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Abstract

Introduction: Previous qualitative research on teleconsultations has focused on synchronous communication between a
patient and a clinician. This study aims to explore physicians’ and patients’ perceptions of the interaction on the interface
between primary care and the Cardiology service of a referral hospital through teleconsultations.

Methods: This qualitative study was embedded in an organizational case study concerning the introduction and rollout of a
new service model that took place at the point of care. The patients and physicians were recruited for semi-structured inter-
views until thematic saturation was achieved, between September 2019 - January 2020. The interviews were audiorecorded
and anonymized. The transcribed interviews were stored, coded, and analyzed in MAXQDA, following the steps for conven-
tional content analysis.

Results: A total of 29 participants were interviewed. Patients and physicians presented clear views about the role of the GP
and the cardiologist and their function in overall structure of healthcare. GPs felt their role was to bring expertise in the
patient which could supplement the cardiologists’ expertise on the condition. However, GPs had to renegotiate roles in
the teleconsultations when they saw themselves in a new situation, together with another physician and the patient.

Conclusions: Our findings suggest that joint teleconsultations can promote continuity of care for patients in the primary/sec-
ondary care interface. Active coordination between physicians with delineation of roles throughout primary-secondary care
interface is needed to manage selected patients who may benefit the most from shared care.
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Introduction
The primary-secondary care interface is key for the organ-
ization of many health care systems. The referral system
is the “organizational structure for referring medical pro-
blems from generalists to specialists.”1 In Portugal, as in
Denmark, the Netherlands and the United Kingdom,
patients seeking an appointment with a specialist must
first be seen by a primary care physician or GP, who
acts as a gatekeeper. Gatekeeping has been associated
with several benefits such as lower costs, better health
outcomes and equity in health care systems.2,3 It has
been evident there is high variation in the rates of referrals
of different GPs4 with much debate and analysis.5–7

Understanding what affects the referral decision is
important for patients to receive the same standard of
care, irrespective of location, social status among other
factors. The interoperability between different electronic
health records platforms at the primary-secondary care

interface developed to address the needs of different
health care organizations is challenging. Often, physician
communication between levels of care requires phone
calls, e-mails, letters or using patients as messengers.
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Teleconsultations may foster collaborative planning of
care, improving continuity and access to care.8 As the
healthcare needs change from the models in the past to
an integrated, longitudinal model for the future, stake-
holders from all levels should share common understand-
ing and priorities for integrated care. Telehealth may act
as a driver for integration between levels of care and
provide lessons for wide-scale future implementation. In
the context of evaluating a complex health intervention9

specifically the teleconsultations, the primary focus is to
explore patients’ and physicians’ perceptions, as it is pre-
cisely their choices that determine whether and how a
given intervention works.

Previous research on teleconsultations in healthcare
support that in selected patients, teleconsultations are non-
inferior to face-to-face ones in terms of user satisfaction,10,11

feasibility,12,13 resource use,14,15 and clinical outcomes.16–22

A systematic scoping review found that primary care patients
and clinicians report both positive and negative experiences
when using videoconsultations.23 We found no previous
studies analyzing both patients’ and physicians’ perceptions
regarding the implementation process of joint teleconsulta-
tions between primary and secondary care within the same
context.

Using health information technology (IT) to link GPs
and hospital specialists, improving dialog, may optimize
the efficient use of specialty resources, and enhance
primary care capacity.24 It reinforces the patient-centered
medicine by supporting GPs in providing longitudinal
care for a broader range of conditions and reducing frag-
mentation of care. It also has the potential to enhance team-
work between GPs and hospital specialists.25

Our study aims to explore physicians’ and patients’ per-
ceptions of the interaction on the interface between primary
care and the Cardiology service of a referral hospital
through teleconsultations.

Methods
This qualitative study was embedded in an organizational
case study of the introduction and rollout of a new
service model of teleconsultations that took place at the
point of care, taking account the evolving national
context. This single case study design26 was used to
obtain an in-depth understanding of the participants’ per-
ception of a teleconsultation intervention. This type of
study design facilitates the understanding of the phenom-
enon of teleconsultations that is at the same time context-
dependent and influenced by the individual’s experience
and characteristics.26 The design was descriptive, and the
method was based on semi-structured interviews.

