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Telehealth in palliative care is being
described but not evaluated: a systematic
review
Sophie Hancock1* , Nancy Preston1, Helen Jones2 and Amy Gadoud1,3

Abstract

Background: Telehealth is growing and its application in palliative care is seen as a solution to pressures on
palliative care services. A 2010 UK review reported growing awareness of telehealth in palliative care but a lack of
evidence-based research to support its use. The primary aim of this review was to describe the current use of
telehealth in palliative care in the UK and evaluate telehealth initiatives against a digital service standard. The
secondary aim was to explore whether telehealth results in a reduction in emergency care access.

Methods: Systematic review of the literature with thematic synthesis. Records were screened and data extracted by
two reviewers. EMBASE, MEDLINE, CINAHL, Psychinfo and Cochrane central register for controlled trials were
searched using pre-defined terms. Hand searching of conference literature, thesis databases and citation tracking
was also conducted. The protocol for this systematic review was registered with PROSPERO and can be found at
http://www.crd.york.ac.uk/PROSPERO/display_record.php?ID=CRD42017080038.

Results: The search identified 3807 titles and 30 studies were included in the review. Telehealth was used to
support patients and carers, electronic record keeping and professional education. Notably, the number of home
telemonitoring initiatives for patients had increased from the 2010 review. Despite this variety, many studies were
small scale, descriptive and provided little evidence of evaluation of the service. Ten papers were sufficiently
detailed to allow appraisal against the digital service standard and only one of these met all of the criteria to some
extent. Seven studies made reference to emergency care access.

Conclusions: Although there is growth of telehealth services, there remains a lack of evaluation and robust study
design meaning conclusions regarding the clinical application of telehealth in palliative care cannot be drawn.
There is insufficient evidence to appreciate any benefit of telehealth on access to emergency care. Future work is
needed to evaluate the use of telehealth in palliative care and improve telehealth design in line with digital service
standards.

Keywords: Telemedicine, Palliative care, Systematic Review

Background
Historically focussed on cancer care, there is a growing
expectation that palliative care services should provide
care to patients with any life limiting condition [1]. This,
along with an ageing population with a growing burden
of comorbidities has led to increasing strain on palliative
care services. Several studies have shown the benefit of

palliative care to patient quality of life [2, 3]. Despite
this, work completed by Marie Curie highlights the in-
equalities in service provision for palliative care patients,
with particular reference to patients with non-cancer
diagnoses and out of hours care [1]. The provision of
palliative care across rural communities should also be
highlighted as a challenge for the specialist palliative care
service [4].
Supporting patients with palliative care needs to access

services and avoid hospital admission requires increasing
support by community general and specialist palliative
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care services [5]. Several studies in the UK have indi-
cated that the majority of patients wish to die at home
[2], and a systematic review by Cochrane demonstrated
that home-based end of life care increased the likelihood
of dying at home [6].
Telehealth is a new and growing industry which com-

prises healthcare services, information technology and
mobile technology. The World Health Organisation
(WHO) state “Telehealth involves the use of telecommu-
nications and virtual technology to deliver health care out-
side of traditional health-care facilities” [7]. The Health
Resources and Service Administration expand on this de-
scription in their definition to include education; “the use
of electronic information and telecommunications tech-
nologies to support and promote long-distance clinical
health care, patient and professional health-related educa-
tion, public health and health administration” [8].
The use of telehealth in a variety of chronic health

conditions, such as heart failure and chronic obstructive
pulmonary disease (COPD), has been studied [9, 10] and
there is a growing body of research into its application
in palliative medicine. Although there have been some
large-scale notable uses of telehealth; for example, the
use of electronic patient record systems in the UK [11],
the importance of telehealth in providing quality health-
care has only recently become more widely accepted.
Used to its full potential, telehealth technology could be
particularly vital in improving access to healthcare over
geographical distance and outside of normal working
hours [12]. Telehealth has also been postulated as a so-
lution to reduce acute hospital admissions which cur-
rently account for around 65% of hospital bed days in
England [13].
The potential for telehealth to be utilised in the

provision of palliative care services has already been
identified in national publications. NHS Scotland identi-
fied ‘providing telehealth and telecare support’ as one of
their actions as part of the ‘Living and Dying Well’ ac-
tion plan [14] and the National Palliative Care and End
of Life Care Partnership also identified the use of tech-
nology in their ‘ambitions’ for 2015–2020 [15]. In 2017,
the UK government published its Digital Service Strategy
which outline the ambitions to grow digital services
across a variety of sectors [16]. This includes a service
manual which explains how teams can build a good
digital service. As a part of this work, the government
also developed a Digital Service Standard [17]. This
standard is a list of criteria to help create and run good
digital services. The criteria include detailed information
on why each element is important and what it means
when designing and delivering a service. Some of the cri-
teria include understanding user needs, making a service
simple to use and protects user data. The digital service
standard will be discussed further in the results section.

A review undertaken in the use of telehealth in pallia-
tive care in the UK was published in 2010 [18]. This
paper examined the use of telehealth in palliative care
settings in the UK between 1999 and 2009. The paper
showed that telehealth was becoming increasingly ac-
cepted as useable by patients and healthcare profes-
sionals in this field; however there was an identified lack
of clear evidence-based research to support the use of
telehealth in palliative care in the UK [18].
Telehealth may provide a solution to meeting the

growing demands of palliative care services across
geographical regions with limited resources. Ready ac-
cess to general and specialist palliative care services
for patients with a variety of life-limiting conditions
may prove beneficial in reducing the need for emer-
gency services. This review will examine the current
status of telehealth in palliative care in the UK and
any evidence to suggest an effect on access to emer-
gency or unscheduled care. In light of the recent UK
government publications on digital services, the re-
view will also examine to what extent current initia-
tives meet these standards. The issues described are
not unique to the UK- studies in Australia [19, 20],
the USA [21] and Europe [22] demonstrate a global
interest in the potential of telehealth for meeting the
needs of the palliative care population. Although this
review focusses on UK studies, the results are un-
doubtedly transferable to an international audience.

