 2015b). In 2009, Canada’s provinces and 

territories spent approximately 45% of their healthcare resources on seniors, a population that 

at the time constituted only 14% of the population (CIHI, 2011a). Seventy-percent of the costs of 

healthcare in Canada are assumed by the public sector, $2.6 billion in direct costs for 

cardiovascular disease alone (CIHI, 2011b). 

In 2009, seniors accounted for 95% of the residential care resources, 85% of the 

hospital-based continuing care resources, and 82% of home care resources. With respect to 

visiting their family doctors, seniors do so twice as often as non-seniors (CIHI, 2011a). Seniors 

accounted for 40% of stays in acute-care hospitals, and they consumed hospital resources at a 

rate 70% higher than non-seniors (CIHI, 2011a). In 2013 the average length of stay (LOS) by 

seniors in acute-care hospitals was 11 days (CIHI, 2015a).  

Seniors also used Canada’s Emergency Departments (ED) more than non-seniors with 

an average of 44,000 visits per 100,000, compared to 29,000 per 100,000 among non-seniors. 

The median LOS in the ED was also longer with seniors staying four hours compared to 2.5 

hours for adults aged 20 to 64 (CIHI, 2011a). Once they arrive in the ED seniors are more likely 
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to be admitted as inpatients, with 25% of seniors admitted compared to only 8% for non-seniors 

(CIHI, 2011b).  

On any given day more than 5,200 patients are awaiting transfer from an acute care 

hospital to another healthcare setting, most often long-term care. Nearly 85% of these patients 

are over 65 years of age, of which 35% of these are over the age of 85 years. While 15% of 

these acute-care stays are only for one or two days, 20% of these stays last longer than one 

month (CIHI, 2011a).  

1.2. Social Networks 

The maintenance of health, and consequently independence, is not exclusively a 

medical concern. There is a correlation between strong social networks, emotional connections 

and overall health (Gilmour, 2012). Given that the majority of seniors live in private residences, 

social supports are vital in allowing them to receive necessary care and reduce the prevalence 

of social isolation, thereby allowing them to live independently (CIHI, 2011a).  

1.2.1 Social networks. 

A social network is a structure consisting of individuals and the ties that join them 

together (Moren-Cross & Lin, 2006). Moren-Cross and Lin (2006) suggested that, over time, as 

an individual ages, the members of their social networks will naturally change to feature more 

family members and fewer friends. Even when more family members appear in seniors’ social 

networks, the amount of actual social contact will decline (Cornwell, Laumann & Schumm, 2008; 

Pavela, 2015). As people age they tend to shed the more superficial social connections and 

develop smaller more intense social relationships (Cornwell, et al., 2008; Pavela, 2015). Far 

from being helpless, seniors, with healthy social networks, are remarkably resilient to potentially 

isolating events such as retirement and bereavement (Cornwell, et al., 2008). Seniors who have 

larger social networks tend to be more active in their communities, which in turn further 
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strengthens their social networks (Cornwell, et al., 2008). The quality of social networks matters 

more than how large those networks are when it comes to the positive benefits on health and 

well-being (Gilmour, 2012; House, et al., 1988; Segrin & Passalacqua, 2010).  

1.2.2 Health implications. 

Keeping strong personal connections, strong community ties, and civic engagement 

were found to be crucial for successful aging. A number of studies have demonstrated that a 

strong social network has been shown to combat depression, improve cognition, contribute to 

health and well-being, and may even lead to decreases in blood pressure and cardiovascular 

diseases (Gilmour, 2012; House, et al., 1988; Hutto & Bell, 2014; Sundar, et al., 2011). While 

the physiological connections are not well understood, social engagement is thought to also 

promote the adoption of health-promoting behaviours such as engaging in physical activity, 

cessation of harmful behaviours like smoking and choosing to seek the attention of medical 

professionals (Gilmour, 2012; Melchiorre et al., 2013; Segrin & Passalacqua, 2010).  

1.2.3 Technology. 

The improved accessibility to Information and Communications Technology (ICT) 

afforded by phones, cellphones, and the Internet offers a number of opportunities for seniors to 

connect to their social networks in spite of the increase in functional disability (Pavela, 2015). A 

higher level of educational attainment is positively associated with social contact as individuals 

with more than a high school education have higher rates of adoption of ICT and larger social 

networks than individuals with lower education. (Pavela, 2015). Our use of the Internet and 

social media has demonstrated the capability to improve the strength of personal social 

networks (Pavela, 2015; Sundar, et al., 2011). Use of the Internet among older adults reduces 

the probability of a diagnosis of depression by 20% to 28% (Cotten, Ford, Ford & Hale, 2012). 
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1.3. eHealth Solutions 

Healthcare systems worldwide are having to provide service to a growing, chronically–ill 

senior population in an environment of reduced funding and fewer nurses and clinical staff 

(Karunanithi, 2007). This situation is driving more treatment out of institutional settings and into 

the community (Karunanithi, 2007). eHealth technology is one of the initiatives that the 

provinces and territories have implemented to improve productivity, reduce overhead, and 

provide value-added services to these communities (CIHI, 2015).  

1.3.1 What is eHealth? 

In January of 2005, the World Health Organization (WHO) adopted a resolution on 

eHealth, where “eHealth” was defined as, “the cost-effective and secure use of information and 

communication technologies in support of health and health-related fields, including healthcare 

services, health surveillance, health literature, and health education.” (WHO, 2005, para. 2). 

Typically, eHealth technologies can be categorized into three broad areas: 1) data 

management; 2) diagnostic support; and, 3) delivery of care over distance (Black et al., 2010). 

The implementation of eHealth initiatives in Canada is centered on the Electronic Health Record 

(EHR), which allows for sharing of patient information among healthcare providers within and 

across the hospital, to the primary healthcare settings, and to the home-care setting. EHRs 

have also been incorporated within public health and medical education initiatives (Health 

Canada, 2010). An EHR is distinguished from an Electronic Medical Record (EMR) in that the 

EHR is the complete medical record of a person and follows that person from facility to facility 

while an EMR is a partial medical record of a person generated by one facility or organization 

(Canada Health Infoway, 2016). 
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1.3.2 eHealth Implementation. 

In 2001 the Canadian government created the Canada Health Infoway and has since 

allotted $2.1 billion for the development and implementation of an electronic health records 

system and telehealth and public health surveillance systems (Canada Health Infoway, 2015). 

eHealth allows hospitals to manage patient administration, laboratory information systems, inter 

and intra-hospital communications, and deliver telemedicine programs. In the hospital setting, 

Electronic Medical Records (EMRs) reduce the number of duplicate tests and adverse drug 

events, improve health outcomes and patient safety through preventive care and chronic 

disease management (Canada Health Infoway, 2015).  

In the primary care setting, eHealth allows practitioners to manage patient and medical 

records and enables pharmacists to prescribe medications electronically (Health Canada, 

2010). In the community (i.e., patient’s homes) healthcare providers are able to remotely 

monitor medication delivery systems and patient monitoring systems, and to perform 

teleconsults.  

eHealth should result in better accessibility, greater quality of care and greater efficiency 

(Health Canada, 2010). Ninety-one per cent of Canadians have an EHR, and every clinician in 

Canada is in Canada Health Infoway’s registry (Canada Health Infoway, 2015). The results to 

date for use of eHealth have been impressive. Canada Health Infoway (2015) estimates that the 

various eHealth initiatives and investments it has made have resulted in $13 billion of benefits 

since 2007. Virtually every diagnostic image taken in Canadian hospitals is now filmless and 

can be accessed by clinicians from a secure storage repository (Canada Health Infoway, 2015). 

Seventy-seven percent of Canadian primary care physicians and 73% of specialists are using 

EMR’s and can now access the drug dispensing profiles for 63% of Canadians (Canada Health 
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Infoway, 2015). Laboratory test results for 88% of Canadians are available electronically 

(Canada Health Infoway, 2015).  

A number of other eHealth initiatives have been developed recently such as multimedia 

sharing software (i.e., wikis, podcasts, video sharing, etc.) and teleconferencing tools (i.e., 

Skype) that have allowed patients to obtain two-way communication with healthcare providers. 

These initiatives require little technical understanding and are concentrated mostly in the areas 

of chronic disease management and remote access (Stellefson et al., 2013).  

1.3.3 eHealth at the provincial level. 

British Columbia (BC) and Ontario are two provinces that have implemented eHealth 

systems since the establishment of the Canada Health Infoway. In 2005, BC Health established 

guidelines for the implementation of their eHealth system, and by 2015 the EHR system has 

been able to document and manage: immunization records; medical and medication histories; 

diagnostic images; laboratory and test results; and, to document other relevant patient 

information (i.e., end-of-life instructions) (British Columbia Ministry of Health, 2005). The system 

is not only able to schedule appointments and tests, but it can also transmit prescriptions 

electronically and make any patient prescription and allergy records available (British Columbia 

Ministry of Health, 2005). BC has also implemented a patient priority assessment system to 

manage a surgical wait list across the entire province in order to ensure that surgical resources 

are used efficiently (British Columbia Ministry of Health, 2005).  

Ontario has implemented four major eHealth initiatives: 1) Connecting Ontario; 2) 

Diagnostic Imaging Program; 3) Ontario Laboratories Information System; and, 4) the Drug 

Profile Viewer (eHealth Ontario, 2015). Connecting Ontario links the health records of all the 

regional health boards together to facilitate access to patient records. The system is expected to 

reduce wait times, deliver efficiencies in planning, management and administration and 
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eliminate redundancies in patient care (eHealth Ontario, 2015). The Diagnostic Imaging 

Program organizes all the reports and scans from imaging systems (i.e., radiology reports, x-

ray, CT and MRI scan images) and makes them available electronically anywhere in Ontario 

thereby eliminating the need for imaging film and paper, and allowing instantaneous access to 

any clinician in the province (eHealth Ontario, 2015). The Ontario Laboratory Information 

System provides and manages an electronic repository of test and lab results and reports online 

(eHealth Ontario, 2015). The Drug Profile Viewer provides authorized clinicians with online 

access to the drug and prescribing records of the 3.8 million Ontarians eligible to receive 

benefits under the Ontario Drug and Trillium Drug benefits programs (eHealth Ontario, 2015). 

1.3.4 eHealth in the delivery of public health initiatives. 

eHealth has proven itself effective in the area of Public Health in promoting the adoption 

of health protection and promotion of behaviour change. The Public Health Agency of Canada 

(PHAC), (2014) reported that using web-based, mobile-based and computer-based methods, 

clinicians have been able to address a variety of healthcare issues including diet, nutrition, 

obesity, exercise, sexual health and immunization promotion, and smoking and substance use 

reduction, among other lifestyle issues.  

Public health agencies have also found success using eHealth initiatives in health 

education and surveillance by employing social media networks (PHAC, 2014). The very nature 

of social media as a medium capable of two-way communication allows public health agencies 

to broadcast health-related information, and through the use of interactive devices such as 

quizzes and games, can ensure that the messages are reaching their intended target. 

Surveillance, the collection and analysis of social media by health agencies to identify potential 

health crises as they develop in the community can act as an early-warning system for 

outbreaks (i.e., influenza, malaria, etc.). Social media can also be used for syndromic 
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surveillance to map health trends and as a tracker for the appearance of symptoms of particular 

illnesses at home and abroad (PHAC, 2014). 

1.3.5 Safeguarding of personal health information. 

Despite the many reported and purported benefits of eHealth, there are also some 

significant challenges to implementing a system effectively. As the amount of personal 

information becomes more available, there is an inherent risk of misuse, breach in privacy and 

potential for loss of confidentiality. Security systems and regulatory processes and controls must 

be in place in order to avoid any violation of personal health information. There must also be a 

set of common communication protocols enacted in order to properly search and distribute data 

(Neokleous, Schiza, Pattichis & Schizas, 2014). Legislation and licensing must be reviewed in 

the aim of allowing clinicians to provide care across jurisdictions and to obtain clear 

authorizations and consent from stakeholders while guarding privacy (Canada Health Infoway, 

2011).  

There must also be accessibility and education programs in place in order to ensure that 

those who may not have the resources, skills, or inclination to engage with the eHealth 

initiatives, are not left out (Neokleous, et al., 2014). The use of eHealth technologies requires a 

level of literacy that many both within the healthcare system and in the general public may not 

possess. If healthcare professionals provide an eHealth tool to patients without ensuring that the 

patient understands how to make use of the technology then the effectiveness of the technology 

is necessarily reduced (Norman & Skinner, 2006).  

As most eHealth technologies are created by third-party, private, developers, 

governments are often asked to commit scarce healthcare dollars to emerging and unproven 

technologies with little assurance that the initiative will be successful. The organizations 

responsible for selecting these technologies are also often lacking an evaluative framework that 
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would allow them to assess the success or failure of a particular technology (Lewis, Hodge, 

Gamage, & Whittaker, 2012).  

There needs to be development on a system of reimbursement for clinicians, institutions 

and other healthcare providers that reflects the investment in time using telehealth systems 

demand (Canada Health Infoway, 2011). As long as the reimbursement model lags behind the 

technological development model many medical programs are hesitant to adopt telehealth 

technologies and interventions as clinicians are unwilling to commit to systems until this issue is 

resolved (Kashem, Cross, Santamore & Bove, 2006). 

1.4. Seniors in the Digital Age 

Seniors can no longer avoid the adoption of technology and more and more of them go 

online everyday making them the largest growth market for ICT (Smith, 2014). Despite the 

challenges that technology and the Internet present, seniors have proven themselves to be 

eager, albeit late adopters of these new tools (Cutler, 2005). Unfortunately, technology 

designers have overlooked the needs of this group and have shown little inclination to adapt the 

design of technology and online experiences to attract seniors (Cutler, 2005). Seniors have 

different expectations of the Internet and social media and need to be given good reasons and 

assurances of utility to engage with the technology (Lehtinen, Näsänen, & Sarvas, 2009). 

Seniors are aware that a wealth of health information is located online but may lack the tools to 

access and reliably assess that information (Manafo & Wong, 2012).  

1.4.1 Seniors and technology. 

In 2012, 48% of Canadians over the age of 65 years reported that they used the 

Internet, an increase of 8% from 2010 (Statistics Canada, 2013). Although this shows a 

significant increase in Internet use by Canadian seniors, it still lags far behind the Internet usage 

of Canadians at large where 83% reported using the Internet for personal use (Statistics 
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Canada, 2013). Older adults who used the Internet were devoted users, with 47% of seniors 

considering themselves to be intensive users, (i.e. a user who exceeds the average number of 

online activities or is online from home for more than five hours per week) (Statistics Canada, 

2009a). There was still an income divide in terms of which seniors could afford to go online, as 

only 28% of Canadian seniors in the lowest income quartile reported using the Internet 

(Statistics Canada, 2013).  

Thirty-nine percent of seniors reported themselves as having a disability, handicap or 

chronic disease that either made reading difficult or prevented their full participation in daily 

activities (Smith, 2014). These seniors were less likely to go online or own a 

cellphone/smartphone than seniors who reported having no disabilities (Smith, 2014). With 

regards to the availability of the Internet for those seniors with disabilities, there are positive and 

negative aspects. In much the same manner that assistive technology has improved the lives of 

those afflicted with disabilities, ICT has been hailed as a benefit to them in allowing persons with 

disabilities a measure of independence and social engagement (Dobransky & Hargittai, 2006). 

Persons with disabilities can find chat rooms and online support groups tailored to their specific 

disability (Dobransky & Hargittai, 2006). Additionally, the relative anonymity of the Internet 

allows persons with disabilities to reveal their disability when, and if they choose to, thereby 

saving them from the stigma often exhibited toward persons with disabilities (Dobransky & 

Hargittai, 2006). Conversely, depending on the type of disability (i.e., visual, hearing, motor, 

etc.), there can be some significant barriers to Internet use. Persons with disabilities may 

require assistive or adaptive technology in order to use a computer. Some of the required 

assistive technology may not compatible with some websites, thereby leaving persons with 

disabilities unable to access resources with ease (Dobransky & Hargittai, 2006). The cost of 

assistive and adaptive technologies is sometimes a prohibitive barrier, especially when 
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combined with the reality that persons with disabilities generally have lower incomes 

(Dobransky & Hargittai, 2006). These factors mean that persons with disabilities are less likely 

to live in a household that has a computer, less likely to use a computer, and less likely also to 

be Internet users (Dobransky & Hargittai, 2006).  

1.4.2 How seniors use technology. 

While 77% of seniors own cellphones, with even seniors over 80 years of age reporting 

a 61% cellphone adoption rate, smartphones have yet to catch on as only 18% of seniors have 

adopted this technology (Smith, 2014). E-Book readers and tablets are not much more popular 

as these two devices have been adopted by only 18% of seniors (Smith, 2014). Only 13% of 

non-cellphone, non-smartphone or tablet owning seniors have reported being willing to attempt 

to learn how to use the devices without assistance (Smith, 2014). Even among those seniors 

who do own a cellphone, smartphone or tablet, 70% would still prefer assistance in learning how 

to use a new device (Smith, 2014). Eighty-nine percent of older adults reported using primarily 

email to communicate, and 88% reported using the Internet as a means of seeking out 

information (Statistics Canada, 2009a; Kahana, et al., 2011). More than one-half of Canadian 

seniors reported using the Internet to search for information on travel, news and sports and on 

weather and road reports (Statistics Canada, 2009a). Playing games on the Internet was the 

second most popular activity for seniors although they tended to favour card and casino style 

games (Statistic Canada, 2009a; Kahana, et al., 2011). Seniors were much more reluctant to 

use the Internet to purchase goods or services online owing mostly to concerns about online 

credit card security (Statistics Canada, 2009a).  

The majority of older adults have different expectations of their Internet experience than 

younger people, wherein older adults tend to see the Internet as a functional tool (Gibson, 

Moncur, Forbes, Arnott, Martin, & Bhachu, 2010). This is most likely due to their earlier 
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experiences where computers and the Internet were used primarily within the workplace (Harley 

& Fitzpatrick, 2009). A senior today that used a computer prior to retirement is nine times more 

likely to be online as a senior than if they had no prior computer experience (Friemel, 2014). 

Despite being somewhat familiar with computers in a work context, they expressed little 

confidence in their computer skills (Lehtinen, et al., 2009). They view the Internet as an unsafe 

place and fear the possibility of not only committing a technical blunder placing their computer 

or identity at risk, but of also committing an inadvertent social error that would expose them to 

public humiliation (Lehtinen, et al., 2009). Older adults are reticent about sharing personal 

information online (Gibson, et al., 2010), they tend to be more passive contributors to the 

content of the Internet, creating less video and audio content, controlling fewer blogs, and 

prefering to be lurkers on Social Networking Sites (SNS) (Xie, Watkins, Golbeck, & Huang, 

2012). 

