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ABSTRACT 

The overall aim of this doctoral thesis was to explore videoconsultation as a working tool to 
increase accessibility to care in rural areas for residents, patients and healthcare personnel. 
This thesis consists of four studies, two with a qualitative approach (II, III), one with a 
quantitative approach (I) and one with mix methods (IV). In study II, focus group discussions 
were conducted with healthcare personnel at five primary healthcare centres aimed to describe 
their views on videoconsultation before the centres implemented the technology. The data 
were analysed with qualitative content analysis. In study I, a questionnaire was constructed to 
describe residents’ views on accessibility to specialist care and on using videoconsultation as 
a tool to increase the accessibility. Data was analysed with descriptive statistics. In study III, 
26 patients who have participated in videoconsultation were interviewed about their 
experiences with specialists care via videoconsultation. The interviews were analysed with 
thematic content analysis. In study IV, individual interviews were conducted with eight 
general practitioners and one district nurse to have them describe their experiences of using 
videoconsultation in rural areas. Consultation reports were developed to give knowledge 
about technical functionality and the VC. These data were analysed with content analysis and, 
descriptive statistics respectively. The results show that a patient-centered videoconsultation 
was important. An advantage for the patient was reduced travels for specialist care but a 
disadvantage was not to have the opportunity to meet the specialist physician face to face. An 
important prerequisite for the patient to feel safe in videoconsultation was that the personnel 
be comfortable with the technology. The results also reveal that it was important to evaluate 
costs and personal recourses before implementing the technology (II). The respondents first 
chose to meet the specialist physician face to face and in second hand via videoconsultation 
with their general practitioner beside them. Videoconsultation was considered to save time, 
money and environment when patients did not have to travel (II, III). Residents felt secure 
when they were allowed to choose for themselves if they should participate in 
videoconsultation or receive a referral (III). Healthcare personnel considered that 
videoconsultation encounter were a useful opportunities for education and discussions with 
the specialist physician (IV). 

To conclude, videoconsultation increase the accessibility to specialist care for residents in 
rural areas. Although videoconsultation is considered important for the specialist care 
accessibility, participants thought that there was times when face-to-face meeting was to 
prefer. Distance videoconsultation saves time and money for the patient, the healthcare 
organization and the environment.   

Key words: videoconsultation, e-health, rural areas, nursing, primary healthcare, specialist 
care 
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ABBREVIATIONS AND DEFINITIONS 

DN District Nurse  

FG Focus Group 

GP General Practitioner 

HU Head of Unit 

ICT Information and Communication Technology 

MLS Medical Laboratory Scientist 

PHC Primary Healthcare 

RN Registered Nurse 

RNM Midwife 

SP Specialist Physician 

VC Videoconsultation 

Face-to-face encounter – A physical meeting between people in the same room  

Rural area – There are different definitions of rural areas, depending on the delimiting 

conditions and the purpose of the definition. The definition used in this thesis considers an 

area rural if the population is < 150 inhabitants per km (Glesbygdsverket, 2008).

Videoconsultation encounter – Meeting between people via videoconsultation 
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INTRODUCTION 
This doctoral thesis focuses on using VC at a distance as a working tool to increase 

accessibility to care and specialist care in rural areas, from resident, patient and healthcare 

personnel’s points of view. There are several different terms for the use of audio and video in 

real time during consultation at a distance in healthcare. eHealth is a term widely used by 

different actors, but an agreed-upon or precise definition is lacking (Oh, Rizo, Enkin & Jadad, 

2005). According to the EU Commission (2012), eHealth is an umbrella term for care and 

support at a distance. Information and communication technology, constitute one part of 

eHealth, and can be described as a tool used for prevention, diagnosis, treatment and 

monitoring and control of people’s health. Telehealth is another part of eHealth and Doughty 

et al. (2007) described telehealth as the umbrella term for telecare and telemedicine; 

furthermore, they described telecare, including audio devices, video therapy and telemedicine, 

as real-time consultation and image review. Telecare was mainly for community care, and 

telemedicine for hospitals and medical centers. In this thesis, the abbreviations ICT and VC 

will be used for eHealth, telehealth, telemedicine and telecare. 

During the last decade, ICT has become a factor to consider in the development of secure and 

effective care and thereby a rapid increase to implement ICT in healthcare organizations has 

started (WHO, 2006). The increased demand for healthcare and the increasingly aging 

population are two of the reasons for the extensive research efforts (Marziali, 2009). These 

increased demands will require greater efficiency, individual and fair quality-oriented health 

care with limited financial resources (Mair & Whitten, 2000; Marziali, 2009). Healthcare 

organizations’ efforts to reduce costs by centralizing specialist care to fewer but more 

specialized clinics has led to a more advanced medical care outside the hospital (Eysenbach, 

2001). According to Qidway, Beasley and Gomez-Clavina (2008), ICT has become cheaper 

and easier to use, more accessible, and has increased the potential for ICT use between patient 

and doctor. Access to specialist care, regardless of where the care is geographically situated, 

increases the quality of care. Examinations at a distance allow a more efficient use of SP

competence which enables the time before diagnosis and treatment plan to be shortened and 

thereby providing the care more effectively (Iakovidis, Wilson & Hearly, 2004).  
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BACKGROUND

Accessibility to healthcare for residents in rural areas  
Distance is a big challenge in planning and providing healthcare (Maserat, 2008; Smith & 

Gray, 2009), and this is often a central cause of injustice when it comes to access to specialist 

care for residents of rural areas (Doorenbos et al., 2011; Smith & Grey, 2009; Toledo, Triola, 

Ruppert & Siminerio, 2012). Healthcare providers in rural areas often offer a broad variety of 

services, and they are frequently isolated from interaction with specialist care (Donnem et al., 

2012). Rural and remote primary care settings are varying, and not all investigations or 

treatment options are available to all residents (Wilkinson, Smith, Margolis, Gupta, Prideaux, 

2008). Care in rural areas often suffers from lack of physicians, and long-distance travel to 

urban areas can constitute an obstacle to care for residents (Bynum & Irwin, 2011; Toledo et 

al., 2012). Referrals from PHC centers to specialist care at hospitals join the same waiting 

lists as outpatients waiting for treatment, and this influences the quality of life for rural 

residents in need of care (Ferre-Roca, Garcia-Nogales & Pelaez, 2010).  

Residents of rural areas often have no choice but to travel to specialist care, meaning an often 

uncomfortable, expensive and long journey that usually ends with a five to 10 minute 

specialist visit (Smith & Grey, 2009). Therefore, GPs must adapt their work practices to their 

context, demonstrating resourcefulness and flexibility in thinking (Wilkinson et al., 2008). 

Decisions to write a referral are often made when the GP considers that they no longer have 

knowledge or ability to help the resident in need of care (Sigel & Leiper, 2004). When there is 

variation in access to care, waiting for a referral leads to waiting time for the patient’s

problem to be assessed (Harrison, MacFarlane, Murray & Wallace, 2006). It is suggested that 

new organizational strategies should be identified to improve primary care and its link to 

secondary care in terms of efficacy and suitability of interventions, thereby preventing 

unnecessary hospital visits and saving costs (Zanaboni et al., 2009). Although numerous 

policy initiatives have been introduced with the intent of reducing inequalities in the provision 

of health services, problems with access to healthcare persist amongst residents of remote 

rural areas (Croker & Cambell, 2009; Stenlund & Mines, 2012). 
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Information and communication technology and healthcare in rural areas 
Advances in ICT have increased methods by which patients and healthcare professionals can 

communicate and ICT means opportunities for access to high quality healthcare (Hjelm, 

2005). Information and communication technology represents a unique opportunity to 

improve healthcare delivery when distance or travel challenges are a barrier to specialist care 

(Fatehi, Gray & Russell, 2013; Glaser et al., 2010; Toledo et al., 2012). Information and 

communication technology promotes improved local services, providing a faster SP clinical 

assessment, reinforcing the GP’s clinical skills and providing increased support from and 

access to specialist care and its resources (Moffat & Eley, 2010). Further, ICT has been used 

by healthcare personnel and patients to facilitate the sharing of medical knowledge and 

delivery of healthcare without the distance being relevant (Fisher, Reichlin, Gutzwiller, 

Dyson & Beglinger, 2006; Gordon, 2012).  Information and communication technology has 

shown to improve healthcare delivery by increasing access to secondary and specialist care 

which would otherwise only be accessible by patients in rural areas after a long journey 

(Harrison & Lee, 2006; Lopez, Valenzuela, Calderón, Velasco & Fajardo, 2011). Over the 

last years ICT has diffused rapidly in healthcare practice. To ensure the promised benefits of 

ICT systems usability has become a major priority for the research community (Agha, Wier & 

Chen, 2013). Remote consultation could offer patients specialist care no matter where they 

are (Bynum & Irwin, 2011; Harrison et al., 2006; Ignatius, Perälä & Mäkelä, 2010; Nugent, et 

al., 2011; Richstone, Kavoussi & Lee, 2006), and rural regions in particular could benefit 

from the use of VC, as travel time and money are reduced (Armfield & Smith, 2010; Ignatius 

et al., 2010). This offers the patient the benefits of receiving treatment from the best 

specialists who, because of geographical distances, could not otherwise provide such 

treatment in place (Nugent et al., 2011; Richstone et al., 2006; Warshaw et al., 2011; Wesson 

& Kupperschmidt, 2013).

The use of technology as a different solution to the problem of accessibility to healthcare in 

rural areas has increased the last decades. Since the mid-1990s, the costs of VC technology

have rapidly decreased, which has allowed use of the technology in rural or remote healthcare 

establishments (Savard, Borstad, Tkachuck, Lauderdale & Conroy, 2003). The main purpose 

of using videoconferencing systems in telemedicine is to give visual instructions and 

demonstrations to the patient, and for patients to visually present and describe the problems 

and symptoms to healthcare personnel (Nugent et al., 2011). According to Harrison (2006), 
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the use of VC can improve services for patients who live in rural areas. Uldal (1999) 

described that VC has been used for patients in the areas of cardiology, dermatology, 

otolaryngology, and to some extent pathology. As an example of that the existing skills can be 

sufficient and not considered possible to use it in full if there were no access to guidance. 