Methods
The protocol for this systematic review was registered
with PROSPERO and can be found at http://www.crd.
york.ac.uk/PROSPERO/display_record.php?ID=CRD42
017080038.
The aim of this systematic review is to describe and

evaluate the current use of telehealth technology in
the provision of generalist and specialist palliative
care in the UK. The authors examined the UK specif-
ically in line with the 2010 review and also due to
the unique way healthcare services- specifically, pallia-
tive care- are structured and funded via the National
Health Service (NHS), meaning direct comparison
with other countries would not be possible. The NHS
is a government funded health and medical service
which is free at the point of access to all UK resi-
dents [23]. Although a proportion of palliative care
services are commissioned and funded by the NHS,
much of palliative and end of life care is provided by
hospices based in the voluntary sector [24]. To this
end, the systematic review will answer the following
question:

1. What are the current published uses of telehealth in
palliative care in the UK?

Hancock et al. BMC Palliative Care          (2019) 18:114 Page 2 of 15

http://www.crd.york.ac.uk/PROSPERO/display_record.php?ID=CRD42017080038
http://www.crd.york.ac.uk/PROSPERO/display_record.php?ID=CRD42017080038
http://www.crd.york.ac.uk/PROSPERO/display_record.php?ID=CRD42017080038


In addition to the primary objective of describing tele-
health use in palliative care, the review will also address
the evaluation of these services. The secondary questions
to be answered are:

2. If telehealth is being used for patients and/or carers,
does this meet the criteria of a digital service as
described by UK government?

3. Is there any evidence that compared with standard
care, telehealth initiatives reduce the need for
access to emergency/acute services for the palliative
care population in the UK?

The authors used similar methods to those in the 2010
review paper in terms of selected electronic databases
and grey literature searches. The search terms used for
this review included those in the 2010 review however
additional terms were added (adapted from previous
Cochrane reviews [25, 26]) to maximise identification of
suitable literature. Additionally, the authors opted not to
include ‘United Kingdom’ and other synonyms in the
search terms as it was felt this may result in missing
relevant literature which referenced specific UK loca-
tions such as towns or regions.
Thematic synthesis was used to examine the results of

the review [27].

Inclusion criteria
Due to the descriptive nature of literature available, and
initial scoping indicated the amount of literature avail-
able on this topic was not expected to be substantial, all
study types including case series were included for re-
view, with the exception of anecdotal opinion pieces and
editorials. Research published on or after 1st January
2010 was included in this systematic review to allow
comparison to the 2010 review article. Due to the nature
of the review examining only studies from the UK, only
articles reported in the English language were included.
Of interest were studies which described the use of

any telehealth initiative in the delivery of palliative care
in the UK. We included studies which described the use
of telehealth to facilitate multi-disciplinary working or
for the purpose of staff education and support, as well as
to provide service to patients with palliative needs.
Paediatric studies were included.

Studies describing the use of any mode of tele-
health intervention were included, such as remote
patient monitoring, digital support via telephone or
video for patients or carers, remote support and ad-
vice for healthcare professionals in managing the
stated population, or facilitation of the education
and networking of healthcare professionals delivering
palliative care.

Outcomes
The primary outcome of the review was to describe tele-
health use in palliative care in the UK. The secondary
outcome was to judge whether the telehealth initiative
described met the digital service standard. The UK gov-
ernment published its ‘Digital Service Standard’ in 2016
which is a set of criteria to help create and run good
digital services [17]. The authors adapted these criteria
and judged the telehealth interventions in the included
studies against this standard. Additional outcomes in-
cluded any reduction in the requirement of acute or
emergency services when compared with standard care,
cost effectiveness of telehealth interventions and partici-
pant perception of the technology.

Search methods for identification of studies
We identified studies from a search of five databases
conducted November 2017:

1. EMBASE
2. MEDLINE
3. CINAHL
4. Psychinfo
5. Cochrane central register of controlled trials

Search terms were adapted from existing strategies
used in Cochrane systematic reviews [25, 26] and devel-
oped with input from our academic liaison librarian
team (Table 1). Search terms were tailored to the five
electronic databases accordingly.
A search of the grey literature with search terms modi-

fied from the above was also conducted using Google
search engine. Additionally, we handsearched the confer-
ence literature from the European Association for Pallia-
tive Care, EThOS doctoral theses and reference lists
from included papers. Where suitable abstracts were
identified from conference or thesis abstracts, authors
were contacted for full published papers and one expert
in the field was approached for discussion. If full papers
had not been published, these were excluded.

Data collection and analysis
Results of the literature search were uploaded on to
Covidence, an online tool to support literature

Table 1 Terms used in search strategy

1. Identification of palliative care

Palliative care OR Terminal care OR Terminally ill OR advanced/end
stage/terminal disease/illness/cancer OR last year of life OR end of life
OR macmillan/marie curie nurse

2. Telehealth

Telemedicine OR Telecommunications OR Telecare OR telemonitor OR
teleconsult OR teleconference OR telephone OR telehealth OR remote
consult OR ehealth OR mobile health
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screening. Two authors (SH and HJ) screened the ti-
tles and abstracts for relevance, to judge eligibility
and remove duplicates. Full text of all potentially rele-
vant studies was assessed by SH and HJ. Disagree-
ments were resolved by consensus or by consulting a
3rd reviewer (AG or NP).
Data from each study were entered on a data ex-

traction form. Specifically, data on the study popula-
tion including sample size and diagnosis, study
intervention, study design including data collection
and analysis methods, and results or recommenda-
tions were extracted. The form was piloted by the
two reviewers to ensure usability and consistency. All
studies were extracted by SH with HJ independently
completing data extraction on 80% of the studies in-
cluded. Following extraction of baseline data (study
type, number and nature of participants), thematic
synthesis was conducted from the included studies
following the methods of Thomas and Harden [27].
Following familiarisation with the study by repeat
reading, any qualitative data was initially coded by
hand and connections and overlaps in the data
brought together in to descriptive themes. The
themes were then reviewed in line with the review
objectives to ensure the themes were able to capture

crucial aspects of the data and address the review
questions.

Critical appraisal
Where possible, critical appraisal of the methodology
of the paper was conducted using criteria adapted
from Wallace et al’s 2004 paper on meeting the chal-
lenge of developing systematic reviewing in social pol-
icy [28]. A critical appraisal tool was not used in the
2010 review. This appraisal methodology allows for
qualitative research evidence, which was felt to be im-
portant for this systematic review. The purpose of
this appraisal was to provide an overview of the qual-
ity of the papers- studies were not excluded purely
on the basis of the critical appraisal. Wallace et al’s
original critical appraisal criteria can be found in
Additional file 1.