1.4.3 Seniors and social media. 

 SNSs are distinct from other online meeting sites in that although other online meeting 

sites facilitate the meeting of new people, SNSs are mainly used to keep in touch with real-life 

contacts, a behavior identified as the “Offline-to-Online Phenomenon” (Maier, Laumer & 

Eckhardt, 2011, p. 90). Social media does not replace traditional communications channels but 

rather fosters an additional outlet for communication (Hutto & Bell, 2014). Bell et al. (2013) 

found that while there is little relationship between Facebook use and loneliness, or between 

Facebook use and social satisfaction, Facebook users reported being more confident using 

technology and had a more positive attitude towards technology than non-Facebook users.  

 SNSs have seen rapid growth in recent years, but the proportion of older adult users is 

still less than that of the population at large. In April 2014, it was noted that 46% of online older 

adults in the United States reported using SNSs (Smith, 2014). Female seniors were the most 
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frequent users of SNSs with a subscription rate of 52% compared with just 39% of senior men 

(Smith, 2014). By far the most popular SNS in 2014 was Facebook with 56% of older adult 

Americans claiming to be subscribers, an increase from 45% in 2013 and 35% in 2012 

(Duggan, Ellison, Lampe, Lenhart & Madden, 2015). Twitter, Instagram and LinkedIn fared 

considerably worse among American seniors with 10%, 6% and 21% adoption rates 

respectively (Duggan, et al., 2015).  

The main reason reported by seniors for using the Internet and social media is to stay in 

touch with friends and family (Bell et al., 2013; Hutto & Bell, 2014). Almost 80% of seniors were 

comfortable sharing their profile picture and more than half of them freely shared their 

educational backgrounds, gender and birthdate (Hutto & Bell, 2014). Hutto & Bell (2014) found 

that more than 80% of their Facebook-using respondents were also using Youtube, while 53% 

used LinkedIn. Very few other social media channels garnered more than a 30% interest among 

seniors. Over 65% of Facebook-using seniors communicate on Facebook by posting comments 

on their friends’ pages and 45% prefer to use private messaging (Hutto & Bell, 2014). 

1.4.4 Social media limitations for seniors. 

Unfortunately, despite the potential benefits of SNSs, they have not been designed with 

the needs and expectations of older adults in mind (Lehtinen, et al., 2009). Older adults have 

expressed many concerns that relate to complexity, privacy and security issues, the perception 

of utility, and the nature of connections when engaging SNSs (Cresci & Novak, 2012; Lehtinen, 

et al., 2009). Lehtinen et al. (2009) also maintain that older adults who do not use SNSs have 

the perception that social media activities are frivolous and unwelcoming to them. They fail to 

see how SNSs can serve them in real-life, and they have little desire to construct and maintain 

an online personal identity. They tend to communicate in a manner that is formal and lacking in 

SNS ‘shorthand’ (e.g., LOL, LMAO, use of emoticons, etc.).  
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Some of the reluctance of older adults to use social media may have more to do with 

having witnessed the negative publicity in the mainstream media about stalking, hacking, cyber-

bullying, and identity-theft that has been facilitated by social media (Lehtinen, et al., 2009; Xie, 

et al., 2012). As a consequence, they may fear that their on-line interactions will be broadcast to 

the entire Internet without their knowledge because they may be unclear about how individual 

privacy is maintained on SNSs. They are of the belief that information posted on the Internet will 

remain there forever and ceases to be under their control, leading to misuse that might bring 

them some public embarrassment (Norval, 2012).  

The social media concept of “Friending” is also disconcerting to older adults. They are 

uncomfortable with the all-or-nothing nature of Friending. The concept of a ‘friend’ represents a 

specific relationship, and they are uncomfortable allowing unfettered access to their personal 

lives to people they view only as acquaintances (Norval, 2012). Hutto & Bell (2014) found that, 

in their use of Facebook, seniors view any interaction, even the most innocuous, as meaningful 

and as a signal that the connection has value to them. The Facebook tactic of using their 

contacts list to generate friend requests also annoyed a lot of older adults, feeling that this 

action is an invasion of their personal space (Norval, 2012).  

While Internet and social media use can make it easier and more rewarding for seniors 

to connect with their social networks, having their social contemporaries online appears to have 

little influence on creating motivation for seniors to go online themselves as they are mostly 

unaware of the extent of their contemporaries’ online presence (Friemel, 2014). In contrast, 

encouragement to go online by one’s social network is a major factor influencing seniors to 

adopt the technology (Friemel, 2014). 



SOCIAL MEDIA AND HEALTH COMMUNICATION FOR SENIORS 

 

30 

1.4.5 Willingness to learn. 

One view of seniors is that they are resistant to change and incapable of learning new 

technology. Only 9% of people 18 to 64 years of age believe that older adults were open-

minded and adaptable as opposed to 55% of older adults who considered themselves to be 

open-minded and adaptable (Cutler, 2005). Cutler (2005) noted that most technology is 

developed by young people to suit young people’s needs and marketed with young consumers 

in mind. The needs of older adults rarely factor in to the design decisions, for example, mouse 

and trackball design rarely considers the possibility of reduced motor coordination present in 

seniors with arthritis (Cutler, 2005). This situation creates a growing divide between the senior 

population, reluctant to adopt technology due to cost and unfriendly design, which drives 

designers to assume that seniors are uninterested and to further focus their design toward 

younger consumers (Cutler, 2005). Although ageist design and marketing contribute to the low 

technology adoption rates by seniors, another factor is cost as the expense puts it out of the 

reach of many seniors (Cutler, 2005). Ironically, technology, such as Smarthome technology, 

mobile-enabled assistive devices and eHealth can contribute to seniors remaining productive, 

independent members of society later in life (Cutler, 2005).  

Older adults are aware that society is becoming increasingly online and social media 

driven, and that they can benefit socially and economically from the opportunities to be found 

online (Kahana, et al., 2011; Lewis & Ariyachandra, 2010). While seniors have traditionally been 

viewed as a change resistant group, they have shown themselves to be eager to accept 

technology (Lewis & Ariyachandra, 2010). Friemel (2014) reported that among senior non-

Internet users more than one-half expressed their reluctance to use the Internet because they 

perceived it to be too complicated or unsecure. As technology use by seniors is driven by an 

understanding of the perceived benefits to being online, persuasive messaging promoting those 
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benefits should be attempted (Friemel, 2014). The author also observed that more than half of 

the non-user seniors surveyed, would be willing to learn how to use the Internet if others were 

willing to instruct them (Friemel, 2014).  

1.4.6 Health information seeking online. 

The Internet is the single largest source of health related information, equivalent to 

books, newspapers, magazines and mouth-to-mouth sources combined (Cresci, Jarosz & 

Templin, 2012). More than 75% of Internet connected older adults have searched for health and 

medical information online (Cresci, et al., 2012; Stellefson et al., 2013). These older adults 

reported feeling empowered with the health related information they found online and many 

considered the supplementary information they found on the Internet to be dependable as a 

second opinion (Taha, Sharit & Czaja, 2009). The authors found that even non-Internet using 

older adults recognized the Internet as a valuable source of health-related information and 

expressed an interest in accessing the Internet for this purpose were it not for their technical 

difficulties in doing so (Taha, et al., 2009). While being able to perform their own research can 

be empowering, the tremendous number of returns on their searches can also be overwhelming 

(Cresci & Novak, 2012). Seniors, as well as healthcare professionals, have expressed concerns 

about the accuracy and reliability of the information they uncover (Manafo & Wong, 2012). 

Unfortunately, less than 10% of Internet connected older adults have communicated with their 

physician or healthcare provider via email, and less than 1% have participated in an online 

support group or forum (Kahana, et al., 2011).  

For those older adults who use SNSs, the popularity of the application has made it 

inevitable that people will turn to social media for the communication of health related 

knowledge and that the use of social media can encourage the improvement of health and 

promote behavior change (Cresci & Novak, 2012; Korda & Itani, 2009). Chretien & Kind (2013) 
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noted that 56% of the patients surveyed wanted their healthcare providers to use social media 

as a communications solution in their practices for scheduling, reporting of test results and for 

responding to patient inquiries. The authors also found that non-social media users would adopt 

social media if they could communicate with their healthcare providers in that way (Chretien & 

Kind, 2013). Korda & Itani (2009) further noted that more information is needed about the costs 

of social media as an effective health information delivery vehicle. There are active peer-to-peer 

social media groups on Facebook and Twitter, sharing everything from personal clinical 

information to emotional support and these platforms serve as a broad source of health 

information (Chretien & Kind, 2013). Physician rating sites have also gained notoriety and 

sometimes serve as a physician’s only social media exposure (Brown, Ryan & Harris, 2014; 

Chretien & Kind, 2013). Although older adults living with chronic disease participate more on 

blogs and in online discussion forums than their healthier peers, a lack of technical skills keeps 

them away from social media sites such as Facebook (Korda & Itani, 2009; Stellefson et al., 

2013).  

1.4.7 Social media and healthcare providers. 

The use of social media by hospitals and healthcare professionals has increased 

considerably. One study of 873 hospitals in 12 Western European countries found an adoption 

rate for Facebook increasing from 10% in 2009, to 67% in 2011 (Antheunis, et al., 2013). 

George, Rovniak & Kraschnewski (2013) noted that the use of SNSs by doctors and medical 

students in the United States is 90%.  

There are different motivations and barriers to the use of social media for patient-to-

healthcare professional communication (Antheunis, et al., 2013). Antheunis et al., (2013) found 

that patients and healthcare providers were generally using different social media platforms, 

with patients preferring Twitter and healthcare professionals using LinkedIn; both groups used 
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Facebook to a lesser extent. Patients were found to be using Twitter as a means of increasing 

their knowledge of and to seek advice about their conditions and to seek social support.  

Perceived barriers to using social media to communicate with their healthcare 

professionals were related mostly to privacy issues (Fisher & Clayton, 2012). Specifically, 

individuals were not comfortable with broadcasting their status as patients or their personal 

information on social media. Antheunis et al., (2013) found that patients would be more inclined 

to use social media for the purposes of finding healthcare information if they were confident that 

the information was coming from healthcare professionals. Healthcare professionals were found 

to be using their social media platforms primarily to communicate with peers and colleagues.  

Brown, et al., (2014) found that while most healthcare professionals are comfortable 

communicating with patients in a face-to-face environment, there is a lack of existing standards 

and professional guidelines concerning the use of social media to communicate with patients. 

The authors found a number of situations typical of social media in which doctors were unsure 

of the ethical and professional boundaries such as how to react when receiving a friend request 

from a patient or how to interact with a patient who had accessed personal information about 

them online (Brown, et al., 2014). This group of users identified privacy as well as a lack of skills 

and legal concerns as the primary barriers (Antheunis et al., 2013; Chretien & Kind, 2013; 

George, et al., 2013). Healthcare professionals expressed concern about having to devote large 

amounts of time and resources to the demands or perceived demands of social media 

(Antheunis et al., 2013). In their study of Australian doctors’ social media habits, Brown, et al., 

(2014) noted that, although many healthcare professionals have adopted social media in their 

private lives, they have done little to integrate social media into their professional practices 

despite their patients’ expressed preference for this mode of communication. Many doctors, 

citing a discomfort with having patients discover their personal information or photos, have 
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expressed a belief that doctors should not have any personal presence online. Despite the 

possibility of having their personal information discovered by patients few of those doctors who 

are online have taken steps to secure their online presence (Brown, et al., 2014).  

Thirty-eight percent of healthcare professionals felt that it was their responsibility to 

correct inaccurate medical information posted online while 30% felt that it was not their 

responsibility (Brown, et al., 2014). The authors also found that healthcare professionals are 

hesitant to access the social media pages of their patients with almost 30% of healthcare 

professionals feeling it was inappropriate, even in an emergency (Brown, et al., 2014; Chretien 

& Kind, 2013). The medical licensing organizations’ policies and guidelines surrounding the use 

of social media by doctors are inordinately focused on the risks inherent in social media use and 

misuse and, in order to benefit from the technology, need to be updated (Brown, et al., 2014; 

Chretien & Kind, 2013; George, et al., 2013). Healthcare providers face a greater burden with 

respect to using social media in a personal or professional context than a layperson does with a 

greater responsibility to privacy, confidentiality, ownership and control of data posted online, 

identifying themselves online and exercising caution about giving medical advice (Chretien & 

Kind, 2013). People will often post comments or photos online that they would never say or 

show in public as the relative anonymity of online interaction invites a certain disinhibition. 

Unfortunately, this disinhibition, to which healthcare providers are not immune, can cast the 

medical profession in an unprofessional light. An incident in which healthcare providers 

volunteering in Haiti posted photos of patients in compromising poses is an example of this 

disinhibition (Greysen, Kind & Chretien, 2010). At the same time there is pressure to use social 

media to communicate not just because patients are expecting it but also as a vehicle to 

building their practices and reaching out to their patients (Chretien & Kind, 2013; Fisher & 

Clayton, 2012; George, et al., 2013).  
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Recent changes to the privacy settings available on SNSs allow users, like healthcare 

professionals to exercise a greater degree of control over who is allowed to access the various 

areas of profiles (George, et al., 2013). There is little specific information extant about the use of 

social media communication between seniors and healthcare professionals.  

Summary 

Despite the baby boom generation being healthier than seniors in the past, the growing 

tide of seniors represents a responsibility for caring for their health and ensuring that the longer 

lives they are leading will ultimately be rewarding ones. The baby boom generation has shown 

itself to be more computer and social media savvy than their older contemporaries, but as 

seniors are living longer and longer, anyone expecting that the problem presented by the digital 

divide will age out over time had better be prepared to wait a few decades (Friemel, 2014).  

Healthcare funding has not kept pace with the increases in inflation and population 

growth over the past six years leading to a net decline in healthcare spending (CIHI, 2015b). 

Healthcare providers, recognizing the cost savings and efficiencies to be found have embraced 

technology for the management of care and these technologies are getting smaller, more 

powerful and more effective. There is even a greater use of the Internet and social media in 

healthcare, but that use is restricted mostly to public health initiatives. There remains little 

interest in providing incentives for seniors to adopt social media in general and in healthcare 

particularly, and between healthcare providers who have adopted technology and social media 

but have not made themselves accessible to the public and even less so to seniors.  

2.0 Methods 

This chapter describes the research methods used in the study including the: research 

design; sampling technique; recruitment process; data collection; data analysis and the ethical 

considerations of this study.  
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2.1 Research Design 

Using a qualitative approach through the use of focus group interviews and personal 

interviews, the research design was interpretivist in nature relying on grounded theory 

methodology for data gathering and analysis. Grounded theory, which is also referred to as the 

“constant comparative method” (Strauss & Corbin, 1990, p. 273), evolves through the constant 

comparison between data collection and data analysis throughout a study’s lifespan. The two 

concepts that form the core of grounded theory are that a study’s theory is developed from its 

data, and that data collection and data analysis proceed concurrently and constantly refer to 

each other (Bryman & Teevan, 2005). Grounded theory has shown itself to be particularly 

relevant to the study of health-related topics as the methodology places greater value in the 

voices of the participants in describing their own experiences (Manafo & Wong, 2012; Taha, et 

al., 2009). Charmaz (2008) argues that the benefits of grounded theory are found within the 

theory of constructivism or social constructionism, which in turn asserts that how we understand 

the world and the actions of people are products of cultural and historical assumptions and as 

such we should be critical of these assumptions (Burr, 2015). Charmaz (2008) maintains that a 

constructivist approach utilizes the participants’ contributions as the basis for constructing an 

interpretation of the data and that the researcher and the participants are partners in this 

analysis of the phenomena. 

2.1.1 Definitions.  

A senior is defined as any person 65 years of age and older (CIHI, 2011a). For the 

purposes of this study a Healthcare Provider is any individual working in a regulated or licensed 

health profession who offers health services to individuals, or communities. The Canadian 

Institute for Health Information (2013) identifies over 27 categories of occupations as Health 

Care Professionals including:  Environmental Public Health Professionals, Licensed Practical 
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Nurses (LPN), Nurse Practitioners (NP), Pharmacists, Physicians (MD), Registered Nurses 

(RN) and Social Workers (MSW) among many others.  In the Findings and Discussion section, 

FGH (e.g., FGH1, FGH2, etc.) refers to the Personal Interview participants in this study. 

2.2 Research Sample 

2.2.1 Sampling Technique.  

The intent of this study was to acquire information from two specific groups of 

participants: seniors and healthcare providers. This study utilized a non-probability sampling 

technique that combined purposeful and snowball sampling. Feild, Pruchno, Bewley, Lemay & 

Levinsky, (2006) found that non-probability sampling is the most commonly used method for the 

recruitment of participants in social gerontological research as these individuals may not always 

be accessible in the population at large.  

For this study, very few individuals volunteered to participate in the focus groups. The 

researcher resorted to using a combination of convenience and snowball sampling to acquire 

more participants. This method proved to be successful at acquiring the necessary participants 

for the focus groups. Bryman and Teevan (2005) define a convenience sample as “…one that is 

simply available to the researcher by virtue of its accessibility.” (p. 226). In snowball sampling 

the researcher makes contact with one or more members of a group relevant to the topic being 

researched and requests their assistance in recruiting additional participants of the group 

(Bryman & Teevan, 2005). Not only is snowball sampling effective at finding new participants 

once other recruitment methods have been exhausted, it provides insight into the nature of the 

participants’ social networks and is particularly effective at reaching underserved and vulnerable 

populations like seniors (Noy, 2008; Sadler, Lee, Lim & Fullerton, 2010). Convenience and 

snowball sampling often appear in ethnographic research as researchers very often, “…face 
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opposition or at least indifference to their research and are relieved to glean information or 

views from whoever is prepared to divulge such details” (Bryman & Teevan, 2005, p. 231). 

2.2.2 Participants.  

This study required two specific groups of individuals: seniors and healthcare providers. 

In order to participate in the ‘senior group’, individuals needed to: be seniors (i.e., age 65 and 

older); reside in the community (i.e., house, apartment, condominium, etc.); have some 

experience using computers (specifically the Internet); and, have some familiarity with Social 

Networking Sites (SNS) (e.g., Twitter, Facebook, etc.) as these platforms were central to the 

inquiry. With respect to the ‘healthcare provider group’, any healthcare professional who was 

directly involved in providing care and/or support to seniors, were eligible to participate in the 

study.   

2.2.3 Recruitment.  

Recruitment for this study took place over a 21-day period and involved the use of 

recruitment posters for both the focus group interviews and the personal interviews. The 

recruitment posters included the purpose of the study, information about the focus groups (i.e., 

proposed date, location, length of time, etc.), along with the researcher’s contact information 

(Appendix B). For the ‘senior group’, the posters were placed on the bulletin boards of local 

community centres and in the lobby of local retirement homes, a method that has been used 

effectively in previous gerontological studies (Manafo & Wong, 2012; Taha, et al., 2009). 

