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Abstract

thematic analysis.

Background The population is aging, leading to an increased need for palliative care and end-of-life care. There is
a lack of research on the use of video consultations for knowledge transfer between specialist and general palliative
care. The aim of this study was to describe healthcare professionals’ experiences of video consultations in palliative
care in community homecare and nursing homes in rural areas.

Methods Individual interviews (n=11) were conducted with five community nurses, one occupational therapist,
two specialist palliative nurses, and three specialist palliative care physicians. The data were analysed using reflexive

Results The analysis identified three themes: feeling comfortable with increased availability of specialist expertise; seeing
each other facilitates communication; and being supported by physically present care professionals is essential.

Conclusion HCPs suggest that video consultations are an effective way to increase access to specialist palliative care
and provide more equal care to patients with palliative care needs in rural community care.
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Background

The population is ageing, leading to an increased need
for palliative care and end-of-life care. Palliative care is
based on a holistic approach and is intended to improve
the quality of life of patients with serious illness and their
family members [1, 2]. Patients with complex symptoms
should be offered specialist palliative care according to
the national care program in palliative care in Sweden
[3]. According to Sweden’s National Board of Health and
Welfare [4], the challenge is that many persons require
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specialist palliative care at end of life, but access is limited
and unequal across the country. A study using data from
Sweden and other western European countries dem-
onstrated that access to palliative care is far from equal
even in countries in western and northern Europe [5]. A
review showed that most patients needing palliative care
who live in rural areas wish to be cared for at home for
as long as possible [6]. According to the Swedish Register
of Palliative Care [7], access to specialist palliative care is
determined by population density, distance, availability
of trained healthcare professionals (HCPs), and medical
conditions.

The Ministry of Health and Social Affairs [8] issued
‘Vision for eHealth 2025] calling for Sweden to be a pio-
neer in healthcare digitalization to enable good and equi-
table healthcare and well-being. In the associated project,
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eHealth in palliative care is limited to real-time video
consultations. A review has shown that virtual care, par-
ticularly when used to complement rather than replace
in-person meetings, yields similar or even better results
in terms of quality of life. The review results also showed
that virtual care modalities are both safe and effective
in end-of-life and palliative care, without any observed
negative consequences [9]. A mixed-method study from
Ireland showed that patients were overall satisfied (93%)
with video consultations used in discussing physical
needs (90%), medications (90%), and psychological symp-
toms (83%). A minority (16%) of these patients expressed
dissatisfaction that they could not be physically exam-
ined. Additionally, only a minority (37%) were satisfied
with discussing spirituality and faith in the consultation
[10].

In an intervention study from Australia, specialist pal-
liative care physicians were integrated with community
nurse visits to patients’ homes. The results indicated the
effective expansion of integrated specialist palliative care
support to rural communities and the acceptance of this
care among patients, caregivers, and HCPs. The results
also showed that the telehealth model optimized health
resource utilization during the final 30 days of life, offer-
ing promise in reducing distress in this critical period
[11]. A brief report showed that palliative care video
visits in nursing homes produced perceived benefits
by enhancing communication among the participants.
These visits facilitated remote family engagement, pro-
vided visual insight into resident status, enabled discus-
sions of goals and preferences, and offered flexibility in
adapting to the nursing home environment [12].

Quualitative studies from Denmark indicate that video
consultations with specialist palliative care can improve
the quality of palliative homecare. It was also found
that collaboration between the palliative care team
and the community nurses was improved [13, 14] and
that patients and their families were more engaged [14]
through video consultations. A pilot study from Canada
involving patients, loved ones, and HCPs suggested that
video consultations could be an effective and feasible
method to bridge geographical distances [15]. A brief
mixed-method report showed that clinicians (both physi-
cians and nurses) rated video visits as primarily useful for
follow-up visits, that physicians felt competent providing
some services through video, and that they had gener-
ally positive attitudes toward video visits and telehealth.
The interview findings further highlighted that clinician
enthusiasm may be tempered by technological issues
[16].