Results
A total of 30 articles met the inclusion criteria and were
included in the synthesis. The search results are shown
as a PRISMA flowchart in Fig. 1.
A table of the included studies [22–49] can be found

below [29, 30] (Table 2). Studies are grouped according

Fig. 1 PRISMA flowchart of results
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to the predominant outcomes; quantitative, qualitative,
protocols and mixed methods.

Overview of studies
A wide variety of study designs were used, with the most
common being qualitative methods used in seven of the
papers [32, 35, 36, 38, 41, 42, 50]. Four of the papers
were service evaluations [30, 47, 51, 52] and there were
three randomised controlled trials [34, 48, 49]. Three of
the papers were protocols [29, 33, 45] and three of the
papers simply gave a description of the intervention
without any identifiable study design [39, 53, 54] which
served to address objective 1 of the study (description of
current telehealth use). Other study designs included
randomised crossover trial [31] mixed methods [37, 43]
realist evaluation [55], prospective interventional [44],
prospective longitudinal cohort [56], prospective obser-
vational [40, 57] and retrospective observational [46, 58].
The majority of included studies had relatively small

sample sizes. Where qualitative or service evaluation
type studies were conducted that involved interviews
with participants, the majority had sample sizes less than
30 which may be expected given the stated methodology.
The exception to this is in the two studies conducted by
Wye et al. [30, 55] where 148 and 101 participants were
interviewed respectively. Similarly, in the studies which
examined an intervention, sample sizes were low (range
22–68) and the median number of participants was 40.
Fourteen of the included studies had a mix of partici-

pants (patients, carers and professionals) [30, 32, 36, 37,
40–43, 47, 50–52, 55, 57], nine were patient centred [29,
31, 33, 34, 44–46, 49, 58]and five were studies with tele-
health interventions aimed at professionals [35, 38, 39,
54, 56]. Only one study by Hattink et al. [48] described a
telehealth intervention specifically for carers; an online
education tool for carer-givers of those with advanced
dementia. One study was a description of palliative care
mobile phone applications and did not have any partici-
pants [53].
Where studies included patients, the majority did not

specify a particular diagnosis [32, 34, 36, 42, 43, 47, 50–
52, 54, 55, 58]. Specific diagnoses included end stage
renal disease, COPD, cystic fibrosis, heart failure, de-
mentia, motor neurone disease and specific cancer sites
(lung and breast).

Overview of quality
Using guidance provided by Wallace et al’s 2004 paper
[28], the authors appraised the methodology of 19 of the
30 papers. For the 11 which were not able to be
assessed, this was due to the paper being descriptive in
nature with insufficient detail on study design.
The 19 papers suitable for appraisal were reviewed

against a set of nine criteria developed by the authors

which had been adapted from Wallace et al. [28] Two
authors independently scored eligible papers against the
nine criteria. Authors judged whether papers met the
criteria fully (scoring 2), to some extent (scoring 1), not
at all or unable to say from the information in the paper
(scoring 0). The maximum score was therefore 18;
scores for suitable papers are included in the table
below.
Eight of the 19 papers met all of the nine criteria com-

pletely or to some extent [30, 31, 34, 48, 49, 55, 56, 58].
These papers scores are highlighted in bold in the table.
The majority of papers which did not meet the nine cri-
teria did so because of insufficient sample to explore the
subject, or insufficient description of data collection
methods.

Types of telehealth interventions
The first objective of this review was to describe the
current uses of telehealth in palliative care in the UK
which will be discussed here.
There was a variety of telehealth interventions de-

scribed in the included studies. The majority of interven-
tions described a form of home telemonitoring (using
telephone or computer software to record clinical symp-
toms or signs from the patient’s home) [29, 31, 37, 40,
41, 44–46, 49]. Home telemonitoring was used in a var-
iety of conditions; respiratory disease, heart failure,
motor neurone disease, cystic fibrosis and end stage
renal failure. This required patients to input data using
their telephone landline, their television or using com-
puter hardware and software provided to the patient for
this purpose. All home telemonitoring studies required
patients to input specific data regarding symptoms spe-
cific to their illness, such as breathlessness in respiratory
disease, and some studies also required patients to pro-
vide physical parameters. For example, pulse oximeter
measurements in respiratory disease studies [31, 49] and
weight and blood pressure measurements in heart failure
and renal failure studies [44, 46]. The majority of these
studies included some form of telephone support either
in response to patient data triggering an alert or as an
additional support for patients at home.
Several papers described a telephone advice line as the

telehealth intervention [36, 47, 50–52, 57]. These were a
mix of ‘reactive’ and ‘proactive’ telephone services and
tended to be for the palliative population generally ra-
ther than a specific diagnosis. The majority of these pa-
pers were descriptive of the service and used qualitative
measures to obtain feedback from users on the service.
Three studies described the use of electronic patient

records as a telehealth intervention [30, 32, 38]. Five
studies described the use of online or videoconferencing
platforms to facilitate education; these were either to
support patients and carers [33, 34, 48] or to provide
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education and networking opportunities for profes-
sionals [39, 56].
A number of studies had a mix of interventions- from

studies evaluating participant opinion on a number of
interventions [35, 42], to studies which had a combin-
ation of elements to their intervention (a combination of
telephone advice line, electronic patient record and non-
telehealth interventions such as ‘end of life care facilita-
tors’) [43, 55, 58].

Synthesis of findings
Results from included studies have been grouped in to
quantitative and qualitative outcomes. Quantitative re-
sults included descriptive data on the number and
demographic information of users of a telemedicine ser-
vice. Studies which examined specific outcomes such as
number of acute hospital admission, length of admission,
primary care contacts and number of contacts needed
from a telemedicine provider tended to be associated
with studies which described use of a home telemonitor-
ing system. Some quantitative data was specific to the
condition monitored, for example spirometry values in
cystic fibrosis patients. The study by Lisk et al. which de-
scribed a multi-modal intervention of telephone advice
line, multi-disciplinary team meetings and e-mail alerts
on hospital admission for nursing home patients dis-
cussed cost reduction as a result of the intervention [43].
The study calculated a saving of £2630 as a result of
their intervention and predicted a £74,383 cost reduction
for the next, larger-scale stage of their study. These cal-
culations were reached by comparing the number of in-
patient bed-days during the intervention period with the
same period from the previous year and hence are esti-
mations. It is not possible to ascertain which element of
their intervention resulted in this outcome.

