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Background: Telemedicine, use of telecommunication and information technology to provide remote healthcare, is an alternative
to face-to-face consultations to support sustainability, increase quality and improve patient experience at lower cost. Using
telephone in routine follow-up potentially improves healthcare access, convenience, and choice. However, research identifes
health disparity and inequality for some. We focus on haemato-oncology due to the patients’ clinical and psychosocial vul-
nerability, complex disease behaviour, treatment, and care needs.
Objective: To undertake a realist review of the relevant literature to develop theories of what works, for whom, why and under
what circumstances when telephone consultations are used for routine follow-up in haemato-oncology and haematopoietic stem
cell transplant (HSCT).
Methods: Electronic database, grey literature and forward citation searches (using Google scholar) identifed studies assessing
outcomes related to telephone consultations in haemato-oncology and HSCT patients. Included studies were assessed for
relevance and rigour. Relationships between contexts (C), mechanisms (M), and outcomes (O) were extracted from sources. CMO
confgurations were developed and refned iteratively. A stakeholder group of cancer patients contributed to their refnement.
Results: Eleven included studies were synthesised. Final programme theory was developed from 19 CMOCs and included fve
inter-related themes: healthcare professional (HCP) relationship, confdence in telephone telemedicine, receiving care closer to
home, COVID-19 and service resources. Findings highlight the importance of considering context at diferent levels: individual,
interpersonal, institutional, and infrastructural. Final theory shows that key contextual factors (e.g., patient-HCP relationship)
infuence the workings of key mechanisms (e.g, trust and adherence) in producing outcomes and explain why, how and for whom
telephone consultation works in this context.
Conclusions: Tis is the frst realist synthesis in this area. Te fnal programme theory suggests that individual patient-related
contextual factors and the HCP-patient relationship should be considered by health professionals ofering telephone consultations
since these factors likely infuence health inequality and patient safety.
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1. Introduction

Telemedicine was frst defned over 20 years ago as ‘the
delivery of healthcare services, where distance is a critical
factor. . . using information and communication. . . for di-
agnosis, treatment, and prevention of disease and injuries,

research and evaluation’ [1]. It has potential to transform
how people engage in and control their health care,
empowering them to manage it in a way that is right for
them [2]. It can deliver superior care, greater efciency,
fexibility in scheduling and huge economic savings [3] when
used with the right patients in the right setting, by adequately
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trained personnel. Telemedicine encompasses a broad
church of approaches that include remote consultations by
telephone and video where patients converse live with their
healthcare provider in place of face-to-face appointments.
Governmental support for the implementation and uptake
of telemedicine including remote consulting in health care is
strong nationally and internationally [2, 4, 5], refected in the
recent NHS Long Term Plan commitment that ’every patient
will get the right to telephone or online consultations’ [2].
However, research has shown that whilst there are many
potential benefts, e.g., improved healthcare access, conve-
nience and choice [6–9], it has not worked for everyone.

Te implementation of telemedicine with telephone and
video consultations was accelerated rapidly by the COVID-19
pandemic. Te pandemic changed the way that people receive
and perceive health care globally. It generated considerable UK
investment in video consultation, with anticipation that this
would enter standard clinical practice [10]. However, despite
provision of funding, video consultation uptake remained static
(< 0.6% general practice consultations) during and following
the pandemic due to ITproblems, reliance on in-person visual
assessment, perception that video-consulting was additional
work and concern that video would beneft those with ITskills
and enforce health inequity for those without them [11].
Conversely, the ‘pandemic efect’ boosted telephone consul-
tations from 2019 levels of 13% to 26% in 2022 [12]. A survey of
NHS care episodes [13] corroborated this dominance of
telephone consulting. However, as Greenhalgh highlights,
relatively little research exists on this modality [10]. Further-
more, Rosen identifed several risks with remote consultations,
the majority of which were telephone, such as a shift towards
more transactional consultations, care quality issues (missed
diagnoses, safeguarding and overinvestigation) and increased
patient responsibility to self-examine or navigate services [14].
Suggested mitigation measures included digital inclusion
strategies, enhanced safety netting, staf training and support.

We know relatively little about patients’ or healthcare
professionals’ (HCPs) satisfaction with telephone consulting
as associated quantitative studies have been underpowered,
rendering results inconclusive [9, 15]. Satisfaction is known to
be linked with acceptability [16]. A few studies have cited
positive fndings regarding acceptability to patients of tele-
phone follow-up in cancer services [17–20]. However, some
participants in one study [17] reported negative experiences;
they described consultations as rushed and impersonal,
leaving them feeling isolated and less reassured.

