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Perspectives of patients with colorectal o
cancer liver metastases on e-consultation
in transmural care: a qualitative study

Is privacy really an issue?
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Abstract

Background Comprehensive cancer networks have been established to deliver high-quality care for patients

with cancer. Logistic challenges are faced, when patients need to be referred for specialized treatments. Despite
strengthened privacy legislations, digital platforms are increasingly used to consult specialists from dedicated liver
centers or refer patients with colorectal cancer liver metastases (CRLM) for local treatment strategies. This qualitative
study aimed to explore the perspectives of patients with CRLM regarding e-consultation of transmural specialists.

Methods A focus group study was conducted. Patients referred from regional hospitals to an academic liver center
for treatment of CRLM were asked to participate. Focus group discussions were audio-recorded and transcribed
verbatim. A thematic content analysis of data was conducted, comprising open, axial, and selective coding of the
transcripts. The consolidated criteria for reporting qualitative research (COREQ) were used.

Results Two focus groups were held, involving 11 patients and 8 relatives. Three major themes were identified

with regard to e-consultation in transmural care: ‘data management; ‘expertise, and ‘information and coordination’
Confidence in the expertise of physicians appeared most important during the course of treatment, as patients
experienced uncertainty after diagnosis of cancer. Despite the privacy risks, use of digital communication platforms to
contact experts in the field were strongly endorsed to improve eligibility for potentially curative treatment. Moreover,
e-consultation of specialists may reduce waiting times, due to effective coordination of care.

Conclusion Initiatives to improve medical data transfer between care providers were encouraged to achieve
effective coordination of oncological care. The potential hazard of privacy violation associated with digital data
exchange is accepted by patients and their relatives, provided that use of digital data improves patient’s own health
care, research or education.
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Background

Diagnosis and treatment of cancer is complex and often
requires involvement of multiple specialists of various
disciplines. Exponential increase in medical knowledge
and technical advances resulted in further specialization
of oncological care. Moreover, centralization of high-
complex procedures improved outcome of patients
suffering from cancer [1-4]. Consequently, consulta-
tion between clinicians became more important, even
between different hospitals boosting transmural onco-
logical care (i.e. care beyond the walls of a hospital).
Individual hospitals more frequently lack cancer specific
expertise and need to refer patients for specialized can-
cer treatments. Logistic difficulties in health data transfer
may result in time-consuming procedures and hamper
decision-making, while prolonged time to diagnosis and
treatment is related to worse prognosis [5, 6]. Coordina-
tion and effective communication between hospitals is
therefore essential to prevent hospital delay and improve
outcome of patients with cancer [7].

In the current digital era, several eHealth solutions
have been implemented to improve oncological care by
managing health data transfer. Initiatives, like electronic
patients files, e-consultation of specialists, and use of dig-
ital platforms to share health data have been introduced
[8-14]. However, worldwide increased privacy concerns
resulted in more restricting privacy legislations [15, 16].
In April 2016, the European Union passed the General
Data Protection Regulation to protect natural persons
with regard to the processing of personal data and on the
free movement of such data [17]. The tension between
preserving the privacy and confidentiality of patients and
the need to access medical data to deliver high-quality
care is ever since growing [18—20].

Patients with colorectal cancer liver metastases
(CRLM) are commonly diagnosed in (regional) hospitals
by specialists with expertise in colorectal cancer, while
local treatment (i.e. resection and/or ablation) of CRLM
is performed in dedicated liver centers by liver surgeons
and/or interventional radiologists specialized in abla-
tion of liver tumors [21, 22]. Patients are referred to those
dedicated liver centers when local treatment of CRLM
is deemed feasible. When local treatment is not deemed
feasible, patients may receive (palliative) systemic therapy
from medical oncologists in (regional) hospitals special-
ized in colorectal cancer nearby home. To select patients
eligible for referral, treatment strategy is often assessed
during e-consultation, either by video-conferencing dur-
ing multidisciplinary team meetings or assessment by
an online expert panel through a digital communication
platform [14]. Several challenges are faced under current
legislation, as specific written permission is required to
share health data with specialists from other hospitals
[17, 23]. In addition, a personalized treatment plan is
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often obtained by multiple experts, while no patient-doc-
tor relationship has been established yet. In this context,
relevant questions with regard to e-consultation of spe-
cialists from other hospitals arise, like who should report
back to whom? How to deal with non-consensus? And is
documentation allowed? The purpose of this study was to
explore the perspectives of patients with CRLM regard-
ing e-consultation of transmural specialists, including the
associated privacy risks.