Qualitative results included participant and healthcare
provider opinions on either a specific service or tele-
medicine in general. The results from these studies were
generally positive and indicated an openness to tele-
medicine in palliative care [32, 36, 38, 41, 42].Specific-
ally, healthcare professionals reported telemedicine
interventions to be ‘useful’ and ‘relevant’ whilst patients
reported telehealth as an acceptable provision of care
[32, 38, 41].However, the study by Johnston et al. [42]
also highlighted some of the potential barriers to tele-
health following interviews with patients, carers and
healthcare professionals, including a need to improve in-
frastructure to support telehealth, perceived potential for
patient difficulty in managing the technology and a lack
of funding and broadband coverage. The paper by Cox
et al. [37] aimed to introduce a home telemonitoring
system for patients receiving palliative radiotherapy in
lung cancer. Unfortunately, the study was unable to take
place due to refusal of consent to approach patients by
their clinicians. On interviewing clinicians regarding this
there was clear evidence of gatekeeping preventing par-
ticipation in the research; many clinicians felt technology
was inappropriate in this specific population due to age,
burden of illness and rapidity of deterioration.
A number of the studies did not outline specific out-

comes and were purely descriptive of the telemedicine
service or intervention.

Telehealth and the digital service standard
The second objective of this review was to assess
whether telehealth initiatives met the standard of a UK
digital service set out by the UK government; this will be
discussed here.
Ten papers from the review were suitable for review of

the telehealth intervention using criteria adapted from

Table 3 Performance of studies suitable for telehealth intervention appraisal, where white is ‘meets all criteria’, /\ pattern ‘to some
extent’, black is ‘not at all’ and grey is ‘unable to say’
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the UK government’s digital service standard [17]. The
remaining 20 studies did not contain sufficient detail of
the service to complete this review, or detailed a multi-
faceted intervention where telehealth was only a
component.
Two authors (SH and HJ) independently scored eligible

papers against eight criteria using the same system as
above (criteria met fully, to some extent, not at all or un-
able to say). Of these 10 papers, only one paper met all 8
criteria completely or to some extent (Table 3) [44].
It is clear from the table above that the majority of pa-

pers did not detail any information on security and priv-
acy, and making a plan for being offline. Identification of
performance indicators and collecting performance data
was also not detailed or only partially detailed by many
of the included papers.

Access to emergency care
The third objective of this review was to examine for
any evidence of reduction in access to emergency care as
a result of the telehealth initiative; this will be discussed
here.
Seven of the studies made specific reference to reduc-

tion in access to emergency or acute care services [31,
36, 44, 46, 49, 52, 58].
Two of the studies which examined the use of tele-

phone advice lines reported a reduction in admission. In
the Middleton-Green et al. study [36], the authors state
that ‘98.5% of calls resulted in patients remaining in
their place of residence’ and the service evaluation of the
telephone advice line carried out by Plummer et al. [52]
discusses that 70% of callers were not admitted to hos-
pital- possibly as a result of advice given by the call
handler.
The studies by Wye et al. [55] and Purdy et al. [58] de-

scribe the ‘Delivering Choice Programme’ (DCP). In
their study, Purdy et al. describe how participants receiv-
ing DCP were less likely to die in hospital, less likely to
be admitted to hospital in the 30 days prior to death and
less likely to visit the emergency department.
Four studies of home telemonitoring discussed access

to emergency care. Dey et al. [44] found that 36 admis-
sions were avoided using their home telemonitoring sys-
tem in renal failure patients. Dierckx et al. [46]
undertook a retrospective observational analysis of tele-
monitoring in heart failure patients and described that
telemonitoring seemed to be associated with a reduction
in all-cause mortality, however the number of admis-
sions due to heart failure and the time to first hospital-
isation was similar between the two groups (receiving
telemonitoring and not). The randomised crossover trial
by Chatwin et al. [31] examining telemonitoring in re-
spiratory failure resulted in increased respiratory admis-
sions and home visits in the telemonitoring group.

Interestingly, the randomised controlled trial of telemo-
nitoring in COPD patients by Lewis et al. [49] showed
no difference in hospital admissions, days in hospital or
emergency department attendances, but a reduction of
contact with primary care though this was not statisti-
cally significant as the study was underpowered.

Discussion
Similar to the review published by Kidd et al. in 2010
[18], this paper provides a useful overview and descrip-
tion of how telehealth initiatives are being used in pallia-
tive care in the UK. It is notable that despite a growth in
the use of technology, the numbers of papers eligible for
inclusion have not increased as expected. During the
search, the authors noted a lack of conversion of ab-
stracts to full publication; 12 interesting and potentially
eligible abstracts were identified during the grey litera-
ture search which had not been converted to full publi-
cation. In keeping with these observations, Hanchanale
et al. report that just over half of palliative care confer-
ence abstracts subsequently go on to full publication
[59]. Although a Cochrane review in 2007 demonstrated
a similar publication rate across all specialties [60], the
article by Walshe in 2017 highlights the trend for obser-
vational rather than interventional research and a low
publication rate of trials in palliative care [61]. This may
account for the relatively low numbers of studies.
Despite this, we have found a number of papers which

describe the varying uses of telehealth. Although tele-
phone advice lines and the use of telehealth in providing
patient or professional education continue to feature in
this review, there was a notable increase in the number
of home telemonitoring initiatives implemented com-
pared to the 2010 review. This may be due to the im-
provement in these technologies. It was interesting to
note that all of the home telemonitoring studies were
undertaken in participants with specific diagnoses (for
example, heart failure) rather than a general palliative
care population. This may be appropriate given different
diagnoses may result in different symptoms but may also
be a barrier when thinking about the number and variety
of telehealth applications needed to meet the demands
of the palliative care population as a whole.
Where telehealth is described, the detail included in

the paper was often insufficient for the authors to judge
the initiative against the digital service standard. The
majority of the papers which could be judged against
this standard did not meet the criteria. This may reflect
how recent this digital service standard was published
(some papers included were published prior to the
standard) but may also corroborate with the overall lack
of robust study design noted across the review. Given
this standard is now widely available, it may be that fu-
ture telehealth initiatives align with the criteria more