Individuals who expressed an interest in participating in the study were sent a Participant 

Information Letter, which provided additional details about the study (Appendix D). For the 

‘healthcare provider group’, posters (Appendix A) were distributed to the offices of local 

physicians. Working with local hospitals, a request was made to have the posters placed in the 

staff rooms of Emergency Departments and in-patient units, as well as on the hospitals’ intranet. 
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The recruitment posters proved to be unsuccessful in recruiting any healthcare providers to 

participate in the study. The researcher then sent individual hard-copy Participant Information 

Letters to a number of acquaintances with ties to the healthcare profession requesting that they 

participate in the focus groups (Appendix C). While a few individuals expressed an interest in 

participating in the study their schedules made them unavailable for participation in the focus 

groups. In order to accommodate the availability of the willing participants, the researcher opted 

to conduct personal interviews with these individuals. Butt, Lock & Harvey (2010) found that 

newspaper advertisements, posters, and word-of-mouth recruitment accounted for 72% of their 

participants.  

2.3 Data Collection 

The data collection strategies used in this study consisted of: focus group interviews; 

personal interviews; and, field notes. Focus groups are an efficient method for obtaining 

contributions from multiple participants and the social nature of the focus group allows 

participants to be prompted by and to build upon the other participants’ interactions 

(Onwuegbuzie, Dickinson, Leech & Zoran, 2009). Owing to their flexibility and utility, personal 

interviews are the most common method of gathering qualitative data and allow for an in-depth 

exploration of a participant’s particular experiences, attitudes, and viewpoints (Ryan, Coughlan 

& Cronin, 2009). Recognizing that there are benefits and limitations to each methodology, 

personal interviews were chosen because the number of healthcare providers, their availability, 

and their same geographical location (i.e., they each lived in different cities) was insufficient to 

conduct one focus group interview with everyone at the same time in the same place. While 

conducting personal interviews instead of the planned focus groups may have eliminated the 

interactivity between participants that focus group interviews provide, the author was able to 

gain a richness of data and a coincidental agreement that conducting personal interviews 
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provides. Field notes are a valuable tool in data collection in that they are meant to capture the 

observations of the researcher in order to provide context and richness of description (e.g. 

emotions, body language, etc.) not present in audio recorded transcripts (Montgomery & Bailey, 

2007).  

2.3.1 Focus groups.  

Morgan (1997) noted that three to six separate focus groups are enough to achieve data 

and theoretical saturation. According to Onwuegbuzie et al., (2009) a smaller focus group size 

encourages all the participants to contribute to the discussion without being intimidated or 

uncomfortable. The authors also maintained that a focus group interview should last between 

one and two hours. In the current study, the three seniors’ focus groups consisted of four, six 

and seven participants respectively. All the participants were over 65 years of age and were 

community-dwelling seniors.  Of the total of sixteen participants, there were 13 women and 

three men. In keeping with the recruitment criteria all of the participants identified as computer 

users. At a minimum each focus group session was 100 minutes in length, and 120 minutes in 

duration was the longest session.  

The first focus group session with seniors was held in a meeting room on the campus of 

Wilfrid Laurier University, Waterloo, Ontario, as it was central and accessible to the participants. 

The remaining two focus group interviews each took place in the respective private home of one 

of that focus groups’ participants. Of note, the private homes were used because they were 

more convenient for the participants. At the start of each focus group interview, the participants 

were asked to answer an ice-breaker question. This provided an opportunity for the principal 

investigator to more easily associate their voices with the individual during the transcription of 

the recordings. The sessions were moderated by a colleague trained in focus group 

methodology, allowing the principal investigator to take field notes to complement the audio 
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recordings. The principal investigator also asked questions of the participants when applicable. 

All focus group interviews were audio-recorded and transcribed verbatim (Davidson, 2009). 

2.3.2 Personal Interviews. 

Owing to the difficulties of recruiting healthcare providers as participants, and because of 

several conflicting schedules of the participants who were in the study, the healthcare provider 

group required the use of personal interviews. Personal interviews are the most commonly 

employed method of qualitative data collection in the fields of health and social research (Ryan, 

et al., 2009). Personal interviews allow for a more substantive discussion to take place, in a 

more compressed time period (Patton, 2014). Four personal interviews with healthcare 

providers were conducted in the current study, two of which took place in-person in the offices 

of the participants, while the other two interviews took place over the telephone. The 

participants consisted of one physician and three registered nurses. The physician participant 

was a private practitioner specializing in internal medicine and nutrition/obesity management. Of 

the three nurses, one was a Geriatric Emergency Management (GEM) nurse working in a 

hospital Emergency Department, one was a Public Health nurse and the third was a counselor 

with a provincial agency providing services to a chronically-ill population. With the exception of 

the GEM nurse, whose primary focus was seniors, the physician and two other nurses did 

provide care to seniors within their scope of practice. All the interviews were audio recorded and 

the participants were informed that the interviews were being audio recorded. The audio-

recordings were later transcribed verbatim by the principal investigator. The four personal 

interviews ranged in length from 25 minutes to 45 minutes. The personal interviews followed the 

researcher’s Interview Schedule (Appendix G) with each participant being asked questions on 

similar topics while allowing for a conversation to develop on the topic as driven by the 

participant (Patton, 2014). This method allows for the participant to pursue the line of 
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questioning in the direction that interests them, while ensuring that the topics pertinent to the 

investigation are covered. 

2.3.3 Field notes and Memos.  

Field notes were taken at all stages of the study in order to document observations and 

impressions, statements by participants that were unique and/or worthy of further investigation, 

and statements by participants about which they expressed extra emotion and emerging themes 

that should be explored. Field notes are necessary at the reliability and validity stage of a study 

in order to provide evidence that the proper procedures were followed at every stage (Bryman & 

Teevan, 2005). While field notes and theoretical memos are complementary practices, memoing 

builds upon the social observation of the field note by recording the researcher’s thought 

processes as they are occurring (Montgomery & Bailey, 2007). Memoing was used in this study 

as a way to document observations, impressions and emergent data during the analysis phase.  

2.4 Data Analysis 

Seven unique transcripts were produced from all of the interviews. Data collection and 

analysis were conducted concurrently throughout the study using the constant comparative 

method. This process entailed reading and reviewing transcripts and field notes from a number 

of different viewpoints in order to discover themes and patterns. Two techniques were utilized to 

ensure the trustworthiness and authenticity of the research: respondent validation and auditing 

(Bryman & Teevan 2005, p. 151). Interwoven throughout the analysis was the recursive process 

whereby the principal investigator returned the transcribed interview sessions to each of the 

participants for respondent validation (Bryman & Teevan, 2005).  Each of the participants 

received the transcript from their own session with the participants’ names anonymized. Only 

three participants responded to the researcher’s request for feedback and of the three 

participants, only one provided corrections to their information in the transcript and this 
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consisted of grammatical corrections only. Similarities and differences in data from, and 

between, the participants were divided into themes (Patton, 2014). The process of coding began 

with the initial coding strategy of line-by-line coding using gerunds to create codes of a richer 

nature than coding for topic typically generates (Charmaz, 2014). At this point in the research, 

samples of the transcripts were sent to two independent researchers for auditing in order to 

verify that the codes developed by the researcher in his initial coding attempt were confirmable 

(Bryman & Teevan, 2005). The initial coding process was followed by a focused coding process 

to generate concepts. There followed a second stage of respondent validation whereby the 

focused coding of the transcripts would be provided to the participants for their review and 

commentary. None of the participants expressed an interest in reviewing the additional analysis. 

Axial coding of the concepts created categories, which lead eventually to the development of 

theory. Coding in grounded theory is a crucial process in which the data is broken down into 

components and labeled (Bryman & Teevan, 2005). 

2.5 Ethical Considerations 

The study received approval from the Royal Roads Research Ethics Board. Each 

participant signed an informed consent form prior to the start of his/her first focus group session 

or personal interview (Appendices E & F). The informed consent document clearly specified that 

they were able to withdraw from the study at any time, and that the data collected during the 

study will be kept confidential and in an anonymous form for a period of two years following the 

study’s completion.  

The anonymity of study participants could not be guaranteed because the study involved 

focus group sessions where participants were known to each other (Morgan, 1997); however, 

within the informed consent, participants were asked to maintain the confidentiality of the group 
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by not disclosing or discussing the names of individuals in the group with people who are not 

directly involved in the study.  

During the collection and subsequent analyses of the data, the names of all participants 

were assigned codes (i.e., FGS1, FGH2, etc.) so that no actual names appeared in any of the 

transcribed interviews. The information gathered in hard-copy format (i.e.,consent forms) is 

securely stored in a locked filing cabinet that only the researcher has access to. All digital audio 

files and electronic data have been stored on a password encrypted USB drive, and kept in a 

secured location.  

3.0 Findings and Discussion 

The purpose of this study was to explore in what ways seniors and healthcare providers 

could make use of social media as a means of communicating with each other. In order to 

determine whether or not seniors and healthcare providers might use this medium, it was 

necessary to first identify how each group viewed online communication and social media, 

followed by determining how these groups usually communicate with each other. Identifying the 

potential barriers to communication each group faced allowed the researcher to understand why 

they are each so reticent to engage with each other using this channel.  

This study could have been undertaken through several different theoretical lenses. 

Rogers’ Diffusion of Innovation theory could have been used to explain seniors’ late adoption of 

technology (Rogers, 1962). Petronio’s Communication Privacy Management theory would have 

been appropriate to understand the healthcare providers concerns about privacy (Petronio, 

2002). The key, however, to understanding what was voiced by the participants is rooted in their 

own perceptions of how seniors and healthcare providers interact with the Internet, and with 

each other. The participants’ use of the Internet and social media as a means of 

communication, as reflected in their responses to the focus group interview and personal 
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interview questions, are based upon their perceptions and preconceptions of the benefits and 

drawbacks of the value of using social media as a communications medium in their daily and 

professional lives. Both groups have come to believe that the risks inherent in the use of social 

media for communication outweigh the possible benefits. Although driven by different reasons, 

both groups have acted to make cautious use of social media to communicate with each other. 

In light of this, the theory of Social Constructionism is particularly well suited to this study. Social 

Constructionism maintains that reality is built from people’s perceptions and beliefs of the 

meaning of any given situation, and that they act according to these beliefs and perceptions 

(Charmaz, 2008).  

The literature revealed that seniors are more technologically involved than they are 

given credit for by society, and that appears to be the case with the participants in this study as 

well. The literature also indicates that owing to an inability to find utility and feel secure, seniors 

are hesitant to engage with social media; a position that our participants share. Conversely, the 

literature revealed little with regard to seniors’ feelings of neglect and resentment toward the 

healthcare establishment that would lead them to being unwilling to engage online with their 

healthcare providers in the belief that to do so would result in less, rather than more, medical 

attention.  

For the healthcare provider participants, the literature indicated that healthcare providers 

have few incentives and many disincentives to engage in online communication with any 

patients, much less their senior patients. The participants’ accounts confirm this finding, while 

also expressing their desire to communicate more openly with their patients. The participants’ 

opinions regarding communication between healthcare providers (i.e., nurse-nurse, physician-

physician, hospital-hospital, etc.) contradicts what the literature would have us believe. 
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Study findings were produced after analysis of information gathered from: a) three focus 

group interviews with seniors; b) four individual personal interviews with healthcare providers; 

and, c) the researcher’s field notes generated during the course of the focus group and personal 

interviews, as well as memos produced by the researcher during the data analysis phase. As 

the two groups of participants were interviewed separately, the findings from their interviews will 

also be presented separately.  

3.1 Focus Group 

The data analysis of the focus group interviews with the seniors produced two themes. 

The first theme is that seniors are, despite having no interest in social media, a technology 

positive, connected, engaged group. Three sub-themes emerged upon further analysis: a) use 

of technology; b) communicating with others; c) feeling secure. The second theme is that 

seniors are disillusioned with the healthcare establishment. One sub-theme, health information 

became apparent upon further analysis.  

3.1.1 Theme 1: Technology Positive, Connected and Engaged. 

Contrary to the perception that seniors are unfamiliar with technology, all 16 of the 

participants identified themselves as being computer users, with everyone having at least one 

computer in their home, which was protected by anti-virus software, and served by a Broadband 

Data Carrier. Each of the participants was familiar with, and regularly used, the Internet. Email 

was found to be the primary mode of computer-based communication, and Google was noted to 

be the primary search engine. Eight of the participants were noted to have an account with 

Facebook, seven of the participants have used a video-conferencing application (i.e., Skype or 

Facetime) and one participant had a Twitter account. All of the participants owned a mobile 

phone and 50% (n=16) of participants were Smartphone users (e.g., iPhone, Android, 

Blackberry). Eight of the participants identified as tablet users.  
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3.1.1.1 Sub-theme: Use of Technology. 

This sub-theme addresses how the participants in the focus groups related to: 1) the 

technology in their lives and how they used it; 2) how the technology influenced how they 

communicate; and, 3) how the technology has affected them as consumers. 

Despite avowing that they were not capable computer and Internet users, the 

participants in this study were quite familiar with computers and showed a considerable 

understanding of how to navigate through the Internet and find the information that they needed. 

The perception that they were less capable than the rest of the population, however, was 

persistent.  

All of the focus group participants were regular Internet users, although some were more 

comfortable with the technology than were others. The participants lauded the Internet for 

making the search for information an easy and convenient experience. Among the uses that the 

participants made of their Internet time included general research (i.e., news stories, weather 

forecasts, etc.) gaming, and, travel information. All, with the exception of a few participants (n= 

3), recognized the Internet as an irreplaceable asset to their lives and listed a number of direct 

benefits they attributed to their ability to access the Internet.  

Participants downplayed their skills in using the technology available to them and 

expressed reluctance to adopt new technology, citing the complicated nature of technology and 

the difficulty in learning new online languages and conventions.  

“…I survive on the computer. I'm fine doing emails I have to do and a little bit of research 
of what I want to do. I don't need to go any further.”  

 
“So I have a tablet with Microsoft Surface because I don't want to learn a new operating 
system. I'll be honest. I don't need to go back and forth.”  
 
The participants were hesitant to demand too much instruction from family members, as 

they did not want to tax the goodwill of these individuals. On numerous occasions during the 
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interviews, participants were eager to advise each other about shortcuts, websites, techniques 

and resources that they had discovered and found to be useful. 

“The XX library will book you an hour with a person for free and one-on-one and that's 
how I learned about Gmail.”  

 
The comfort with the technology, however, did not extend to being able to resolve minor 

technical problems. Only one participant admitted being comfortable enough to trouble-shoot 

network connection problems herself. The remainder of the participants preferred to outsource 

their technology problems to either family members or outside contractors. All had encountered 

the unfortunate situation of accidentally downloading a virus, and all feared making a mistake by 

clicking on the wrong button thereby endangering their computers and/or their identities.  

“I fell for it and never in your whole life ever fall for these things. I could not get rid of it 
and I had to have somebody come in, and he had a heck of a time. I have a service 
because, really, the talent within the two of us, XX and I, cannot do this. So I have a 
fellow, XX, who used to work here in XX and is now with another company. You can't 
believe the time and the money I spent for him to get rid of it.” 

 
“I would call our younger son who works on computers all day long, let him see what he 
can do.”  
 
Despite their enthusiasm for the Internet they expressed a number of concerns and 

frustrations about technology. Among these was the almost constant presence of advertising 

and the inconvenience of page re-directs.  

“It seems to have increased and I'm forever trying to get rid of everything that's popped 
up every time you're trying to actually do what you want on the computer. You've got all 
these pop-ups and you're X'ing them out to get out of them so you can get at what you 
want.” 

 
“…there's so much crap on this screen. Where do I find the “more” so that I can finish 
this little, tiny paragraph that you didn't quite finish because all of the rest of the big 
screen monitor is covered with… advertisements or “if you like this, then try this”, and 
you just get sucked into wasting time.” 
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Most participants were willing to learn how to make use of the technology and devices 

available to them but found that the teaching resources available were mostly not suitable for 

their needs. 

“… when we went to something at the library, which everybody knows far more than I do 
so I'm lost totally. So now I don't want to go cause it's a whole span of age groups. 
Maybe if it was geared to your own peer group it would be better.” 
 
A common refrain encountered during the focus group sessions was that the participants 

often felt that technology was progressing too quickly. They felt pressured to keep up with the 

rapid development of technology and worried about what would happen once they no longer 

were able to stay up-to-date. 

“I understand it's going to be voice activated or eye recognition but that's not going to 
help the person who has dementia or who has arthritis or who has a voice box.” 
 
“…I’m thankful that I've learned to use the computer that in another 5, 10 years or 
whatever I've at least learned how to get on, how to Skype, how to pay bills and that I 
won't be out of it…” 

    
The seniors in this study have proven themselves to be more confident using computers 

and the Internet than the literature would have us believe (Lehtinen, et al., 2009). While our 

senior participants were chosen specifically because they identified as computer users, their 

level of comfort and curiosity about computers and the Internet were a departure from the 

caution and hesitance detailed in the literature (Lehtinen, et al., 2009). Owing to their 

introduction to computers in their work lives, the participants, as noted by Gibson et al., (2010), 

still view their computers and the Internet as tools. 

3.1.1.2 Sub-theme: Communicating with Others. 

Being comfortable with computers and the Internet does not mean that the seniors were 

happy about having to use them. The participants in the study still preferred to communicate 

using more conventional methods in the perception that some trust is lost in engaging in the 

more impersonal communications methods made possible by the Internet.  
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Participants were primarily interested in using the Internet for communication. This 

communication was achieved almost entirely through the use of email. While 8 of the 16 

participants indicated that they had a Facebook account, their use of Facebook was limited 

mostly to keeping in touch with friends and family. Few of the participants were aware of the 

more common features of Facebook such as newsfeeds and groups; only one participant with a 

Facebook account had originated posts and only one had used the messaging feature in 

Facebook. One participant had created a Twitter account, but noted that she had only signed-up 

at the prompting of her son. 

A major concern expressed by participants was that many services and resources (e.g., 

Banking, News, Entertainment, etc.) were beginning to be available only in an online form. This 

concern led them to feel pressured to use a technology that they were resistant to use.  

“If I don't like it or feel comfortable I call. I just get on the phone and do it…” 
  
They felt that the widespread adoption of technology was driven by the younger 

generations’ desire to use the technology and that the service and resource providers were 

ignoring the needs of seniors. 

“But they want the younger ones coming in with all the new technology.” 
 
Overall, the participants preferred to communicate using more personal means, namely 

face-to-face or over the phone. They felt that speaking to people was a far more efficient and 

effective method of communicating and that the turn towards technology for communication 

saves neither time nor effort and has led society to become impersonal, intrusive and impolite.  

“I don’t know about you but if I’m calling and I need an answer I would like to speak to 
someone so that I can get that answer and move forward or backward. Take your choice 
but it hasn’t made things necessarily smoother and easier to my way of thinking.” 