Methods

This study was conducted as part of the Moving Towards
Regional Oncology Networks program, a nationwide
initiative of the Dutch Ministry of Health, Welfare and
Sport to optimize oncological care. Among others, digital
data transfer and e-consultation of online expert panels
were introduced by the program to achieve equal, high-
quality and more efficient oncological care in community
and academic hospitals.

Design

A qualitative focus group study was conducted to explore
perspectives of patients with regard to e-consultation
in transmural care. This design encourages interaction
between participants by enabling them to exchange anec-
dotes and to respond to each other’s experiences and
point-of-views [24]. Hereby, data could be obtained on
how and why people think a certain way, e.g. with regard
to privacy risks associated with e-consultation. In addi-
tion, a qualitative description of the findings derived
from thematic analysis was conducted, as the primary
goal of this study was to explore participants’ views rather
than quantify content of data [25]. The guidelines of the
consolidated criteria for reporting qualitative research
(COREQ) were used (See Additional file 1) [26].

Participant selection and recruitment

A purposive selection of patients diagnosed with CRLM
in a non-liver center and referred for treatment of CRLM
to VU University Medical Center (an academic liver
center) was conducted. Patients were identified from
electronic patient files after visiting the out-patient
clinic between January 2016—2017. Patients were con-
tacted by phone and asked to participate by a mem-
ber of the healthcare team (BZ and GK) or a medical
researcher (TH) after approval by the head practitioner.
When patients wanted to participate, a confirmation
with detailed information about the content of the focus
group was sent by mail. Patients were asked to bring a
relative to the focus group meetings for support. Partici-
pants were not selected on the basis of sex, race, religious
belief, age, nor known experiences or satisfaction with
regard to diagnosis and treatment in transmural care.
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Setting

Focus groups were held in the academic referral liver
center in Amsterdam, the Netherlands. Participants
received a brief overview on the use of e-consultation in
current clinical practice, including an introduction to the
concept of online expert panels, by one of the liver sur-
geons (BZ) prior to the focus group discussions. A female
quality improvement manager specialized in patient and
family participation, with many years of experience and
trained in qualitative research, moderated the two focus
group discussions (MB). No relationship between the
moderator and the participants, nor a specific interest in
this topic was established prior to the study commence-
ment. A female researcher and project employee, who
implemented an online expert panel for patients suffering
from CRLM, attended the focus group discussions as lis-
tener (TH), and was positioned outside the group.

Data collection

An interview guide, mainly consisting of open-ended
questions based on previous research and current pri-
vacy regulations, was drafted by the project team prior
to the focus group meetings (See Additional file 2) [23].
These questions were ordered by theme and served to
facilitate discussions, instead of simply interviewing the
participants. Focus groups of 45-75 min were audio-
recorded and transcribed verbatim. Written consent to
record sessions were obtained prior to the start of focus
group discussions. No field notes, besides the positioning
of participants, were made. No repeat interviews were

Table 1 Characteristics of participants
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carried out. Returning of transcripts was performed on
demand. Research was performed in accordance with
the Declaration of Helsinki. The protocol was approved
by the Ethical Review Board of Amsterdam UMC, loca-
tion VUmc (registration number 2020.010) and written
informed consent to publish findings was obtained from
all participants.

Data analysis

Transcripts were read and reread by two researchers (TH
and MB), both certified in qualitative research, to famil-
iarize with the data. Data were analyzed in three phases
by open, axial, and selective coding in Atlas.ti (version
8) followed by discussion. A thematic map was gener-
ated, identifying themes and subthemes after open and
axial coding. Potential themes from the predefined topic
list were reviewed and new themes were identified by an
inductive approach. Based on the thematic map, a cod-
ing tree was generated, and transcripts were recoded
selectively (see Additional file 3). Data saturation (i.e.
code saturation) on each theme was discussed between
researchers after the second focus group meeting. No
feedback on the findings was provided by participants.