Hancock et al. BMC Palliative Care          (2019) 18:114 Page 11 of 15



closely. It is worth noting that the criteria were adapted
by the authors. For example, the requirement to ‘test
with the minister’ was felt to be inappropriate for this
review. The digital service standard was updated in July
2019 after completion of this review and the new criteria
seem to reflect some of the challenges identified, includ-
ing removal of the aforementioned point [62].
Kidd et al. [18] comment that telehealth is reported to

advantage patient care by improving the patient and
carer experience, however there is little known about the
clinical benefits and feasibility of providing telehealth
services. This review includes papers which comment on
clinical benefits and reduced need for emergency care
but there are limitations to these findings. Purdy et al.
find a reduction in hospital admission, emergency de-
partment attendances and deaths in hospital, however
their intervention was multi-faceted and they acknow-
ledge that their ‘coordination centres’ which organise
care and equipment for patients seemed to provide the
most benefit, rather than the telehealth aspects. Al-
though Dey et al. [44] report that admissions were
avoided, the sample size for the study was small and it is
unclear how the authors have reached this conclusion.
Dierckx et al. [46] report a reduction in all-cause mortal-
ity, however this was a retrospective observational study
where patients were offered telemonitoring rather than
allocated. If patients opting to engage with telemonitor-
ing are in general more engaged with healthcare, this
may account for some of their findings. The study de-
sign in the paper by Middleton-Green [40] was insuffi-
cient to demonstrate that patients remaining in their
usual place of residence was as a direct result of their
telehealth initiative.
Although there is an increase in the use of home tele-

monitoring, and a growing appreciation for the use of
telehealth in palliative care (as evidenced by the qualita-
tive nature of some of these studies) there remains a lack
of evaluation of telehealth interventions. Where evalu-
ation was undertaken, it was difficult to attribute the
results to telehealth as many studies implemented a
multi-faceted intervention (for example, telephone ad-
vice line with a face-to-face support element). Most of
the literature continues to be purely descriptive and
without robust study design. Without this, it is not pos-
sible to clearly demonstrate a clinical benefit of tele-
health in palliative care in this review.

Limitations
There are several limitations to this review. Although
article screening and data extraction was conducted by
two reviewers, the synthesis was conducted by only one
reviewer which limits the objectiveness and introduces
opportunity for error. The studies were not homogenous
in nature, which also makes synthesis of the findings

difficult. The variety of key terms used in the literature
for both palliative care and telehealth made searching
for articles challenging and although the search was
thorough, omission of relevant articles cannot be ruled
out.
It is worth noting that although the criteria used for

review of study quality were adapted from existing litera-
ture, they were developed by the authors and assessed
by the authors, creating scope for bias. Rather than being
used as a specific and rigorous assessment of each paper,
it served to emphasise the lack of clear study design or
method used in the majority of the included papers,
resulting in many of these studies being very difficult to
reproduce. It is also worth noting that the failure of
some papers to meet the nine criteria may actually re-
flect the written report of the study, rather than the rigor
of the method. Similarly, the criteria used by the authors
to judge telehealth initiatives against the digital service
standard are subject to similar levels of bias for the rea-
sons detailed above.

Strengths
Despite these limitations, the included studies and syn-
thesis have been able to address the three review ques-
tions. The literature search was conducted rigorously
and is replicable. Inclusion of all applicable studies in
the review allowed for a broad overview of this topic.
Screening of papers, data extraction and assessment of
quality were undertaken by two reviewers to attempt to
minimize bias. Interpretation and synthesis of themes
was discussed amongst all authors. The results reinforce
some of the findings from the 2010 review used as a
starting point for this review and go further to examine
some new areas relevant for future work, such as the
comparison against the digital service standard.

Impact on policy and practice
Although confirming that telehealth initiatives continue
to be implemented in palliative care, this review high-
lights the need for further studies on the use of tele-
health in palliative care. Important questions regarding
the acceptability and effectiveness of telehealth in this
setting remain unanswered.
It was also noted by the authors that although some

included studies examined the relationship between tele-
health and access to emergency care, none of the studies
specifically examined the effect on out of hours service
provision. The palliative care and end of life priority set-
ting partnership, identified the provision of palliative
care outside of normal working hours as it’s number one
priority [63]. This, coupled with the service delivery
guideline for adults in the last year of life currently in
progress by NICE [64] indicate that planning of special-
ist palliative care service provision is of great
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importance. Hence, the authors suggest that future work
examining the use of telehealth in meeting the demands
of an out of hours specialist palliative care service could
have significant impact on future clinical practice.

Conclusions
This review demonstrates that a variety of UK palliative
care telehealth initiatives continue to be described in the
published literature. Since the 2010 review there particu-
larly appears to have been an increase in the number of
home telemonitoring interventions, perhaps because of
an improvement in this technology. However, where suf-
ficient detail of the telehealth initiative allowed review
against a standard, the majority of interventions did not
meet the requirements of a UK digital service. Despite
the description of telehealth development and imple-
mentation, there remains a lack of robust study design
and evaluation of these interventions meaning that clear
conclusions around the benefit of telehealth in palliative
care cannot be drawn; there is insufficient high quality
evidence to comment on any influence on access to
emergency or unscheduled care. Further work to evalu-
ate the use of telehealth in palliative care, and to specif-
ically examine its use in out of hours specialist palliative
care provision is recommended.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12904-019-0495-5.

Additional file 1. Critical appraisal criteria from Wallace et al. (2004) [19].

Abbreviations
CBT: Cognitive behavioural therapy; CNS: Clinical Nurse Specialist;
COPD: Chronic Obstructive Pulmonary Disease; DCP: Delivering Choices
Programme; ED: Emergency department; EPaCCS: Electronic Palliative Care
Coordination System; MDT: Multi-disciplinary team; NHS: National Health
Service; NICE: The National Institute for Health and Care Excellence;
OOH: Out of hours; QALY: Quality adjusted life years; QOL: Quality of life;
UK: United Kingdom; USA: United States of America; WHO: World Health
Organization

Acknowledgements
Not applicable.

Authors’ contributions
SH designed the review, collected and analysed the data and drafted the
manuscript. AG contributed to the design of the review and critical revision
of the manuscript. HJ contributed to data collection as second review. NP
provided critical revision of the manuscript. All authors read and approved
the final manuscript.