 
“Or you’re talking with somebody and they’ve got their Blackberry or their smartphone is 
multi, all the bells and whistles, and they ask you a question. You start to give them an 
answer and something goes off and they’ve got this in their hand and they’re staring at 
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the screen and their thumbs are going back and forth and you’re talking and then you 
realize “You’re not freaking listening to me are you?” 

 
“There’s just politeness I think in some places. This has gone by the wayside with that 
feature that you can pick up your phone anytime, anyplace, do whatever. If you have to 
have a conversation, you excuse yourself. If it’s something you have to take at least tone 
down your voice so the people around you don’t have to hear everything.” 

 
The participants revealed themselves to be dedicated email users with every participant 

having at least one email address and making good use of it as their main online 

communication medium, a circumstance that they share with most of their contemporaries 

(Statistics Canada, 2009a). The reason the participants chose email as their main 

communication vehicle is related to their preference to communicate one-on-one; if not face-to-

face then at least by having a conversation on the phone. This preference for face-to-face 

communication may also account for the popularity of Skype and similar video conferencing 

systems among seniors, including the seven participants in this study who claimed to have used 

Skype (Revera, 2012). The preference among seniors of email and Skype to social media as 

communication vehicles may relate to the resemblance these two media have to the more one-

to-one, conventional modes of communication that this generation grew up using, namely, 

personal conversations, telephone conversations and letter writing; in fact more than one 

participant lamented the disappearance of cursive writing in communication.   

3.1.1.3 Sub-theme: Feeling Secure. 

Trust was a recurring theme among the participants. While they recognize that the 

Internet and social media are rich communication channels, the study participants expressed 

apprehension about making use of them. The participants noted that their preference for 

personal communication stemmed from the ability, while speaking to someone, to detect tone, 

nuance and body language that they felt was missing in online interactions. The impersonal 
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nature of interacting over the Internet left them unsure about how to judge the sincerity of the 

interaction.  

The participants were capable Internet shoppers and not only researched the Internet for 

purchases, but used the Internet to comparison shop as well. There were some transactions 

that the participants were unwilling to trust to the Internet (i.e., clothing and apparel items) and 

participants expressed hesitation with the value of purchasing items on the Internet believing 

that they could generally negotiate better bargains in person.  

“So I went from $34.95 to $29.95 taxes in, for the same thing because I actually spoke to 
someone. I think it’s a false sense of value that they say it’s a sale or whatever they’re 
telling you.” 
 
While generally claiming to be cautious in interacting with the Internet, when asked 

whether they used a separate credit card for their online purchases, none had adopted the 

practice. About one-half of the participants were comfortable enough with the Internet to trust 

their banking and financial interests to it. In contrast, those participants unwilling to use the 

Internet for banking and financial interests were outspoken about their refusal to do so.  

“I think that’s what I really like about it; my husband does all our banking and stuff on it 
and paying the bills. So that makes that good because you’re saving environmentally, 
there’s no paper and that sort of thing.”  

 
“I do not do online banking. Nor, in the foreseeable future, will I ever do online banking.” 
 
As positive and enthusiastic as the participants were about the potential for the Internet 

to benefit their lives, they were equally outspoken about their concerns for protecting their 

privacy and security, and about how little they trust the Internet generally. When asked if they 

had ever “Googled” themselves, only a couple of participants had indicated having done so. 

Others had not bothered, feeling that there was not likely to be any information about them 

online, while others chose not to tempt fate by inquiring. A belief that their lack of engagement 

with the Internet would result in their remaining anonymous was fueled by the belief that the 
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Internet is a dangerous place. They believed, with some justification, that any information that 

they revealed to the Internet would remain available forever, and that these revelations could be 

used against them at a future date, or that the information could be manipulated to compromise 

their security or identities.  

“There’s not enough information about me to put on I’m sure.” 
 

“There’s a problem with the Internet though and that Google. I kept getting phone calls 
for my old craft business, which was called XX. This is like 10 or 15 years after I closed it 
“where did you get this number”, “well, from the Internet”. Excuse me? From the 
Internet?” 

 
“It’s probably paranoid, but anything you put out there electronically, one way or the 
other, the metadata is there.” 

  
With regard to social media, these participants were at a loss to understand why anyone 

would be interested in broadcasting details about themselves to strangers online. For them, the 

disdain for contributing to the discourse online extends to virtually all Internet interactions 

including blogs and comment boards. Even in using email they hesitate to communicate with 

more than a few people at a time. It is their perception that social media interaction is a frivolous 

and insubstantial activity. 

“I get so annoyed with that. I don’t answer to ‘all’. There’s few of us in this world where 
you get things from ‘all’. I don’t answer to ‘all’.” 

 
“But I'm saying with Facebook I think that when you're saying sharing I'm finding that a 
lot of the younger ones, that's what they do "I've just brushed my teeth", "I'm going in to 
have something" and you're going “Really?” 
 
Their limited use of social media sites, most notably Facebook, is driven in part by the 

number of negative news stories they have heard about Facebook. This may be a result of not 

knowing what other social media options exist. They had all heard of, and frequently used 

Youtube, but did not consider it to be a social media site. Most of them had heard of Twitter, 

with one participant having a Twitter account, but none could claim to understand exactly what 

Twitter was. Two participants had heard of LinkedIn and another two had heard of Pinterest 
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(with one of those two having had a negative encounter with Pinterest). Having the results of 

seemingly unrelated searches appear on other visited sites makes them feel as though they are 

being tracked and targeted by advertisers, a situation that makes them extremely 

uncomfortable. 

“…I truly don't trust Facebook especially when you hear so many stories but again you're 
hearing stories about people locating people and also finding out about their past when 
they're applying for a job and they maybe did something when they were 16 which isn't 
relevant right now when they're 26, so I don't use it.” 
 
 “There’s certainly the tracking. I go on the L.L. Bean site sometimes. I was looking at 
coats and the L.L. Bean ads pop up on Facebook. And even if I use the In-Private on 
Google it still doesn't totally stop it.” 

 
“You get annoyed with it because if you have searched for something, a toy, all of a 
sudden because you have searched for it somewhere it's now appearing as an ad on 
Facebook and it really tells you that they are tracking you and they know what you are 
doing and it becomes a little too invasive I think…” 
 
When asked about “friending” on Facebook, most of the Facebook-using participants 

admitted to being very selective about the people that they accepted as “friends” and 

consequently, only one could claim to have accepted more than 20 friends. Generally, the 

Facebook definition of “friend” is not their definition of friend. 

“…as far as friends are concerned I don't accept friends that are asking. I don't need a 
whole mess of people; I've got about 20 and that's it and I'm not interested.” 
 
“The other thing that I know everybody hates about Facebook is, that you sign up and 
then you get invitations from everybody to become their friend. Or you say “Yes I'll be 
XX's friend” but XX has 20 friends or 200 friends and suddenly her friends become your 
friends but you don't want all those people as friends.” 
 
The participants’ exposure to social media is not exclusively a negative one. One 

participant noted a case in which social media proved to be an effective means to reach out to a 

sympathetic community, while another participant pointed out a case in which social media was 

used to raise awareness about, and fundraise for, an issue. In spite of these two examples, all 

acknowledged that they would never post so freely to social media themselves. 
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“I think as a support system, Facebook for something like that, is unbelievable. I had to 
look after a child like that at school, and the support they got, they ended up getting him 
an operation in Baltimore and the halo put on, that he would never have had here. 
Never, ever.” 

 
While the participants acknowledged that there can be a positive aspect to social media, 

for them the drawbacks far outweigh the benefits. 

“It’s not that I’m not capable of doing Facebook or learning it. It’s just that I refuse to. 
There’s crap on it, and why should I have to limit and put up with all these things. Stop 
sending me this stuff!” 
 
While every participant acknowledged the need for online security and each had some 

form of anti-virus software installed on their systems, they were still very concerned about the 

possibility of their systems’ security being compromised. They had long heard the horror stories 

about what happened to Internet users who had let their guard down. Unfortunately, one of the 

participants had been a victim of a phishing attack only the week before the focus group 

interview. 

“Two days! 2 days in a row I had it from my bank and the next day I had it from 
something else and before I did anything with it I asked my kid. And then I talked to my 
bank.” 

   
All of the participants shared stories about the online fraud, identity theft, cyber-crime, 

and cyber-bullying that are present online.  

“I was just going to say that, you go back again to trust and what can you trust and what 
you can't trust and look where it's lead a lot of people to bullying, to eventually suicides 
and different things like that.”   

 
These stories have left them very vigilant about the possibility of being victimized online 

themselves, and the experiences of others have also left them very hesitant to explore social 

media in any significant way. 

“Didn't know I could. I'm not real adventurous with it.” 
  

“It's a nice opportunity to see family but I never reply to anything. If there's a picture that I 
like I go to email and I reply that way. Never on Facebook. I don't use it in any capacity 
other than to see primarily what my kids are up to.” 
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Despite their concerns for online security, the participants’ use of passwords for 

protection was quite variable. All of the participants were aware of the need to create robust 

passwords and to change them frequently but, like many of us, failed to do so for a number of 

reasons. 

“Because there's so many things that have so many passwords.”  
 

“Guilty, I don't do it.”  
 

“You're not supposed to keep the same password or the same PIN number for 
everything but I can't remember different changes.” 

   
They resented the necessity of having to create, and subsequently remember, a large 

number of passwords, and resorted to a variety of methods to remember their passwords. One 

participant noted that due to medical concerns she has experienced memory problems that had 

led to an inability to remember things such as passwords. Some, believing that they have 

nothing to hide, do not use passwords at all, while others use them religiously. 

“Something that I've found is if I am using a letter like an L, I’ll use the number 1, if I'm 
using an E I’ll do a 3.” 

 
“I've had too many surgeries in my time and every time I have an anesthetic I lose a few 
marbles. I can’t remember the passwords, so I try to keep one that's got capitals and 
symbols and letters and numbers, and occasionally I can change them, sort of.” 

 
“I know it's safer but yes, I don't want to do it.” 
 
The hesitation to engage with social media appears to have roots in a general mistrust 

and skepticism of the information to be found on the Internet. Trust was found to be an 

important issue for them. One participant noted, to general agreement, that the hundreds of 

thousands of results generated by a simple Google search was discouraging, and that they 

were having trouble distinguishing legitimate sites from time wasting ones. 

“… that's what I find the most frustrating in certain questions that you ask it, I'm trying to 
think "what authority do they have?" and it is really hard to figure that out. That's why the 
Internet is really time-consuming cause you may get a question, somebody comes up 
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with something but you look at the 80,000 other answers and you wonder which one is 
better than the other, the next one and why?” 
 
“I just find that if you Google something you just have to keep scrolling down until you 
find someone that doesn't give you all that other gobbledygook that you don’t want.” 

 
Native advertising sites and click-bait sites have led them to be extremely wary of 

entering a site they aren’t familiar with. Popups and re-directs are a constant source of 

frustration. One participant expressed her frustration at being re-directed away from her 

intended search into a social media site requiring a sign in process. 

“You click on something and you think you're going to get some information but this 
screen pops up and you have to login and sign in and become a member or whatever. 
Can't I just have the information? Why do I have to go that next step and be part of a 
group I don't want to be?” 
 
The participants expressed concerns with the impact of online interactions on the ‘social 

good’. They worried that the Internet created opportunities for unscrupulous actors to take 

advantage of an unsuspecting public. They also felt that the push to move services to an 

exclusively online model was coming at the cost of people’s jobs and the quality of the services 

being provided to the public. They noted with dissatisfaction that they found themselves 

interacting directly with people less and less frequently. 

“Another thing that I know; that I've had experience with, is online gambling. That is 
terrible, especially with young folks sitting down in the basement and parents have no 
idea what's going on.” 

 
“…because we can now check in, we can do this, we can do that, we do ATMs and so 
on. That takes away a job from somebody that would normally do that.” 

 
Social networks naturally shrink as people age and the appeal of communicating with 

large groups of strangers or even acquaintances holds little interest for them (Moren-Cross & 

Lin, 2006). In keeping with that finding, the participants in this study tended to have robust but 

small social networks, and even on social media admitted to having few “friends” and little 

interest in being exposed to new “friends” through their Facebook interactions. Seniors are 
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comfortable using the computer for any number of functions; research, shopping, gaming and 

making travel arrangements (Statistics Canada, 2009a). What they are not comfortable doing 

online is using social media. Few of the participants used social media for organizing groups or 

as a newsfeed. During the course of one interview, the researcher needed to explain to the 

group what a newsfeed was. The participants in this study echoed the sentiments expressed by 

Lehtinen, et al., (2009) in that so far, they have been unable to find a good reason to use social 

media. For seniors that do use it, of whom the study participants were among those individuals, 

they are primarily driven by social media being the method that their families choose to keep in 

touch with them (Hutto & Bell, 2014).  

3.1.2 Theme 2: Disillusioned with the Healthcare Establishment. 

While the participants were comfortable to greater or lesser degrees with being online 

and making use of the services available to them there, their comfort with trusting their 

healthcare to an online medium was less developed. Despite making use of the Internet to 

conduct searches for health information the prospect of communicating with their healthcare 

provider using this medium was met with skepticism and cynicism. They felt that their doctors 

have not been communicating with them and that their concerns are being disregarded or 

dismissed when they do manage to communicate with their doctor. They expressed resentment 

at being treated this way and are resistant to adopting an online communication medium for fear 

that they will lose what little personal interaction they currently receive. 

3.1.1.4  Sub-theme: Health Information. 

Within this sub-theme, the topics presented include information related to the 

participants’ use of technology to manage healthcare information, and communication with 

healthcare providers. 
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The study’s participants have embraced the Internet as a forum for searching for health 

information. Every one of the participants acknowledged having made use of the Internet in this 

way. The participants showed a healthy skepticism for the information to be found on the 

Internet and tended to rely on sources they had some familiarity with, typically real-world 

institutions such as the Mayo Clinic and Health Canada. They also have no objections to their 

healthcare provider using the Internet in this way but there is a reluctance to communicate with 

their healthcare providers online. To the participants in this study, a move to a more impersonal 

form of communication translates directly into a reduction of the availability of their physicians to 

treat them at precisely the moment in their lives when they expect to need more treatment. This 

concern has lead them to openly resist the adoption of online communication with healthcare 

providers. 

The comfort the participants felt in searching for health-related information online 

extends to researching specific medical conditions, drug and medication information and online 

reviews of health care providers and facilities. One participant gave an example of how she 

used the Internet to negotiate a more favourable price for her medications by engaging directly 

with the drug company. 

“…instead of paying $1,000 a month I paid $3. So looking up the drug company, who 
could I contact and find out: ‘Do you have this? Well, we don't offer this service, but we’ll 
give it to you’”. 
 
The participants noted that they have even begun to use the Internet to research the 

diagnoses that their doctors have given them, creating a virtual second opinion. They do not 

hesitate to bring the results of their Google searches to the doctor’s attention either, a situation 

commonly referred to as “Dr. Google”. They even encourage their doctors to use the computer 

in the examination room believing that it gives the physician instant access to their case files.  
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“And one other thing I'd like to say is that I felt really comfortable or good when I saw our 
doctor using a computer rather than having to go to a file that was getting thicker and 
thicker and having things misfiled.” 
 
Despite this comfort with using the Internet for health-related research themselves, they 

worry about an over-reliance on technology in their doctor’s offices. Their concerns are partly 

about what happens to their records in the event of system failures. One participant gave an 

example of potentially dangerous impacts stemming from a system being inoperative during 

their stay in hospital. 

“So they looked at XX, put him in a sling because he broke the bone right here 
(indicates) because we didn't know the bone cancer was there and he just pushed 
something down and it broke. So we go home. You go home and tomorrow? I start 
phoning. All their fax, all their computers were down. XX was lost.” 
 
More specifically, they worry about the security of their information. Is the information 

they give their doctor being captured accurately, is that information being kept secure from 

outside influences (i.e., insurance companies), are there processes in place to ensure that 

people cannot hack their doctors’ computers? 

“…your doctor may not give you a diagnosis of high blood pressure, hypertension but an 
insurance company can get hold of it and say "I don't have to pay" because you knew 
about this, you didn't tell me; I'm not going to pay for this.” 

 
The participants also expressed concerns about the impact of increasing technology 

reliance on those members of society incapable or unwilling to use technology or unable to 

afford the technology. 

“I think it has to be considered because anyone of us at our age and younger if their 
computer doesn't work it's a frustration. Add on to that, being 80 years old and not 
having access to someone to fix it”. 
 
They are aware that healthcare funding is not increasing and would prefer that their 

doctors spend their limited funds focusing on hands-on, personal care, rather than investing in 

technology. They believed that doctors turning to technology and online communication would 

result in fewer health care employees in doctor’s offices and consequently, less care for them. 



SOCIAL MEDIA AND HEALTH COMMUNICATION FOR SENIORS 

 

61 

“I think doctors are counting too much on what's on the computer and not enough on 
looking at the patient again. He should have examined me. I was there for a specific 
reason.” 
 
None of the participants were aware of whether or not their physician had a website, and 

none had ever communicated with their physician via email, believing that their physician could 

not possibly have the time to check email. The participants were extremely skeptical about 

going online to communicate with their healthcare providers, and even more so when it came to 

the interactions with their doctors. They felt that the communication between their physicians 

and themselves was already poor and that any initiative to move that communication to an 

online medium would simply result in even worse communication. 

“My doctor doesn't have blogs; she doesn't have time.” 
 
“But if you're talking general health information, I would trust it as much as I would trust 
any of the ads that would come up along the side of Facebook; which is zero”. 
 
“I don't know that I would trust that. What kind of time does he have; you can't even get 
an appointment with him, that he's got time to put all this stuff on?” 
 
They valued the ability to express their needs to their physician face-to-face, fearing that 

online channels lack the ability to read body language, tone of voice and the urgency of their 

situations. They expressed concern about who would have access to the information they were 

entrusting to their doctor, about whether the doctor’s staff were managing their information 

accurately, and about the ability for the doctor’s office to respond to their communications 

promptly. 

“If it’s a routine thing, yes, but I would be really concerned if I had an urgency and it 
depends if that doesn't allow me to get an appointment at that time.” 

  
“And how liable is the doctor if somebody hacks in and takes those records? Cause you 
hear of people hacking records and things like that all the time”. 
 
“I'm not sure that they would get back to me fast enough via email whereas if you 
actually get through, you can book the appointment and know everything at the same 
time.” 
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They felt that their unique situation as seniors was misunderstood by doctors, 

particularly younger doctors. They also indicated that the use of technology in doctor’s offices is 

leading doctors to treat them increasingly impersonally.  

“Symptoms for an ailment when you're 18 are much different than when you're sixty. 
They're much different when you're a female and you’re male. So if you don't have a 
doctor that knows about this; you're going to a young doctor and he isn't used to treating 
geriatrics, there's a difficulty there, because he doesn't realize it, and it's the great old 
story; ‘It's just your nerves dear’.”  
 