A review revealed a lack of research on video consul-
tations between specialist and general palliative care,
and for conditions other than cancer; the review also
showed that there were no relevant studies from Sweden
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[17]. Another review [6] included only one study from
Sweden, indicating a scarcity of research in the Swedish
context, Palliative care is primarily provided by general
health care professionals with palliative care experts in
consulting roles, and sometimes palliative care experts
take over care for the patients. The latter literature review
demonstrated a lack of research on video consultations
involving specialist palliative consulting teams in com-
munity homecare and nursing homes, encompassing per-
spectives of patients, families, and HCPs.

Aim

The aim of this study was to describe HCPs’ experiences
of video consultations in palliative care in homecare and
nursing homes in rural areas.

Method

Design

This study was a descriptive qualitative study. Semi-
structured interviews were conducted with healthcare
professionals. The consolidated criteria for reporting
qualitative research (COREQ) were used to report the
study [18].

Study context

This study was part of an intervention project addressing
the provision of specialist palliative care to patients, fam-
ily members, and HCPs via video consultation in homec-
are and nursing homes. The research context was a small
municipality in northern Sweden with approximately
7000 inhabitants.

The intervention

The palliative consulting team (PCT) at the cancer cen-
tre of the hospital is a supportive resource that provides
specialist palliative care through counselling, supervi-
sion, and education to healthcare professionals, patients,
and family members. The intervention was done through
video consultations and video-based communication
support (using tablets and laptops), connecting patients
with the PCT for conversation, assessment, and guid-
ance. The PCT consisted of a nurse and a doctor who
coordinated with the primary care doctor on duty, the
community home healthcare team, staff within the com-
munity’s home healthcare and nursing homes, as well
as patients and family members in the patient’s homes.
The palliative care registered nurses (PCRN) have expe-
riences of using video-based communication support.
Planned video consultation (weekly) were conducted
with the PCT and community care staff. In some video
consultations, the physician participated through video;
in other situations, the physician specialised in palliative
care was physically in the room with the patient while the
family members participated through video. Some video
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consultations occurred between the community regis-
tered nurses (CRNs) and the PCT.

Participants

All participants in the intervention were asked to par-
ticipate (n=12). A total of 11 HCPs with experience with
video consultations in specialist palliative care partici-
pated in the study, comprising CRNs (#=5), an occupa-
tional therapist (n=1), PCRN (#=3), and physicians
specialised in palliative care (#=2). One invited general
physician declined to participate in the study. Most of the
participants were female (#=10) and the mean age was
45 years.

Data collection

Qualitative data were collected in autumn 2022 and
spring 2023, interviews were conducted individually both
face to face at workplace, and through Zoom due to the
COVID-19 pandemic (median 20 min, range 12—30 min).
The interviews were digitally recorded and transcribed
verbatim. All interviews were conducted by two of the
authors (JP, SA). JP is a PCRN who is well experienced
in palliative care, SA is a scientist, who has extensive
experience in qualitative research and interviewing. An
interview guide was used and included questions about
the participants’ backgrounds and experiences of video
consultations. The opening question was: ‘Can you tell
me about your experiences of video consultation with
patients? Clarifying questions were asked, such as: ‘How
did you feel about that?” and ‘Can you tell me more about
that?” The interview guide used in our study was devel-
oped for this study (supplementary file).

Data analysis

The interviews were analysed by reflexive thematic analy-
sis approach inspired by Braun and Clarke [19, 20]. Ini-
tially, two authors (MB, SA) thoroughly read the entire
dataset. During this process, initial codes were gener-
ated through an inductive approach by the first and last
authors individually. These codes were then examined
and refined, after which we organized these codes into
coherent themes. Once the themes were well-defined, we
revisited them to ensure that they were supported by the
data and that there was no overlap between them. After
this review, the themes were finalized.

Results

The analysis is presented according to three themes: feel-
ing comfortable with increased availability of specialist
expertise; seeing each other facilitates communication;
and being supported by physically present care profession-
als is essential. The results are illustrated with relevant
quotations.
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Feeling comfortable with increased availability of
specialist expertise

Video consultations were described as time saving for
both patients and HCPs because they required less
travel and were not weather dependent. They were also
described as enabling more equal care and saving patient
energy. It was important to be prepared and have tech-
nical skills for the video consultations, otherwise they
could be stressful for the CRNs. Hindrances to video con-
sultations were described, such as poor access to Internet
connections in sparsely populated areas.