Funding
Dr. Sophie Hancock completed this work as part of a NIHR funded academic
clinical fellowship. The funding body did not contribute to the design of the
study, collection, analysis and interpretation of data or writing the
manuscript.

Availability of data and materials
No primary data collected in this study. Detailed search strategy and further
information on included studies available on request from Dr. Sophie
Hancock.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
Professor Nancy Preston is a member of the editorial board for BMC
Palliative Care.

Author details
1International Observatory on End of Life Care, Furness Building, Lancaster
University, Lancaster LA1 4YG, UK. 2St Catherine’s Hospice, Lostock Hall,
Lostock Lane, Preston PR5 5XU, UK. 3Trinity Hospice, Low Moor Road,
Bispham, Blackpool FY2 OGB, UK.

Received: 15 May 2019 Accepted: 25 November 2019

References
1. Marie Curie UK, 2015. Equity in the provision of palliative care in the UK:

review of evidence. Available online at https://wwwmariecurieorguk/
globalassets/media/documents/policy/campaigns/equity-palliative-care-uk-
report-full-lsepdf. Accessed July 2018.

2. Taylor DH Jr, Bull J, Zhong X, Samsa G, Abernethy AP. The effect of palliative
care on patient functioning. J Palliat Med. 2013;16(10):1227–31.

3. El-Jawahri A, Greer JA, Temel JS. Does palliative care improve outcomes for
patients with incurable illness? A review of the evidence. J Support Oncol.
2011;9(3):87–94.

4. Evans R, Stone D, Elwyn G. Organizing palliative care for rural populations: a
systematic review of the evidence. Fam Pract. 2003;20(3):304–10.

5. Gott M, Gardner C, Ingleton C, et al. What is the extent of potentially
avoidable admissions amongst hospital inpatients with palliative care
needs? BMC Palliat Care. 2013;12:9.

6. Shepperd S, Goncalves-Bradley D, Straus SE, Wee B. Hospital at home:
home-based end-of-life care. Cochrane Database Syst Rev. 2016. https://doi.
org/10.1002/14651858.CD009231.pub2.

7. https://www.who.int/sustainable-development/health-sector/strategies/
telehealth/en/ Accessed May 2019.

8. https://www.hrsa.gov/rural-health/telehealth/index.html Accessed Jan 2018.
9. Greenhalgh T, A’Court C, Shaw S. Understanding heart failure; explaining

telehealth – a hermeneutic systematic review. BMC Cardiovasc Disord. 2017;
17:156. https://doi.org/10.1186/s12872-017-0594-2.

10. Franek J. Home Telehealth for patients with chronic obstructive pulmonary
disease (COPD): an evidence-based analysis. Ont Health Technol Assess Ser.
2012;12(11):1–58.

11. Robertson A, Cresswell K, Takian A, Petrakaki D, Crowe S, Cornford T, et al.
Implementation and adoption of nationwide electronic health records in
secondary care in England: qualitative analysis of interim results from a
prospective national evaluation. BMJ. 2010;341:c4564. https://doi.org/10.
1136/bmj.c4564.

12. Speyer R, Denman D, Wilkes-Gillan S, Chen YW, Bogaardt H, et al. Effects of
telehealth by allied health professionals and nurses in rural and remote area: a
systematic review and meta-analysis. J Rehabil Med. 2018;50(3):225–35.

13. https://www.kingsfund.org.uk/sites/default/files/Avoiding-Hospital-
Admissions-Sarah-Purdy-December2010.pdf Accessed Dec 2017.

14. NHS Scotland 2008. Living and dying well- a national action plan for
palliative and end of life care in Scotland. Available online at http://
wwwgovscot/resource/doc/239823/0066155pdf. Accessed July 2018.

15. National palliative and end of life care partnership 2015- ‘Ambitions for
palliative and end of life care: a national framework for local action 2015–2020’.

16. https://www.gov.uk/government/publications/uk-digital-strategy/executive-
summary. Accessed Sept 2018.

17. https://www.gov.uk/service-manual/service-assessments/pre-july-2019-
digital-service-standard. Accessed Nov 2019.

Hancock et al. BMC Palliative Care          (2019) 18:114 Page 13 of 15

https://doi.org/10.1186/s12904-019-0495-5
https://doi.org/10.1186/s12904-019-0495-5
https://www.mariecurie.org.uk/globalassets/media/documents/policy/campaigns/equity-palliative-care-uk-report-full-lse.pdf
https://www.mariecurie.org.uk/globalassets/media/documents/policy/campaigns/equity-palliative-care-uk-report-full-lse.pdf
https://www.mariecurie.org.uk/globalassets/media/documents/policy/campaigns/equity-palliative-care-uk-report-full-lse.pdf
https://doi.org/10.1002/14651858.CD009231.pub2
https://doi.org/10.1002/14651858.CD009231.pub2
https://www.who.int/sustainable-development/health-sector/strategies/telehealth/en/
https://www.who.int/sustainable-development/health-sector/strategies/telehealth/en/
https://www.hrsa.gov/rural-health/telehealth/index.html
https://doi.org/10.1186/s12872-017-0594-2
https://doi.org/10.1136/bmj.c4564
https://doi.org/10.1136/bmj.c4564
https://www.kingsfund.org.uk/sites/default/files/Avoiding-Hospital-Admissions-Sarah-Purdy-December2010.pdf
https://www.kingsfund.org.uk/sites/default/files/Avoiding-Hospital-Admissions-Sarah-Purdy-December2010.pdf
http://www.gov.scot/resource/doc/239823/0066155.pdf
http://www.gov.scot/resource/doc/239823/0066155.pdf
https://www.gov.uk/government/publications/uk-digital-strategy/executive-summary
https://www.gov.uk/government/publications/uk-digital-strategy/executive-summary
https://www.gov.uk/service-manual/service-assessments/pre-july-2019-digital-service-standard
https://www.gov.uk/service-manual/service-assessments/pre-july-2019-digital-service-standard


18. Kidd L, Cayless S, Johnston B, Wengstrom Y. Telehealth in palliative care in
the UK: a review of the evidence. J Telemed Telecare. 2010;16(7):394–402.
https://doi.org/10.1258/jtt.2010.091108.