“… all these people go to everything is on the computer and whatnot and then somehow 
they are really ill and no one has ever looked at them and they say "well how long has 
this been going on?" "Well, I told you on the computer", "Well, no" they don't have it. I 
can speak, I was a patient in emerg not too long ago and the physician came in and 
shook my hand and I never saw him again, he never listened to me, I went in with chest 
pain, he never listened to me, he didn't do anything and I got my papers and I got shifted 
out the door.” 
 
Participants have found ways of undermining their physician’s attempts to require them 

to use a system they are resistant to use. 

I'm sneaky. If you talk about an appointment with the doctor; I've done it a few times, I 
know my doctors office opens at 9 o'clock and I show up at 5 to 9 and I say “I'm here I 
need to see her now”.  
 
As revealed in the literature, seniors are a growing demographic and their increasing use 

of healthcare resources threatens to deplete a system already strained to provide services to 

Canadians. Fortunately, this group is also far healthier than their predecessors and can seek to 

delay their increased use of healthcare resources by remaining healthy (CIHI, 2011b). While the 

goal is to remain healthy, seniors are also aware that their healthcare needs are likely to 

increase as their age does and that they are more prone to be debilitated by chronic diseases 

than their younger peers. Governments are also aware of this eventuality and have been 

implementing programs aimed at providing the population, and especially seniors as the largest 

consumers of healthcare resources, with services that can meet these needs more efficiently 

and cost-effectively. These programs involve the deployment of technology in the service of 
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data management and diagnosis, but most significantly for seniors, in improving communication 

and reducing the need for seniors to personally interact with healthcare providers as frequently. 

Unfortunately, seniors’ enthusiasm for technology does not extend to their interactions with 

healthcare providers. The focus group participants shared that they feel that their healthcare 

needs are not being served by a cash and time strapped healthcare establishment and they fear 

that any move toward further computerization will result in a diminishment of the services and 

physician attention that they currently receive. Combine a negative view of social media with a 

cynical view of the communication skills of healthcare providers and the result among the 

participants in this study is a firm “no” on using social media to communicate with their 

physicians. 

3.2 Personal Interviews 

The interviews with the healthcare providers were not specifically focused on their 

interactions with senior patients but rather on their use of the Internet and social media in 

conducting their everyday business.  

Following the personal interviews with the healthcare providers, the analysis revealed 

two major themes. The first theme is that healthcare providers, despite being cautious with 

regards to social media, are also a technology positive, connected, group. Two sub-themes 

emerged from the data analysis: 1) communication; 2) the use of resources. The second theme 

is that healthcare providers are disincentivized by ineffective communication channels. Three 

sub-themes appeared to illustrate this theme: 1) communication; 2) confidentiality; and, 3) 

resources.  

3.2.1 Theme 1: Technology Positive, Connected Group.  

The participants in the healthcare group are all connected, capable computer users. All 

four of the interview participants made use of the Internet for personal purposes with 
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participants FGH3 and FGH4 being enthusiastic and frequent Internet visitors, while participants 

FGH1 and FGH2 made a more limited, purposeful use of the Internet. All of the participants 

viewed the Internet as a powerful resource for research and all used email as their main online 

communication. All four participants’ organizations’ have websites. FGH1 was not a social 

media user while FGH2, FGH3 and FGH4 all maintained personal Facebook accounts although 

FGH2 had never posted to his/her Facebook page. FGH4 has “friended” a number of 

professional colleagues to her personal Facebook account. FGH2 and FGH3 also had personal 

Twitter sites although FGH2 admitted that his/her Twitter site was set up at the instigation of 

his/her child’s school for checking homework. All three participants, FGH2, FGH3 and FGH4 

were also using Facebook professionally. Only FGH3 updated his/her organization’s Facebook 

site personally. FGH3 posted regularly to his/her professional Twitter feed.  

3.2.1.1 Communication. 

While the healthcare provider participants were enthusiastic computer and Internet 

users, they were found to engage in online communication with the understanding that they, as 

healthcare providers, must maintain a certain amount of professional distance from the people 

with whom they communicate, even in their personal interactions, in the interest of maintaining 

their commitments to patient confidentiality. This necessary distance influences the manner in 

which they communicate online.  

In their personal lives, FGH3 and FGH4 were frequent and engaged social media users, 

FGH2 used social media reluctantly and, FGH1 chose not to use social media at all but 

indicated that she feels pressured by family members to create a Facebook page: 

“Kind of, yeah, family members get annoyed ‘cause, you know, they want to send me 
their pictures, I ask them for something and they're on Facebook frequently, it would be 
so much more convenient for them if I was as well...” 
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FGH3 and FGH4, who had indicated that they used social media in their personal lives 

frequently, said that they did so almost entirely for keeping in touch with friends, family and 

leisure activities. Regardless of the amount of use, participants indicated that they were careful 

about keeping their personal social media identities separate from their professional personas. 

This separation has not prevented them from receiving friend requests from patients to their 

personal accounts and with one exception; they have turned down all friend requests from 

patients.  

I don't post; for privacy, and for safety for my kids and for myself because I've had to 
report many times to the Children's Aid Society. In order to protect my family and just 
being out in public; I can't go somewhere without knowing somebody or someone 
recognizing me. I like to keep that private.  
 
“I don't want my name, I don't want any personal stuff of myself out there”.  
 
Professionally, all the participants were regular Internet users and three of the 

participants regularly referred patients to health and social service websites as part of their 

everyday routine. All the participants use email as their main online professional communication 

platform. All agreed that communication with their patients was crucial to their professional 

practices and patient communication is the one thing they would all seek to do more efficiently. 

FGH3 noted that communicating directly with patients via online methods is beneficial. 

“We want to stay in good communication with the patients. I think the emails and stuff, if 
it’s done right, is a great way to stay in communication with a patient”. 
At the same time FGH4 recognized that creating an avenue for patients to communicate 

with healthcare providers was a service that was sorely lacking. 

"…it became very clear that we needed to develop something that was more patient-
centered and be able to not only provide - to advertise that we were there because 
people didn't know - but to let people know that we were there to talk about any 
concerns that they had with their care. It was confidential and that was very 
significant…” 
 
Three of the participants, FGH2, FGH3 and FGH4 interacted with social media 

professionally, making use of a wide range of social media platforms (i.e., Facebook, Twitter, 
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Youtube). FGH2 also used Tumblr. FGH3 engages with social media directly by posting to both 

Facebook and Twitter him/herself. FGH2 and FGH4 belong to organizations that use social 

media platforms, but neither of them post entries themselves. The organizations that FGH2 and 

FGH4 work for have trained staff moderating the organization’s social media communication 

efforts. The main purpose for these organizations’ use of social media is to promote their 

services to the public. For FGH3 and for FGH2 and FGH4’s organizations, their social media 

usage is restricted to disseminating messaging to their followers in the form of useful medical 

information, inspirational messages from their healthcare provider and general scheduling 

information such as clinic opening hours and locations.  

Additionally, in FGH2’s organization, social media is used in the interest of connecting to 

the public and the community by fostering discussion. This is accomplished by allowing the 

moderating nurse to respond to comments and inquiries initiated by the public. Should a 

discussion begin to risk exposing personal information the moderator quickly takes that person 

out of the public discussion board and shepherds them into a private chat area or refers the 

commenter to the organization’s direct services. FGH3 indicated that s/he rarely engages with 

his/her social media followers as the nature of online discussions generally veers into territory 

that he/she would rather not leave to an online discussion, such as a follower seeking a 

diagnosis. While he/she acknowledged that the situation was unorthodox, FGH4 noted that s/he 

had interacted with a patient through his/her personal Facebook account by accepting a friend 

request. This was done in the interest of monitoring the patient’s emotional state during a trying 

time.  

“I thought about it for a while and in the end I actually did friend her on Facebook. She 
was dealing with her situation with her husband very overtly on Facebook and I took it 
more as an ability to monitor that and to see how she was actually doing with coping with 
it.” 
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The participants who use social media do so because they realize that communicating 

with patients is a core principle of their mandates and social media is the platform that patients 

wish to use. 

“Yes, they want us to at least know how to advertise and say: “you can access through 
Facebook”; through these venues at least, to give clients opportunities in different means 
to show them different venues.” 
 
Part of the value that these healthcare providers place in online communication 

addresses the inability of patients to recall details from their face-to-face visits, all the more so 

when the news received is tragic. Often a visit to a healthcare provider’s facility involves the 

presentation of a tremendous amount of information that a patient has to digest quickly with little 

opportunity to consider the impact of the information and ask for clarifications. Online 

communication allows the patients to address their questions to the healthcare provider after 

leaving the office. 

“Of course, people come in and get a diagnosis and after the word cancer, they don't 
hear a whole lot. Certainly being able to communicate, we’ve thought for years of how to 
communicate some of this with patients”. 
 
“Sometimes I really worry that, you're probably well aware of this but, when doctors and 
patients are talking, they maybe hear about 10% of what I say”. 
 
There is also a significant group within the healthcare community that are resistant to 

using email and social media to communicate with patients because they fail to see the benefits 

to doing so. 

“…but right now they're very anti-Facebook about communicating with patients. That's 
something that's not part of our process. At this time I’ve found that staff can 
communicate electronically by email, it's just that they haven't. Some people feel that it's 
something that they don't want to do, so they don't do it.” 
 
The participants have made frequent use of the Internet and social media to do medical 

research for their practices. They noted that the Internet and “Dr. Google” have created more 

literate, more involved patients, able to do their own health-related research, but as a result, 
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they have had to resign themselves to the reality that patients are going to do their own 

research regardless of how the healthcare providers feel about it. FGH2 sees positive and 

negative consequences to online research: 

“They Google everything. “I Googled this and this”. That's the other pro too, with being 
face-to-face with a practitioner, with someone. We can all Google but it's something in 
Google where it becomes scarier. It's a curse or a blessing”  
 
However, FGH1 believes that the use of online medical sites leads to negative 

interactions: 

 “…I find if you just start to Google something you'll come up with multiple sites and 
some of them, are just where people come on to complain, and people love to complain 
that they've had a bad experience or really unusual thing happen but it frightens other 
people…”  
 
For their part, healthcare providers are equally enthusiastic in regards to their use of 

computers and the Internet for their personal and professional needs (George, et al., 2013). The 

participants in this study acknowledge that healthcare is increasingly coming to rely on online 

methods of interacting with patients. This situation is being driven primarily by the patient’s 

reliance on online means of accessing information and consequently demanding that their 

healthcare providers interact with them in this way. Healthcare providers are having to tread this 

fine line between feeling responsible to communicate with patients but doing it in a responsible 

way. Healthcare providers are generally as connected with social media in their personal lives 

as the general public except that they do have additional concerns about patients accessing 

their personal online identities. Healthcare providers, including the participants in this study, feel 

a tremendous sense of responsibility toward their duty to keep patient information confidential. A 

responsibility that extends into their interactions in their personal lives even with close friends 

and family.  
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3.2.1.2 Resources. 

The participants recognized the need to be able to communicate more effectively and 

they acknowledged that their patients may demand that they use online methods to achieve 

these expectations. Delivering a more effective communications experience to patients is not 

without its challenges, both from a human and from a financial resources standpoint.  

FGH2 noted how using online communication and social media has changed the way in 

which he/she does her job. 

“It's catering to the new generation and it's a wider reach as well. I'm all over the city in 
my car and I can only hit a few places whereas a nurse moderating can hit a whole 
bunch more people.” 
 
In anticipating how a better healthcare communication infrastructure will impact the 

healthcare system, FGH3 was noted to say: 

“It's going to help people’s health. It's going to decrease doctor visits. It should improve 
the amount of money we waste on health issues. Seeing patients, sometimes we see 
them way too frequently and a lot of it is exactly what you're talking about, coming in for 
office visits to refill prescriptions.” 
 

In larger organizations there is an opportunity to dedicate a specific person or 

department to managing online and social media communications. Two of the participants, 

FGH2 and FGH4’s employers, proceed in this manner. 

“Yes, that's what they do, the social media team. They deal with all that. Any events or 
Twitter and all that, they're on that full-time. It wasn't like that 15 years ago. They deal 
with that and the nurse that's doing the Facebook is there full time every day. That's all 
she does.” 
 
“I've only been on the Facebook page maybe once or twice. I know that if any issues 
come through, they're monitoring the Facebook page. I don't know how regularly, but on 
a regular basis through our Communications Department, if there are issues that come 
to their attention on the Facebook page that are patient-related, they shoot them to our 
office.” 
 
These specialized departments free up the healthcare providers in the organization to 

dedicate their time and effort to the delivery of healthcare, knowing that the communications 
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aspect of the service is being managed. This also allows the organization to ensure that their 

communication goals are being managed according to their needs without worrying about 

breaches of confidentiality and miscommunications as the staff assigned to those tasks are 

specifically trained for it.  

As with most technology there is a concern among healthcare providers as to whether or 

not the adoption of new communications technology will affect their job security.  

“It's also cheaper to moderate a Facebook page. We recently restructured; I was going 
to many different spots but they cut down on the nurses and said “okay we're going to 
use fixed sites” and now people are coming to you whereas I was visiting 15 places 
before. I think part of it is monetary. My guess is that it is way easier and faster to access 
way more people through social media.”  
 
“I don't know it could go either way. I still think you need us on the ground. If more 
nurses are moderating Facebook and saying “okay we don't need as many of you guys 
because we can access people online more.” 
 
Communications technology has also had a positive influence in how organizations 

allocate and re-allocate their resources allowing organizations to do more with fewer employees 

and resources. One participant has seen portable information technology allow him/her to be 

more efficient and effective in serving patients  

“Honestly the convenience is phenomenal. I was the pack mule of carrying freaking 
papers in a binder. I couldn't look stuff up on my smartphone, especially when I get 
home visiting. I’d have to carry all of my numbers and these directory books and I'd have 
the map in my car trying to find my way to XX and XY. Now I fire up my laptop when I'm 
out, or I have my Blackberry and “poof” it's instant. Even today I had my computer out 
and I'm showing clients “look, here, here and here”. The convenience and the 
accessibility is fantastic.” 

 
When a healthcare organization devotes the resources to provide social media 

communication with its patients in a methodical, well-thought out manner, it is possible to deliver 

effective communications using social media. The participants interviewed for this study were 

examples of how organizations and individual healthcare providers can foster open discourse 

with patients while keeping their commitments to safeguarding patient confidentiality.   
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3.3.1 Theme 2: Ineffective Communication Channels. 

All four of the study participants see communicating with patients as a task integral to 

the performance of their professions and are encouraged to communicate with their patients. 

Yet, this communication is constrained by concerns of privacy, both for the patients and for the 

healthcare provider, and a lack of resources to facilitate this communication. All of the 

participants recognize that protecting the confidentiality of patient information is crucial to the 

performance of their professions and a combination of regulation and policy ensures that they 

do so. While a range of technology exists that facilitates the sharing of information between 

healthcare providers, costs, availability and compatibility issues hinder the ability of healthcare 

providers to make use of these technologies. These issues along with an under-developed 

payment scheme to compensate healthcare providers for their on-line interaction serve to act as 

a disincentive to communicating with their patients. 

3.3.1.1 Communication. 

Despite the participants in this study recognizing and demonstrating a willingness to 

communicate more openly with patients, online communication, both with patients and with 

each other, is encumbered by a lack of tools and unclear policies to enable this type of 

communication. The participants acknowledge that once communication goes beyond the face-

to-face, they struggle to engage with the demands of online communication.  

FGH4 noted that his/her desire to communicate with their patients online is not 

necessarily a universal commitment as he/she has encountered many healthcare providers who 

resist communicating with patients online. 

“…some of the providers are thinking that, for whatever reason, they shouldn't have to 
give their work emails out to communicate with patients.”  
 
Despite the adoption of social media by FGH2, FGH3 and FGH4’s organizations, all four 

participants agree that the vast majority of communication with patients still takes place face-to-
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face. Despite the capabilities of online and social media communication, the personal visit is still 

the mainstay of health care delivery. 

“As a nurse, I do a full head-to-toe assessment and it's more than just the verbal. You 
have the body language, the color of the person and the demeanor. All that aspect is 
really lost with (social) media.”  
 
Communication between healthcare providers lags considerably behind recent 

developments in online communication in other industries. At most, the participants will use 

email to communicate with other healthcare providers, but more often than not, the 

communication consists of phone calls and handwritten, faxed notes. Two of the participants, 

FGH1 and FGH4, have access to specialized information networks (or private channels on sites 

available to the public) to communicate with other healthcare providers, institutions or service 

organizations such as palliative and long-term care facilities, community care centres or hospital 

health records databases, but still prefer to speak with other healthcare providers in person or 

over the phone. 

The participants have had limited access to the Electronic Medical Records system that 

can be used to review a patient’s medical history. This lack of access causes some problems 

when it comes to getting an accurate understanding of the patient’s circumstances. The 

participants noted that they often rely on their own professional networks and personal 

connections over the phone or email to arrange for their patients to get needed care from 

various services and facilities. 

“... I do keep in touch with lots of the community agencies cause you're inevitably, you 
run up against a geriatric case worker, you're going to be in contact with XX, a shelter, 
somewhere. Once a year we have something called Passport Day in the XX region, and 
it tends to bring together a lot of these, the community agencies and, anyone's welcome 
to come, it's all geriatric focused, so you'll get people from the Alzheimer’s society, to 
GEM (Geriatric Emergency Management) nurses. We'll also get people that offer 
services to seniors as well, like those that clean out messy houses or things like that. 
That's one way of staying in touch, but I tend to just run across people in my research 
with each patient and then collaborative data is really helpful so I tend to call.” 
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While it is common for healthcare providers to share educational materials gathered at 

conferences or other professional development opportunities, it is strictly disseminated to others 

on an informal, ad hoc, basis that may or may not reach all of their colleagues. FGH3 noted that 

s/he would be happy to find a universally available, secure, online method for healthcare 

providers to communicate with each other. 

“So it would be nice to be able to communicate with them. It would have to be very 
secure I guess, because it's medical information. Communication is in the old ages right 
now with me. It's dictation and letters and faxes”. 
 
All the participants found that the Internet-sourced information being brought to their 

attention by patients needs to be corrected most of the time, and that as healthcare providers, it 

is their responsibility, and that of other healthcare providers, to correct the misinformation 

brought to their attention by patients. This should be done not just for the benefit of the patient, 

but for the general public as well.  

“Totally. Almost always. 99.9% of the time they've gone down a path of, “I'm tired 
therefore I've got disseminated lupus erythematosis” or something like that.” 
 
All the participants struggle with exactly how to communicate medical information to 

patients. They try to direct their patients to resources that are accurate, credible and accessible 

with respect to the level of language used to convey the information. They also struggle to keep 

the information they send to patients concise believing that too much information is as bad as 

too little, but they also believe that patients should have access to their own medical records. 