We chose qualitative methods because they help to iden-
tify unexpected negative experiences and provide in-depth
understanding of how participants’ interactions with inter-
ventions produce change.27

Settings

The context for this work is the Portuguese NHS, where
general practitioners (GPs) act as “gatekeepers” to second-
ary care and the communication between levels of care
relies on electronic health records (EHRs), store
and-forward requests from the GP to the secondary care
provider (rarely leading to a dialogue) or on the exchange
of letters between the healthcare providers. This study
occurred at a time when the Portuguese NHS was seeking
to make teleconsultations available whenever appropriate.
At the national primary–secondary interface, other initia-
tives had introduced teleconsultations, albeit scarce infor-
mation is known from this experience from the available
literature.28 This project differs from previous experiences,
as it allows joint teleconsultations to occur as part of the
nationwide EHR platform at the primary-secondary care
interface. In this platform, it is possible for cardiologists
and GP to read each other’s records.

This study took place in six primary care outpatient
clinics and the Cardiology service of the referral hospital
(Hospital and University Center of Coimbra-General
Hospital). The six family health units participating in the
project belong to urban or rural practice settings and
attend to a total of 59,836 patients. The referral hospital is
in Coimbra, at the Central Regional Health
Administration, where approximately 1.6 million people
live. GPs routinely refer patients to this hospital, as part
of their gatekeeping task.

During this study, the GPs could offer teleconsultations
to patients when they judged appropriate to refer them to the
Cardiology outpatient clinic. Patients and GP participated
in teleconsultation at the primary care practice, while the
cardiologist participated from the referral hospital. The
technology included a videoconferencing tool with syn-
chronous communication, i.e. real time video and audio,
capable of producing adequate quality for users to see and
to hear each other and for sharing documents (e.g. labora-
tory results, images). Software was embedded in the
National EHR system, a web-based system developed by
the Shared Services of the Ministry of Health. Patient, care-
giver, and GPs connected from the primary care practice,
while cardiologists were at the referral hospital.
Communication between the patient, GPs and cardiologists
is interactive, allowing the request for additional informa-
tion for clarification as needed. Participants typically used
a computer with a webcam, speaker, wired internet connec-
tion and the web browser that is used for the EHRs.

Participants

Eleven physicians, 14 patients and four caregivers were
interviewed. We included patients over 18 years, able to
give informed consent, able to speak Portuguese or
English, and who had been referred from primary care to

2 DIGITAL HEALTH



cardiology for teleconsultation during the previous two
years. Patients could have any medical condition, not
requiring acute care, that led to the referral from primary
to secondary care. We expected that study participants
include mainly chronically ill patients because of their
need for frequent care and continuity of care. Patients
were recruited for the in-depth interviews from all family
health units in person or by telephone, in collaboration
with the GPs. When patient participants were accompanied
by caregivers, they were also interviewed. We included
physicians that participated in at least one teleconsultation
for real-time communication when requesting or providing
patient-specific information. We excluded patients and phy-
sicians who were unable or unwilling to give informed
consent for participation or who withdrew at any point of
the data collection.

Sample sizes were determined based on ongoing data
collection and analysis. Participants were recruited for
interviews until thematic saturation was achieved, i.e.
when ongoing data analysis yielded no new information
or redundancy of theme categories across all sites.

Informed consent was obtained prior to the participation
in any study activity. Information was provided by the lead
investigator.

Data collection and data analysis

A semi-structured interview guide for the individual
face-to-face interviews was developed based on a review
of the literature and discussions among the authors (supple-
mentary material).

Data was collected until there was evidence for data sat-
uration by repetition of themes and the analysis was per-
formed by people with different perspectives, including
an expert on qualitative research (sociologist with a
special interest in health organizations) and two GPs.

Participants were interviewed in the healthcare facility.
The lead investigator (ARJM) conducted the interviews,
which were audio-recorded and anonymized. The digital
audio recordings were transcribed verbatim by an external
transcribing service and the transcripts were validated
against the recorded material by the interviewer. All tran-
scribed interviews were analyzed independently by at
least two of the researchers to improve reliability. The tran-
scripts were stored, coded and analyzed in MAXQDA (soft-
ware for qualitative data analysis, 1995–2016, VERBI
Software-Consult Sozialforschung GmbH, Version 12.2.1,
Berlin, Germany). Data analysis followed the steps for con-
ventional content analysis.29 The interviewer and one other
researcher coded all data, any discrepancies were discussed
until consensus was reached. The coding system was
refined until no further codes emerged. After discussion
with other team members, codes were categorized. We con-
ducted an open, inductive analysis, starting with open
coding. As the objectives of the study are primarily

contextual, concerned with understanding people’s experi-
ences, attitudes and the nature of the system, the inductive
approach keeps a close focus on people’s experiences and
ideas.