CRNs described a need for better knowledge of pal-
liative care. Video consultations increased the availability
of specialist palliative care and were described as sup-
portive. They were also described as allowing fast access
to meetings with specialist physicians and Registered
Nurses in palliative care or other specialities, such as
pulmonology and oncology. The CRNs emphasised that
video consultations access to specialist palliative care was
positive and has facilitated improved homecare quality.
The importance of offering support was highlighted by
PCRNE.

So it’s not always that we [i.e., PCRNs] have concrete
advice to offer, but at the very least, being able to
confirm that what they are doing is good provides,
like, collegial support. I believe that is valuable for
those you are talking with, and it becomes valuable
for oneself as well to receive ... support in thoughts
and such. (participant 8)

The CRNs described being able to learn from the PCT,
which was useful for providing collegial and profes-
sional support. The participants discussed and helped
one another clarify patient needs and find options for
actions and solutions. The CRNs could show, for exam-
ple, wounds and technical equipment using the laptop,
in turn receiving good advice about treatment. They felt
supported when they could discuss difficult situations,
such as giving or not giving treatment, drug doses, and
use of support stockings:

Yes, and then there could be someone who had wor-
ries and anxiety—well, how much, yes, then the fre-
quency of Midazolam (sedative), how often should
we administer it? (participant 7)

Seeing each other facilitates communication

It was considered an advantage to meet via video consul-
tation because it let the participants see one another, in
comparison to phone calls. When the technology worked
well, the participants felt as if they were in the same room
as the patient. It was described as nice to see the person
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one was talking with, as it made the exchange more per-
sonal. The participants said that it was easier to build
relationships with patients through video consultation
because they could see one another and interact on the
same ‘wavelength; in comparison to phone calls. Video
consultation enabled more people to participate in the
conversations. The HCPs also organized team meetings
through video consultation. The CRNs " said that the PCT
was responsive and would listen, and that it was easier to
explain things when they could see one another:

Yes, everyone is here, the PCRN, plus the doctor and
the nurse behind the screen — it really creates this
sense of teamwork, you know, especially in this inter-
professional setting. (participant 9)

The CRN emphasized the significance of involving
patients and their family members in video consultations,
whether they were located locally or in different regions,
including other countries. Establishing a relationship and
fostering a shared understanding of the patient’s care
requirements and everyday situation were essential. This
was particularly significant, for instance, when patients
wanted to discuss end-of-life matters:

We had a grandchild running in and out of the
screen, and she even participated in the conversa-
tion, adding joy to the whole situation. So [the doc-
tor] even said, ‘It’s great to have a grandchild to
remind us that life goes on’ (participant 7)

The CRNs’ highlighted that broaching the topic of
imminent death during a video consultation frequently
brought about discomfort. However, there were situ-
ations in which postponing the conversation was not
a viable alternative. It is important to inquire about the
patients’ priorities and facilitate their ability to express
their own feelings and thoughts:

But to deliver the very first news [of imminent
death], I don’t find it appropriate, but to reinforce
and clarify [the situation], I see no obstacle to doing
so. (participant 6)

Being supported by physically present care professionals

is essential

During video consultation with specialist palliative care,
it was described as essential for a community HCP to be
physically present for the patient and the family mem-
bers. It was important to provide physical touch to pro-
vide affirmation — ‘I felt like an extended arm’ The CRNs
who were physically present described having the oppor-
tunity to support the patient, for example, touching the
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patient and offering the patient a napkin. They could also
examine wounds and symptoms. The PCRNs valued this
as an opportunity for complementary action because
they were not physically in the same room:

I'm thinking that we were there and could give com-
fort, well, maybe touch him or, well, a bit like she
might have done if she had been present. (partici-
pant 4)

The CRNs who were physically present described having
the opportunity to read the patients’ non-verbal commu-
nication, such as body language and facial expressions,
to a greater extent. They emphasized that they acted as
the patients’ ‘mouthpiece’ It was important not to leave
patients and family members alone to receive difficult
news and have difficult conversations via a video link:
there should be someone present during challenging dis-
cussions, for example, about ending cytostatic treatment.
Nothing was described as inappropriate to address in
video consultations, but the importance of knowing what
information patients had previously received was empha-
sized. It was also important to prioritize in-person visits
if patients had not received certain sensitive information
before:

To be informed about imminent death, such as “You
are seriously ill” or “This won’t end well,” is hopefully
something that the patient is informed about before
leaving the hospital. Many receive that informa-
tion at least before going home, although it may not
apply to everyone (participant 1).