“Some of the ways that we've tried to make sure that we're dealing with patients is we 
use email, we’ll use our website, to put a lot of information up. But again, we're capturing 
the younger group. We've been told many times by older people that we're not capturing 
them. We try to provide discs with information on them. We're giving them audio discs, 
video discs, trying to cover off the sight-impaired, hearing-impaired, seniors that might 
have a DVD player. If they don't have that, we flood them with tons and tons of paper: 
“here take this home and read this”. They may not have the focus or, necessarily, the 
education because when you look at the stuff we hand out there's a lot of “medicalese” 
and there may be just the sheer volume that we're giving them.” 
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While official sources, such as the Canada Health Infoway (2014), Health Canada 

(2010) and eHealth Ontario (2015), indicate that technology has solved many of the 

communication and records management problems that plagued the healthcare profession 

previously, this has not been the experience of the participants. The healthcare providers 

featured in this study continue to have difficulties communicating with each other and sharing 

patient information in a professional context. 

3.3.1.2 Confidentiality. 

The difficulties encountered by healthcare providers are not exclusively related to the 

availability of communications technology. The necessity of preserving the privacy of patient 

information is uncompromisingly adhered to by the participants even in their personal 

interactions. A lack of guidance with regards to the permissible use of social media for 

communications has lead healthcare providers to approach social media very cautiously for fear 

of inadvertently breaching confidentiality.  

Despite wanting to communicate more effectively with patients, all of the participants 

were wary of patient intrusions into their personal online lives. One participant, FGH1 has 

chosen not to participate in social media at all. 

“I just don't want to; I know I should and I've been meaning to make one so I can get 
pictures and whatever and I appreciate all the good things about it but I guess I just 
really don't want that extra commitment of my time.” 
 
FGH2 and FGH3 have chosen to not respond to patient attempts to contact them via 

social media channels and are cautious about the posts they make, even in their personal lives. 

Overall, the need to safeguard patient confidentiality influences virtually every interaction that 

healthcare providers engage in on the job and in their personal lives. Healthcare providers, 

being publicly visible figures, are careful about all of their communication regardless of how 



SOCIAL MEDIA AND HEALTH COMMUNICATION FOR SENIORS 

 

75 

innocuous it may seem. Even in their personal lives the participants view themselves as 

representatives for their institutions and for their professions. 

“When I'm out, it's very rare that I'll speak about “oh, I was here and I saw this”. You 
can't do that, that's all confidentiality. Even if it's someone that I know or that (my 
spouse) knows, I can't come home, nor have I, and say: “hey guess who I saw today?” 
 
In Ontario, confidentiality with regard to patient health information is a core principle 

enforced by the Personal Health Information Protection Act (PHIPA) and is followed with strict 

adherence by the participants. Every province has a similar statute, in Manitoba and 

Newfoundland it is called the Personal Health Information Act (PHIA); in New Brunswick, it is 

the Personal Health Information Privacy and Access Act (PHIPAA). Further to the confidentiality 

required by the provincial laws, each of the participants are bound by an overlapping series of 

confidentiality policies imposed by their regulatory/governing bodies (e.g., College of Nurses of 

Ontario, Ontario College of Physicians and Surgeons, Ontario College of Pharmacists, etc.), 

professional associations (e.g., Canadian Medical Association, Canadian Pharmacists 

Association, Ontario Association of Nurses, etc.), and insurers (i.e., Canadian Protective 

Medical Association). In addition, they are also bound by the confidentiality and privacy polices 

imposed by employers and institutions such as hospitals, clinics and private practices. 

“...I'm bound by those [confidentiality] guidelines professionally, I believe the 
College of Nurses has a privacy, confidentiality policy that I would be bound by and 
certainly the hospital, I believe they also have, I'm not sure that it ever mentions social 
media but certainly there's privacy and confidentiality policies at the hospital as well so I 
think I'm bound by many policies.” 

 
The variety of provincial health information acts detail the constraints that bind each 

healthcare provider and set out the penalties for any breach of confidentiality. Each of the 

regulatory/governing bodies, professional associations and insurers address how healthcare 

providers must manage and communicate information gathered from patients. These bodies 

and associations go into great detail about the risks and penalties of communicating via online 
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or social media channels while giving vague instructions about how to use social media safely 

and effectively.  

“So I think they want us to communicate but again I think it's nebulous about how much 
we need to share online.” 
   
Confidentiality and the penalties for breaching confidentiality are so ingrained in the 

mindset of healthcare workers that they have become extremely cautious about even the 

remote possibility of a breach of confidentiality, and they prefer to restrict their communication to 

only that which they are absolutely certain they are allowed. This environment even invites 

healthcare providers to inform on other healthcare providers if they witness a possible breach of 

confidentiality. A breach of confidentiality, even inadvertent, can lead to disciplinary action and 

shaming among their peers. 

“It could be, you could potentially have your license taken, you know, it could be 
huge…It could be anything, whatever the disciplinary committee decides.” 
 
With the advent of personal video cameras and smartphones cameras, healthcare 

providers must be even more vigilant about how they express themselves professionally, and to 

some extent, this vigilance extends even to their personal lives. 

“If I'm a public health nurse and I go out, it's no one's business what I do personally, but 
being in the public eye there's a certain way (to behave) too. I'm always careful. It's 
always in the back of my head, not because I have a wild life or get caught, but it's just a 
certain way; it's always there, acting with caution.” 
 
The overlapping confidentiality policies and regulations that are entrenched in healthcare 

practice have meant that few organizations have felt the need to create explicit social media 

policies and none of our participants are aware of being bound by a policy created by their 

organization specifically meant to govern staff use of social media. FGH3 had not considered 

imposing a social media policy on his/her staff, viewing a policy as being unnecessary owing to 

the well-established nature of confidentiality in healthcare.  
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“Again, confidentiality. We discuss it, we never, never, never, use names. We never use 
the first name, the last name, we never use anything we do. If we discuss a patient it’s 
only ever amongst ourselves. It's not a written policy but even when they leave the 
office; with their friends and their family, they're never, never, ever to bring a name up. 
But that's a good question and, my whole medical career, I've never had a policy. I just 
assumed that confidentiality with staff was a given.” 

 
Confidentiality also applies to allowing patients to address concerns they may have 

regarding their health and/or the healthcare system without fear that the information they 

provide can be used against them at a later date.  

“They're old school, thinking that anything they do or say can be taken out on them in 
their future care. They always have that concern. Sometimes the elderly were very 
hesitant to come forward and lodge any type of issue they may have, especially with a 
physician when you're looking at the power between them and a physician.” 
 
Even the communication between healthcare providers is a source of concern for our 

participants. FGH3 would be enthusiastic about communicating with colleagues but was worried 

about whether or not the communication would remain confidential  

“Doctor-to-doctor communication would really help a lot. If we could do that safely. What 
would they do with that information if I email them? They have electronic medical 
records so if I email them something, where would that little note go?” 
 
Communications, whether between healthcare providers and patients or between 

healthcare providers and each other are constrained by the vague, overlapping federal, 

provincial and organizational confidentiality policies that have been developed to protect the 

privacy of information. While this devotion to confidentiality is justifiable, the lack of clarity and 

guidance with regard to the permissible limits of communication has acted as a deterrent to the 

openness of communication that the participants in this study see as their responsibility.  

Despite the limitations of the regulatory policies, some healthcare providers and 

healthcare organizations have embraced the communication opportunities that social media 

represents. While this embrace has mostly been aimed at a younger more social media 

connected audience, a number of organizations focused on seniors’ health (e.g., The Ottawa 
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Hospital, Toronto Public Health, Cancer Care Manitoba, Bruyere Foundation, Toronto Central 

CCAC, etc.) have made good use of the exposure that social media can deliver while 

maintaining high standards of privacy and confidentiality.  

3.3.1.3 Resources. 

In addition to the constraints imposed by the technology gap faced by healthcare 

providers, and the overlapping confidentiality regulations, the lack of recognition of 

communication as a function of healthcare practice deters healthcare providers from devoting 

resources, financial or human, to improving communication efforts.  

Despite viewing communication with patients to be a vital part of his/her medical 

practice, email and social media communication can be very time-consuming and, as yet, there 

is no provision for a physician to charge for this. FGH3 believes that the Family Health Group 

(FHG) scheme may represent a method that may allow for a greater amount of physician-

patient communication to take place but there is no explicit provision to cover communication 

with patients in these financing methods as of yet: 

“They get a lump sum. They get paid a lump sum. I was paid by visit. That's’ it. I still am. 
So, now they've got this big payment. Why should there be any concerns about using 
phone calls, media and emails and getting more payment? You're already getting, I’ll call 
it, a salary from OHIP or the Ministry of Health”. 
 
FGH3 is hesitant to suggest that physicians create their own payment schemes for 

online communication for fear that a regulatory agency takes action against that type of extra 

billing. In a fee-for-service model physicians must see a patient for an appointment in order to 

be able to charge for the consultation so all non-visit communication, whether online or by 

phone, by a physician is done for no fee and those physicians that do so are in effect, 

volunteering their time.  

“To me, forcing the patient to come in just because I'm going to make an extra whatever 
it is for an office visit? I'll do it over the phone. I could do it, theoretically, over an email. 
So I make a little less money.”  
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Technology is expensive and not everyone can avail themselves of the devices needed to 

access online resources. Certain populations will begin to miss out on the advantages that 

technology brings and FGH2 expects that there will still be resources needed to service this 

population. There are other concerns with regard to communication faced by healthcare 

providers, specifically the issues of resource allocation (i.e., time) and costs to be able to 

communicate both within the healthcare environment and with patients. While all of the 

participants could see the benefits to being able to communicate online, they were also very 

aware of the difficulties associated with online and social media communication. Communication 

between healthcare providers and patients is a time-consuming endeavor. Staff or physician 

resources must be allocated to this communication, and the healthcare practice or organization 

must commit itself to allocating these valuable resources.  

In FGH3’s practice this commitment comes from the physician updating social media 

channels and answering emails as unpaid time and allocating some paid-staff time to managing 

the online and social media communication channels. 

“All my studying I do in the evening time or sometimes if patients cancel or at noon hour, 
I'll go on there. I'll post a link to Twitter or if I see something, an interesting article that I 
think should be a link on my Facebook account I'll run it by my staff and see what they 
think. I might think it's good but for the layperson it may be very confusing or it may send 
them down the wrong track. Then they'll be the ones to put it on the Facebook.” 
 
There are other monetary costs within organizations that influence the ability for 

healthcare providers to communicate with each other as well. Acquiring the technology to share 

patient records between healthcare providers is a cost borne by the organization and not all 

organizations are equal in that regard, making the Electronic Medical Record unavailable, or 

unequally unavailable, to different healthcare providers.  

It's costly. I don't have it here because I'm a single man practice but that's the ultimate 
goal. There’s still miscommunications. They can communicate with pharmacies but I 
can’t communicate with them. 
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Individual organizations make their own Information Technology (IT) decisions resulting 

in competing records and communications systems. 

“I guess I have Clinical Connect and some hospitals are connected to it and some are 
not….different hospitals use different things and we don't all talk together so Clinical 
Connect was developed and as different hospitals have signed on, they have made 
somehow, some of their data available… It's just so helpful, but it's so fragmented 
because it’s all different systems and they don't mesh nicely…. It would be huge to be 
able to not only share but share all of it. And some hospitals are still using paper format.” 
 
The cost of this kind of advanced technology can be prohibitive for smaller organizations 

and independent practices, which may result in them opting not to have it at all. 

While there exists a general consensus among the participants in this study that 

healthcare providers should be communicating more openly and freely with their patients, a lack 

of recognition that non face-to-face communications form a part of their daily workload and an 

inability to charge fees for any of their online interactions with patients have undermined any 

interest among healthcare providers in pursuing online or socially mediated communications 

(Brown, et al., 2014). Despite these constraints many healthcare providers, including the 

participants in this study, have taken it upon themselves to integrate social media and other 

online platforms in to their professional practices in order to become more effective 

communicators. 

Chapter 5: Conclusion  

5.1 Summary 

There was virtually no pre-existing literature that addressed the use of social media by 

seniors and healthcare providers to interact with each other. According to Antheunis, et al., 

(2013), and borne out by the participants in this study, seniors and healthcare providers are, by 

and large, not communicating with each other via social media.  
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The seniors in this study proved themselves to be capable users of technology and the 

Internet, although they did not believe themselves to be so. They still asserted a preference for 

communicating using methods more familiar and personal to them. This preference was driven 

by the perception that they were risking their privacy and security every time they used the 

computer, which along with doubts about its utility, drove them to adopt a cautious, skeptical 

approach to social media. In terms of their interactions with their healthcare providers, the 

participants in this study proved to be resistant to communicating online with their healthcare 

providers in the belief that to do so would cause their healthcare providers to rely more and 

more on technology and online communications to the detriment of personal hands-on 

treatment. These individuals were already concerned that their healthcare providers were not 

dedicating enough time, attention or resources to caring for them, particularly now that their 

expectations for care are increasing.  

The healthcare provider participants have been caught between a rock and a hard place: 

on one hand they feel the pressure to communicate more openly and effectively with their 

patients, but on the other hand, they are constrained by a regulatory and financial system that 

restricts the very form of communication that their patients have asked them for. Communication 

between healthcare providers is less open and available than the public has been lead to 

believe it is. A combination of mismatched, expensive technology, a compensation scheme that 

undervalues communication and a potentially vulnerable communications network have 

undermined communication between peers.  

5.2 Implications 

The hesitation to communicate with each other is driven by different, but no less 

significant, concerns expressed by both sides in this study. Social Constructionism illustrates 

how groups come to share their beliefs (Patton, 2014). Both groups had constructed for 
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themselves a belief that the benefits of social media were outweighed by the risks. Unless the 

healthcare system recognizes that seniors have concerns about the availability and accessibility 

of healthcare services, any online initiatives will likely meet with resistance from this group. 

Healthcare providers will also be resistant to any online initiatives as long as the system in 

which they operate overlooks the demands placed upon them of using the technology.  

5.3 Recommendations 

In light of the findings presented, a number of recommendations are being proposed in 

an effort to foster communication between seniors and healthcare providers through the use of 

social media. With respect to seniors, one recommendation is to strongly encourage seniors to 

take advantage of the educational and instructional opportunities available in their communities. 

This would allow them to develop their computer skills, which in turn may not only increase their 

comfort level with technology, but may also translate into a greater willingness to use additional 

types of technology (i.e., social media). If the number of seniors requesting 

educational/instructional opportunities increases, so might the availability, type, and variety of 

the courses on offer. The hope with increased demand for courses is that 

the educational/instructional community would develop senior-centric courses that take into 

consideration the pedagogical needs of seniors (i.e., slower paced learning, larger font sizes, 

handouts, hands-on practical experience, etc.). Senior communities should look to existing 

programs developed specifically for them that promote digital literacy and fluency on subjects 

that matter to seniors. A current example is the Senior Planet Centers in New York, 

(http://seniorplanet.org/the-center/), community spaces that provide training and support for 

seniors to use digital technology in a way the meets their particular needs and learning styles. 

Finally, as a rapidly growing segment of our population, seniors should exercise their 'grey 

power' to actively lobby technology developers and designers (i.e., Facebook, Google, Apple, 



SOCIAL MEDIA AND HEALTH COMMUNICATION FOR SENIORS 

 

83 

etc.) to produce products and technologies (i.e., smart phones, computers, applications, etc.) 

that are senior-friendly.	

To aid healthcare providers in forming effective connections with their 

patients, more specifically seniors, one recommendation is to have them provide hands-on 

learning opportunities with their patients. Having healthcare providers sit down in person with 

their patients to provide them with a 'tutorial', (i.e. written information on how to use their 

application), may help alleviate seniors' reluctance to use social media, while also contributing 

to increased levels of comfort with using technology of all types.	

Healthcare providers have the ability to influence policy through the lobbying of their 

licensing bodies and professional associations and this influence could be directed to integrate 

social media policy into the privacy legislation that governs them. The healthcare provider 

members of the licensing bodies and professional associations could advocate within these 

organizations to provide guidance and instruction as to how to create an online and social 

media presence without compromising confidentiality. Finally, the creation of a compensation 

scheme for the time healthcare providers spend interacting with their patients online or over 

social media would motivate more physicians to adopt an online presence. Finally, healthcare 

providers must find a way to reassure their senior patients that an increase in the use of online 

means to communicate will translate to better, more effective treatment for them. 

5.4 Limitations 

The senior participants in the focus groups were drawn from a relatively healthy 

population. The recruitment requirement that all the senior participants be computer users may 

have biased the findings in the direction of favouring the use of computers and the Internet. A 

senior suffering from a chronic illness would likely have provided a different perspective on the 

issues addressed in this study. Further, all the seniors were drawn from a single city (i.e., 
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Waterloo, Ontario) and as such could provide little perspective on the healthcare situation in 

other cities and provinces in Canada. This study focused almost exclusively on online and social 

media communications between healthcare providers and seniors and as a result touched only 

briefly on the benefits of the use of social media on social networks and social isolation. The 

study also did not address the use of mobile applications, telehealth and the benefits of remote 

monitoring, mHealth, remote health access and the various eHealth initiatives. 

Due to the difficulties with recruitment this study was based on the input from only four 

healthcare providers (i.e., one physician and three Registered Nurses). The study would have 

benefitted from the input of more healthcare providers and, from a wider variety of healthcare 

providers. Ideally, interviewing at least one general practitioner/family physician, one 

pharmacist, a social worker and a healthcare organization’s administrator or communications 

specialist would have enriched the study.  

The objective of the research was to explore why seniors and healthcare providers have 

chosen not to communicate using social media. As such, this assumes that the use of social 

media to communicate is desirable.  This assumption may have revealed a pro-social media 

bias on behalf of the author. 

5.5 Recommendations for further research 

As almost half of the seniors in this study mentioned using Skype it might be beneficial 

to look into what it is about Skype (and other video conferencing applications) that appeals to 

seniors and whether this interest can translate into the use of video conferencing as a bridge to 

getting seniors to use it as an interface to access social media. Further to the recommendation 

that seniors make use of their “grey power” to lobby technology designers to create more 

senior-friendly design, it would be advisable to study the preferences of seniors with regard to 

the design of technology and user interfaces. Although, there was little opportunity to discuss it 
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within the bounds of this study, the participants indicated that they were interested in wearable 

technology (i.e., Fitbit) for the monitoring of health. It may be of benefit to study seniors’ 

attitudes toward these devices and how those attitudes can influence the development of 

remote monitoring and wearable health technologies for seniors. I would also suggest further 

research into the links between social media and its effects on social networks, social isolation 

and loneliness in seniors.  This study revealed that some eHealth initiatives have not been as 

effective as expected. In that regard this study was limited by the small number of participants 

and perhaps further study into the implementation of eHealth initiatives should be attempted, 

particularly as concerns the ability of healthcare providers to communicate with each other. 
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Appendices 

Appendix A – Recruitment Poster (Healthcare Providers) 

 
Dave Deevey 

Graduate Studies Thesis 
Master of Arts in Professional Communication 

 
Volunteers Needed for Research Project 

 
Healthcare Providers are  

needed as volunteer participants in a study entitled:  
 

 
“Social Media and Health Awareness for Seniors” 

 

You are invited to participate in a research study. The purpose of this study 
is to explore the barriers and opportunities for seniors and healthcare 
providers to use social media to communicate with each other. As a 
participant you will be asked to take part in one focus group interview, with 
up to six other healthcare providers in the interview. The focus group 
interview will take approximately 60-90 minutes to complete. All participants 
will receive compensation in the form of a $10.00 Tim Horton’s gift card. 
 

