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ABSTRACT 
The COVID-19 pandemic mandated a substantial switch in primary health care delivery from 
an in-person to a mainly remote telephone or video service. As the COVID-19 pandemic 
approaches its third year, limited progress appears to have been made in terms of policy 
development around consultation methods for the post-acute phase of the pandemic. In 
September 2020 the International Primary Care Respiratory Group convened a global panel 
of primary care clinicians - including family physicians, paediatricians and pharmacists, 
academics, and patients - to consider the policy and health management implications of the 
move to remote consultations in the primary care setting. The group gave special 
consideration to how and how far remote consultations should be integrated into routine 
primary health care delivery. Remote consultations can be a useful alternative to in-person 
consultations in primary care not only in situations where there is a need for viral infection 
control but also for the routine delivery of chronic disease management where it benefits the 
patient. However, they may not be more time efficient for the clinician, and they can add to 
the workload and work-related stress for primary care practitioners if they remain the 
dominant consultation mode. Remote consultations are also less appropriate than in-person 
consultations for new disease diagnosis, dealing with multiple issues and providing complex 
care. Ensuring healthcare professionals have the appropriate skill set to effectively deliver 
remote consultations, administrative and/or IT support and appropriate reimbursement will 
be key to achieving optimal integration of remote consultations into routine clinical practice. 
Addressing digital access and digital literacy issues at a societal level will also be essential 
to ensure individuals have fair and equitable access to the internet and sufficient security for 
exchange of personal and health-related data.  
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Introduction 
The global impact of COVID-19 mandated the rapid and, in many regions, substantial switch 

of primary health care delivery from an in-person to a mainly remote telephone or video 

service.1 As the pandemic subsides and we enter a COVID-endemic world, health care 

systems will need to adjust, as the pendulum swinging between in-person and remote digital 

care finds a new resting place.  

However, almost three years on from the emergence of COVID-19, limited progress has 

been made in terms of policy development around integrating remote consultation methods 

as a component of primary health care delivery. Understanding the issues, challenges, 

pitfalls, benefits and unintended consequences will enable the integration of the remote 

consultation model into primary health care service delivery in a way which benefits patients, 

primary care practitioners (PCPs) and society at large.  



In September 2020 the International Primary Care Respiratory Group (IPCRG) convened a 

global panel of primary care clinicians – including family physicians, paediatricians, 

pharmacists, academics, and patients – to consider the policy and health management 

implications. The aim was to explore the experience and learning of primary care clinicians, 

academic researchers and patients about remote respiratory health care delivery during the 

COVID-19 pandemic. The panel also considered the implications for health care policy if 

remote consultations for routine care are to be effectively integrated into the evolving model 

of primary health care delivery.  

Methods 
The review group included 17 clinicians representing Australia, Bangladesh, Brazil, 

Germany, Greece, Nepal, Portugal, Spain, Sweden, The Netherlands, and the United 

Kingdom, an academic participant representing the University of Oxford Centre for 

Evidence-Based Medicine and three respiratory patient representatives. Figure 1 outlines 

the process undertaken to generate insights by the review group (details of which are 

provided in the online Supplement 1). The group met three times via a virtual platform with a 

facilitator to discuss current approaches to the delivery of primary health care using remote 

consultation and to identify and reach consensus on the benefits, challenges and policy 

implications of remote delivery of care. Relevant literature for consideration by the group was 

identified via a PubMed search using terms including ‘remote consultation’, ‘video 

consultation’, ‘telephone consultation’, ‘electronic consultation’, combined with the qualifying 

terms ‘primary care’, ‘respiratory’ and ‘COVID-19’, and was used to derive key topics for 

discussion (for more details, see online Supplement 2). Direct quantitative information on the 

proportion of care delivered remotely prior to and during the COVID-19 pandemic and 

qualitative experience and insights into the use of remote consultations in the primary care 

setting were derived from a questionnaire completed by the clinician participants (Figure 1). 