Törnqvist, Holm-Sjögren and Schweiler (2000) reported experiences of supervising 

healthcare personnel remotely at acute peripheral units and thus improve survival 

significantly for patients in trauma care. Videoconsultation between healthcare provider and 

client has occurred in different healthcare professions to obtain necessary services and advice 

to people living in rural areas (Stenlund & Mines, 2012). Information and communication 

technology also strengthened clinical collaborations (Gordon, 2012).  

Videoconsultation has been tested in several healthcare areas. Carle, Made and Hellström 

(2001) and Donnem et al. (2012) described the use of VC between PHC and specialist clinics 

in the area oncology. Armfield and Smith (2010) described that VC has been used for care of 

people with wounds. Stenlund and Mines (2012) described VC concerning a dietitian, and 

Moffat and Eley (2010) in the areas of psychiatry and radiology. Several studies have been 

performed between PHC and dermatologists (Bynum & Irwin, 2011; Gordon, 2012; Moffat & 

Eley, 2010; Warshaw et al., 2011). Wesson and Kupperschmidt (2013) reported experiences 

of supervising healthcare personnel remotely at acute peripheral units thus improving survival 

for patients in trauma care. Diabetes care in rural areas often suffers because of physician 

shortages, and therefore VC can be seen as an alternative model to increase access to 

specialist care in rural areas (Fatehi, Gray & Russell, 2013; Toledo et al., 2012). 

Löfgren, Boman, Olofsson and Lindholm (2009) studied cardiac consultation via remote 

echocardiography. The goal of the study was to achieve improved quality of life for patients 

with heart failure with faster diagnostics setting and thereby reducing the suffering of the 

patient and ultimately reducing costs of healthcare. Furthermore, Lindberg, Öhrling and 

Christensson (2007) used VC as a tool for contact between midwives and new parents in their 

homes. Eriksson, Lindström, Gard and Lysholm (2009) tested VC during rehabilitation after 

shoulder replacement surgery. Lindberg, Axelsson and Öhrling (2009) tested VC to support 

parents of premature infants in their homes with consultations by nurses in children’s

intensive care units. Videoconference was used to support groups of spouses of individuals 

with early-onset dementias, since there was a problem with large distances between rural 
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healthcares providers (O´Connell et al., 2014). According to the Ministry of Health and Social 

Affairs (2006), increased ICT access can improve participation in healthcare for elderly and 

terminally ill patients. Savolainen, Hanson, Magnusson and Gustavsson (2008) described the 

use of VC between older people living at home and healthcare personnel, and they considered 

that the use of VC completely served its purpose.  

Patients’ experiences of videoconsultation in primary healthcare  
Patients´ satisfaction with ICT mainly demonstrated a positive response to VC. For patients 

participating in care using VC, it meant direct communication with those involved in their 

care. It was considered as superior to telephone or letter consultation (Mair, Whitten, May & 

Doolittle, 2000). Videoconsultation between rural youth experiencing early psychosis and SP 

revealed that the patients felt comfortable and had no problem to understanding the 

instructions during the VC assessment some of them stated that they would recommend VC if 

there were someone who needed help (Stain et al., 2011). An important benefit of VC for 

patients is that they may remain in familiar surroundings with their support network (Moffat 

& Eley, 2010; Stenlund & Mines, 2012).  Patients were satisfied after having VC with a 

specialist dentist. The further away from the hospital (specialist dentist), the more satisfied the 

patient seemed to be about the opportunity to participate in VC encounters (Ignatius et al., 

2010). Patients considered that VC made it easier to receive medical care and they thought 

that they would not have received better care if they had seen the SP face-to-face (Gordon, 

2012). Benefits for rural patients participating in VC encounters instead of travel include 

reduced expense and inconvenience, improved access to specialist care (Kitamura, Zurawel-

Balaura & Wong, 2010; Moffat & Eley, 2010; Stenlund & Mines, 2012) and perceived ability 

to communicate effectively with the SP (Kitamura et al., 2010). The patients were generally 

satisfied overall with VC (Glaser et al., 2010; Toledo et al., 2012).  

Videoconsultation was also requested for follow-up visits for the vast majority of the patients

who needed it (Glaser et al., 2010). Videoconsultation was considered as convenient, and 

patients experienced shorter waiting time and felt that they received more attention from the 

SP (Stenlund & Mines, 2012). Furthermore, a perception of safety and security was also 

reported (Lindberg et al., 2009; Lindberg et al., 2007). Patients with skin problems, who met a 

dermatologist via VC and then a GP face to face, resulted in the majority of the patients 
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preferring to meet with the dermatologist via VC, instead of travelling for a face to face 

meeting with the dermatologist or to being examined by a GP. A small minority preferred to 

be examined in the traditional way even if it meant that they had to travel (Lowitt et al., 

1998). It also emerged that younger patients were more positive towards the new technology 

when compared to the older patients. Travel time and, therefore, their loss of time were 

reduced by 50 percent; they had reduced absence from work in cases where the referral was 

avoided (Carle et al., 2001).The quality of care, from the patient’s perspective, was also 

improved when the diagnosis and treatment was carried out at the same care encounter 

(Löfgren et al., 2009). Videoconsultation by a remotely located endocrinologist, combined 

with diabetes self-management education provided at the PHC by a diabetes nurse, was 

perceived as satisfying by the patients (Toledo et al., 2012). A study (Fatehi et al., 2015) 

showed that patients with diabetes who were participating in VC with an endocrinologist were 

generally satisfied with the remote encounter.  

Healthcare personnel's experiences of using videoconsultation in primary 

healthcare 
Healthcare personnel's experiences of VC showed that a prerequisite for the VC encounter to 

be good was that healthcare personnel were trained in how the technology worked (Nilsson, 

2007; Törnqvist et al., 2000). There must be technical support available (Nilsson, 2007; 

Nilsson, Skär & Söderberg, 2008), and the technology must be user friendly (Nilsson et al., 

2008; Norum, et al., 2007; Stenlund & Mines, 2012), with a plan for keeping it up to date 

(Norum, et al. 2007). Healthcare personnel considered that considerable resources were 

allocated to provide the hardware, but there was little money to support healthcare personnel 

needs (King, Richards & Godden, 2007). Even SP were satisfied with VC, and SP considered 

that they gained a better understanding of the GP´s work situation (Carle, et al., 2001). The 

time savings for the patient and the closeness to specialist care despite the distance were 

clearly the biggest advantages of VC (Murdoch, 1999). Healthcare personnel need to see the 

benefits of VC; otherwise, the additional training, technical requirements and implementation 

costs for using ICT may be viewed as unnecessary intrusions into their usual work (Miller, 

2011). The impact of satisfaction with the use of VC may depend on how frequently the

healthcare personnel use the technology (Glaser et al., 2010). Healthcare personnel, generally, 

demonstrated overall positive attitudes toward VC (Glaser et al., 2010; Kitamura et al, 2010; 
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Toledo et al., 2012) and considered that they benefitted  by up-skilling from increased contact 

with and increased  access to experiential learning from close contact with SP, meaning 

professional development (Moffat & Eley, 2010; Stenlund & Mines, 2012).  

According to Bynum and Irwin (2011), the main reason for GPs agreeing to use ICT is their

desire to improve patient access to care. Donnem et al. (2012) described that healthcare 

personnel expressed that VC improved patient care to a great degree; they also felt that VC 

contributed to confidence and adequate patient care. Healthcare personnel experiences of VC 

also related to the organization of the service. There could be poor accessibility to specialist 

care when it is difficult to integrate VC with the reception schedule. In a study by Lindberg et 

al. (2007), midwives reported that there was a need to investigate the implications for the 

organization of work before an implementation of VC was conducted. De Veer, Fleuren, 

Bekkerna and Francke (2011) expressed that when the nurses thought that the patient would 

have some advantage from the technology, they were more willing to use it and when they 

thought there were minimal benefits for the patient it impeded the introduction of the 

technology. 

Research (Abrahamian, Schuller, Mauler, Prager & Irsiger, 2002; Carle et al., 2001; 

Savolainen et al., 2008) showed that sound and image transmission were found in many cases 

to be of good quality. According to Carle et al. (2001) in 90% percent of the VC, the SP 

considered the technical quality as sufficient to make a satisfactory decision. Skeletal image 

transmission of x-rays also showed such good quality that it was possible to make a clinical 

assessment of, for example, fracture modes and osteoarthritis grade. Lindberg et al. (2007) 

described that the quality of communication was dependent on the quality of the sound and 

image, and that the quality of the sound was more important than the image quality. Uldal 

(1999) and Whited et al. (1999) described that there were great demands on space and light to 

carry out optimal VC, especially in dermatology. Koch (2010) stated that healthcare 

organizations need to be more effective, and therefore more dependent on technical solutions 

supporting the decentralization of healthcare, with higher patient involvement and increased 

societal demands. These technologies need development, implementation and to be studied in 

their own settings. Moffat and Eley (2010) reported that the benefits of VC were improved 

communication and confidence with VC technology. Also, the educational value, decision 

support, advice and "second opinion" were esteemed highly by the GPs. The increasing 
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development of knowledge may involve the PHC being reinforced as a healthcare base 

making it more natural for the patient with health problems to go there (Carle et al., 2001). 

Healthcare personnel also felt that ICT could be beneficial and support them in different 

ways. The healthcare personnel were also concerned that ICT would reduce costs and thereby 

reduce the need for healthcare personnel. It was also revealed that there was a little interest in 

using and developing methods for the use of ICT in their work. Resistance appeared to 

depend on the previous experiences with the technology and the fear of not being able to 

handle it (Sävenstedt, Sandman & Zingmark, 2006).  

The introduction of VC and its impact on healthcare personnel was examined, and it revealed 

that GPs were more positive to the use of computers and VC than the nurses. The nurses 

considered that the VC could undermine psychological support to the patients. Both GPs and 

nurses considered it important to be able to touch the patient in order to reassure and provide 

security. The SP saw it as a limitation when not being able to palpate and smell if there were 

any odors from the patient. They thereby became dependent on the knowledge and ability of 

the GP or the DN who presented the patient (Boodley, 2006; King, Richards & Godden, 

2007). Specialist physicians offered that despite some limitations, the medical background 

(Boodley, 2006) and the physical examination could be completed with help from the GP or 

DN who presented the patient (Boodley, 2006; Fatehi, 2013). Matusitz and Breen (2007) 

thought that there had often been physicians who dominated the field of ICT, but the role of 

nurses has now been expanded, and it pervades the ICT sphere. Harrison and Lee (2006) 

described that the nursing role within the ever-growing e-health market assumes that nurses have 

knowledge of everything, from how the system works to being an expert on how the technology is 

used, and it requires additional basic education and continuing training.