Other ways of thinking critically about data analysis
were also employed, including comprehensive data treat-
ment and deviant case analysis. This involved a
re-interrogation of the data searching for new themes not
covered by the initial data analysis.30 We looked for
deviant data to contradict our emerging analysis, a
process known to add validity.31 To ensure confidentiality,
interviews were numbered sequentially and the partici-
pants’ quotes within findings were identified by the respect-
ive numerical code.

Results
The results from the interviews emphasize how the various
actors perceive the interaction on the interface between
levels of care with the application of teleconsultations dif-
ferently and how these perceptions may contribute to organ-
izational changes within the delivery of services. By the
time the interviews were conducted (September 2019 to
January 2020), all the physicians who were participating
in this pilot project were included (Table 1). Although the
planned intervention was joint teleconsultations, during
the pilot, clinicians supplemented it with remote consult-
ancy between clinicians (teleconsultancy) without the
patients being present.

These results, while focused on perspectives of physi-
cians and patients, also explored the perspectives of
carers (Table 2), who may play a key role in the referral
and decision-making process.

We found two main themes divided into subthemes
(Table 3).

Roles

Patients’ role. Although patients were not involved in the
design of this intervention, we found that the patients
appreciated being involved in the clinical communication
during teleconsultations, as some patients seemed to have
little knowledge about their condition. Our findings
revealed that patients assume a more passive attitude
towards their care, relinquishing control to their doctors,
since they seldom spoke proactively about what they
could do at an individual level. Some clinicians shared
the view that patients assume a passive role, albeit with
hope of seeing them more actively participating in the
care process, including their formal representation in
healthcare planning.

Patient (P) 3: “Doctors know what they can do to us, we
must accept. If it’s good, we accept everything!”

General practitioner (GP) 6: “The role of the patient is, in
fact, very weak. I think it may have to do with a cultural
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issue. Because people often put their decisions in our hands:
‘what would you do if you were in my shoes?’. This
happens a lot: ‘I prefer the doctor to decide for me’, ‘you
know what is best for me’. I think this has to do with
health literacy. In decision-making, the truth is that the
patient also has a certain amount of comfort, but the ser-
vices are so overwhelmed in the assistance activity and in
the clinical activity, that communication with the patient
doesn’t happen outside the office.”

Cardiologist (C1): “the patient ends up having a slightly
more passive role in this process. Sometimes during the tel-
econsultation, it will be advantageous for the two doctors to
talk with each other.”

Family’s role. The acceptance of technology is a
dynamic process, and the family members have a role
when implementing technology. Our results document the
family’s role organizing and preparing doctor visits, provid-
ing, or arranging transportation. The workload associated
with this role was reduced with the teleconsultation’s
implementation.

Caregiver (CG) 14: “It is much better than going to the
hospital, without a doubt, much better for us. Even his
mobility is also very reduced. We get in here a lot faster
than walking through those huge corridors …. Getting an
appointment would try anyone’s patience.”

Physicians’ role. Patients valued the seamless connec-
tion between healthcare personnel. Many of the patients
and caregivers described a long-term and important rela-
tionship with the primary care clinician. They recognized
the expert knowledge of the hospital consultant at one
field, and that being referred to the cardiologist was
also relevant for them. Likewise, we found the belief
among the clinicians that the hospital consultant had
the “expert” knowledge in a particular field, while the
GP is recognized to know the individual patient, includ-
ing the management of the different health problems,
care coordination, understanding of the patients’ family
and their circumstances.

CG4: “I very much appreciate the connection between
the family doctor, who is closest to the patient, isn’t it,
and really the specialist who is there in the district hospital.
The family doctor has the history, knows what happened.”

GP5: “We know the patient’s family context, we know
the patient from another perspective, focusing not only

Table 1. Characteristics of Study Physicians.

Years in practice N (%) GP Cardiologist Female Male Urban Rural

< 5 Years 2 1 1 2 0 2 0

6–19 Years 5 5 0 4 1 1 4

> 20 Years 4 1 3 2 2 4 0

Table 2. Characteristics of Study Patients and Caregivers.