The PCRNSs said that it was difficult to sense the atmo-
sphere in the room and read the patient’s body language
and facial expressions. The PCRNs also mentioned that
they used other communication tools to more clearly
detect, for example, the patients’ feelings:

1 think in that case you need to be a bit sensitive to
these subtle cues, perhaps body language, and clarify
like, ‘It seems like you're ...?" or ‘Was this a surprise
for you?’ In other words, you may need to verbalize
and help interpret body language if it's not picked up
by the person on the other side of the screen. (partici-
pant 6)

The CRNs” thought that there were some situations in
which it was important for the patients and family mem-
bers to talk with the physician alone, and therefore would
offer to leave the room. Decreasing the number of people
in the room could be a way to help the patients to open

up.
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The nurses said that if the patient had a hearing, visual,
or cognitive impairment, it could be challenging to com-
municate via a video link. On the other hand, a CRN and
a PCRN described a video consultation with a patient
with visual impairment who could sense that the nurse
(PCRN) was in the room:

Then I was physically present, and both the patient
and the patient’s husband were present. However,
the rest of the family, many children, were connected
online. So, there was the patient on site, along with
family members through a link, and it was actually
quite good, even though it was a bit stressful at first.
(participant 9)

Discussion

This study found that video consultations in palliative
care in homecare and nursing homes was experienced
as positive by healthcare professionals. Our findings
suggest that video consulting in palliative care can con-
tribute to more equal access to care in rural community
care. It gives patients the opportunity to have closer
and more frequent contact with specialists in palliative
care, not just in conversation but also via showing them
their physical symptoms, such as wounds. Lundereng et
al. [21] described telehealth as enabling healthcare pro-
fessionals to remotely note patients’ visual status, sur-
roundings, and even emotional status. In our study, video
consulting was also found to permit the participation of
other specialists in the care of the patient. One core find-
ing was that the CRNs felt that they received collegial
and professional support from the PCT, increasing their
level of knowledge. That support included having the
opportunity to discuss both symptom management and
more ethical considerations, such as difficult situations
near end of life. By involving staff from other units, Per-
rin and Kazanowski [22] argued that palliative consulting
improved the quality of life of patients as well as making
staff more comfortable with caring for these patients.

In our study, healthcare professionals considered video
consultations a better option than phone calls. Enabling
all participants in a consultation to see each other,
albeit through a screen, enhances the conversation and
strengthens the relationships between the patient and/
or family members and the healthcare professionals.
Lundereng et al. [21] described healthcare professionals
feeling more connected with patients and their families
when using video than the telephone.

Using videoconferencing in home-based palliative care
offers knowledge of the patient’s surroundings, making
the consultation more personal [21]. In our study, the
video consultation facilitated the involvement of family
members, helping clarify the patient’s care requirements.
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Vestergaard et al. [23] found that including family care-
givers in video consultations in the hospital adds a family
perspective and helps the close family members contrib-
ute important information about the patient. They also
saw it as a flexible way for family caregivers to partici-
pate in patient care during the patient’s hospital stay. Our
study indicates that some topics are less suitable to dis-
cuss in video consultations, for example, prognosis, and
new information about serious illness or imminent death.
However, communication about serious illness should
be done in person, which was deemed more appropri-
ate. Nevertheless, there may be no other opportunities
to discuss such matters. Lundereng et al. [21] found that
the usefulness of telehealth depends on all participants
already having trust in each other, suggesting that video
consultations are more appropriate for follow-up, and
initial contact is preferred to be face-to-face.