11



RATIONALE 

Accessibility to healthcare is essential for everyone, but especially important for people living 

in rural areas because they must long travel distance to obtain healthcare. Most rural areas in 

Sweden have limited accessibility particularly concerning specialist care. Specialist care is 

centralised to fewer but more specialized clinics, and as a consequence, a more advanced care 

is provided at healthcare centres; this is the scenario in Norrbotten. The literature review 

shows that VC is a possibility to increase access to healthcare. Distance VC seems therefore 

as an effective working tool for increasing healthcare accessibility especially for rural 

residents. The focus of this thesis is thus to explore and test whether VC can be used for 

patients who need specialist care in rural areas in order to increase accessibility, decrease 

travel time and reduce time taken off from work. Knowledge of patients’ and healthcare 

personnel’s experiences using distance VC is important if the method is to be accepted as a 

working tool for increasing accessibility to PHC and specialist care. The knowledge from this 

thesis can be used for developing distance VC to meet the needs of residents, patients, and 

healthcare personnel in rural areas.
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THE AIM OF THE DOCTORAL THESIS 

The overall aim of the thesis was to explore videoconsultation as a working tool to increase 

accessibility to care in rural areas for residents, patients and healthcare personnel 

Specific aims of the papers
Paper I a) to describe views of residents of rural areas on accessibility to specialist care  

b) to describe the views on using VC as a tool to increased accessibility to 

specialist care. 

Paper II to describe healthcare personnel´s views on VC before implementing the 

technology in their work. 

Paper III to describe patients’ experiences with specialist care via VC encounters 

Paper IV to describe healthcare personnel’s experiences using VC in their work 
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MATERIAL AND METHODS 

Research design  
In this thesis, different methods were used to reach the objectives of the studies (I-IV). The 

choice of methods was based on the aim of the studies. Study I has a quantitative approach 

and a questionnaire ‘Accessibility to specialist care for people living in rural areas’ was 

developed for reaching the aim of the study. Descriptive statistics were used to analyse the 

questionnaires, and content analysis was used to analyse the open questions. In studies II and 

III, qualitative methods with an inductive approach were used. The FG discussions with

healthcare personnel (II) and the individual interviews with patients (III) were analysed with

content analysis (II), and thematic content analysis (III). In study IV, an explanatory mix 

method design was used to achieve the study aim. Individual interviews were performed with 

the participants in the study and a consultation report was constructed for data collection. An

overview of the participants and of the, data collection and data analysis methods is presented 

in Table 1.

Table 1. Overview of participants, data collection and data analysis of studies I-IV
Paper I II III IV
Participants Residents visiting 

PHC centres
(n=152)1

DN (n=9)   MLS (n=1)
GP (n=3)    RNM
(n=2)
HoU (n=2) RN (n=2)
(total n=19)

Patients
(n=26)

GP (n=8)
DN (n=1)

Age
18-40
41-50
51-60
61-70
71-

17
22
26
44
42

3
8
8

5
3
3
5
10

2
3
3
1

Gender 97 women
54 men

17 women
2 men

15 women
11 men

5 women
4 men

Data collection Questionnaires FG discussions Individual 
interviews

Individual 
interviews/
consultation 
reports

Data analysis Descriptive 
statistic/
qualitative content 
analysis

Qualitative 
content analysis

Thematic
content analysis

Mixed method

1 Information about age and gender is missing in Paper I, n=1 
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Settings  
This research project was conducted in the county of Norrbotten, which is situated in the 

northern part of Sweden. It covers 25% of Sweden’s area and has a population of 250 000 

inhabitants at 2.6 persons per km2. There are 36 PHC centres and five hospitals in the county. 

The main hospital where most specialist care is located is in Luleå, the provincial town. This 

means that for many residents and their relatives, there are long distances to travel for

specialist care. The need for healthcare with good accessibility and quality has thus been 

established. This research project was planned and performed when the County Council of 

Norrbotten was planning to implement the use of VC encounters for specialist care in all 

county healthcare centers.

Five PHC centers were included in the research project where patients with skin problems met 

a dermatologist at the main hospital via VC. The project also included VC between a cardiac 

specialist nurse and patients with heart disease. In contrast to the usual care, the patient and 

the GP could choose to have a VC encounter, in which patients with skin problems would 

meet a dermatologist through VC at the main hospital rather than having the GP send a

referral to specialist care.  The distances to the nearest hospital were between 23 and 246 

kilometres for the participants in this thesis.

Participants and Procedure
Residents in rural areas (I)  

In the study presented in Paper I, the sample consisted of 152 residents who were visiting 

their local PHC centers, i.e. people who visited any of the five PHC centres included in the 

studies in this thesis. Respondents had to meet the following study inclusion criteria, being

aged 18 or older and capable of making their own decisions and being able to read and write 

the Swedish language. The receptionist at the front desk at each PHC centre consecutively 

distributed the questionnaire to individuals who visited the PHC centres.

Healthcare personnel (II, IV)  

In the study presented in Paper II, a purposive sample of 17 women and 2 men consented to 

participate in FG discussions. The participants were aged between 30 to 64 years (md=48) 

and had been working in the healthcare sector for between five to 45 years (md=24). Inclusion 

criteria for participating in the FG discussions were one year or more of experience working 
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at the PHC centre and no previous experience working with VC. The healthcare personnel 

were given both verbal and written information about the study. The personnel who agreed to 

participate were contacted thru mail for decision about time for the interview. The FG 

discussions were conducted at the PHC centre in a quietly room.

Patients (III) 

In the study presented in Paper III, a purposive sample of twenty-six patients, 11 men and 15 

women between 18 and 83 years of age (md=63) participated in the study. The inclusion 

criterions for the study were patients that have participated in a VC encounter at the PHC 

centre with a specialist physician or specialist nurse from the main hospital. The GP or the 

DN at the local PHC centre provided an information letter and a letter of informed consent to 

the patients. Those who agreed to participate were contacted by telephone to choose a time 

and place for the interview. The interviews were conducted at the PHC centre, in the patient´s 

home or via phone, at the patients’ discretion.

General practitioner and district nurse (IV) 

In the study presented in Paper IV, a purposive sample of healthcare personnel, eight GPs and 

one DN (four men and five women) participated. The study inclusion criterion was having 

experience with participating in a VC encounter with a patient and a SP. The GPs had 

participated in a VC encounter with patients, and the SP was located at the main hospital. The 

DN had either helped the patient with the technology to reach the cardiac specialist nurse or 

sat next to the patient during the VC encounter. The healthcare personnel who agreed to 

participate were contacted by mail for decision about time and place for the interview. The 

interviews were conducted at the PHC centre or by phone.  

The intervention – real-time distance videoconsultation (III, IV) 
This intervention was conducted between January 2010 and February 2012 using VC

encounter for patient needed specialist care. Each VC encounter was held within a few days 

and one week from the patient’s first visit to the PHC centre. At the beginning of the 

implementation project, the VCs were scheduled for one morning each week at predetermined

times for each PHC centre. In the VCs between patients and the heart specialist nurse, the VC 

was scheduled by the heart specialist nurse, and sampling was conducted by the DN, before 

the VC, at the patient’s PHC centre. A PC-based solution that combined Polycom® and
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CMA® desktop videoconferencing software (standard H.323, protocol used for real-time 

media transmission) was used in the project. For imaging between the PHC centre and the 

specialist clinic, a standard Logitech® web camera was used. The SP (a dermatologist) used a 

standard headset; the GPs, DN and the patients used external speakers and microphones for 

audio communication. For the communication, the project used the County Council’s own

part of Lumiora, Sweden’s most comprehensive high-speed regional broadband network.  

Data collection methods  
Questionnaire - Residents (I) 
In the study presented in Paper I, a questionnaire, ‘Accessibility to specialist care for people 

living in rural areas’, was developed because there was no available questionnaire that 

measured rural resident’s views on accessibility to specialist care and on using VC as a tool to 

increase this accessibility. The construction of the questionnaire was based on a review of 

research in the area. According to Polit and Beck (2012), questionnaires offer the possibility 

of completely anonymous data compared with interviews, in which the interviewer knows the 

respondent. Respondents who are guaranteed anonymity likely give more candid responses.   

A pilot study was conducted to develop the questionnaire. According to Dawson and Trapp 

(2004), a pilot study should be performed to reveal whether questions are difficult to 

understand and if there are unclear questions or instructions. Twenty respondents were 

recruited to test the questionnaire, and this resulted in revising the original questionnaire 

based on the recommendations that emerged. The revised questionnaire was completed by an 

additional twenty respondents, and their answers led to the clarification of one question. Then, 

the questionnaire was considered to have achieved face validity. According to Dawson and 

Trapp (2004), face validity refers to the degree to which a questionnaire appears to measure 

what it is supposed to measure, i.e., the questions relate to the issue. 

The questionnaire ‘Accessibility to specialist care for people living in rural areas’ consists of 

23 items and 2 open questions. The questionnaire comprised the following areas: 

demographic characteristics (six items); distance and accessibility (eight items); possibilities 

for VC in future care (seven items) and the need for assistance (two items). It consisted of 

multiple-choice questions with fixed responses and two open questions. Sixty information 

letters and questionnaires were distributed at each of the five PHC centres that were included 

in the study (n=300). One hundred fifty-two respondents completed the questionnaire, a
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response rate of 51%. It was not possible to send reminders because the respondents were 

anonymous. The data collection lasted from March 2010 to November 2010.  