Patients (No.) Carers (No.)

Sex

Female 7 4

Male 7 0

Age, mean (range), y 71 48

Present during teleconsultation 7 2

Education Level

< High school grad 13

High school grad or GED 1 2

Some college or above 2

Available technology

Computer video camera 1 4

Smartphone 2 2

Mobile phone 8 4

Fixed or landline telephones 13 4

GED: general equivalency degree.

Table 3. Themes and subthemes related to the
teleconsultation’s implementation.

Roles
- patients
- family
- physicians
- organization

Relationships
- doctor–patient communication and rapport
- interprofessional relationships
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the disease, but the patient as a whole. Sometimes it’s not
possible to write all the information and colleagues will
treat a problem and, it can happen, not seeing that
problem is also at the base of others. In the example of car-
diology, they focus the cardiac part, but then we must watch
the rest.”

Cardiologist (C) 1: “It is not only the fact that we want to
receive the patients as early as possible, but we also want to
receive those that really need us. We know that our collea-
gues GPs also have this awareness, that some of the patients
sent to us we don’t need to see. We really want to organize
this whole communication system so that we would effect-
ively receive those patients who need it, because it would
allow us to give a much quicker response. If we could
only have the patients that need us here, we would give
[snapping fingers] answer I would say almost immediately.
I think that everyone would be satisfied, of course, GPs, but
especially the patients. The problem now is that we live
here crushed, as well as our colleagues surely crushed,
with cases, and some of them shouldn’t be here.”

Patients, GPs, and cardiologists presented clear views
about the role of the GP and the cardiologist and their func-
tion in overall structure of healthcare. We found that GPs
felt empowered in addressing more of their patients’ needs.

GP4: “We take the doubts out of the medication, we
advise according to the opinion of the cardiologist I even
think it’s better, because when they [patients] go to the con-
sultation they often do not understand. It is explained by the
GP to the patient what was decided. We explain everything
in detail, what will change, what has been decided.”

However, when physicians saw themselves in a new
situation together with the patient, they had to renegotiate
roles. We found that the patients’ presence during joint tel-
econsultations appeared to create a degree of discomfort for
some GPs, mainly because it caused a lack of clarity for
clinicians about roles and conduct in these consultations.
These GP favored teleconsultations without the patient
being present, where they could have a peer discussion
with the cardiologist.

GP1: “There was a conflict of roles, and I think this was
the hardest part in the teleconsultation and that made me
even uncomfortable. Because as the patient’s GP I was
placed in a position like a clinical examiner or a transcriber
of diagnostic tests, towards another doctor who seemed
wise in everything. This makes a relationship difficult.”

Other GPs felt they could have their role as patient advo-
cate, clarifying aspects of the cardiology teleconsultation
that the patient may have not understood. Cardiologists
expressed positive attitudes towards a shared methodology
with the GP for the patient care.

C4: “Often we want to start anticoagulants, following the
guidelines, but then, as a whole, maybe it’s not such a good
idea. Because we need to be vigilant, maybe the patient
doesn’t know how to say this or that, and the GP, in the
end, knows everything.”

Organization’s role. Some patients and caregivers inter-
viewed suggested governmental resource commitment and
infrastructural and healthcare human capital development
for the future.

P6: “If the services are well equipped with everything
that is needed, I have the impression that the [communica-
tion] interferences should not take place!”

C4: “A team in this case would include the doctor, nurse,
psychologist, assistant. Like a multidisciplinary team that
would be monitoring and even watching the needs.”

P2: “If the good healthcare technicians do not find the
appropriate conditions here, they will look for them else-
where. That is why we are lacking healthcare professionals
in our country. Here they are not paid as much as they are
abroad.”

Relationships

Doctor–patient communication and rapport. Physicians
felt that the doctor–patient relationship will likely retain a
central role in how care is perceived, regardless of the
mode of delivery (e.g. virtual or face-to-face). On the
other hand, patients had mixed feeling. While some, wel-
comed the remote interaction, others expressed potential
obstacles in the doctor-patient communication with this
mode of healthcare delivery, with diminished doctor–
patient rapport when trouble with the technology happened
(e.g. absent video).

GP2: “The patient has a greater confidence in what is
transmitted to him, because he knows that a discussion
with the cardiologist happened. They end up feeling more
assured as well.”