An essential finding of this study is the value of having
a community HCP physically present with the patient
and family members during the video consulting. The
CRN acted like an extended arm of the PCRN in multiple
ways, partly by being present, helping with the patient
(e.g., examining symptoms), but also by ‘reading the
room, picking up details of the interaction among those
involved in the video consultation, and helping mediate
this to the PCRN. A systematic review by Engel et al. [24]
showed that healthcare professionals can make patients
and family members feel welcome and secure in express-
ing their experiences, concerns, and needs and in shar-
ing their goals and preferences for treatment and care.
Patients and family members want healthcare profession-
als to align themselves with their process of assimilating
and coping with information because honest information
could induce fear, stress, and existential disruption. In
communication with healthcare professionals, they have
their own dynamics; healthcare professionals must align
themselves with them, crucially guiding patients and
family members through their information assimilation
process over time. Communication itself is complicated
and requires experience and training. Video consulting
has often been used as a replacement for physical pres-
ent care professionals. We found that being supported by
physically present care professionals is essential, and ini-
tial contact is preferred to be face-to-face. Video consult-
ing increases difficulties in the information assimilation
process. To compensate for the potential shortcomings
of video consulting among patients, their families, and
PCRN:S, in the case of reading nuances in communication
and being able to conduct physical examinations, we see
great benefits in having a healthcare professional physi-
cally present with the patient during the video consulting.

There was a small number of participants in this study.
However, the interviews were rich in content, and the
participants were eager to narrate their experiences.
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Trustworthiness in a qualitative study is gained more by
the richness of each interview than by the sample size
[25]. We tried to describe the analysis thoroughly and
verified the themes with original quotations from sev-
eral participants. To ensure credibility, the research team
described the intervention’s context and the participants’
characteristics. It is important to highlight general practi-
tioners’ experiences in further studies.

Conclusion

HCPs suggest that video consultations is an effective way
to increase access to specialist palliative care and provide
more equal care to patients with palliative care needs in
rural community care. This area is important to further
investigate encompassing perspectives of patients, and
their family members.

Abbreviations

CRNs  Community registered nurses
HCPs  Healthcare professionals

PCT Palliative consulting team

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/512913-024-11196-5.

[ Supplementary Material 1 ]

Acknowledgements
We would like to thank the HCPs who participated in the interviews.

Author contributions

MB, SA and JP planned the study. MB and SA performed the data analysis and
all authors wrote the main manuscript text. All authors are guarantors of this
study.

Funding

This work was supported by the Foundation for Medical Research—Skelleftea,
the Ronnbdret Foundation, Skellefted Municipality, and the Regional Cancer
Centre RCC—North.

Open access funding provided by Umea University.

Data availability
Data are available upon reasonable request.

Declarations

Ethics approval and consent to participate

Permission for the study was given by the head of elderly care in the
municipality and the head of the cancer centre in the region. Informed
consent was obtained from all participants. Written and verbal information
was provided stating that participation was voluntary and that the
participants could withdraw without giving any explanation. The study
complied with the Declaration of Helsinki [26]. The Swedish Ethical Review
Authority approved the study on 12 October 2020 (registration number
2020-04153).

Consent to publish
Not Applicable.

Competing interests
The authors declare no competing interests.

Page 6 of 7

Received: 5 March 2024 / Accepted: 12 June 2024
Published online: 17 June 2024

References

1. WHO. National cancer control programs: polices and managerial guidelines.
Geneve: World Health Organization; 2002.

2. Radbruch L, De Lima L, Knaul F, et al. Redefining Palliative Care-A New
Consensus-based definition. J Pain Symptom Manage. 2020,60(4):754-64.
https://doi.org/10.1016/j jpainsymman.2020.04.027. Epub 2020 May 6. PMID:
32387576; PMCID: PMC8096724.

3. Regional Cancer Centres, RCC in Sweden. (2023) National Care program
of palliative care. https://kunskapsbanken.cancercentrum.se/diagnoser/
palliativ-vard/vardprogram.

4. National Board of Health and Welfare. (2013). Nationellt kunskapsstod fér god
palliativ vard i livets slutskede. Vagledning, rekommendationer och indika-
torer. Stod for styrning och ledning. https://www.socialstyrelsen.se/globalas-
sets/sharepointdokument/artikelkatalog/kunskapsstod/2013-6-4.pdf.