Focus group discussions – Healthcare personnel (II) 

Focus group discussion data were collected for the study presented in Paper II. According to 

Kruger and Casey (2009), FG discussions are particularly effective when the researcher wants 

to gain knowledge and understanding about the participants´ views and thoughts about a 

specific topic, in this case, VC. Focus group discussions are considered more natural than 

individual interviews because the participants are influenced by each other in a way that is 

quite similar to the dynamics of real-life situations. There are no issues with homogeneous 

FGs if they include sufficient variation in participant opinions regarding the area of interest 

(Kruger & Casey, 2009), an advantage with relatively small groups is that everyone can be 

heard (cf. Kitzinger & Barbour, 1999; Krueger & Casey, 2009). The moderator’s role is to 

facilitate the discussion in a non-directive way using predetermined questions (Gibson & 

Bamford, 2001), and one of the most influential factors in the quality of FG discussions 

results is the moderator’s respect for the participants (Krueger & Casey, 2009).  

During 2010, five FG discussions were held, at the PHC centres to understand and describe 

the personnel’s views on VC before the technology was implemented in their work. The FGs

consisted of one group with five participants, two groups with four participants and two 

groups with three participants. An FG discussion was conducted at each of the five PHC 

centres that were included in the study, and each FG had a moderator (the author of this 

thesis) who organised and facilitated the discussion, guided by open-ended questions. An 

assistant managed the logistics, such as seating, and took comprehensive notes. The thematic 

areas used in the FG discussions were: possibilities for and consequences of having 

specialised VC; the significance of VC to the participant’s work; VCs impact on the 

organisation; and the patients’ response to using VC. The thematic areas were discussed and 

the follow-up questions were answered with the aim obtaining a broader, more informative 

picture of the participants’ views on VC before the technology was implemented in their 

work. The FG discussions lasted between 35 and 60 minutes (mean=45 minutes) and were 

recorded on an audio storage device and later transcribed verbatim.
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Individual research interviews – Patients (III) 

The intention of the individual research interviews was to obtain a nuanced and open 

description of the interviewees’ perceptions of a specific area. Interviews can be seen as a 

discourse between the interviewer and the interviewee about a topic of interest. To ensure that 

a specific topic is covered in qualitative interviews, a topic guide can be used. Interview also 

gives the interviewees the freedom to tell their stories in their own words and with as many 

explanations as they wish (Kvale & Brinkman, 2012).

In the study presented in Paper III, the data collection consisted of 26 individual semi-

structured interviews with patients. An interview guide was used with nine open-ended 

questions: Please tell me about your experience with the VC; Tell me what you think VC 

might mean for your future care; Please share your thoughts on specialist care via VC; Please 

tell me what opportunities and obstacles you can see with VC; Can you tell me in which areas 

of care you think distance VC would be helpful for you? Tell me about your experience about 

with the support from the healthcare personnel; was it good or bad? What did you feel about 

the answers or advice you got from the specialist physician? Would you considered having 

VC alone in the room if the staff were available outside if needed? How long did you have to 

wait before the VC encounter? Clarifying questions were used, i.e., Can you give some 

examples? How do you think now? What do you think it would mean for you? What could 

have been done differently? The interviews were carried out between June 2010 and 

December 2011, lasted between 10 and 30 minutes (md=15 minutes), and were audio taped 

and later transcribed verbatim. The patients were interviewed at the PHC centre, their homes 

or by phone. 

Mixed methods – General practitioners and district nurse (IV) 

In the study presented in Paper IV, an explanatory mixed method design was used. Mixed 

method design entails collection and analysing both quantitative and qualitative data to 

address different but related questions. By using both techniques within the same framework, 

mixed methods research can incorporate the strengths from both qualitative and quantitative 

methodologies. The goal with the method is not to replace either of these approaches but to 

minimise the weakness and draw from the strengths of both qualitative and quantitative 

studies (cf. Cresswell & Plano Clark, 2007; Sandelowski, 2000). The purpose of using 

qualitative and quantitative methods together in mixed method research is to explain, clarify 
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or otherwise more fully elaborate the analysis result (Sandelowski, 2000). In this study, 

individual interviews and written consultation reports from eight GPs and one DN were 

collected to achieve the study aim.  

Individual semi-structured interviews were held with eight GPs and one DN who had 

participated in VC encounters. An interview guide was used with open-ended questions, and 

clarifying questions were also used depending on the respondents’ answers; Could you please 

tell me how you experienced using VC in your work; Please tell me how it affected your 

work; What are your thoughts about the new working method? Have you received any 

guidance or training via VC; if yes, can you please tell me about your experiences? Please tell 

me about possibilities and obstacles you experienced with VC; Do you experience that VC 

gives increased accessibility to care for your patients? The interviews were carried out 

between January 2011 and June 2012, lasted between 10 and 55 minutes (Md=17) and were 

carried out at the main hospital, at the PHC centre or via phone. The interviews were audio 

taped and later transcribed verbatim.  

Consultation reports were included with 15 items and one open question. The consultation 

reports were developed with a focus on acquiring knowledge about VCs’ technical 

functionality. The report consisted of fixed- response multiple-choice questions and one open 

question that asked if there were other comments the respondents wanted to add. The areas 

were: technical functionality (five items), reason for contact (six items), outcome of the 

consultation including who was responsible for following up with the patient´s problem (one 

item), the PHC centre that was responsible for the VC encounter (one item), encounter 

satisfaction (one item) and time consumption (one item). After the first consultations the 

healthcare personnel gave feedback on the questionnaire to improve the understanding of the 

issues and answers. After the feedback, one alternative to a question was added to make the

possible answer to the question more detailed. The GPs and the DN completed the

consultation reports after they had participated in the VC encounter. Given that 130

questionnaires were completed and there were 174 consultations, the response rate was 75%. 

The consultation reports were completed between February 2010 and February 2012. 
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Data analysis methods 
Quantitative data analysis (I, IV) 

The data from the questionnaire presented in Paper I and the data from the consultation 

reports presented in Paper IV were entered and analysed using the Statistical Package for 

Social Sciences (IBM SPSS®), versions 20.0 and 22.0. The quantitative data were analysed 

with descriptive statistics, including cross-tabulation with chi2 test. The Chi2 test was used to 

calculate ordinal data. A p-value <.05 was considered to be statistically significant. 

Qualitative content analysis (1, II, IV)

Qualitative content analysis (cf. Downe-Wamboldt, 1992) was used to analyse the qualitative 

data in studies I, II and IV. The data analysis began with reading the transcribed texts multiple 

times to gain a sense of the content. Guided by the research question’s, units of analysis, i.e., 

words, sentences, phrases, paragraphs, or whole text that corresponded with the study aim, 

were identified and given a code, for example, patient, evaluation, technology, etc. The 

encoded units of analysis were condensed and sorted into categories based on similarities and 

differences in content, and those categories were then subsumed into final categories. Finally, 

the units of analysis were reread and checked (I, II, IV) for the accuracy of their 

categorisation.

Thematic content analysis (III) 

Thematic content analysis (cf. Downe-Wamboldt, 1992) was used to analyse the data in the 

study presented in Paper III. The transcribed interview text was read through multiple times to 

obtain a sense of the whole. Then, units of analysis, words, sentences, phrases or whole text 

that corresponded with the study aim were identified and encoded by content. The encoded 

units of analysis were sorted into categories based on the similarities or differences in content. 

When the categorisation was complete, the units of analysis were reread and checked for the 

accuracy of their categorisation.  The categories that were related to each other were sorted

into two themes (cf. Baxter, 1991) with two respectively three categories. A theme can be 

described as threads of meaning that appeared in category after category.
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ETHICAL CONSIDERATIONS

The HoU at each PHC centre gave their permission, and the healthcare mangers gave their 

consent for the studies (II, IV). Informed consent from the participants was obtained verbally 

and in writing (II, III, IV). In study I, informed consent was implicit because the participants 

completed the questionnaire voluntarily. The participants in study II, III and IV were also 

informed that their participation was voluntary and could be withdrawn at any time without 

any explanations and consequences for their care (cf. Kvale & Brinkman, 2012). The 

participants in the studies II, III and IV selected themselves were the interviews to be 

conducted because it was important that they should feel safe and not be disturbed during the 

interviews. The participants were assured that the findings would be treated confidentially and 

presented anonymously, i.e., no information about the participants’ identity would be 

presented in the studies. Before the FG discussions (II) were conducted the matter of 

confidentiality was discussed with the participants. They were asked not to reveal what was

said during the FG discussions with anyone outside of the group (cf. Krueger & Casey, 2009). 

This is central in order to generate a permissive and secure environment. No unauthorised 

person had access to the interview or questionnaire data. Audio files and transcribed data were 

stored in a password-protected computer. The participants (II, III, IV) were informed that the 

data were to be analysed as a whole and that no unauthorised person had access to the data.

It was considered important to preserve the patients’ integrity during the VC encounters. 

Some of the PHC centres had a special room for the VCs, and some conducted the VCs in the 

GPs’ offices; when a patient was participating in VC, a stop sign was lighted outside the door. 

When the VC encounter began the SP announced that she was alone in the room so that the 

patient would feel safe. The studies were approved by the Regional Ethical Board, Umeå, 

Sweden (Dnr. 2010-5-31). 
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FINDINGS 
The findings from the studies in Papers I-IV are presented separately. Papers I and II describe 

the views of the residents and healthcare personnel before the implementation of VC 

encounters. Papers III and IV described the patients’ and healthcare personnel’s views of and 

experiences with the VC encounters.  

Paper I - Views of residents of rural areas on accessibility to specialist care through 

videoconference  

The results of this study shows that the majority of the respondents (84.8%) viewed rural 

residents faced long distances to obtain specialist care, and 34.5% of the respondents assessed 

the accessibility to specialist care to be rather poor. Forty-five percent of the respondents were 

worried about access to specialist physicians. Most respondents (68.2%) reported that they 

had never, despite the distance, failed to receive care when they needed it. Rather than 

travelling to the specialist physician, 35.8% of the respondents had considered using VC, but 

46.3 % of the respondents did not know if VC was preferable to travelling to specialist care. 

Some respondents wanted the first encounter to be face to face but the subsequent ones could 

be via VC; they were willing to consider letting their GPs take samples or treat ailments under 

the guidance of the SP. Women (40.2%) were less likely than men (46.3%) to consider VC. 

Many respondents would more carefully follow instructions and advice from SPs (36%) and 

specialist nurses (45.4 %) than from GPs or DNs at their PHC centers (Table2).   