Results

Participant characteristics

Twenty-seven patients were invited to participate in this
study. In total, two focus groups were held, involving
11 patients and 8 relatives (see Table 1). Median age of
participants was 64 years [range: 28—80]. Patients were

Sex Age Referral hospital Months from liver surgery Systemic treatment Setting Recurrence

Focusgroup 1

Participant#1 ~ Patient m 59  #1 9 no yes
Participant #2  Patient f 64  #2 11 no no
Participant#3  Relative m 63

Participant #4  Relative f 70

Participant#5  Patient m 73 #3 10 no yes
Participant #6  Patient f 74 #4 no no
Participant#7  Patient m 72 #3 9 no no
Participant #8  Relative f 57

Focusgroep 2

Participant #9  Relative m 28

Participant #10 Patient m 57  #4 36 no no
Participant#11 Patient m 59  #4 12 yes palliative yes
Participant #12  Patient m 80  #3 6 no no
Participant #13  Relative f 80

Participant #14 Patient m 77  #4 2 no no
Participant #15 Relative f 71

Participant #16  Patient f 60  #3 6 yes neoadjuvant + palliative yes
Participant #17 Relative f 62

Participant #18 Relative m 38

Participant #19 Patient m 75  #3 15 yes neoadjuvant yes
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referred to the academic liver center from four regional
hospitals. The majority of patients were male and not
treated with systemic therapy for CRLM. About half of
these patients experienced recurrent disease at the time
of conducting this study.

E-consultation in transmural care

Three main themes were identified from the focus group
discussions with regard to e-consultation in transmural
care: (1) data management, (2) expertise, and (3) infor-
mation and coordination. Data saturation was reached
after two focus group meetings, as no new topics (i.e.
(sub)themes) were introduced and sufficient data was
collected. Findings are summarized in Table 2.

Data management
Digital data exchange was deemed inevitable in the cur-
rent digital era. Regardless, a positive attitude towards
this development was expressed. Digital data exchange
was believed to make data management quicker and eas-
ier, especially in case of transmural care. Associated pri-
vacy aspects were discussed and some requirements for
the use of digital communication platforms were set to
avoid potential data breach:
« digital communication platforms should be properly
secured.
» medical data should only be shared among doctors
or healthcare professionals.
In particular, unwanted data revelation to healthcare and
life insurance agencies or potential employers was a topic
of concern. However, some patients did not worry about
the hazard of privacy violation, as sharing medical data is
obligatory while taking out (life) insurances. So, a poten-
tial data breach should have no consequences.

“ Yes, but the insurance company sends me a form
and on that form I have to write down whether I
have an illness or not. So if I don’t, 'm breaking the

Table 2 Summary of results on e-consultation in transmural care

Pros

Cons and needs

Data
management

Expertise

Information and
coordination

Advances in own health, educa-
tion or research

More easily accessible

Contact multiple specialists in
the field

Eligibility for potentially curative
treatment

Trust in assessment of treatment
strategy

Potentially reduce waiting times
No specific approval deemed
necessary

Privacy hazard

Challenges

in case of
non-consensus
Need for infor-
mation about
expertise of
specialists

Keep patients
informed
Ambiguity about
head practitioner
Communication
on patient level
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law’RS#10.

Even though no consensus about the impact of a potential
data breach was obtained, the hazard was clearly subser-
vient to the process of ‘getting better. Participants men-
tioned that the goal of privacy was to protect the patient,
while strengthened privacy regulations may interfere
with efficient coordination of medical care. When in bad
health, recovery appeared the primary objective rather
than worrying about privacy concerns.

“I find privacy a difficult topic to discuss, as privacy
is intended to protect the individual, but health care
is also for the individual. One thing is very impor-
tant to me, the exchange of medical data can make
or break success. So, I believe exchange of data is
crucial and more important than a potential pri-
vacy breach’RS#1.

As data exchange appeared crucial in transmural care, a
potential hack was considered less important than shar-
ing medical data to receive better care. A central data-
base with a national patient record was even suggested to
improve secured communication between hospitals.

“I think you need to prefer a single patient file,
which you can take with you, wherever you are
treated”RS#11.

Medical data sharing and documentation needed to serve
a purpose. Patients’ files could be used for patient’s own
health, education or research. The use of digital plat-
forms to transfer medical data was supported to enhance
oncological care and improve lead time for patients with
CRLM. Other e-Health initiatives were encouraged, as
long as their objective was to improve cancer treatment
or future perspectives.