Finally, participants were asked to share their personal experience of remote consultations 

prior to and during the COVID-19 pandemic. This approach enabled us to look beyond the 



research-driven evidence base at the tacit knowledge of the structural and process changes 

and the emotional currency (hope, understanding, trust, reassurance, happiness) that flows 

in consultations. 

Practicalities of remote consultations 
A remote respiratory consultation is any consultation that takes place without the health care 

practitioner and patient occupying the same physical space. In primary care, such 

consultations may take place between the patient and any member of the multidisciplinary 

team, including the physician, nurse, pharmacist or allied health professional. Remote 

consultations may also be used to facilitate interactions between primary care and hospital-

based clinicians (with/without the presence of the patient) where an integrated model of care 

is in place. The focus of this paper is on the family medicine model of care including the 

diagnosis and management of chronic conditions which have been estimated to account for 

at least one third of all family medicine consultations in developed countries.2 A significant 

proportion of consultations involved multiple problems.2 

Telephone consultations have been used successfully for many years in remote and rural 

areas where distances preclude routine in-person contact. A recent systematic review of 

remote consultations in the primary care setting indicated they are as effective as in-person 

consultations.3 In the community pharmacy setting, tele-pharmacy has the potential to 

increase access to medication services especially in underserved communities without 

compromising patient safety, although additional research is needed in this area.4-6 

IPCRG approach to remote consultations 
The Chronic Care Model7,8 provided a useful framework to consider the implementation of 

remote consultations for chronic disease management including during acute exacerbations 

(Figure 2). The Chronic Care Model puts at the centre of the health system an activated 

informed person living with a chronic condition interacting productively and building a 

relationship with a prepared proactive practice team. It is essential that patient and PCP 

preference for consultation mode is elicited as part of relationship-building. The model 



defines the elements of the system that support this relationship and interaction. They 

include an activated community and practice team that can offer support and action; high-

quality clinical information systems and decision support, a health care system that 

prioritises self-management support and the potential to redesign services to patient need.  

Diagnosis, treatment, monitoring and care coordination 
The balance between in-person and remote consultations for chronic disease management 

may change over time reflecting the stage of the patient journey from diagnosis to regular 

review and personalised action planning including exacerbation management. Diagnosis of 

chronic disease is a core part of primary care and may require several consultations. A 

series of remote consultations offers the potential for convenient “shared diagnosis-making” 

over time (for example, for someone with suspected asthma, which is a variable condition 

with no single objective diagnostic test). However, remote consulting is most suitable for the 

delivery of routine care, including assessment and monitoring of disease control and quality 

of life. A range of tests and evaluations can be undertaken by patients in their own home 

including temperature, symptom diaries and questionnaires; and observations using home 

monitoring equipment, supported by online tutorials. App-based tools are emerging in some 

countries that support a range of monitoring requirements including electronic peak 

expiratory flow meters, blood glucose and blood pressure monitoring and enable spirometry 

and other more complex evaluations usually limited to the hospital clinic setting.  

Remote consultations require preparation both on the part of the PCP delivering the 

consultation and the patient. A checklist approach to assist both PCPs and patients in 

preparing for a remote consultation has been proposed by the IPCRG to ensure that 

necessary information and equipment is to hand, and that access, connectivity and privacy 

issues have been addressed (Table 1).9 

Remote consultations have the potential to improve coordination of care between primary 

and secondary care by enabling hospital specialists to co-consult in an efficient way, 



including electronic record sharing. This could be particularly helpful for people with complex 

needs, although the potential of a widening digital divide must be closely monitored. From an 

organisational perspective, if reimbursement is not offered for these value-added services, 

then incentives work against a large scale-up. Community pharmacists have shown their 

potential to support medicine-use remotely, as their access to digital tools has accelerated 

during the COVID-19 pandemic. This allows e-prescriptions to be dispensed and delivered to 

people sheltering at home, and to check actions such as inhaler use using video 

consultation. 

Impact of the COVID-19 pandemic and opportunities arising 
The rapid shift to telephone and video-consultations during the COVID-19 pandemic was 

driven by the need to minimise the risk of viral transmission during in-person contact.10,11 

This shift appears to have changed the way some people select and prefer to access care, 

just as new footpaths develop over time, as people find the shortest or most easily navigated 

route.12 However, if remote consultations are to become part of normal care everywhere, 

they need to gain at least the same status and value for patients, health care professionals 

and health care systems as in-person consultations. 