Table 2. Possibilities for VC and views about future care 
Questions No never Uncertain In most cases Yes always Do not know Respondents 

a M/W% a M/W% a M/W% a M/W% a M/W% a M/W% (total) 

Would you consider meeting the 20.4/16.5 25.9/39.1 31.5/32.0 7.4/2.1 14.8/10.3 54/97 (151)  
specialist physician via VC if it  
would mean that you save 
travels? 

Would you consider your GP to  14.8/14.4 11.1/9.3 38.9/37.1 7.4/3.1 27.8/36.1 54/97 (151) 
treat you with specialist  
physician as an instructor via VC 

Would you comply instructions 11.1/15.8 24.1/29.5 24.1/29.4 7.4/9.5 33.3/15.8 54/95 (149)  
from a specialist physician more  
accurately than from GP

Would you comply instructions  9.3/14.6 22.2/24.0 37.0/36.5 13.0/6.1 18.5/18.8 54/96 (150) 
from a specialist nurse more  
accurately than from a DN
a ) M= Men, W= Women 
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The results showed that when respondents ranked their preferred alternatives when they 

needed VC, a personal meeting (face to face) with the SP was the first choice. The second 

choice was VC with the GP beside me, the third choice was VC with the DN beside me and the 

last option was VC alone in the room with someone outside to help if needed. Respondents 

considered important factors when choosing between VCs and face to face encounters to be 

the reason for the visit and whether confidentiality was guaranteed concerning who would 

have the opportunity to take part in any ongoing VC. 

Results from the open ended questions shows that respondents viewed that they did not 

receive the care they needed because of long distances, because their GP was unwilling to 

write a referral to a SP or because the GP did not take their complaints seriously. If they did 

obtain a referral, it sometimes took excessively long time before they could meet the SP; with 

times ranged from three to four months up to eighteen months. Some respondents never 

received a referral even after requesting one. Respondents viewed that VCs should save time 

in that they would not have to take time off from work to travelling to specialist care and save 

resources and the environment because of the decreased travel. Compared with waiting for a 

referral to specialist care, VCs were considered more reliable in that VC was believed to 

result in much sooner contact with the specialist care.  

Paper II - The views of healthcare personnel about videoconsultation prior to 

implementation in primary healthcare in rural areas    

This study describes healthcare personnel’s views on VC before the technology was 

implemented in their work. The healthcare personnel viewed both advantages and 

disadvantages for patients in distance VC encounters. The advantage was that patients saved 

time by not travelling to the specialist care, but the disadvantage was that the encounter did 

not take place face to face. As a result, the healthcare personnel thought that it was important 

that the encounter be patient-centred and that the specialist physician talks directly to the 

patient and not only to the GP during the VC encounter. They viewed that VC could appear 

technical, and therefore it was important that it be the patient’s decision to participate in a VC

encounter. One prerequisite for the patient to feel safe participating in a VC encounter was 

that the healthcare personnel feel comfortable with the technology. Healthcare personnel 

viewed that the terminology between the GP and the SP could sometimes be difficult to 

understand for the patient and that therefore a DN could be present during encounter to 
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explain information. Mostly, VC encounters were considered by healthcare personnel to be  

useful for both the patients and themselves. The healthcare personnel emphasised that before 

implementing new working methods, it was important that the County Council take the 

responsibility to analyse costs, personnel resources and organisational changes. They viewed 

that equipment costs meant little given that the patients would be avoiding long journeys, 

travel costs would decrease and there would be a positive environmental impact. The 

healthcare personnel considered that the least expensive option and the least organisational 

planning would be required if the specialist came to the patient at the PHC centre. However, 

there were some concerns that everything about VC required much excessive time and that it 

might be easier to transport the patient to the specialist physician at the main hospital. 

Videoconsultation technology was described by the healthcare personnel as having many 

possibilities, for example, for treatment series, second opinions and follow-up meetings, and 

in different areas such as psychology, dermatology, speech therapy and nutrition. Education 

and tutorials presented by the specialist physicians via video to GPs and DNs was viewed to 

be beneficial for both patients and caregivers. The technology could also be used when 

patients wanted to schedule appointments with GPs or DNs from their own computers. 

Healthcare personnel viewed an aversion to new working methods, including technology, 

mainly because there were usually problems with new technology. Some prerequisites for 

using the technology were that it be user friendly, be tested and function well. It was also 

important to have technical support available for quick help if needed. Healthcare personnel 

could envision scenarios in which they would be responsible for the VC equipment, and they 

did not want that responsibility.   

Paper III – Patient’s experiences with specialist care via videoconsultation in primary 

healthcare in rural areas 

This study describes patients’ experiences with specialist care via VC encounters. Patients 

expressed that VC encounters were satisfactory options for meeting with SP to receive 

diagnoses. They had experienced few obstacles in using VC, but in certain situations, they 

thought face to face encounters would be more appropriate. During the VC encounters, it was 

important that only the participants in the encounter have access to the room. Participants 

described being disappointed when they could not participate in VC because of their GPs’ 
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reluctance to use the technology, whether because of lack of interest or lack of experience. 

Another obstacle was that not every PHC centre had the facilities for VC and thus participants 

had to register at other PHC center to have a VC encounter.  

Patients experienced VC technology as a major advantage that saved resources, and most 

participants were pleased that the SP could clearly judge their health problems despite the 

long distance. The sound on some occasions was not very good, especially for the elderly 

with impaired hearing, and sometimes the GP or the DN had to explain what the SP had said. 

Participants expressed that in order for VC to be effective, it was important that the equipment 

fulfill its function. Camera extension cords were also considered important, so that the 

camera´s location could be changed rather than the patient's position. Participants expressed 

that the support from the healthcare personnel during the VC encounters was good. The DN’s 

support primarily encompassed caring and explaining, and the GPs’ support mainly entailed 

explaining the problem and the patient’s past medical history to the SP. The participants did 

not consider their privacy affected even when they had to undress in front of the camera; they 

felt that the VC encounter was an opportunity to get help.   

The VC encounters were described as different, but not negatively. Most participants 

experienced them as personal meetings even though they took place via computer. The 

encounters were further described as three-part conversations between the patient, GP and SP.

Participants expressed that to feel secure they wanted to choose whether they should 

participate in a VC encounter or receive a referral. They also revealed that they felt safer the 

second time they participated in VC encounters because then they had knowledge about the 

procedure. When participants had not met the GP before the VC encounter, they felt ignored; 

they felt that knowing the GP and having the encounter at the PHC centre made them feel 

secure and at home.  

Participants expressed that they thought the answers they had received from the SP via VC 

would have been the same if the meetings had taken place face to face. Even when they did 

not receive diagnoses during their VC encounters, they were content with knowing what tests 

they needed to take and what responses they would then receive that should be taken and 

answer they would get later. Participants said that the short wait times for VC encounters 

were very satisfying compared with the time they had to wait when they had referrals to see 

26



the specialist physician. The greatest benefits that the participants experienced with the VC 

encounters were, regardless of their issues, VC was much better than having to travel to the 

specialist care and they did not have to take the day off from work. Those who had met the SP

face to face considered follow-up VC to be advantageous. Some participants were worried 

about not being seen as individuals because of the technology. 

Paper IV - Healthcare personnel’s experiences using videoconsultation as a working tool 

in primary healthcare in rural areas 

This study described healthcare personnel´s experiences using VC in their work. The findings 

are presented in two parts. Part I presents the findings of the quantitative analysis and part II 

the qualitative analysis results. In the presentation below, the healthcare personnel are the GPs

and DNs at the PHC centres, and the SP is the specialist physician (i.e. dermatologist).    

Part I. The result of the quantitative analysis 

The result from the quantitative analysis showed that the most common reason that healthcare 

personnel needed SP consultation was diagnostic uncertainty (75.2%). The second most 

common reason was to obtain advice on how to manage a patient’s health problem (45.3%); 

in some cases the GP needed both diagnosis and advice. The results showed that during VC 

encounters, GPs could obtain guidance from the SP on how and where to take samples (e.g., 

sample excision or biopsy) (Table 3).  

Table 3. Reason for VC (n=130)
Reason for contact Frequency 

% (n) 
Diagnostic uncertainty 75.2 (88) 

Second opinion 24.8 (29) 

Advice on handling the problem 45.3 (53) 

Guidance for sampling 15.4 (18) 
Valid % 

27



The technology used in VC mostly functioned good or very good but sometimes it did not 

work well (Table 4).

Table 4. Technical functionality (n=130) 
Very bad Bad Good Very good  

% (n) % (n) % (n) % (n) n= total 

Audio 5.8 (7) 3.3 (4) 54.5 (66)   36.4 (44) 121  

Picture 0  14.2 (17) 65.8 (79)  20.0 (24) 120  

Color 0 10.0 (12)  71.7 (86) 18.3 (22) 120

Sharpness 0 16.8 (20) 65.5 (78) 17.6 (21)      119  
Valid % 

The results showed that 15.4 % of the patients received a referral to specialist care after the 

VC encounter which was possible because the patient needed treatment with potent drugs that 

required sampling, information and instructions. Another reason was that the SP could not 

obtain sufficient information from the video to be able to make a diagnosis. A majority of the 

patients (62.3 %) who had met with the SP via VC encounter could have had follow-up 

meetings at their PHC centers or were considered not to require additional medical treatment 

(11.9 %). Some patients also met the SP an additional time (6.0 %) via VC for treatment 

follow-up. Most of the healthcare personnel who had used VC in their work were either very 

pleased (49.2 %) or pleased (39.2 %) with the consultation; 9.1 % were rather pleased and 2.5 

% were dissatisfied with the VC. The VCs lasted between 5 and 30 minutes (m=16 min, 

md=15 min).

Part II. The result of the qualitative analysis

The healthcare personnel considered VC encounter with the SP and with the GP present as a 

relief for the patient, more secure and comfortable compared to visit the SP alone at the 

hospital. Even when the VC was only a preliminary assessment of the patient´s health 

problem, the patient did not have to wait months for a consultation at the main hospital. 