P9: “I don’t like it at a distance, it was a strange thing,
because I wasn’t seeing the doctor! I like to see the
person. The doctors were speaking to each other, and I
was listening. Then the cardiologist spoke to me, but I
didn’t see her, she just greeted me.”

P6: “[the doctor-patient relationship] I think it’s good. I
didn’t see the cardiologist, but if I saw I would be talking to
the cardiologist as I’m talking to you, it’s the same thing.”

Also, our findings suggest that primary care encounters
and relationships can have an impact on patients’ experi-
ences with clinicians and clinical services in other settings,
as one patient and the respective caregiver mentioned a lack
of careful listening and understanding of the patient’s dis-
tress by their GP. If patients felt they had poor GP-patient
relationship, they concluded that the GP could not be a
proper advocate in their behalf during a conference
between the GP and the cardiologist.

CG13: “this doctor neither checks the blood tension, nor
listens to the person. So I don’t know what he can say to the
other side, and what can the other side solve. In order to
work well, there must be people with the capacity to
clarify what the person has and concretize in terms of med-
ications or tests.”
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Interprofessional relationships. The reach of teleconsul-
tations into primary care offers several advantages includ-
ing enabling a closer relationship and shared knowledge
between clinicians and speedier feedback of information
to patients.

GP6: “Teleconsultation makes us visible. We stop being
transparent and invisible, we no longer have a written name
… and we start to have a face.”

C4: “The GP was really concerned with solving the
patient’s problem in a timely manner.”

Our findings highlight the need of respecting collabora-
tive networks between professionals in the referral
processes.

C4: “This project has everything to benefit mainly the
patient, and also for us to do more and better, because I
think that what makes sense is that we may grow with
each other. The GP feels much more at ease in asking
questions.”

GP1: “If we increase the quality of the referrals, we will
automatically increase our technical-scientific quality. This
will make patients recognize us with more capacity,
improving the relationship of trust.”

Our results elucidate the ways in which joint telecon-
sultations created interactional difficulties in practice.
The nature of these difficulties may be related with dif-
ferences between the style of the diverse clinicians
involved, related with many dimensions of each
specialty.

GP1: “There was a very big divergence between what
we promote through motivational interviewing and what
is the relationship established at the hospital, which is a dis-
tance relationship, of paternalism.”

Physicians expressed positive attitudes to the develop-
ment of professional relationship between them, describing
the advantages of the interactive learning process.

C2: “This type of intervention brings us closer to the GP.
Because when we only receive information via computer
and we don’t even know the doctor, we don’t have the
same connection. When we start to do telemedicine, that
connection becomes closer, so we get a better understand-
ing of how that doctor interprets, both the symptoms, the
signs, and the data of the objective tests. Along the
process I think it will be very useful, the confidence that
is acquired, and the learning that we both receive and
transmit.”

Discussion
The implementation of teleconsultations at the interface
between primary care and the Cardiology outpatient clinic
influenced roles and relationships. Patients and physicians
presented clear views about the role of the GP and the car-
diologist and their function in overall structure of health-
care. GPs felt their role was to bring expertise to the
patient which could supplement the cardiologists’ expertise

on the condition. However, GPs had to renegotiate roles in
the teleconsultations when they saw themselves in a new
situation, together with another physician and the patient.

Patients valued how telemedicine promoted a seamless
connection between their physicians. Nevertheless, they
had mixed opinions about remote interaction with physi-
cians, as they recognized the value of face-to-face consulta-
tions in doctor-patient communication and rapport.
Physicians expressed positive attitudes towards teleconsul-
tations as an instrument to improve coordination of care,
mentioning closer interprofessional relationships, better
knowledge exchange and speedier feedback of information
to patients. Some physicians favored teleconsultations
without the presence of the patient, where they could use
it as an interactive learning process through peer discussion.

By the time we ended the data collection, the project was
expanding to more primary care practices, just before the
beginning of the COVID-19 pandemic. For health
systems planning to implement teleconsultations, this
pilot project experience can offer important lessons in
anticipating challenges with users’ expectations and pro-
blems emerging with health IT adoption to generate trans-
ferable knowledge to routinizing this service model. At a
time when the drive to expand teleconsultations in
primary care has been given new impetus and support by
the COVID-19 pandemic, this work provides a knowledge
base useful to other countries which intend to implement
telemedicine into their healthcare systems and is the first
study addressing in-depth both patients’ and physicians’
perspectives on teleconsultations between primary and sec-
ondary care both at the same case study.