“From my perspective, all kinds of information
is allowed that ensures me and all those other
patients who get cancer, if it facilitates better and
quicker treatment or a better way to get your health
back”RS#10.

Expertise

Participants primarily focused on recovery after can-
cer diagnosis. The main priority was to become eligible
for potentially curative treatment strategies, in order to
regain their health and improve overall survival.

“My primary interest is to determine the most opti-
mal treatment strategy based on my data, which
may increase my chance on survival”RS#1.
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“Life expectancy is ofcourse very important to
us’RS#14.

Consequently, expertise of liver specialists appeared
important in treatment decision-making. Consultation of
multiple liver specialists and a weighted advice on treat-
ment strategy was highly appreciated and recommended
by the participants.

“Well, we already said we were positive about the
fact that more than one or two people assess treat-
ment strategy and multiple professionals discuss
your particular situation”RS#14.

E-consultation of these experts was encouraged, as delib-
eration with multiple liver specialists improved trust
and assurance in treatment of CRLM. Live discussion
between specialists during multidisciplinary team meet-
ings by video-conferencing was considered favorable,
as compared to a non-simultaneous approach. The sta-
tus and quality of consulted specialists were of interest,
rather than hospital of employment or previous estab-
lished patient-physician relationship.

“Most of the time there is nothing to see on the out-
side. They may look into your beautiful eyes, but
that doesn’t help either’RS#4.

Whilst expertise of liver specialists was considered
important, patients were particularly interested in find-
ing a surgeon who deemed local treatment feasible, as
local treatment of CRLM is the only potentially curative
treatment. Participants believed that use of e-consulta-
tion services might bring eligibility for local treatment
strategies closer. Expansion of an expert panel in case
of non-consensus was suggested, especially when the
majority of panelists advised against upfront local treat-
ment of CRLM. Participants even suggested to look for
expertise abroad, if they were deemed ineligible for local
treatment of CRLM.

“I see the expert panel as a second opinion”RS#12.

E-consultation of liver specialists was seen as a second
opinion. High expectations of academic liver special-
ists were discussed, as they were believed to have more
expertise, based on employment in high-volume refer-
ral centers with attention for education. Consultation of
these specialists was considered valuable during assess-
ment of treatment strategy.

“If they say: well, we will discuss your case with a
few people, is very different from when they say:
well, we have the panel, an expert panel and they’re
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going to look at your case again. That gives me more
hopeRS#19.

Information and coordination
Effective coordination and communication with the
patient and between specialists was considered pivotal
to deliver high-quality care. Information about diagnosis
and treatment after e-consultion of experts should pref-
erably be given by the head practitioner. According to
the focusgroup discussions, reports should not be send
to the patient directly, as the patient would not be able
to understand ‘the language’ and nuance of specialists’
recommendations. For both patients and their relatives,
it was not always clear who the head practioner was dur-
ing the course of treatment in transmural care. So, some
requirements were set.

The head practioner should:

+ be acquinted with the patient.

+ be familiar with the medical data.

+ be able to deliberate on choice of treatment.

“..the treatment plan should be discussed with the
person who can explain it to me, with whom I can
engage in a discussion and with whom I can make a
decision”RS#1.

However, details about the advised treatment, includ-
ing complication risk and potential side effects, should
be given by the attending physician. For example: the
surgeon who will perform the surgery or the medical
oncologist who will administer chemotherapy. Commu-
nication should be open, honest and on patient level, so
professional jargon should be avoided and speech speed
should be adjusted.

“Once, we have had a doctor, who spoke very quickly
and often threw in medical terms, so I asked: can’t
you speak slower?”RS#4.

“It is complicated, because there are so many
involved people, with some you get along better, get
information at your own level of thinking, while oth-
ers are more clinical and distant”RS#6.

The general practioner (GP) was not deemed suitable, as
most questions after e-consultation appeared treatment-
specific or related to the logistics of outpatient visits.
Timely communication between the hospital and the
general practitioner often appeared a challenge, while
participants expected the GP to be informed at all times.

“I would prefer to receive information from the sur-
geon, who is going to perform the surgery, but I think
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the GP should be informed as well, about what is
going to happen, since she needs to be able to act on
the situation at all times”RS#2.

“My GP is well informed, but often too late’RS#5.