Healthcare personnel described that before the use of VC for specialist care, they had 

occasionally attempted to treat the patients to avoid any unnecessary travel to the SP. They 

also described times when there was no doubt about the diagnosis and treatment but the GP 
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failed to provide the patient with the same security as the SP. On those occasions, the patient 

was pleased to receive a second opinion and confirmation from SP via VC encounter. 

Healthcare personnel experienced VC encounters as learning opportunities, and they 

considered that their knowledge had increased when they listened to the SP. Responses, from 

the SP to the GP, following referrals could result in new questions, an event that was avoided 

with VC. Telephone contact with the SP was considered unsatisfactory when, for example, 

skin alterations were difficult to describe clearly in words. When the GPs had access to VC, 

they wrote fewer referrals. Healthcare personnel thought that VCs saved time, although some 

thought they that it took time because patients had to return to the centre for the VC, which 

was performed only on certain days and times. Healthcare personnel considered that to 

maintain knowledge of and interest in VC, more specialist areas and more frequent VCs were 

needed. They also reported feeling that VC encounters entailed a type of multipath 

communication in which all involved had the opportunity to be heard and the patient was at

the centre. If the GP had to interpret because the patient could not speak Swedish or had 

impaired hearing, VC was experienced as complicated but not impossible to use. Although 

VC was considered an effective solution for accessibility, there were concerns about meeting 

the SP via a computer because the healthcare personnel felt that face to face was always 

better.   

Healthcare personnel believed that when they became more accustomed to using the VC 

technology, it would have greater importance. There were opinions that VC was a cost-

effective solution for rural areas, mainly because all other options were more expensive. 

Healthcare personnel wished for joint planning consultations in order to participate in VC 

even when it did not involve their patients because they considered VC encounter to be 

training opportunities. They wished for portable VC equipment so they could send an ECGs 

and for VC encounters between the patients’ homes and the GP at the PHC centre. 

Consultations between on-call nurses in rural areas and emergency care physicians were 

considered important for the availability of on-call care because access to on-call physicians 

was sometimes limited in rural areas. Healthcare personnel considered that the VC did not 

require many organisational changes.
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Healthcare personnel felt that VC was an effective working tool, and they believed that there 

were many opportunities to develop the use of the technology. Those, who had had 

difficulties with, e.g., poor picture or sound, thought that they could be resolved without 

major problems but also that it was important that the technology work well. Participants 

considered it difficult to describe certain symptoms (e.g., redness scaly skin) via referral and 

felt that VC was the next step consulting the SP, but some doubted the clarity of the pictures 

transmitted via VC.  

Participants requested better cameras for clearer pictures, and even the light was considered to 

have caused some of the blurred images. Participants also stated that the technology should be 

simplified because there were too many steps to use it; they felt it should be user-friendly and 

safe. The videoconsultation-, conference- and dictation equipment were regarded as 

excessive. There was no coherent structure for how to conduct which operations with which 

equipment; therefore, they wished that the different components could operate in parallel. 

Participants considered that the user manuals were generally helpful but that for highly 

technical matters or on tight schedules, there was no time to read and understand the 

instructions.  

Summary 

The most common reason healthcare personnel needed consultation regarding patients’ health 

problems was diagnostic uncertainty. The second most common reason was to obtain advice 

on how to manage the health problem. In some cases, the GP needed both a diagnosis and 

advice concerning the. Most of the patients who had met the SP via VC could have had 

follow-up meetings at their PHC centers or were not considered to require additional medical 

treatment. Most of the healthcare personnel who had used VC in their work were very pleased 

with the consultations.  

The patients considered VC a relief, secure and comfortable even if they only received 

preliminary assessments of their health problems. Healthcare personnel described that before 

the use of VC, they attempted to treat the patients to avoid unnecessary travel to the SP. Even 

when there was no doubt about the diagnosis and treatment, some patients wished for second 

opinions from the SP via VC encounter. Healthcare personnel experienced VC as a learning 
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opportunity, and the GPs who had access to VC wrote fewer referrals to the SP; for example, 

the GP could obtain guidance from the SP on how to take a sample, e.g., sample excision or a 

biopsy. After the VC, 15.4 % of the patients received a referral to specialist care. 

Videoconsultation was considered to save time but also to take time. VC represented a type of 

multipath communication in which all involved had the opportunity to be heard and with the 

patient at the centre. Healthcare personnel felt that VC was an effective working tool and 

believed that there were many opportunities to develop the use of the technology; but they 

thought that face to face contact was better. Difficulties with, e.g., poor picture or sound, were 

considered issues that could be resolved without significant problems. Healthcare personnel

found it difficult to describe certain symptoms (e.g., redness, scaly skin) via referral and felt 

that VC was the next step in consulting the SP.  They emphasised that the technology should 

be simplified to make it more user-friendly and safe. They considered that the user manuals 

were generally helpful but that there was no time to read and understand the instructions.  

DISCUSSION 
The overall aim of the thesis was to explore VC as a working tool to increase accessibility to 

care in rural areas for residents (I), patients (III) and healthcare personnel (II, IV). This thesis 

shows that patients that have participated in VC encounter considered it as positive. Even 

those who did not think VC provided the best care thought of it as a possible solution as they 

did not have to travel (III). Residents in rural areas with no experience of VC had concerns 

about access to care and there was uncertainty regarding VC as a solution (I). Healthcare 

personnel considered it important to have thorough training and access to a technical support 

team before implementing VC (II). Videoconsultation with the patient present implies a new 

method of working for the healthcare personnel, not only with technology, but also the way to 

take care of the patient changes (IV). In summary, this thesis shows that VC is a possible 

working tool to increase accessibility to care in rural areas from the points of view of both 

patients and the healthcare personnel.   

Person centered care for successful videoconsultation
The results show that the view of healthcare personnel before the implementation of VC was 

that they considered it important that the VC encounter focus on the patient (II). This also 

aligns with the patients’ opinions after they tested the VC encounter (III). This fact is 

important for healthcare personnel to keep in mind when participating in a VC encounter.  
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Agha, Roter and Schapira (2009) described that the patient undertakes a more passive role 

during VC, as it is the physician who controls the dialogue. In this thesis, both healthcare 

personnel and patients had opinion that a VC encounter should not be about the patient, 

instead it should be with the patient. It was very important that the SP speak directly to the 

patient and not solely to the GP (II, III). This can be understood as a need for person-centered 

care. Ekman, Norberg and Swedberg (2014) described that person-centered care is intended to

give individualized care and know the person behind the patient. To knowing the person 

means that the patient will no longer be a passive target of a medical intervention but an 

active part in their own care and decision process (Leplege, 2007).  

The patients experienced the VC encounter as a good first step for meeting the SP, receiving a 

diagnosis and getting answers to their questions. They also expressed that the VC should be 

based on their problem. The VC encounter was described in positive terms, such as being a

good opportunity to meet the SP and receive a diagnosis, save resources, wait less time and

not have to travel, and the encounter was considered as a three-part conversation. The DN 

took care of the technology, and the GP informed the SP about what problem the patient had, 

and that was merely a statement of fact and nothing negative (III). This could be applied to 

the foundation of person-centered care and the partnership between patient and healthcare 

personnel, as it is the most central to the mutual respect for each other’s knowledge (Ekman, 

Norberg & Swedberg, 2014). When the VC encounter was performed in the patients’ PHC 

center with familiar personnel they felt secure during the VC encounter (III, IV). The patients 

also felt secure when they were allowed to choose for themselves whether they should 

participate in a VC encounter or receive a referral (III). The patients considered the VC 

encounter as a three-part conversation and they felt content and secure when they had the 

opportunity to speak to the SP (III). Quidwai et al. (2008) considered that ICT, including 

patient-physician communication, can serve as a tool for improving PHC, and it gives patients 

the opportunity to be more involved in their own care. Fors (2014) suggested that a person-

centered conversation is not a typical conversation technique, but an approach that involves 

listening to a person’s narrative to identify his or her needs and recourses. 

District nurses take on a new role when implementing new procedures for working with VC. 

A VC implies a person-centered nursing framework and that can be seen as a good way of 

working to meet patients´ safety needs when using VC (II). This can be understood as the 
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person-centered framework that derives from a humanistic perspective of caring. The 

framework focuses on the context in which the care is delivered, including the healthcare 

personnel’s skills related to delivery of person-centered care (McCormack & McCance, 

2010). The patients felt that they were well supported by healthcare personnel, and they also 

thought that DN took good care of them and explained what would happen during VC (III). It 

is crucial to talk to the patient and make sure that he/she makes sense of what is happening as 

well as to facilitate patient involvement in their care through providing information 

(McCormack & McCance, 2010). Also, DNs found it important to be present during the VC 

encounter so they could explain the information to the patients (II). District nurses support 

was considered primarily because they took care of the patient and explained what would 

happen during the VC encounter (III). District nurses could also take samples in advance at 

the PHC centre and the SP could have the test results at the VC encounter (IV).  

Residents in rural areas expressed that they wanted face to face contact because they 

considered VC as insecure and poor care. They did not think they could get the help needed 

through VC (I). Even if the VC could be an advantage for the patient as it could save travel 

time at the same time VC could be a disadvantage in not experiencing a face to face meeting 

(II). Those who had tried a VC encounter previously described that they felt safer the second 

time as they had knowledge of the procedure (III). That can be explained by Brebner, Brebner 

and Ruddick-Bracken (2005) and Mort and Finch (2005), who found that the patients’ 

acceptance of the technology was influenced very much by their attitudes towards it. It was 

noted by the healthcare personnel that it was important for the patient to feel safe and a 

prerequisite for assuring patient safety was that the healthcare personnel were comfortable 

with the technology when having a VC encounter (II). Grealish, Hunter, Glaze and Potter 

(2005), Malasanos, Burlingame, Youngblade, Patel and Muir (2005), Padgham, Scott, 

Kirchell, McEachen and Hislop (2005) offered that in order to develop ease with the 

technology, training was important when introducing new ICT. The healthcare personnel 

considered it important that practice should take place continuously over time so that the 

technology would not to be perceived as a burden (II).   