5. Axelsson B.The challenge: equal availability to Palliative Care according to
Individual need regardless of age, diagnosis, geographical location, and
Care Level. Int J Environ Res Public Health. 2022;19(7):4229. https://doi.
0rg/10.3390/ijerph19074229. PMID: 35409908; PMCID: PMC8998807.

6. Rainsford S, MacLeod R, Glasgow N. Place of death in rural palliative care: a
systematic review. Palliat Med. 2016;30(8):745-63.

7. The Swedish Register of Palliative Care / Svenska palliativregistret. (2018).
Arsrapport fér Svenska palliativregistret 2018. http://media.palliativregistret.
5e/2019/09/%C3%85rsrapport-2018-.pdf.

8. The Ministry of Health and Social Affairs. (2016). Vision for eHealth 2025 -
common starting points for digitalisation of social services and health care.
https://ehalsa2025.se/wp-content/uploads/2021/02/vision-for-ehealth-2025.
pdf.

9. Dolan H, Eggett C, Holliday L, Delves S, Parkes D, Sutherland K. Virtual care
in end of life and palliative care: A rapid evidence check. J Telemed Telecare.
2021;27(10):631-637. https://doi.org/10.1177/1357633X211046118. PMID:
34726997.

10. Lee J, Mc Carthy O, Ryan S, Kiely F. Video consultations in community
palliative care - patient satisfaction: mixed methods study. BMJ Support
Palliat Care. 2022 Nov 23:bmjspcare-2022-003757. https://doi.org/10.1136/
spcare-2022-003757. Epub ahead of print. PMID: 36418034.

11. Jiang B, Bills M, Poon P. Integrated telehealth-assisted home-based special-
ist palliative care in rural Australia: a feasibility study. J Telemed Telecare.
2023;29(1):50-7. https://doi.org/10.1177/1357633X20966466. Epub 2020 Oct
20. PMID: 33079611.

12. Stephens CE, Allison TA, Flint LA, et al. Assessing Technical Feasibility and
Acceptability of Telehealth Palliative Care in nursing homes. Palliat Med Rep.
2022;3(1):181-5. https://doi.org/10.1089/pmr.2022.0002. PMID: 36059909;
PMCID: PM(C9438441.

13.  Funderskov KF, Boe Danbjerg D, Jess M, Munk L, Olsen Zwisler AD, Brostedt
Dieperink K. Telemedicine in Specialized Palliative Care: Healthcare profes-
sionals and their perspectives on vidoe consulation:- a qualitative study.
Journal of Clinical Nursing; 2019.

14.  Funderskov K, Raunkier M, Boe Danbjarg D, et al. Experiences with consulta-
tions in Specialized Palliative HomeCare: qualitative study of patient and
relative perspectives. J Med Internet Res. 2019;21(3):e10208.

15.  Read Paul L, Salmon C, Sinnarajah A, Spice R. Web-based videoconferencing
for rural palliative care consultation with elderly patients at home. Support
Care Cancer. 2019;27:3321-30.

16.  Osuji TA, Macias M, McMullen C, et al. Clinician perspectives on implementing
video visits in home-based Palliative Care. Palliat Med Rep. 2020;1(1):221-6.
https://doi.org/10.1089/pmr.2020.0074. PMID: 34223480; PMCID:
PM(C8241367.

17. Jess M, Timm H, Dieperink KB. Video consultations in palliative care: a system-
atic integrative review. Palliat Med. 2019,00(0):1-17.

18. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int J
Qual Health Care. 2007;19(6):349-57.

19. BraunV, Clarke V. Using thematic analysis in psychology. Qualitative Res
Psychol. 2006;3(2):77-101. https://doi.org/10.1191/1478088706qp0630a.