Patients with CRLM underwent a strict follow-up sched-
ule after local treatment of CRLM. Diagnostic imaging
and blood samples were taken every three months for the
first year. During this period, participants lived between
hope and fear as many patients suffer from recurrent
disease. The average waiting time between examinations
and official results was one to two weeks in current clini-
cal practice. Reduced waiting time was preferred, due to
uncertainty about the patient’s health. A waiting period
of two to seven days was considered acceptable. Par-
ticipants encouraged the use of digital communication
platforms to achieve this goal. Although some patients
preferred an even shorter waiting period, consensus
about lead time was eventually reached as speed could
interfere with quality of care.

“.. the shorter the waiting time the better’RS#1.

“Yes, but the shorter the better is not always the case.
You should have a more certain result rather than
a very quick result that probably deviates from the
truth. So I think, and this research or this panel is
very good for that, doctors in other hospitals may
have access to data sooner and can reach a conclu-
sion more quickly”’RS#3.

No consensus was reached about feedback on a non-
unanimous decision. Participants from the first focus
group wanted to receive all information to make an
informed decision on treatment strategy, while some
participants from the second focus group expected an
unambiguous advise.

“l think it also differs from patient to patient,
because some patients say: 1 don’t want to know.
They’re just scared or something... I think its a
little, yes that might sound a little weird, that the
doctor should know how the patient wants to be
informed”RS#8.

In case of non-consensus, this information should be
kept as it may cause confusion and commotion. How-
ever, when (palliative) systemic therapy was advised after
e-consultation of specialists, participants did want to
know if consensus was reached, in order to pursue treat-
ment by those who deemed local treatment feasible.

“«

. oh yes, sometimes you are brought into doubt,
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and think o help, two say this, while two others say
that, what now?”RS#2.

“It creates anxiety, yes, because if one says: it is easy
to perform the surgery, and the other says: well,
there are still some complications... You're a layman
aren’t you, you're the one with cancer, of which you
know nothing about. And those people are, as you
also say, people who are trained, who have experi-
ence. They can judge. But if they do not agree 100%
as a group, then confusion ensues’RS#15.

Patients wanted to be informed about consultation
between clinicians, whether this consultation con-
sisted of a face-to-face meeting within the hospital or an
e-consultation with a (virtual) tumor board. Moreover,
additional information about the expertise of these con-
sultants was desired to increase confidentiality in the
course of treatment. A short overview on their training
and achievements in an information leaflet or on the hos-
pital’s website was proposed. No specific written approval
for (e-)consultation or sharing medical data was deemed
necessary, as participants assumed doctors would act in
their best interest.

“The profession of doctors is that they should make
you better, they should cure you. So, I trust the
advice of a doctor, since I assume it will be the best
treatment for me. For me personally, I don’t want to
know anything more, besides the expected time and
place’RS#11.

Discussion

This study showed a positive attitude towards e-consul-
tation services in transmural care among patients suf-
fering from CRLM, as expertise from various specialists
was assumed to become more easily accessible. Conse-
quently, eligibility for potentially curative treatment was
considered more feasible. The potential hazard of pri-
vacy violation associated with digital data exchange was
accepted, as long as the use of digital data supported a
higher purpose, like improving patient’s health, educa-
tion or research. Digital data transfer could potentially
improve patient care by reducing waiting times. Hereby,
uncertainty during the course of treatment and follow-up
procedures could be reduced.

Implementation of eHealth initiatives, like e-con-
sultation and digital data exchange was supported
by patients and their relatives. Patients wanted to be
informed about the use of these services, however spe-
cific written approval was not deemed necessary as
this might interfere with the workflow. Surprisingly, a
nationwide electronic health record was suggested, while
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implementation of a nationwide personal health record
was previously disapproved by the Dutch Government,
mainly based on the hazard of privacy violation [27].

E-consultation in ambulatory and transmural care for
patients in need of specialized expertise has been widely
adopted. Perspectives and satisfaction of providers (i.e.
GPs and clinicians) have been researched extensively,
while studies on the perspectives of patients are scarce
[28-35]. Most studies focused on e-consultation models
in ambulatory care, as an alternative to face-to-face visits.
Based on these qualitative studies, faster and improved
access to specialist care were acknowledged as favorable
outcomes [35—-38]. However, to the best of our knowl-
edge, no study assessed patient’s views on e-consultation
between secondary and tertiary care yet.