Agha et al. (2009a) described that patients concerns about confidentiality and privacy during 

VC prevent participation, especially if the visit involves talking about personal or sensitive 

topics. The results of this thesis show that patients considered the design of the room where 
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the VC encounter take place as essential. The VC equipment should be placed in a room 

where only the participants in the VC encounter were present (III). The patients felt secure 

when they were allowed to choose for themselves whether they would participate in a VC

encounter or receive a referral (III). When the VC encounter was performed in their own PHC 

centre with personnel they were familiar with, they felt secure during the VC (III, IV). In 

order to create a good relationship between patient and healthcare personnel, it must be 

underpinned by mutual respect and an understanding of the patient´s will and self-esteem 

(Ekman et al., 2011; McCormack, Karlsson, Dewing & Lerdal, 2010). The patients 

considered that talking to a SP made them feel secure and content especially if it was not 

possible to consistently meet with the same GP, due to lack of permanent GPs (III). Harrison 

and Lee (2006) described that patients wanted to have their GP present during the VC 

encounter. Even if the GPs role during the VC was minor, it was the presence of the GP that 

inspired confidence for the patient. Agha et al. (2009b) asserted that the fact that there were 

two healthcare providers during the VC may have promoted patient trust and resulted in

improved satisfaction.  

Implementation of new working methods   
Videoconsultation with the patient present implies a new method of working for the 

healthcare personnel. Even though most healthcare personnel considered VC as a good 

working tool, they considered it important that the technology was functioning well (I, II). 

Davis (1989) and Davis, Schoenbaum and Audet (1989) described a model, the Technology 

Acceptance Model (TAM), to predict healthcare personnel´s intention to use VC in their work 

and found that perceived usefulness and perceived ease of use were both equally important 

(Figure 1). Chau and Jen-Hwa Hu (2002) described that behavioral intention to use the 

technology is determined by both attitude toward using the technology and perceived 

usefulness, the latter also influencing attitude. At the same time perceived ease of use affects 

both perceived usefulness and attitude. The results of this thesis revealed that there also were 

healthcare personnel who expressed aversion towards VC as a new working method. The 

reason was that they often had to deal with technology that did not work, and they considered 

that it was not their job to fix it (II). According to Venkatesh and Davis (2000), perceived 

usefulness may be defined as the degree to which a person believes that use the of technology 

will improve their job performance, and perceived ease of use can be defined as the extent to 

which a person believes that using the technology will be free of effort. Perceived usefulness 
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is influenced by perceived ease of use as the easier the technology is to use, the more useful it 

will be. The healthcare personnel considered practice as important in order for the technology 

not to be a burden (I), and GPs thought that the technology should be simplified; they thought 

there was too many steps before they could participate in VC, and as of now they did not 

consider it user friendly (IV). Payton (2000) suggested that the physician was the most 

significant person when it came to the implementation process. Considering that physicians 

have an impact on VC it is of utmost importance to explore factors essential for the individual 

physician. 

Orruño, Gagnon, Asua and Abdeljelil (2011) asserted that although TAM is a good model that 

can be predictive of the physician’s intention to use VC, the perception of the HoU about VC 

as a working tool is also a variable of importance for increasing physician intention to use 

VC. The intention to use VC can differ between PHC centers, and that suggests that the 

organizational context is of great importance.  That does not concur with the results before 

and after the implementation, in which healthcare personnel reported that no major 

organizational changes were needed when implementing VC (I, II, IV). Healthcare personnel 

considered that it was a prerequisite for usability that the technology was tested and problems

were solved. They also considered it important to have technical support available (II). In 

research (Brebner et al., 2005; Kavamotot, 2005; MacFarlane, 2011; Tinker, 2005), a major 

topic for technological acceptance of VC was the accessibility to support. Grealish (2005) 

pointed out that without support, problems that occur during the VC could lead to reduced 

motivation and high probability of abandoning the technology used in VC.  

Furthermore, the healthcare personnel considered practice with VC important in order to the 

technology not to be a burden (II). To maintain knowledge of and interest in VC, healthcare 

personnel thought that more specialty areas and increased number of VCs offered, and 

practice were needed (IV). According to Brebner et al. (2005), there is a need to train 

physicians who view vital signs and nurses who have to manage the practical part of the VC. 

Chau and Jen-Hwa Hu (2002) concluded that primary information and training should focus 

on how the technology can improve the efficiency of individual physicians´ patient care rather 

than on becoming accustomed to the detailed procedures for operating the technology. Puskin 

et al. (2010) emphasizes that successful implementation of ICT is, to a great extent, dependent 

on human and organizational factors that must be understood throughout the planning and 
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implementation process. The results of this thesis showed that it was most common that the 

DNs took care of the technology, and the GPs informed the SP about the patient´s problem 

(III).  

According to Puskin et al. (2010), more attention needs to be paid to understanding the 

challenges to integrating VC into a busy practice’s workflow. Work patterns and 

responsibilities will be changed given the workforce and organizational changes required 

(Brebner et al., 2005). The healthcare personnel considered that before implementing new 

working methods for VC, it was important that the costs, personnel resources and 

organizational changes were analyzed (II). Joseph, West, Shickle; Keen and Clamp (2011) 

described general worries about the potential amplified workload resulting from the 

implementation of the ICT. General practitioners often dominate the VC realm, but now the 

roles of the DNs have widened and to some extent, pervade into VC practice as well 

(Matusitz & Breen, 2007). According to Donnem et al. (2012), VC contributes to making 

DNs more secure and satisfied in the quality of patient care, and deVeer et al. (2011) 

suggested that the DNs were more willing to use ICT if they thought that the patient would 

benefit from it. 

METODOLOGICAL CONSIDERATIONS 

In all research, the researcher has to be aware that prejudices prevent complete openness. The 

researcher has to deal with their presuppositions in order to remain open throughout the whole 

process of the analysis (Nyström & Dahlberg, 2001). My preconceptions emerge from long 

clinical experiences as an RN within hematology, where I met patients that often got 

treatment over a long time period in both hospital care and PHC. I also have experiences from 

my work as a DN with patients sometimes, from their perspective, remote from the PHC 

center. During the research process, I have tried to be open-minded throughout the interviews 

and analysis of the data. During the interviews, I encouraged the participants to give 

explicated answers in order to avoid any question marks during the analysis. I also asked 

permission to contact them again if I needed to clarify something when transcribing the 

interviews, and all gave their consent. I considered that my experience from working with 

people as an RN and DN has helped me create a safe atmosphere in meeting with patients and 

healthcare personnel.  
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The rural residents in Study I received a questionnaire, constructed for the study, via a PHC 

centre where they had some form of errand (I). The study aimed to elucidate the views of 

people living in rural areas concerning accessibility to specialist care and using VC.  A 

strength with this study was that results from a larger and more comprehensive population 

were obtained, as compared to interviews. A limitation of collecting data through 

questionnaires is that it allows no opportunity to ask for further questions as is possible when 

interviews are the method of data collection. It is possible that the results from the study 

would have been different if interview has been the data collection method instead. But on the 

other hand is it probable that the questionnaire allowed more honest answers as the residents 

could answer without interference from the researcher. The response rate was 51%, which can 

be considered as good, as it was not possible to send a reminder (cf. Djurfeldt, Larsson & 

Stjärnhagen, 2003).  

The question of reliability should answer how reproducible the findings would be if the same 

measurement were repeated on the same topic. An instrument´s ability to give the same 

measurement on different occasions is called test-retest reliability (Dawson & Trapp, 2004). 

As it was difficult to administer the questionnaire to the same sample of people, in order to 

achieve reliability twenty respondents tested the questionnaire. This resulted in revision of the 

questionnaire according to the recommendations, and a second test by another twenty 

respondents (I). The second test resulted in clarification on one question. After the revision, 

the questionnaire was considered to have reached face validity. According to Dawson and 

Trapp (2004), face validity refers to the degree to which a questionnaire seems to measure 

what it is supposed to measure; i.e., the questions were related to the issue. 

Healthcare personnel that had no previous experience of testing VC in their work were asked 

to participate in FG discussions (II). The FG discussion consisted of five groups with 19 

persons of different professions, but all of the participants had direct patient contact in their 

work (cf. Kruger & Casey, 2009). These were relatively small groups, but this could be 

considered as an advantage because everyone could be heard (cf. Kitzinger & Barbour, 1999; 

Krueger & Casey, 2009).The variety of professions gave a broad picture from different 

professionals' views. Although the healthcare personnel did not have experience with VC as a 

working tool, they had knowledge about other real-time media via computer (e.g., Skype). 
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The patients (n=26) were asked to participate in interviews after they participated in VC (III). 

The patients decided how and where the interview should take place, and that may have 

influenced the extent of the data. Those who gave their interview over the telephone were less 

prone to talk; they needed more follow-up questions. Nevertheless, the results from the 

interviews did not differ much in content no matter how and where they were performed. 

According to Holloway and Wheeler (2002), there are no rules about how many interviews 

are needed; that depends on the type of research questions. Although there are no rigid rules, 

it is usually suggested in the research that six to eight are needed.  Therefore the interviews 

with the healthcare personnel (n=9) who had used VC as a working tool and participated in 

individual interviews was considered as sufficient (IV). There was diversity in the number of 

years in the profession, and that resulted in a rich material. The consultation reports that were 

constructed had the ambition to elucidate the different aspects of the working tools used whit

VC (IV). The response rate at the consultation reports was 75% (n=130) and that could be 

considered as good enough. They gave answers that broadened the understanding of the 

experience of VC, as well and also how the technology functioned. Those were important 

facts in order to get a broader picture of the whole.   

Transferability as qualitative concept can be referred to as the degree to which the result can 

be transferred to other settings (Graneheim & Lundman, 2004, Polit & Beck, 2012). The 

context of the studies and descriptions of the participants, data collection and data analysis are 

carefully described and appropriate quotations are included (II-IV) in order to facilitate the 

reader’s determination of its transferability to another setting (cf. Graneheim & Lundman, 

2004). The qualitative concept of credibility refers to the truth of data, how consistent the data 

is with intended focus (Polit & Beck, 2012). Credibility was established by describing how all 

steps in the analysis process were formed from units of analysis, condensation, and 

abstraction, to including quotations from the transcribed interviews (II-IV). 