While remote consultations are the default approach when infection control is the prime 

concern, other drivers should be considered to ensure that the quality of, satisfaction with, 

and equitable access to a good quality patient-clinician interaction is maintained post-

pandemic. For example, sound distortion from phones or videos can make a remote 

consultation extremely challenging for a patient with hearing loss, and more than one in four 

people over 60 years of age are affected by disabling hearing loss.13 Solutions, and 

appropriate education, are needed to ensure that individuals with hearing loss (estimated to 

be 0.6 billion people worldwide) have access to technology that addresses their needs such 

as headphones, auto-captioning and sign language services to support video 

consultations.14 



Patient challenges and opportunities 
The potential benefit for patients and their preferences and expectations must be a core 

consideration when deciding on consultation mode. These preferences and expectations are 

influenced by their cultural and organisational context as well as personal experience, 

finance, levels of general health, proximity of the health care facility and availability of 

technology and technological literacy. Relational continuity – the relationship that builds 

trust, empathy and rapport between a patient and their clinician over time – is highly valued 

in primary care because it improves diagnosis and outcomes.15,16 A patient may have 

different preferences for a specialist outpatient compared to a primary care consultation 

these factors may be weighted differently in these contexts. This is important as most of the 

literature is based on outpatient settings. 

Patient digital access and literacy 
For patients comfortable with and able to use internet-based services (and who have access 

to any necessary equipment for observations), remote video consultations may be 

preferred.17 Video consultations for routine review could also have advantages for the 

primary care team, enabling PCPs to gain insight into the patient’s home situation. It may be 

possible (with consent) to involve family members living apart from the patient in the review 

process. Where a relationship already exists, the consultation is for a routine or single simple 

issue and physical observation is not needed, telephone consultations may be sufficient, 

more convenient and straightforward than video consultation, and with fewer barriers to 

access. 

Clinician challenges and opportunities 
In-person consultation is an important way for PCPs to use all their senses to identify and 

assess more general changes in, for example, skin colour, gait or weight.18 Such 

consultations also facilitate the raising of issues that the patient themselves may not 

recognise or only reveal during ‘doorknob’ moments – those moments at the end of the 

consultation when the patient has their hand on the door ready to leave and then raises a 



new issue.19-21 Clinician participants felt uncertain about the validity of clinical judgements 

when physical examination was not possible which contributed to the cognitive stress 

experienced with remote consulting. Indeed, remote consultations may be less ‘information 

rich’ than face-to-face consultations and so perhaps more limited in dealing with multiple or 

complex issues.22 Loss of human contact, threatening their identity as a clinician, has been 

reported by PCPs when the ritual of the in-person contact is lost.21 For all these reasons, 

remote consultations are likely to be an addition, rather than a replacement, for the holistic 

patient evaluation and care that is the essence of primary health care. 

Consultation time constraints 
Clinician participants reported that remote consultations take longer than in-person. Indeed, 

remote consultations may increase clinician workload if used as a wholesale substitute for 

in-person consultation.23 Telephone call times may be extended by the need to explain 

everything verbally (as opposed to demonstrating, or providing a written list), and confirming 

understanding. Video consultation times may be prolonged because the people most likely 

to need primary care such as the older, frail population, may have the lowest level of 

technological literacy and may need additional guidance on the technical aspects of the 

consultation. This apparent conflict with the assumed efficiency of virtual consultations in the 

literature and in policy statements may be due to the remote consultation case mix which 

has changed during the pandemic, to include complex cases.  