20. BraunV, Clarke V. Reflecting on reflexive thematic analysis. Qualitative
Res Sport Exerc Health. 2019;11(4):589-97. https://doi.org/10.1080/21596
76X.2019.1628806.


https://doi.org/10.1186/s12913-024-11196-5
https://doi.org/10.1186/s12913-024-11196-5
https://doi.org/10.1016/j.jpainsymman.2020.04.027
https://kunskapsbanken.cancercentrum.se/diagnoser/palliativ-vard/vardprogram
https://kunskapsbanken.cancercentrum.se/diagnoser/palliativ-vard/vardprogram
https://www.socialstyrelsen.se/globalassets/sharepointdokument/artikelkatalog/kunskapsstod/2013-6-4.pdf
https://www.socialstyrelsen.se/globalassets/sharepointdokument/artikelkatalog/kunskapsstod/2013-6-4.pdf
https://doi.org/10.3390/ijerph19074229
https://doi.org/10.3390/ijerph19074229
http://media.palliativregistret.se/2019/09/%C3%85rsrapport-2018-.pdf
http://media.palliativregistret.se/2019/09/%C3%85rsrapport-2018-.pdf
https://ehalsa2025.se/wp-content/uploads/2021/02/vision-for-ehealth-2025.pdf
https://ehalsa2025.se/wp-content/uploads/2021/02/vision-for-ehealth-2025.pdf
https://doi.org/10.1177/1357633X211046118
https://doi.org/10.1136/spcare-2022-003757
https://doi.org/10.1136/spcare-2022-003757
https://doi.org/10.1177/1357633X20966466
https://doi.org/10.1089/pmr.2022.0002
https://doi.org/10.1089/pmr.2020.0074
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1080/2159676X.2019.1628806
https://doi.org/10.1080/2159676X.2019.1628806

Bréannstrom et al. BMC Health Services Research

22.

23.

24.

(2024) 24:740

Lundereng ED, Nes AAG, Holmen H, et al. Health Care professionals’ experi-
ences and perspectives on using Telehealth for Home-based Palliative
Care: scoping review. J Med Internet Res. 2023;25:e43429. https://doi.
0rg/10.2196/43429. PMID: 36989024; PMCID: PMC10131609.

Perrin KO, Kazanowski M. Overcoming barriers to Palliative Care Consultation.

Crit Care Nurse Oct. 2015;35(5):44-52. https://doi.org/10.4037/ccn2015357.
PMID: 26427974.

Vestergaard LV, @stervang C, Danbjerg DB, Dieperink KB. (2019). Video-Based
Patient Rounds for Caregivers of Patients With Cancer. Oncology Nursing
Forum. Jul 1,46(4):485-492. PMID: 31225842 https://doi.org/10.1188/19.
ONF.485-492.

Engel M, Kars MC, Teunissen SCCM, van der Heide A. (2023). Effective com-
munication in palliative care from the perspectives of patients and relatives:

Page 7 of 7

A systematic review. Palliative & Supportive Care. Oct;21(5):890-913. https://
doi.org/10.1017/S1478951523001165. PMID: 37646464.

25.  Sandelowski M. Sample size in qualitative research. Res Nurs Health.
1995;18(2):179-83. https://doi.org/10.1002/nur.4770180211. PMID: 7899572.
26.  World Medical Association. (2018) World Medical Association — Medical Ethics
Manual. https://www.wma.net/policies-post/wma-declaration-of-helsinki-
ethical-principles-formedical-research-involving-human-subjects/.
Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://doi.org/10.2196/43429
https://doi.org/10.2196/43429
https://doi.org/10.4037/ccn2015357
https://doi.org/10.1188/19.ONF.485-492
https://doi.org/10.1188/19.ONF.485-492
https://doi.org/10.1017/S1478951523001165
https://doi.org/10.1017/S1478951523001165
https://doi.org/10.1002/nur.4770180211
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-formedical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-formedical-research-involving-human-subjects/

	﻿Healthcare professionals’ experiences of video consultations in palliative care in rural areas: an intervention study in community care
	﻿Abstract
	﻿Background
	﻿Aim

	﻿Method
	﻿Design
	﻿Study context
	﻿The intervention
	﻿Participants
	﻿Data collection
	﻿Data analysis

	﻿Results
	﻿Feeling comfortable with increased availability of specialist expertise
	﻿Seeing each other facilitates communication
	﻿Being supported by physically present care professionals is essential

	﻿Discussion
	﻿Conclusion
	﻿References