19. Bradford NK, Caffery LJ. Smith AC Telehealth services in rural and remote
Australia: a systematic review of models of care and factors influencing
success and sustainability. Rural Remote Health. 2016;16(4):3808.

20. Tieman JJ, Swetenham K, Morgan DD, To TH, Currow DC. Using telehealth
to support end of life care in the community: a feasibility study. BMC Palliat
Care. 2016;15(1):94.

21. Menon PR, Stapleton RD, McVeigh U, Rabinowitz T. Telemedicine as a tool
to provide family conferences and palliative care consultations in critically ill
patients at rural health institutions: a pilot study. Am J Hosp Palliat Care.
2015;32(4):448–53.

22. Holland DE, Vanderboom CE, Ingram CJ, Dose AM, Borkenhagen LS, et al.
The feasibility of using technology to enhance the transition of palliative
care for rural patients. Comput Inform Nurs. 2014;32(6):257–66.

23. https://www.gov.uk/government/publications/the-nhs-constitution-for-
england/the-nhs-constitution-for-england Accessed May 2019.

24. https://www.ncpc.org.uk/funding Accessed May 2019.
25. Gomes B, Calanzani N, Curiale V, McCrone P, Higginson IJ. Effectiveness and

cost-effectiveness of home palliative care services for adults with advanced
illness and their caregivers. Cochrane Database Syst Rev. 2013;(6. Art. No.:
CD007760). https://doi.org/10.1002/14651858.CD007760.pub2.

26. Inglis SC, Clark RA, Dierckx R, Prieto-Merino D, Cleland JGF. Structured
telephone support or non-invasive telemonitoring for patients with heart
failure. Cochrane Database Syst Rev. 2015;(10. Art. No.: CD007228). https://
doi.org/10.1002/14651858.CD007228.pub3.

27. Thomas J, Harden A. Methods for the thematic synthesis of qualitative
research in systematic reviews. BMC Med Res Methodol. 2008;8:45.

28. Wallace A, Croucher K, Quilgars D. Meeting the challenge: developing
systematic reviewing in social policy. Policy Polit. 2004. https://doi.org/10.
1332/0305573042009444.

29. Aiyegbusi OL, Kyte D, Cockwell P, et al. Using Patient-Reported Outcome
Measures (PROMs) to promote quality of care and safety in the
management of patients with Advanced Chronic Kidney disease (PRO-trACK
project): a mixed-methods project protocol. BMJ Open. 2017;7:e016687.
https://doi.org/10.1136/bmjopen-2017-016687.

30. Wye L, Lasseter G, Simmonds B, Duncan L, Percival J, Purdy S. Electronic
palliative care coordinating systems (EPaCCS) may not facilitate home
deaths: A mixed methods evaluation of end of life care in two English
counties. J Res Nurs. 2016;21(2):96–107.

31. Chatwin M, Hawkins G, Panicchia L, Woods A, Hanak A, et al. Randomised
crossover trial of telemonitoring in chronic respiratory patients (TeleCRAFT
trial). Thorax. 2016;71(4):305–11.

32. Hall S, Murchie P, Campbell C, Murray SA. Introducing an electronic
palliative care summary (ePCS) in Scotland: patient, carer and professional
perspectives. Fam Pract. 2012;29(5):576–85.

33. Hudson JL, Moss-Morris R, Game D, Carroll A, McCrone P, Hotopf M, Yardley
L, Chilcot J. Improving distress in dialysis (iDiD): A feasibility two-arm parallel
randomised controlled trial of an online cognitive behavioural therapy
intervention with and without therapist-led telephone support for
psychological distress in patients undergoing haemodialysis. BMJ Open.
2016;6(4):e011286 (no pagination).

34. Hudson JL, Moss-Morris R, Norton S, Picariello F, Game D, Carroll A, Spencer
J, McCrone P, Hotopf M, Yardley L, Chilcot J. Tailored online cognitive
behavioural therapy with or without therapist support calls to target
psychological distress in adults receiving haemodialysis: A feasibility
randomised controlled trial. J Psychosom Res. 2017;102:61–70.

35. Leadbeater M, Staton W. The role and organisation of community palliative
specialist nursing teams in rural England. Br J Community Nurs. 2014;19(11):551–5.

36. Middleton-Green L, Gadoud A, Norris B, et al. ‘A friend in the corner’:
supporting people at home in the last year of life via telephone and
video consultation—an evaluation. BMJ Support Palliat Care.
Published Online First: 05 February. 2016. https://doi.org/10.1136/
bmjspcare-2015-001016.

37. Cox A, Illsley M, Knibb W, Lucas C, O’Driscoll M, et al. The acceptability of e-
technology to monitor and assess patient symptoms following palliative
radiotherapy for lung cancer. Palliat Med. 2011;25(7):675–81.

38. Duxbury K, Cook C and Siganporia Z. The adoption of Coordinate My Care in
North West London- Qual Res Rep. 2015. Accessible at http://coordinatemycare.
co.uk/cmc/wp-content/uploads/2014/06/cmc-report-final.pdf

39. Faull C, Winlow V. e-ELCA: e-learning for practitioners in end-of-life car. Eur J
Palliat Care. 2016;23(4):180.

40. Hamad G, Crooks M, Morice A. Use of Telehealth Data in Multidisciplinary
Team Review of COPD. SM J Pulm Med. 2015;1(2):1010.

41. Hobson E, Baird W, Partridge R, Cooper C, Mawson S, et al. The TiM system:
developing a novel telehealth service to improve access to specialist care in
motor neurone disease using user-centred design. Amyotroph Lateral Scler
Frontotemporal Degener. 2018;19(5-6):351–61.

42. Johnston B, Kidd L, Wengstrom Y, Kearney N. An evaluation of the use of
Telehealth within palliative care settings across Scotland. Palliat Med. 2012;
26(2):152–61.

43. Lisk R, Yeong K, Nari R, Baxter M. Geriatrician input into nursing homes
reduces emergency hospital admissions-1 year data and expansion of the
nursing home project. Age Ageing. 2012;41:ii33.

44. Dey V, Jones A, Spalding EM. Telehealth: Acceptability, clinical interventions
and quality of life in peritoneal dialysis. SAGE Open Med. 2016;4:
2050312116670188.