Upskilling 
Specific clinical skills are required for remote consultation and there are five types of “talk” 

that clinicians need to learn and adopt to make consultations run smoothly and effectively: 

setting up, social, clinical, operational and repair (Figure 3).24 PCPs may need administrative 

support, and/or training from IT teams to ensure they are competent and confident with the 

consultation platform and can guide patients through any issues in real time.9 



Reimbursement for remote consultations  
Without appropriate reimbursement to incentivise behaviour for patient benefit, remote 

consultations are unlikely to become a routine part of primary care delivery post-pandemic.25 

The pandemic has revealed and relied on health care activity that may not normally have 

been reimbursed; now leaders of health care systems need to review what is effective for 

patient benefit and what adds most value to their health care system. It is likely that 

adjustments will be required to reimbursement systems and to investment in technology and 

technology support if the systems are to be sustainable.26 

Health care system level issues and barriers 
Incremental introduction of remote consulting is typically the most effective approach to 

successful implementation, and always in close collaboration with IT departments,27 

although the drama of the pandemic has overridden that in the short term. Long-term 

success will depend on strategic investment in infrastructure, training and incentives to make 

best use of the resources available and minimise the risk of unintended consequences (such 

as diminution of the patient/clinician relationship, inefficient organisations, delayed diagnosis 

and delayed access to specialist care). 

Building infrastructure 
Basic dependability should be prioritised over advanced functionality, and the technology 

should be perceived not as a plug-in but as integral to a wider administrative and clinical 

workflow.24 Health care systems will need to develop substitutes for scheduling, flagging 

which method the patient will use for the consultation and if anyone else will be present, 

checking-in with a receptionist, waiting, getting access to test results, explaining if a clinician 

is running late, note-taking and recording the calls by patient and clinician and so on.24 

Systems need to highlight patient preferences, language needs and their access to home 

monitoring equipment. Better systems and skill-mix may reduce the time spent by PCPs but 

will require training of administrative teams.  



Ensuring privacy and security 
Remote consultations should not compromise on the ethical standards for care delivery and 

the protection of patient privacy and confidentiality.26,28 Some countries have mandated the 

digital platforms that may (or may not) be used for the delivery of remote consultations. This 

may be less convenient for patients, as it may not be the system they are used to or to which 

they have easy access. On the other hand, clinician participants reported that some of their 

patients seem unconcerned about privacy and choose to conduct telephone consultations 

from their office desk, whilst shopping or even whilst driving. This creates a dual problem for 

the clinician: they cannot control privacy, and they also have to contend with poor sound, 

disrupted connectivity, background noise, and distracted patients. 

Societal level issues and barriers 
For some people, remote consultations have enabled the Chronic Care model’s vision of 

informed patient to interact with a prepared proactive practice team. However, of 

considerable concern is that remote consultations also have the potential to be disabling, 

and to worsen health inequalities by making it more difficult for some patients to access 

health care.29,30 Health services cannot assume that the poorest and most vulnerable in 

society have access to a mobile phone for remote consultations (or to receive texted results 

and reminders).30 Video consultation also requires the PCP and patient to invest in 

equipment by to enable remote observations and incur costs associated with access to the 

internet, which may increase inequity. Ironically, patients from rural areas, who might 

particularly appreciate remote consulting to overcome distance, may be the least likely to 

have stable internet access. 

Digital access and digital literacy is a societal issue and should form part of a country-level 

digital strategy ensuring individuals have fair and equitable access to the internet and 

sufficient security for personal and health-related data.29 



Conclusion 
The policy implications arising from the integration of the remote consultation model into 

primary healthcare service delivery are numerous (Table 2). Remote consultations can be a 

useful alternative to in-person consultations in primary care, not only in the context of a 

pandemic but also for the convenient routine delivery of chronic disease management. 

However, they may not be more time-efficient for the clinician and may be more challenging 

particularly when making a new diagnosis where multiple and sometimes complex factors 

must be evaluated and considered.  

Future research should seek simple and reliable techniques to identify consultations that are 

most likely to work remotely. In addition, exploring whether remote consultations conducted 

by phone are sufficiently comprehensive, more equitable and more feasible than video 

consultations would be valuable. Defining appropriate outcome measures, which capture 

both patient and clinician perspectives for the evaluation of remote consultations in primary 

care post-COVID, will also be of value. Such insights will assist in determining when and to 

what extent remote consultations can be effectively integrated into different health care 

systems. 
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