Roles

Patients might often be unaware of the extent to which they
are able to influence events concerning them, such as their
impact on the decision to referral. As reported elsewhere,
we found that both the relationship with the GP and the
experience of having a referral to the cardiologist32 is rele-
vant for the patient, translating into a seamless connection
between healthcare personnel. Also, some clinicians per-
ceived that patients assume a passive role, consistent with
a previous study,33 albeit with hope of seeing them more
actively participating in the care process, including their
formal representation in healthcare planning. Although we
found that patients assume a more passive attitude toward
their care, we recognize that the competencies relevant to
medical decision-making and the relationship between
health literacy and self-reported patient involvement
through teleconsultations pose an interesting gap of
knowledge.

Family’s role is important, and technology facilitates an
“operative” role (e.g. arrangement of transportation for
appointments); this is relevant for patients living in
remote locations, but especially for patients who receive
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support in activities of daily living. Additionally, for older
patients, specific health events can trigger the need of
using technology,34 and especially grandchildren can posi-
tively influence the acceptance of technology.35

Our findings are in line with others, as clinicians need
time to develop and establish new roles in work processes
that come with the concept of teleconsultations.36,37

However, new tasks that are introduced when using new
technologies, such as sharing tasks (e.g. performing add-
itional testing requested by the cardiologists, or explaining
the patient the results of the joint teleconsultation in non-
technical language) lead to changes that may threaten and
disrupt spatial, professional and organizational orders in
the work and organization.38

Cardiologists expressed positive attitudes toward a
shared methodology with the GP for patient care, in line
with another study,39 recognizing a crucial role for the
GP who already has an established relationship with the
patient and is aware of all the relevant psychosocial
context. However, we found that the patients’ presence
during joint40 teleconsultations appeared to create a
degree of discomfort for some GPs, mainly because it
caused a lack of clarity for clinicians about roles and
conduct in these consultations, which is reported else-
where.41 This may be due to the fact that different forms
of communication involve a reconfiguration of relations
and interactions for clinicians and patients, as well as
between all these actors and the organization itself, which
in turn leads actors collectively to learn, innovate and
adopt new modes of communication and work. We
propose that enlarging collaborative strategies between pro-
viders through teleconsultations should help improve the
integration of patients’ care.

Innovative technological advances in health care are
inevitable and our results drawn attention to the contribu-
tion of telehealth to the increasingly complex healthcare
roles, which is consistent with previous research.42,43

Healthcare professionals are managing boundaries and
identities that the introduction of telehealth has brought
about, requiring them to develop a shared understanding
and to re-negotiate and delineate their own roles and
responsibilities.

Relationships

Given the paucity of research on doctor–patient communi-
cation and patients’ experiences with real time teleconsulta-
tions, it is unknown whether GPs are aware of their
patients’ preferences. Patients’ perceptions of quality of
care appear to be strongly connected to the quality of the
doctor–patient interpersonal engagement.44–47 Our previ-
ous work described technical issues using teleconsultations,
as communication may become less effective, and patients
recognized the value of face-to-face consultations in com-
munication and relational issues.48

As reported in previous research, clinicians who use
videoconferencing together with their patients, should
ensure that patients are able to understand what is being dis-
cussed49 and should involve the patients in clinical commu-
nication.50–52 Primary care relationships can have an impact
on patients’ experiences with clinicians, which is an import-
ant factor for the assessment on whether to trust the
doctor.53

Trust seems to be a vital factor for the patient’s comfort
in using e-mediated communication technology in the first
place, and then, the technology might have the potential
to stimulate the building of patient-doctor relationships in
alternative ways.54 Realizing the potential of the revolution
in electronic communications will require the strengthening
of clinician ethics for generosity and collaboration, centered
on people, as authors reflect.55 Our findings suggest such
hope may be warranted: the reach of teleconsultations
into primary care offers potential advantages including
shared knowledge between clinicians and speedier feed-
back of information to patients.

The establishment of personal relationships for the
development of trust is an important element for the
ability to work together and for telehealth success.56 Our
findings highlight the need of respecting collaborative net-
works between professionals in the referral processes. This
means that, not only there is evidence of the “practical” ele-
ments of integration such as information flows, but also,
there is evidence of the development of a “genuine dia-
logue” or shared culture described in terms of the way
people interacted with one another, consistent with previous
research.57–59 Because of the collaborative nature of referral
communication and the mutual knowledge involved, better
relationships between GPs and hospital consultants may
contribute to bridge gaps in ways that asynchronous
EHRs cannot.