45. Choyce J, Shaw KL, Sitch AJ, Mistry H, Whitehouse JL, et al. A prospective
pilot study of home monitoring in adults with cystic fibrosis (HOME-CF):
protocol for a randomised controlled trial. BMC Polm. 2017;17(1):22.

46. Dierckx R, Cleland JGF, Pellicori P, Zhang J, Goode K, et al. If home
telemonitoring reduces mortality in heart failure, is this just due to better
guideline-based treatment? J Telemed Telecare. 2015;21(6):331–9.

47. Hall S, Thompson J, Davies A. An evaluation of the activity of a 7-day, nurse-
led specialist palliative care service in an acute district general hospital. Int J
Palliat Nurs. 2013;19(3):148–51.

48. Hattink B, Meiland F, van der Roest H, Kevern P, Abiuso F, et al. Web-based
STAR e-learning course increases empathy and understanding in dementia
caregivers: Results from a randomized controlled trial in the Netherlands
and the United Kingdom. J Med Internet Res. 2015;17(10):e241.

49. Lewis KE, Annandale JE, Warm DL, Rees SE, Hurlin C, Blyth H, Syed Y, Lewis
L. Does home Telemonitoring after pulmonary rehabilitation reduce
healthcare use in optimized COPD?? A pilot randomized trial. COPD: J
Chron Obstruct Pulmon Dis. 2010;7(1):44–50. https://doi.org/10.3109/
15412550903499555.

50. Carlebach S, Shucksmith J. A review of an out-of-hours telephone support
service for palliative care patients and their families. Int J Palliat Nurs. 2010;
16(9):445–50.

51. Milton L, Grady A, Cook A. Experiences implementing a 6-month pilot of a
7-day community CNS service in an urban hospice in Scotland. Int J Palliat
Nurs. 2012;18(8):407–12.

52. Plummer S, Allan R. Analysis of a network-wide specialist palliative care out-
of-hours advice and support line: a model for the future. Int J Palliat Nurs.
2011;17(10):494–9.

53. Nwosu AC, Mason S. Palliative medicine and smartphones: an opportunity
for innovation? BMJ Support. 2012;2(1):75–7.

54. Rafter L. Employing e-health in the palliative care setting to manage
pressure ulcers. Wounds UK. 2016;12(1):114–23.

55. Wye L, Lasseter G, Percival J, Duncan L, Simmonds B, Purdy S. What works
in ‘real life’ to facilitate home deaths and fewer hospital admissions for
those at end of life?: Results from a realist evaluation of new palliative care
services in two English counties. BMC Palliat Care. 2014;13(1):37.

56. White C, McIlfatrick S, Dunwoody L, et al. Supporting and improving
community health services—a prospective evaluation of echo technology
in community palliative care nursing teams. BMJ Supportive & Palliative
Care. 2019;9:202–208.

57. Warren M, et al. The complexity of non face-to-face work with patients
affected by metastatic breast cancer and their carers. The ‘hidden
consultations’ of the clinical nurse specialist. Eur J Oncol Nurs. 2012;16(5):
460–4. https://doi.org/10.1016/j.ejon.2011.10.009.

58. Purdy S, Lasseter G, Griffin T, Wye L. Impact of the Marie Curie Cancer Care
Delivering Choice Programme in Somerset and North Somerset on place of
death and hospital usage: a retrospective cohort study. BMJ Support Palliat
Care. 2015;5(1):34–9.

59. Hanchanale S, Kerr M, Ashwood P, et al. Conference presentation in
palliative medicine: predictors of subsequent publication. BMJ Support
Palliat Care. 2018;8:73–7.

60. Scherer RW, Langenberg P, von Elm E. Full publication of results initially
presented in abstracts. Cochrane Database Syst Rev. 2007;2:MR000005.

61. Walshe C. Palliative care research: state of play and journal direction. Palliat
Med. 2017;31:3–4.

Hancock et al. BMC Palliative Care          (2019) 18:114 Page 14 of 15

https://doi.org/10.1258/jtt.2010.091108
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
https://www.ncpc.org.uk/funding
https://doi.org/10.1002/14651858.CD007760.pub2
https://doi.org/10.1002/14651858.CD007228.pub3
https://doi.org/10.1002/14651858.CD007228.pub3
https://doi.org/10.1332/0305573042009444
https://doi.org/10.1332/0305573042009444
https://doi.org/10.1136/bmjopen-2017-016687
https://doi.org/10.1136/bmjspcare-2015-001016
https://doi.org/10.1136/bmjspcare-2015-001016
http://coordinatemycare.co.uk/cmc/wp-content/uploads/2014/06/cmc-report-final.pdf
http://coordinatemycare.co.uk/cmc/wp-content/uploads/2014/06/cmc-report-final.pdf
https://doi.org/10.3109/15412550903499555
https://doi.org/10.3109/15412550903499555
https://doi.org/10.1016/j.ejon.2011.10.009


62. https://www.gov.uk/service-manual/service-standard Accessed Nov 2019.
63. Palliative and end of life care priority setting partnership. January 2015.

Available at https://www.mariecurie.org.uk/globalassets/media/documents/
research/PeolcPSP_Final_Report.pdf. Accessed Sept 2018.

64. National Institute for Health and Care Excellence (NICE). Guideline scope-
end of life care for adults in the last year of life: service delivery. 2017.
Available at https://www.nice.org.uk/guidance/gid-cgwave0799/documents/
final-scope. Accessed Sept 2018.

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

Hancock et al. BMC Palliative Care          (2019) 18:114 Page 15 of 15

https://www.gov.uk/service-manual/service-standard
https://www.mariecurie.org.uk/globalassets/media/documents/research/PeolcPSP_Final_Report.pdf
https://www.mariecurie.org.uk/globalassets/media/documents/research/PeolcPSP_Final_Report.pdf
https://www.nice.org.uk/guidance/gid-cgwave0799/documents/final-scope
https://www.nice.org.uk/guidance/gid-cgwave0799/documents/final-scope

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Inclusion criteria
	Outcomes
	Search methods for identification of studies
	Data collection and analysis
	Critical appraisal

	Results
	Overview of studies
	Overview of quality
	Types of telehealth interventions
	Synthesis of findings
	Telehealth and the digital service standard
	Access to emergency care

	Discussion
	Limitations
	Strengths
	Impact on policy and practice

	Conclusions
	Supplementary information
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