For more information about this study or to volunteer, please contact: 
Dave Deevey 

xxxxxxx@xxxxxx.xx 
(xxx) xxx-xxxx 

 
Food and beverages will be provided!!  

 
 

This study has been reviewed and received ethics approval by the  
Research Ethics Board at Royal Roads University  
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Appendix B – Recruitment Poster (Seniors) 

 
Dave Deevey 

Graduate Studies Thesis 
Master of Arts in Professional Communication 

 
Volunteers Needed for Research Project 

 
Seniors who use the Internet are  

needed as volunteer participants in a study entitled:  
 

 
“Social Media and Health Awareness for Seniors” 

 

You are invited to participate in a research study. The purpose of this study 
is to explore the barriers and opportunities for seniors and healthcare 
providers to use social media to communicate with each other. As a 
participant you will be asked to take part in one focus group interview, with 
up to six other seniors in the interview. The focus group interview will take 
approximately 60-90 minutes to complete. There will be separate focus 
groups for seniors and healthcare professionals. All participants will receive 
compensation in the form of a $10.00 Tim Horton’s gift card.  
 

For more information about this study or to volunteer, please contact: 
Dave Deevey 

xxxxxxx@xxxxxx.xx 
(xxx) xxx-xxxx 

 
Food and beverages will be provided!!  

 
This study has been reviewed and received ethics approval by the  

Research Ethics Board at Royal Roads University  
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Appendix C – Participant Information Letter (Healthcare Providers) 

 
Social Media and Health Awareness for Seniors 

 
Graduate Studies Thesis 

Dave Deevey 
Master of Arts in Professional Communication 

 
Faculty Supervisor for study:  

Dr. Jennifer Walinga 
Associate Professor and Director 

School of Communication and Culture  
Royal Roads University 

2005 Sooke Road 
Victoria, BC V9B 5Y2, Canada 
xxxxxxx@xxxxxx.xx 

(xxx) xxx-xxxx 
 

Participant Information Letter: Focus Group Interview (Healthcare Providers) 
 
You are invited to participate in a research study. As a participant, you will be asked participate 
in one focus group interview, which will take approximately 60-90 minutes to complete. 
 
Study Overview 
 
Canada is facing a demographic challenge in the next 30 years as the number of seniors will 
continue to grow at an unprecedented rate. With the projected increases, there is concern with 
respect to the quality of healthcare that these individuals may receive.  
 
Social media (e.g. Facebook, Twitter, etc.) is having an effect on healthcare by making available 
a vast amount of health-related information and communication channels for the public to 
connect with their healthcare providers and systems. Seniors represent the single largest 
growth market in the field of Information and Communication Technology, and have proven 
themselves to be eager, albeit late adopters of this technology. Seniors are aware that a wealth 
of health information is located on the Internet but they may lack the tools necessary to access 
and reliably assess that information.  
 
With more than two billion users worldwide, social media has reached into seemingly every 
corner of society; however, seniors and healthcare providers have been noticeably hesitant to 
communicate with each other using this method. Placing the strengths of social media in the 
hands of seniors may allow them to interact with their healthcare providers more effectively, 
which in turn could result in improved health outcomes and increased quality of life. Providing 
greater access to the healthcare system and better health information to seniors through social 
media may help to mitigate the projected increase in healthcare expenditures.  
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The study proposes to explore the barriers and opportunities for using social media to 
communicate with one another and to discover the reasons that have kept seniors and their 
healthcare providers from interacting with each other through these channels. The study also 
seeks to identify how seniors and healthcare providers approach social media, and how the 
needs of seniors with respect to social media for the pursuit of healthcare interaction differ from 
those of younger people.  
 
Information 
 
The study will be conducted through the use of separate focus group interviews; one set of 
interviews will be conducted with healthcare providers, while the other set of interviews will be 
conducted with seniors. The focus group interviews with the healthcare providers will used by 
the researcher as a means of providing the healthcare providers with the opportunity to describe 
their personal experiences and opinions related to their use of the Internet and social media 
both professionally and personally and how that use can be channeled toward facilitation of 
communication with seniors. The focus group interviews with the seniors will explore their 
attitudes and personal experiences with the Internet, and social media as well as their feelings 
about how social media could be used to facilitate communication with healthcare providers.  
 
In order to ensure confidentiality, all focus group interviews will be conducted at a neutral 
location and the room will not be accessible to the public. Ideally, there will be three focus group 
sessions for each of the two groups being studied (i.e., healthcare providers, seniors). Within 
each group, the number of participants could range from 4-6. Participants will only be required 
to participate in one focus group interview.  
 
Each focus group interview is estimated to take between 60-90 minutes to complete. A series of 
questions will be presented to the participants during the interview. All interviews will be 
audiotaped. Throughout the interview, the researcher will restate and/or summarize the 
information presented by the participants, and then question the participants to determine the 
accuracy of what was said.  
 
After the audiotapes have been transcribed verbatim by the researcher, each participant will be 
provided with the opportunity to review the transcripts from his or her interview session so that 
they may provide comment(s) on the content of the interview. This will allow the participants an 
opportunity to provide feedback or clarifications that the summaries reflect their views, feelings, 
and experiences.  
 
Risks 
 
The focus group sessions are not anticipated to cause any harm to the participants. The risks 
associated with participation in this study are no greater than those faced by the participants on 
a daily basis.  
 
Participants are being asked to participate in group based interview sessions. Consequently 
other individuals in the group will also know they are in the study and potential social risks 
include loss of privacy and status as focus due to the face to face contact with other participants 
and the researcher. All participants will be reminded at the start of the interview that what 
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transpires during the focus group interview shall remain confidential, and that information 
conveyed during the interview is not to be discussed outside the interview room. Any 
information that is obtained in connection with this study and that can be identified with 
participant(s) will remain confidential. If at any time, any participant feels the need to excuse 
themselves from the group, they are welcome to. If any participant has concerns about group 
sessions, they may contact the researcher directly. Participating individually may be considered 
on an as needed basis. 
 
Participants may experience boredom, revelation of personal information or regret over the 
revelation of personal information within a group setting.  
 
In an effort to minimize the potential risks, the researcher will provide participants with 
refreshments and a stretch break to reduce the amount of sitting time during the interview. 
Participants will be made aware of their right not to answer questions and to withdraw from the 
study at any time and that the A group interview can occasionally require the researcher to 
direct questions to specific participants to promote participation; participants will not be forced or 
coerced to answer questions. All members of the focus groups will be briefed on group 
expectations regarding appropriate behavior and confidentiality prior to each interview and the 
facilitator will intervene as necessary.  
 
Benefits 
 
Through participation in the focus group, participants can gain insight into how others similar to 
themselves are making use of social media to improve their lives or practices. This experience 
can aid in improving how healthcare providers can develop or improve their social media 
footprint to better communicate with patients. 
 
Confidentiality 
 
All interview audiotapes will be transcribed verbatim by the Researcher. Participants will each 
be assigned a code (e.g., FGS1, FGH2, etc.) that will used to identify them in the transcribed 
reports. No actual participant names will appear on any transcribed reports or in any quotes. 
The interviews will be also be coded numerically and no personal identifiers will be used during 
transcription. In the event a participant recounts a personal example of their experiences, any 
reference to other individuals (e.g., names, dates, times and locations, etc.) will be replaced in 
the transcripts with XX (e.g., FGS1 indicated that XX uses Facebook to correspond with her 
daughter XX). 
 
Transcription will take place in the Researcher’s home office. The transcriptions will be stored 
on an external USB drive, which will be password encrypted. The USB drive will be stored in a 
locked filing cabinet within the Researcher’s home office. The audiotapes will remain a locked 
filing cabinet within the Researcher’s home office. There will be no hard copies of transcripts. 
 
Participants will not be identified by name in any reports, publications or presentations of the 
completed study. Audiotapes of the focus group interviews will be destroyed after a period of 
two (2) years. All electronic files will be kept for a period of three (3) years, at which time they 
will be destroyed  
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Remuneration/Compensation:  
 
All individuals who participate in the focus group interviews will receive compensation in the 
form of a $10.00 Tim Horton’s gift card as a token of appreciation. Participants will be provided 
with light refreshments and snacks during the interviews.  
 
 
Contact 
 
If you have any questions at any time about the study procedures, or should you experience any 
adverse effects as a result of participating in this study you may contact the researcher directly. 
Dave Deevey may be reached via email at xxxxxxx@xxxxxx.xx. This study has been 
reviewed and approved by the Research Ethics Board at Royal Roads University. If you feel that 
you have not been treated according to the description of this form, or your rights as a 
participant in research have been violated during the course of this study, you may contact the 
faculty supervisor of the study, Dr. Jennifer Walinga. 
 
Participation 
 
Your participation in this study is voluntary; you may decline to participate without penalty. If you 
decide to participate, you may withdraw from the study at any time without penalty and without 
loss of benefits to which you are otherwise entitled. If you withdraw from the study before the 
data collection is completed, your data will be returned to you, or destroyed. You have the right 
to omit any question(s) or procedure(s) you choose. 
 
Feedback and Publication 
 
A one-page executive summary of the results will be made available to you upon completion of 
the study. The results from the study may also be published in a research journal. If you wish, 
we will contact you with the dates of the conferences in which data from this study will be 
presented. If you would like to request feedback concerning this study, please provide either 
your mailing address or email address directly to the researcher.  
 
I would like to thank you for reviewing the enclosed information. Should you have any questions 
or require additional information, please contact me directly by email at 
xxxxxxx@xxxxxx.xx. Thank you for your time. 
 
 
Sincerely,  
 
 
Dave Deevey 
Graduate Student 
Master of Arts in Professional Communications 
Royal Roads University 
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Appendix D – Participant Information Letter (Seniors) 

 

 
Social Media and Health Awareness for Seniors 

 
Graduate Studies Thesis 

Dave Deevey 
Master of Arts in Professional Communication 

 
Faculty Supervisor for study:  

Dr. Jennifer Walinga 
Associate Professor and Director 

School of Communication and Culture  
Royal Roads University 

2005 Sooke Road 
Victoria, BC V9B 5Y2, Canada 
xxxxxxx@xxxxxx.xx 

(xxx) xxx-xxxx 
 

Participant Information Letter: Focus Group Interview (Seniors) 
 
You are invited to participate in a research study. As a participant, you will be asked participate 
in one focus group interview, which will take approximately 60-90 minutes to complete. 
 
Study Overview 
 
Canada is facing a demographic challenge in the next 30 years as the number of seniors will 
continue to grow at an unprecedented rate. With the projected increases, there is concern with 
respect to the quality of healthcare that these individuals may receive.  
 
With more than two billion users worldwide, social media (e.g. Facebook, Twitter, etc.) has 
reached into seemingly every corner of society; however, seniors and healthcare providers have 
been noticeably hesitant to communicate with each other using this method. Placing the 
strengths of social media in the hands of seniors may allow them to interact with their healthcare 
providers more effectively, which in turn could result in improved health outcomes and 
increased quality of life. Providing greater access to the healthcare system and better health 
information to seniors through social media may help to mitigate the projected increase in 
healthcare expenditures.  
 
The study proposes to explore the barriers and opportunities for using social media to 
communicate with one another and to discover the reasons that have kept seniors and their 
healthcare providers from interacting with each other through these channels. The study also 
seeks to identify how seniors and healthcare providers approach social media, and how the 
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needs of seniors with respect to social media for the pursuit of healthcare interaction differ from 
those of younger people.  
 
Information 
 
The study will be conducted through the use of separate focus group interviews; one set of 
interviews will be conducted with healthcare providers, while the other set of interviews will be 
conducted with seniors. The focus group interviews with the healthcare providers will used by 
the researcher as a means of providing the healthcare providers with the opportunity to describe 
their personal experiences and opinions related to their use of the Internet and social media 
both professionally and personally and how that use can be directed to communicating with 
seniors. The focus group interviews with the seniors will explore their attitudes and personal 
experiences with the Internet, and social media as well as their feelings about how social media 
could be used to facilitate communication with healthcare providers.  
 
In order to ensure confidentiality, all focus group interviews will be conducted at a neutral 
location and the room will not be accessible to the public. Ideally, there will be three focus group 
sessions for each of the two groups being studied (i.e., healthcare providers, seniors). Within 
each group, the number of participants could range from 4-6. Participants will only be required 
to participate in one focus group interview.  
 
Each focus group interview is estimated to take between 60-90 minutes to complete. A series of 
questions will be presented to the participants during the interview. All interviews will be 
audiotaped. Throughout the interview, the researcher will restate and/or summarize the 
information presented by the participants, and then question the participants to determine the 
accuracy of what was said.  
 
All audiotapes will be transcribed verbatim by the researcher and each participant will be 
provided with the opportunity to review the transcripts from his or her interview session so that 
they may provide comment(s) on the content of the interview. This will allow the participants an 
opportunity to provide feedback or clarifications that the summaries reflect their views, feelings, 
and experiences.  
 
Risks 
 
The focus group sessions are not anticipated to cause any harm to the participants. The risks 
associated with participation in this study are no greater than those faced by the participants on 
a daily basis.  
 
Participants are being asked to participate in group based interview sessions. Consequently 
other individuals in the group will also know they are in the study and potential social risks 
include the possible loss of privacy and status due to the face to face contact with other 
participants and the researcher. All participants will be reminded at the start of the interview that 
what transpires during the focus group interview shall remain confidential, and that information 
conveyed during the interview is not to be discussed outside the interview room. Any 
information that is obtained in connection with this study and that can be identified with 
participant(s) will remain confidential. If at any time, any participant feels the need to excuse 
themselves from the group, they are welcome to. If any participant has concerns about group 
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sessions, they may contact the researcher directly. Participating individually may be considered 
on an as needed basis. 
 
Participants may experience boredom, revelation of personal information or regret over the 
revelation of personal information within a group setting.  
 
In an effort to minimize the potential risks, the researcher will provide participants with 
refreshments and a stretch break to reduce the amount of sitting time during the interview. 
Participants will be made aware of their right not to answer questions and to withdraw from the 
study at any time and that the A group interview can occasionally require the researcher to 
direct questions to specific participants to promote participation; participants will not be forced or 
coerced to answer questions. All members of the focus groups will be briefed on group 
expectations regarding appropriate behavior and confidentiality prior to each interview and the 
facilitator will intervene as necessary.  
 
Benefits 
 
Through participation in the focus group, participants can gain insight into how others similar to 
themselves are making use of social media to improve their lives or practices. This experience 
can aid in improving how healthcare providers can develop or improve their social media 
footprint to better communicate with patients. 
 
Confidentiality 
 
All interview audiotapes will be transcribed verbatim by the Researcher. Participants will each 
be assigned a code (e.g., FGS1, FGH2, etc.) that will used to identify them in the transcribed 
reports. No actual participant names will appear on any transcribed reports or in any quotes. 
The interviews will be also be coded numerically and no personal identifiers will be used during 
transcription. In the event a participant recounts a personal example of their experiences, any 
reference to other individuals (e.g., names, dates, times and locations, etc.) will be replaced in 
the transcripts with XX (e.g., FGS1 indicated that XX uses Facebook to correspond with her 
daughter XX). 
 
Transcription will take place in the researcher’s home office. The transcriptions will be stored on 
an external USB drive, which will be password encrypted. The USB drive will be stored in a 
locked filing cabinet within the researcher’s home office. The audiotapes will remain a locked 
filing cabinet within the researcher’s home office. There will be no hard copies of transcripts. 
 
Participants will not be identified by name in any reports, publications or presentations of the 
completed study. Audiotapes of the focus group interviews will be destroyed after a period of 
two (2) years. All electronic files will be kept for a period of three (3) years, at which time they 
will be destroyed  
 
Remuneration/Compensation:  
 
All individuals who participate in the focus group interviews will receive compensation in the 
form of a $10.00 Tim Horton’s gift card as a token of appreciation. Participants will be provided 
with light refreshments and snacks during the interviews.  
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Contact 
 
If you have any questions at any time about the study procedures, or should you experience any 
adverse effects as a result of participating in this study you may contact the researcher directly. 
Dave Deevey may be reached via email at xxxxxxx@xxxxxx.xx. This study has been 
reviewed and approved by the Research Ethics Board at Royal Roads University. If you feel that 
you have not been treated according to the description of this form, or your rights as a 
participant in research have been violated during the course of this study, you may contact  
 
Participation 
 
Your participation in this study is voluntary; you may decline to participate without penalty. If you 
decide to participate, you may withdraw from the study at any time without penalty and without 
loss of benefits to which you are otherwise entitled. If you withdraw from the study before the 
data collection is completed, your data will be returned to you, or destroyed. You have the right 
to omit any question(s) or procedure(s) you choose. 
 
Feedback and Publication 
 
A one-page executive summary of the results will be made available to you upon completion of 
the study. The results from the study may also be published in a research journal. If you wish, 
we will contact you with the dates of the conferences in which data from this study will be 
presented. If you would like to request feedback concerning this study, please provide either 
your mailing address or email address directly to the researcher.  
 
I would like to thank you for reviewing the enclosed information. Should you have any questions 
or require additional information, please contact me directly by email at 
xxxxxxx@xxxxxx.xx.Thank you for your time. 
 
 
Sincerely,  
 
 
Dave Deevey 
Graduate Student 
Master of Arts in Professional Communications 
Royal Roads University 
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Appendix E – Informed Consent Form (Healthcare Providers) 

 
Social Media and Health Awareness for Seniors 

 
Graduate Studies Thesis 

Dave Deevey 
Master of Arts in Professional Communication 

 
Faculty Supervisor for study:  

Dr. Jennifer Walinga 
Associate Professor and Director 

School of Communication and Culture  
Royal Roads University 

2005 Sooke Road 
Victoria, BC V9B 5Y2, Canada 

xxxxxxx@xxxxxx.xx 
(xxx) xxx-xxxx 

 
Informed Consent Form: Focus Group Interview (Healthcare Providers) 

 
You are invited to participate in a research study. As a participant, you will be asked participate 
in one focus group interview, which will take approximately 60-90 minutes to complete. 
 
Study Overview 
 
Canada is facing a demographic challenge in the next 30 years as the number of seniors will 
continue to grow at an unprecedented rate. With the projected increases, there is concern with 
respect to the quality of health of these individuals may receive.  
 