The size of the sample should be large enough to achieve data with variations in experiences 

but small enough for a deep analysis (Sandelowski, 1995). There were only two specialty 

areas, and that can be seen as a limitation but the results, from the interviews with the 

patients, were uniform between them, so it is questionable whether the result would have been 

different with other or more areas involved. The number of patients (n=26) participating in 
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the interviews can be considered as many, and that is a strength (III) for a qualitative study, as 

well as the fact that the study extended over a long period of time (IV).     

CONCLUSION

This thesis shows that VC is a possible solution to increase accessibility to specialist care for 

people living in rural areas. Videoconsultation was considered as a more secure option by 

residents in rural areas than waiting for a referral to specialist care. After testing VC 

encounters the patients described that VC was a positive experience and increased the 

accessibility to specialist care for them. They experienced the VC encounter as a good first 

step for meeting SP, receiving a diagnosis and to get information based on their questions. It 

was also important that the VC was based on their needs and time saving. Healthcare 

personnel at the participating PHC regarded VC as an agreeable working tool for increasing 

the access to care and specialist care. Both the patients and the healthcare personnel regarded 

the VC encounters as a personal meeting even if it occurred via a computer. For the healthcare 

personnel it was important that the technology was easy to use, was tested and functioned 

well. Further, the VC was considered by the healthcare personnel as a learning opportunity 

when they listening to the SP. The DNs that participated in the VC encounter had 

responsibility for the patient before, during and after the VC. This means that using VC 

creates new working conditions for the healthcare personnel. 

This thesis suggests that a person-centred care is a prerequisite when implementing VC. Both

patients and healthcare personnel emphasized the importance that the VC encounter should be 

with the patient, not about the patient. Healthcare personnel considered that before 

implementation of VC it was important to analyses how the healthcare organization should be 

influenced by the new working tool. It was also important for the healthcare personnel that the 

use of new technology as VC not should be a burden for them in their daily work. Further 

research is needed considering how implementation influences the daily work for the 

healthcare personnel and how VC can be develop for use in different context in healthcare.  

There is furthermore a need of research concerning how environment for VC should be 

designed to meet both the patients and the healthcare personnel’s needs in the best way, i.e., 

how the environment support a person-centered care.
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SUMMERY IN SWEDISH – SVENSK SAMMANFATTNING 

Implementering av videokonsultation för att öka tillgängligheten till vård och specialist vår i 

glesbygd

Invånare, patienter och hälso- och sjukvårdspersonalens syn 

En gemensam faktor för personer boende i glesbygd är en minskad tillgänglighet till vård och 

omvårdnad. I Norrbottens län bor 250 000 personer och länet täcker 25% av Sveriges yta. I 

länet finns 36 hälsocentraler och fem sjukhus. För att öka kvaliteten och minska kostnaderna 

centraliseras specialistvården genom att ha färre men mer specialiserade kliniker. Specialist-

vården är centrerad till länssjukhuset vilket innebär att där finns specialistmottagningar för 

hela länet och dit reser patienterna från hela Norrbotten. Det innebär för många innevånare i 

glesbygd och deras närstående att det är långa resor till specialistvård och leder till behov av 

mer avancerad sjukvård utanför sjukhuset. En möjlig lösning för att öka tillgängligheten till 

vård och omvårdnad i glesbygd är att använda videokonsultation. Via ljud och bild i realtid på 

den egna hälsocentralen får patient och närstående möjlighet att möta specialistläkare eller 

specialistsjuksköterska utan långa resor. Det innebär även möjlighet till att minska tiden för 

väntan på besked samtidigt som väntetiden för remiss förkortas för patienten. Remissflödet 

till specialistvården kan minskas och därigenom även påverka köer till speciallistvård i en 

positiv riktning. Konsultation via videokonsultation, blir därmed ett redskap för att öka 

tillgängligheten till vård och omvårdnad. Videokonsultation på distans är även ett tillfälle för 

hälso- och sjukvårdspersonalen på hälsocentralen att få undervisning av specialist och därmed 

öka sin egen kompetens. Ett minskat resande för patienter och närstående ger även vinster för 

miljön. I denna doktorsavhandling har fältprov genomförts på fem hälsocentraler i 

Norrbotten. Från hälsocentralen, via kamera och ett videokonferensprogram, CMA desktop, 

har läkare och patienter på hälsocentraler haft kontakt med specialistläkare på hudmottagning 

på länssjukhuset. Vid två hälsocentraler har även patienter med icke akuta hjärtproblem haft 

kontakt med hjärtspecialist sjuksköterska på ett sjukhus i norra delen Norrbotten. I Norrbotten 

finns ett säkert bredbandsnät som bland annat används mellan sjukhus och hälsocentraler i 

Norrbotten, vilket har möjlig gjort användande av videokonferens på ett säkert sätt. Detta i 

kombination med en säker videokonferensteknik har inneburit högkvalitativa möten. Genom 

användning av PC-baserade videokonferens klienter blir det ekonomiskt möjligt att få en stor 

spridning av användningen.  
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Under de senaste decenniernas har teknik använts mer och mer inom vården och informations 

och kommunikations teknik har blivit en faktor att räkna med.  Det innebär ökade behov på 

att hälso- och sjukvårdspersonal måste vara flexibla i sitt sätt arbete. Ofta försöker 

distriktsläkare i det längsta att vårda patienten på den egna hälsocentralen och skriver remiss 

först då de inte längre har möjlighet att vårda patienten. Detta för att det ofta är långa köer till 

specialistvård med väntetid ibland flera månader.  

Doktorsavhandlingens övergripande syftet var att undersöka videokonsultation som ett 

arbetsredskap för att öka tillgängligheten till vård för boende i glesbygd, patienter och 

hälsovårds personal. Avhandlingen består av fyra delstudier. 

Delstudie I 

Syftet med delstudie I var att beskriva innevånare i glesbygds åsikter om tillgänglighet till 

specialist vård samt att beskriva åsikter om användandet av videokonsultation som ett redskap 

för att öka tillgängligheten till specialistvård. Data insamlades mellan mars 2010 och 

november 2010 och bestod av 152 enkäter som innevånare i glesbygd besvarat. Resultatet 

visar att de flesta av de tillfrågade ansåg att de hade lång väg till specialist vård och önskade 

en ökade tillgängligheten till specialistvård. Resultat visar även att boende i glesbygd ansåg 

att de inte fick den vård de behövde på grund av de långa avstånden. De boende ansåg att 

videokonsultation skulle spara tid då de kunde undvika att vara ledig från sitt jobb, det skulle 

spara miljön och tid då det blev färre resor. Videokonsultation ansågs vara tillförlitlig 

eftersom den gav möjlighet och resulterade i snabbare kontakt med specialist vården.  

Delstudie II

Syftet med delstudie II var att beskriva hälso- och sjukvårds personals åsikter om 

videokonsultation före implementering av tekniken i deras arbete. Datainsamlingen 

genomfördes med intervjuer av hälso- och sjukvårds personal. Hälso- och sjukvårds personal 

(17 kvinnor och 2 män) deltog i fokusgruppsdiskussioner. Hälso- och sjukvårds personal 

ansåg att videokonsultation var en fördel för patienterna eftersom det sparade tid genom att 

patienterna kunde undvika att resa till specialistvård. Det som kunde vara en nackdel enlig 

personalen var att patienterna inte fick möta specialisten i ett fysiskt möte. De ansåg att 

videokonsultation kunde upplevas som tekniskt av patienten och att det därför var viktigt att 

patienten själv skulle få bestämma om de ville delta i videokonsultationen eller ej. Hälso- och 
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sjukvårds personal ansåg att före implementeringen av en ny arbetsmetod så var det viktigt att 

landstinget skulle ansvara för analys av kostnader, personalresurser och hur det förändrade 

arbetssättet påverkade organisationen. 

Delstudie III

Syftet med studie III var att beskriva patienters erfarenheter av specialistvård via 

videokonsultation. Tjugosex patienter deltog i individuella intervjuer. Resultatet visar att 

patienterna ansåg att videokonsultation var tryggare för boende i glesbygd jämfört med att 

vänta på en remiss till specialistvård. De som deltagit i videokonsultation på distans beskrev 

det som en positiv upplevelse och att de ansåg att det ökade tillgängligheten till specialistvård. 

Videokonsultation upplevdes som ett bra första steg för att möta specialisten och få en 

diagnos. Det var även en möjlighet att får svar på frågor gällande patientens hälsoproblem. 

Patienterna ansåg också att videokonsultation var ett sätt att minska kostnader, tid sparades 

och miljön skonades. 

Delstudie IV

Syftet med studie IV var att beskriva hälso- och sjukvårds personals användning av 

videokonsultation i deras arbete. Data insamlingen genomfördes med individuella intervjuer 

med åtta primärvårdsläkare och en distriktssköterska samt konsultations rapporter. Hälso- och 

sjukvårds personal ansåg att videokonsultation var ett godtagbart arbetsredskap som gav 

möjlighet att öka tillgängligheten till specialistvård. Vidare ansåg hälso- och sjukvårds 

personal att videokonsultation kunde genomföras som ett personligt möte även om det 

utfördes via dator. En förutsättning för att videokonsultationen skulle fungera 

tillfredsställande var att tekniken skulle var enkel att använda, den skulle vara testad och 

fungera bra. Det ansågs även viktigt att det fanns teknisk support tillgänglig.  Hälso- och 

sjukvårds personal ansåg att videokonsultation kunde vara ett lärotillfälle och 

komptenshöjande för dem. Distriktssköterskan hade ansvaret för patienten före, under och 

efter videokonsultationsmötet och ansvarade ofta för tekniken medan primärvårds läkare hade 

ansvar för att delge specialist läkaren patientens tidigare behandling och nuvarande problem. 
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SLUTSATS 

Resultatet från studierna visar att personcentrerad vård är en förutsättning för implementering 

av videokonsultation. Både patienter och hälso- och sjukvårdspersonal ansåg att det var 

viktigt att videokonsultations mötet skulle vara med och inte om patienten. Innan 

implementeringen av videokonsultation var det viktigt att undersöka hur hälso- och sjukvårds 

organisation skulle påverkas av den nya arbetsmetoden. Hälso- och sjukvårds personal ansåg 

det som viktigt att den nya tekniken fungerade inte skulle innebära en börda för dem i deras 

dagliga arbete.   
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