Ackerman et al. studied patient’s perspectives on
e-consultation in an academic setting. Strong support for
e-consultation between the primary care physicians and
academic specialists was expressed, in particular due to
the benefit of more rapid access to specialist expertise.
In contrast to the present findings, no consensus about
the extent to which patients should be involved in the
decision to use e-consultation was reached. Moreover,
even though trust and reliance in physicians came for-
ward during the focus group discussions, Ackerman et
al. observed disagreement about the language to explain
specialist’s recommendations. About half of the partici-
pants wanted to access specialist’s verbatim response,
while others preferred the primary care clinician’s sum-
mary in order to understand it better [36]. Joschko et al.,
showed that 93% of participants expressed no concerns
about potential privacy issues as their information was
being shared electronically. Moreover, in accordance
with findings of the current study, participants expressed
feelings of reassurance after e-consultation of special-
ists, since more than one person was involved in mak-
ing the decision [37]. Based on the findings of this study,
strengthened privacy regulations in e-consultation and
digital exchange of medical data should be loosened to
benefit patients in transmural care. Complex discussions
on liability and who is ultimately delivering care should
make room for what is best for the patient. However,
with regard to these questions, current practice asks for
definitive regulatory guidelines [23, 38]. Moreover, health
systems demand requirements to ensure quality of care
and prevent potential misuse.

Several measures were taken to improve qualita-
tive rigour and trustworthiness of this study, including
deductive and inductive coding by multiple coders, and a
thick description of the data to promote reliability, cred-
ibility and validity [39]. Physicians were not allowed dur-
ing the focus group discussion as participants may feel
uncomfortable expressing negative emotions. However,
one of the project employees (TH), positioned outside
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the focus group, attended the focus group discussions
to familiarize with the data (i.e. their points-of-view and
motivation). Patients were aware of her presence, which
may have hampered honest conversation. Moreover, gen-
eralizability of findings is a concern based on the design
of the study. Findings may be subject to selection bias,
as all patients were considered for curative treatment
strategies, so ultimately benefited from e-consultation of
liver surgeons in a tertiary referral hospital. In addition,
patients were asked to bring a relative for support and to
participate in these focus group meetings, which resulted
in a less homogenous study group. Invitation of these rel-
atives, who may represent the healthier population, could
have contributed to generalizability of findings. How-
ever, the majority of questions were patient specific, so
input came primarily from patients, resulting in findings
reflecting primarily patients’ views. This may also explain
why data saturation was reached after two relatively short
focus group discussions. No analysis on demographic
strata was carried out. Selection of a study population
solely consisting of patients, more often treated in a palli-
ative setting, or with less life threatening conditions, may
have benefited the study. Last, focus group discussions
were conducted in Dutch. Translation may have resulted
in some loss of content.

Based on the findings of the current study, future
research should focus on successful implementation of
eHealth initiatives to further optimize transmural care,
whilst respecting (inter)national rules and regulations
to protect personal data. Clinical practice is currently
centered around the patient, as opposed to a system
orientated approach [38]. Several use-cases to control
medical data transfer have been introduced in Europe,
like personal and Cloud-based selective authentic elec-
tronic health records [8, 40]. Although implementation
of a personal electronic health record was supported by
participants of the current study, particularly to ensure
up-to-date information on patient’s health, interoperabil-
ity remains a topic of concern. Whether current findings
relate to other (patient) populations should be further
explored. In addition, positive effects on quality of life
and psychological effects due to improved waiting times
need to be clarified [6].

With the current Covid-19 pandemic, e-consultation
services and digital data transfer have been increasingly
used to deliver care, as face-to-face visits are limited and
patients are advised against traveling. E-consultation of
specialists may hereby ensure timely access to specialized
care. Current findings support the use of these services
also for cancer patients outside the current Covid-19
pandemic. However, even though patients want to be
informed, specific approval to use these services is not
deemed necessary. To further improve transmural care,
in particular waiting times, current rules and regulations
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with regard to privacy aspects should therefore be
loosened.

Conclusions

E-consultation between specialists in transmural care
is considered an acceptable and effective approach to
deliver oncological care for patients suffering from
CRLM, in particular to access specialized liver expertise
and potentially reduce waiting times. The potential haz-
ard of privacy violation was accepted, considering digital
platforms met the set requirements. Moreover, the added
value of these services outweighed the negatives. In par-
ticular, advances in patient’s own health care, research
and education were mentioned.
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