Social media (e.g. Facebook, Twitter, etc.) is having an effect on healthcare by making available 
a vast amount of health-related information and communication channels for the public to 
connect with their healthcare providers and systems. Seniors represent the single largest 
growth market for Information and Communication Technology and have proven themselves to 
be eager, albeit late adopters of this technology. Seniors are aware that a wealth of health 
information is located on the Internet but they may lack the tools necessary to access and 
reliably assess that information.  
 
With more than two billion users worldwide, social media has reached into seemingly every 
corner of society; however, seniors and healthcare providers have been noticeably hesitant to 
communicate with each other using this method. Placing the strengths of social media in the 
hands of seniors may allow them to interact with their healthcare providers more effectively, 
which in turn could result in improved health outcomes and increased quality of life. Providing 
greater access to the healthcare system and better health information to seniors through social 
media may help to mitigate the projected increase in healthcare expenditures.  
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The study proposes to explore the barriers and opportunities for using social media to 
communicate with one another and to discover the reasons that have kept seniors and their 
healthcare providers from interacting with each other through these channels.The study also 
seeks to identify how seniors and healthcare providers approach social media, and how the 
needs of seniors with respect to social media for the pursuit of healthcare interaction differ from 
those of younger people. Finally, the study will examine the potential for, and nature of, social 
media as a communication channel between Canadian seniors and healthcare providers. 
 
Information 
 
The study will be conducted through the use of separate focus group interviews; one set of 
interviews will be conducted with healthcare providers, while the other set of interviews will be 
conducted with seniors. The focus group interviews with the healthcare providers will used by 
the researcher as a means of providing the healthcare providers with the opportunity to describe 
their personal experiences and opinions related to their use of the Internet and social media 
both professionally and personally and how that use can be channeled toward facilitation of 
communication with seniors. The focus group interviews with the seniors will explore their 
attitudes and personal experiences with the Internet, and social media as well as their feelings 
about how social media could be used to facilitate communication with healthcare providers.  
 
In order to ensure confidentiality, all focus group interviews will be conducted at a neutral 
location and the room will not be accessible to the public. Ideally, there will be three focus group 
sessions for each of the two groups being studied (i.e., healthcare providers, seniors). Within 
each group, the number of participants could range from 4-6. Participants will only be required 
to participate in one focus group interview.  
 
Each focus group interview is estimated to take between 60-90 minutes to complete. A series of 
questions will be presented to the participants during the interview. All interviews will be 
audiotaped. Throughout the interview, the researcher will restate and/or summarize the 
information presented by the participants, and then question the participants to determine the 
accuracy of what was said.  
 
After the audiotapes have been transcribed verbatim, each participant will be provided with the 
opportunity to review the transcripts from his or her interview session so that they may provide 
comment(s) on the content of the interview. This will allow the participants an opportunity to 
provide feedback or clarifications that the summaries reflect their views, feelings, and 
experiences.  
 
Risks 
 
The focus group sessions are not anticipated to cause any harm to the participants. The risks 
associated with participation in this study are no greater than those faced by the participants on 
a daily basis.  
 
Participants are being asked to participate in group based interview sessions. Consequently 
other individuals in the group will also know they are in the study and potential social risks 
include loss of privacy and status as focus due to the face to face contact with other participants 
and the researcher. All participants will be reminded at the start of the interview that what 
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transpires during the focus group interview shall remain confidential, and that information 
conveyed during the interview is not to be discussed outside the interview room. Any 
information that is obtained in connection with this study and that can be identified with 
participant(s) will remain confidential. If at any time, any participant feels the need to excuse 
themselves from the group, they are welcome to. If any participant has concerns about group 
sessions, they may contact the researcher directly. Participating individually may be considered 
on an as needed basis. 
 
Participants may experience boredom, revelation of personal information or regret over the 
revelation of personal information within a group setting.  
 
In an effort to minimize the potential risks, the researcher will provide participants with 
refreshments and a stretch break to reduce the amount of sitting time during the interview. 
Participants will be made aware of their right not to answer questions and to withdraw from the 
study at any time and that the A group interview can occasionally require the researcher to 
direct questions to specific participants to promote participation; participants will not be forced or 
coerced to answer questions. All members of the focus groups will be briefed on group 
expectations regarding appropriate behavior and confidentiality prior to each interview and the 
facilitator will intervene as necessary.  
 
Benefits 
 
Through participation in the focus group, participants can gain insight into how others similar to 
themselves are making use of social media to improve their lives or practices. This experience 
can aid in improving how healthcare providers can develop or improve their social media 
footprint to better communicate with patients. 
 
Confidentiality 
 
All interview audiotapes will be transcribed verbatim by the Researcher. Participants will each 
be assigned a code (e.g., FGS1, FGH2, etc.) that will used to identify them in the transcribed 
reports. No actual participant names will appear on any transcribed reports or in any quotes. 
The interviews will be also be coded numerically and no personal identifiers will be used during 
transcription. In the event a participant recounts a personal example of their experiences, any 
reference to other individuals (e.g., names, dates, times and locations, etc.) will be replaced in 
the transcripts with XX (e.g., FGS1 indicated that XX uses Facebook to correspond with her 
daughter XX). 
 
Transcription will take place in the Researcher’s home office. The transcriptions will be stored 
on an external USB drive, which will be password encrypted. The USB drive will be stored in a 
locked filing cabinet within the Researcher’s home office. The audiotapes will remain a locked 
filing cabinet within the Researcher’s home office. There will be no hard copies of transcripts. 
 
Participants will not be identified by name in any reports, publications or presentations of the 
completed study. Audiotapes of the focus group interviews will be destroyed after a period of 
two (2) years. All electronic files will be kept for a period of three (3) years, at which time they 
will be destroyed  
 



SOCIAL MEDIA AND HEALTH COMMUNICATION FOR SENIORS 

 

109 

Remuneration/ Compensation:  
 
All individuals who participate in the focus group interviews will receive compensation in the 
form of a $10.00 Tim Horton’s gift card as a token of appreciation. Participants will be provided 
with light refreshments and snacks during the interviews.  
 
Contact 
 
If you have any questions at any time about the study procedures, or should you experience any 
adverse effects as a result of participating in this study you may contact the researcher directly. 
Dave Deevey may be reached via email at xxxxxxx@xxxxxx.xx. This study has been 
reviewed and approved by the Research Ethics Board at Royal Roads University. If you feel that 
you have not been treated according to the description of this form, or your rights as a 
participant in research have been violated during the course of this study, you may contact the 
Faculty Supervisor for this study. 
 
Consent 
 
Your participation in this study is voluntary; you may decline to participate without penalty. If you 
decide to participate, you may withdraw from the study at any time without penalty and without 
loss of benefits to which you are otherwise entitled. If you withdraw from the study before the 
data collection is completed, your data will be destroyed. Once the data has been made 
anonymous and integrated into the study there will be no way to distinguish one participant’s 
input from any other participant’s input. You have the right to omit any question(s) or 
procedure(s) you choose. 
 
Your signature below indicates that you have read and understand the above information and 
that you have had your questions about the study answered to your satisfaction. It also indicates 
that you have received a copy of this consent form for your own records.  
 
Your signature indicates that you consent to participate in this study and that your responses 
may be put in anonymous form (using identification codes) and kept for further use for a period 
of 2 years after the completion of this study. Your signature also indicates that you consent to 
have your participation audio-recorded during the focus group interviews. 
 
 
Research Participant: 
Name (please print): _______________________________________ 
 
 
Signature: __________________________  
 
 
Date: ______________ 
 
 
Principal Investigator Signature: __________________________Date: _______________ 
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Appendix F – Informed Consent Form (Seniors) 

 
Social Media and Health Awareness for Seniors 

 
Graduate Studies Thesis 

Dave Deevey 
Master of Arts in Professional Communication 

 
Faculty Supervisor for study:  

Dr. Jennifer Walinga 
Associate Professor and Director 

School of Communication and Culture  
Royal Roads University 

2005 Sooke Road 
Victoria, BC V9B 5Y2, Canada 

xxxxxxx@xxxxxx.xx 
(xxx) xxx-xxxx 

 
Informed Consent Form: Focus Group Interview (Seniors) 

 
You are invited to participate in a research study. As a participant, you will be asked participate 
in one focus group interview, which will take approximately 60-90 minutes to complete. 
 
Study Overview 
 
Canada is facing a demographic challenge in the next 30 years as the number of seniors will 
continue to grow at an unprecedented rate. With the projected increases, there is concern with 
respect to the quality of health of these individuals may receive.  
 
With more than two billion users worldwide, social media has reached into seemingly every 
corner of society; however, seniors and healthcare providers have been noticeably hesitant to 
communicate with each other using this method. Placing the strengths of social media in the 
hands of seniors may allow them to interact with their healthcare providers more effectively, 
which in turn could result in improved health outcomes and increased quality of life. Providing 
greater access to the healthcare system and better health information to seniors through social 
media may help to mitigate the projected increase in healthcare expenditures.  
 
The study proposes to explore the barriers and opportunities for using social media to 
communicate with one another and to discover the reasons that have kept seniors and their 
healthcare providers from interacting with each other through these channels. The study also 
seeks to identify how seniors and healthcare providers approach social media, and how the 
needs of seniors with respect to social media for the pursuit of healthcare interaction differ from 
those of younger people. Finally, the study will examine the potential for, and nature of, social 
media as a communication channel between Canadian seniors and healthcare providers. 
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Information 
 
The study will be conducted through the use of separate focus group interviews; one set of 
interviews will be conducted with healthcare providers, while the other set of interviews will be 
conducted with seniors. The focus group interviews with the healthcare providers will used by 
the researcher as a means of providing the healthcare providers with the opportunity to describe 
their personal experiences and opinions related to their use of the Internet and social media 
both professionally and personally and how that use can be channeled toward facilitation of 
communication with seniors. The focus group interviews with the seniors will explore their 
attitudes and personal experiences with the Internet, and social media as well as their feelings 
about how social media could be used to facilitate communication with healthcare providers.  
 
In order to ensure confidentiality, all focus group interviews will be conducted at a neutral 
location and the room will not be accessible to the public. Ideally, there will be three focus group 
sessions for each of the two groups being studied (i.e., healthcare providers, seniors). Within 
each group, the number of participants could range from 4-6. Participants will only be required 
to participate in one focus group interview.  
 
Each focus group interview is estimated to take between 60-90 minutes to complete. A series of 
questions will be presented to the participants during the interview. All interviews will be 
audiotaped. Throughout the interview, the researcher will restate and/or summarize the 
information presented by the participants, and then question the participants to determine the 
accuracy of what was said.  
 
After the audiotapes have been transcribed verbatim, each participant will be provided with the 
opportunity to review the transcripts from his or her interview session so that they may provide 
comment(s) on the content of the interview. This will allow the participants an opportunity to 
provide feedback or clarifications that the summaries reflect their views, feelings, and 
experiences.  
 
Risks 
 
The focus group sessions are not anticipated to cause any harm to the participants. The risks 
associated with participation in this study are no greater than those faced by the participants on 
a daily basis.  
 
Participants are being asked to participate in group based interview sessions. Consequently 
other individuals in the group will also know they are in the study and potential social risks 
include loss of privacy and status as focus due to the face to face contact with other participants 
and the researcher. All participants will be reminded at the start of the interview that what 
transpires during the focus group interview shall remain confidential, and that information 
conveyed during the interview is not to be discussed outside the interview room. Any 
information that is obtained in connection with this study and that can be identified with 
participant(s) will remain confidential. If at any time, any participant feels the need to excuse 
themselves from the group, they are welcome to. If any participant has concerns about group 
sessions, they may contact the researcher directly. Participating individually may be considered 
on an as needed basis. 
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Participants may experience boredom, revelation of personal information or regret over the 
revelation of personal information within a group setting.  
 
In an effort to minimize the potential risks, the researcher will provide participants with 
refreshments and a stretch break to reduce the amount of sitting time during the interview. 
Participants will be made aware of their right not to answer questions and to withdraw from the 
study at any time and that the A group interview can occasionally require the researcher to 
direct questions to specific participants to promote participation; participants will not be forced or 
coerced to answer questions. All members of the focus groups will be briefed on group 
expectations regarding appropriate behavior and confidentiality prior to each interview and the 
facilitator will intervene as necessary.  
 
Benefits 
 
Through participation in the focus group, participants can gain insight into how others similar to 
themselves are making use of social media to improve their lives or practices. This experience 
can aid in improving how healthcare providers can develop or improve their social media 
footprint to better communicate with patients. 
 
Confidentiality 
 
All interview audiotapes will be transcribed verbatim by the Researcher. Participants will each 
be assigned a code (e.g., FGS1, FGH2, etc.) that will used to identify them in the transcribed 
reports. No actual participant names will appear on any transcribed reports or in any quotes. 
The interviews will be also be coded numerically and no personal identifiers will be used during 
transcription. In the event a participant recounts a personal example of their experiences, any 
reference to other individuals (e.g., names, dates, times and locations, etc.) will be replaced in 
the transcripts with XX (e.g., FGS1 indicated that XX uses Facebook to correspond with her 
daughter XX). 
 
Transcription will take place in the Researcher’s home office. The transcriptions will be stored 
on an external USB drive, which will be password encrypted. The USB drive will be stored in a 
locked filing cabinet within the Researcher’s home office. The audiotapes will remain a locked 
filing cabinet within the Researcher’s home office. There will be no hard copies of transcripts. 
 
Participants will not be identified by name in any reports, publications or presentations of the 
completed study. Audiotapes of the focus group interviews will be destroyed after a period of 
two (2) years. All electronic files will be kept for a period of three (3) years, at which time they 
will be destroyed  
 
Remuneration/ Compensation:  
 
All individuals who participate in the focus group interviews will receive compensation in the 
form of a $10.00 Tim Horton’s gift card as a token of appreciation. Participants will be provided 
with light refreshments and snacks during the interviews.  
 
Contact 
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If you have any questions at any time about the study procedures, or should you experience any 
adverse effects as a result of participating in this study you may contact the researcher directly. 
Dave Deevey may be reached via email at xxxxxxx@xxxxxx.xx. This study has been 
reviewed and approved by the Research Ethics Board at Royal Roads University. If you feel that 
you have not been treated according to the description of this form, or your rights as a 
participant in research have been violated during the course of this study, you may contact the 
Faculty Supervisor for study. 
 
Consent 
 
Your participation in this study is voluntary; you may decline to participate without penalty. If you 
decide to participate, you may withdraw from the study at any time without penalty and without 
loss of benefits to which you are otherwise entitled. If you withdraw from the study before the 
data collection is completed, your data will be destroyed. Once the data has been made 
anonymous and integrated into the study there will be no way to distinguish one participant’s 
input from any other participant’s input. You have the right to omit any question(s) or 
procedure(s) you choose. 
 
Your signature below indicates that you have read and understand the above information and 
that you have had your questions about the study answered to your satisfaction. It also indicates 
that you have received a copy of this consent form for your own records.  
 
Your signature indicates that you consent to participate in this study and that your responses 
may be put in anonymous form (using identification codes) and kept for further use for a period 
of 2 years after the completion of this study. Your signature also indicates that you consent to 
have your participation audio-recorded during the focus group interviews. 
 
 
Research Participant: 
Name (please print): _______________________________________ 
 
 
Signature: __________________________  
 
 
Date: ______________ 
 
 
Principal Investigator Signature: __________________________Date: _______________ 
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Appendix G – Interview Schedule 

 
Interview Schedule: Healthcare Providers  
 
Introduction/Icebreaker:  
• Please tell us your first name.  
• Is there a place that you would like to travel to but have never been? (OR) 
• Describe your favorite thing to do on a rainy day? (OR) 
• What is your favorite food?  
 
Interview Question 1:  
• Do you use the Internet?  
o Probe: If yes, in what capacity?  
o Probe: If not, why not?  
o Probe: Do you use it in your profession?  
o Probe: Do you use it personally? 
 
Interview Question 2:  
• Have any patients asked to communicate with you using the Internet?  
 
Interview Question 3:   
• Do you use social media (Facebook or Twitter or other)? 
o Probe: If not, why not? 
o Probe: If yes, in what capacity? 
• Probe: Professional life? 
• Probe: Personal life?  
 
Interview Question 4: 
• Have any patients asked to communicate with you using social media? 
 
Interview Question 5: 
• Do you use social media to communicate with your patients?  
o Probe: If yes, in what capacity?  
o Probe: If not, why not?  
 
Interview Question 6:  
• Do you think social media might be effective as a means of communicating with 
patients?  
o Probe: If yes, in what way? 
o Probe: If no, why not?  
 
Interview Question 7:  
• Do you think social media might be effective as a means of communicating with the 
public at large? 
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o Probe: If yes, in what way? 
o Probe: If no, why not?  
 
Interview Question 8: 
• Do you think social media might be effective as a means of communicating with other  
healthcare professionals, colleagues?  
o Probe: If yes, in what way? 
o Probe: If no, why not?  
 
 
Question 9:  
• What would you need in order for you to begin using social media to communicate with 
patients? 
 
 
 
Interview Schedule: Seniors 
  
Introduction/Icebreaker:  
• Please tell us your first name.  
• Is there a place that you would like to travel to but have never been? (OR) 
• Describe your favorite thing to do on a rainy day? (OR) 
• What is your favorite food?  
 
 
Interview Question 1:   
• What do you use the Internet for?  
o Probe: What sites do you visit when you go online?  
o Probe: What do you like about using the Internet?  
o Probe: What do you dislike about using the Internet?  
 
Interview Question 2:  
• Have you ever looked for health related information on the Internet?   
o Probe: Have you searched for information about a specific condition?  
o Probe: Have you searched for information about a dietary or exercise regimen?  
o Probe: Have you tried to find out about a local service provider or healthcare 
organization (i.e., Heart & Stroke Foundation, Cancer Society, etc.)?  
 
Interview Question 3: 
• Do you communicate with your healthcare providers via the Internet (i.e., email)? 
o Probe: If no, why not?  
o Probe: If yes, which ones? 
o Probe: If yes, how? Email?  
 
Interview Question 4:  
• Would you like to be able to communicate with your doctor/healthcare provider via the 
Internet (i.e., email)? 
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o Probe:  Would you like it if they communicated with you via the Internet? 
 
Interview Question 5: 
• How would you feel about a healthcare provider (i.e., your doctor, dentist or pharmacist) 
communicating with you via the Internet (i.e., email)? 
 
 
Interview Question 6: (ask this question following brief description of social media; Facebook, 
Twitter etc.).  
• Do you use social media like Facebook or Twitter?  
o Probe: Why or why not?  
o Probe: What do you like about it?   
o Probe: What do you dislike about it? 
 
Interview Question 7:  
How would you feel about a healthcare provider (i.e., your doctor, dentist or pharmacist) 
communicating with you by Facebook or Twitter? 
 

 