We found that GPs and cardiologists expressed positive
attitudes to the development of professional relationship
between them, describing the advantages of the interactive
learning process. This is consistent with previous research,
emphasizing that considering each other’s work situation is
essential for a balanced communication to happen.60,61

However, in keeping with other research about inter-
actional aspects of telemedicine,41,62 our analysis elucidates
the ways in which joint teleconsultations created inter-
actional difficulties in practice. Besides, the professional
duty of providing care prevails in minds of care providers
and takes precedence over dealing with administrative
coordination of care. This finding may best be understood
in terms of a “professional-bureaucratic work conflict.”63,64

Strengths and limitations

The major strength is the inclusion of patients, caregivers,
GPs and hospital consultants. To our knowledge, it is the
first case study to explore the experiences of all these
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participants with joint teleconsultations, and the first
in-depth description of joint teleconsultations’ implementa-
tion in Portugal. The use of an interviewer who was inde-
pendent of the pilot project management contributed to
the overall robustness of the findings. The use of an inter-
view guide provided a uniform record to increase rigor.
Interviews were conducted by one researcher, which
favors questioning consistency and rapport with partici-
pants. Analysis by a multidisciplinary team facilitated the
consideration of alternate interpretations of findings.
There are limitations to this study. We did not interview
non-adopter clinicians and patients, who may have different
views on teleconsultations. The data used in this analysis is
from the perspective of GPs and cardiologists, but knowl-
edge and attitudes regarding teleconsultations of health pro-
fessionals from different specialties might differ. Additional
studies including a diverse set of specialties are needed to
explore their perspectives further on primary-secondary
care communication and expand generalizability. Also,
this case study took place in a single NHS geographic
region, and thus our findings may not reflect
co-management practices and attitudes in all NHS
primary care practices as well as in private practice.
Notwithstanding, teleconsultation’s pilot implementation
is expanding to more practices and the referral process
between primary healthcare centers and secondary care is
generally similar across the country. The purpose of this
study was to obtain context-dependent knowledge to help
program leaders better understand the important role of
context in the implementation of teleconsultation.

There are limits to the transferability of our findings. Our
focus on patients with cardiovascular disease meant that the
included patients were older and most presenting multiple
chronic conditions. Therefore, efforts should be made to
identify populations and visit purposes most appropriate
to integrate telehealth visits between levels of care.

Further work involving both patients and practitioners is
needed to fully appreciate the consequences of a shift away
from physical presence in consultations, and the implica-
tions of online systems for the quality of consultations.

More research is needed to expand the knowledge on
process outcomes, such as the quality of relations and
how the different actors need to renegotiate their roles in
the teleconsultations, to provide a better understanding of
the normative aspects of integrated health services delivery.65

Our work highlighted perceptions of the interaction
through teleconsultations that are important the patients
and caregivers and they should further contribute to the
development of patient-centered outcome measures.
Family members’ attitudes might contribute to better under-
stand the patients’ perceived need to adopt the intervention,
as they might be sensitive to the caregiver’s influence.

Patients were not involved in the design of this interven-
tion. There are challenges when engaging patients in devel-
oping healthcare services, but the active engagement of

participants in interviews about their healthcare delivery
suggests that patient involvement could potentially help to
improve care models and enhance their uptake. We hope
that our findings will prompt more telehealth strategies
designers and implementers to develop meaningful colla-
borations with patients.

Educating both GPs and cardiologists in the request and
provision of teleconsultations may improve their quality
and may promote their broader implementation. Future
work should also examine the intersubjective experience
of physical examination from both patients’ and physicians’
perspectives, perhaps based on direct observation.

Conclusions
Our study suggests that when physicians saw themselves in
a new situation together with the patient, they had to
renegotiate roles. Active coordination between physicians
with delineation of roles throughout primary–secondary
care interface is needed to manage selected patients who
may benefit the most from shared care. Our findings
suggest that joint teleconsultations can promote continuity
of care for patients in the primary/secondary care interface.
However, as patients recognize the value of face-to-face
consultations in doctor–patient communication and
rapport, a proposed combination of both modalities
(remote and face-to-face) may be the most appropriate
model of care.
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