Te COVID-19 pandemic caused specifc issues for
immune-compromised people such as HSCT patients and
those with a haemato-oncological diagnosis. Blood cancers
are common—they are the ffth largest group of cancers with
more than 200,000 people diagnosed each year and the third
largest cause of cancer death [21]. For many, the only po-
tentially curative treatment is HSCT. Each of the 48,512
European transplant recipients per year [22] requires spe-
cialist follow-up to manage complex physical and psycho-
social sequalae, minimise morbidity and mortality and
optimise outcomes. During the COVID-19 pandemic, clin-
ically vulnerable HSCT recipients and people with haemato-
oncological diseases appeared to beneft from remote

consultations. Risk of COVID-19-related death in blood
cancer patients was highlighted through the health analytics
platform OpenSAFELY [23]. Remote consultations mitigated
risk of nosocomial COVID transmission and reduced mor-
bidity and mortality rates [24].

Te extreme vulnerability and complexity of this group
renders them diferent from those with cancer more gen-
erally [23]. Clinical, physical and psychosocial care needs of
haemato-oncology and HSCT patients are unpredictable,
with unstable health characterising early posttreatment and
longer-term experiences [25]. Te highly specialist, complex
health needs of this group mean telemedicine follow-up
schedules are potentially more difcult to institute and
manage. Safe and efective implementation requires
knowledge and understanding of the role of telephone
consultation, a complex intervention, in this setting. Such
knowledge is currently lacking. Tis synthesis used realist
methods to explore why, for whom, how and under what
circumstances, telephone consultations work (or do not
work) in routine haemato-oncology and HSCT follow-up.

2. Methods

A realist synthesis was undertaken in accordance with Re-
alist And Meta-Narrative Evidence Syntheses: Evolving
Standards (RAMESES) reporting standards [26]. Realist
synthesis is an approach to reviewing research evidence on
complex issues which provides an explanation of how and
why interventions work (or do not work), in particular
contexts or settings [27]. Since interventions are embedded
in multiple social systems, and events and social conditions
are afected by relationships and behaviours, the same in-
terventions are rarely, if ever equally, efective in all cir-
cumstances. Tis is because of contextual factors. Realist
research explores causal links between the context in which
healthcare interventions occur, the mechanisms which are
triggered by the intervention in specifc contexts and the
specifc outcomes that result [28]. Terefore, a realist ap-
proach to data synthesis reveals the relationships between
contexts, mechanisms and outcomes (CMOs), ofering an
explanation (known as a programme theory) of why an
intervention achieves what it does [29].

2.1. Synthesis Questions. Te synthesis questions are as
follows:

• How, why and for whom does telemedicine work and
in which contexts?

• What outcomes (positive and negative, intended or
unintended) are produced or have been reported by
patients and HCPs participating in routine monitoring
and follow-up care provided by telephone?

• What mechanisms (resources ofered by telemedicine,
and responses to the resources) are linked causally to
the outcomes occurring?

• What contextual factors impact on whether (or the
extent) that mechanisms are triggered to produce
outcomes (positive and negative, intended or
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unintended) in routine monitoring and follow-up care
via telephone consultations?

Te key stages of realist synthesis [28] as applied in this
study are shown in Figure 1.

1. Clarifying scope
Telephone consultations for follow-up of people with
blood cancers have similar principles to HSCT follow-
up and thus both were included in this review thereby
ofering a wider body of literature to draw from.
Telemedicine is a complex intervention incorporating
a range of elements such as clinical and symptom
assessment and management, treatment planning,
information delivery, support and onward referral.
Initial scoping searches using broad terms integral to
the intervention (telemedicine (tele∗), and population
(haematol∗) under study, helped to ‘map the territory’
and identifed a range of sources crossing traditional
disciplinary and sector boundaries [26]. Tis overview
ofered insights and appreciation of various models of
telemedicine consultation and the location of the
existing theories on how such consultations are the-
orised to work, or not, in diferent contexts. Tis
process of familiarisation or concept mining [31] was
helpful in defning the search parameters and in-
clusion/exclusion criteria for this review.

2. Searching for evidence
Tree diferent search methods were utilised and
outlined below.

• Systematic Search in Databases
A systematic database search of PubMed (Medline),
CINAHL (via EbscoHOST) and Embase (via
EMBASE.com) was initially performed in Sep-
tember 2021. Alerts for new articles were set up in
PubMed to facilitate addition of new publications
during the synthesis.Te start date was set at 2000 to
capture advances in the 1990s in telecommunica-
tion technology (greater connectivity and coverage,
network expansion and increasing access to cell
phones) and declining associated costs [32] and
growing body of evidence for clinical and cost ef-
fectiveness driving telephone consulting into health
policy and relevance to health services today. No set
end date enabled capture of recent studies; in-
cluding those reporting on follow-up consultations
during the COVID-19 pandemic. A fowchart
summarises search results (Figure 2). Searches were
rerun in February 2022 and May 2024 and revealed
no new relevant papers.
Search terms for databases comprised two concepts
[1]: intervention (telemedicine consultations AND
routine follow-up) [2] and population setting
(HSCT or haemato-oncological disease) and were
guided by keywords, MeSH terms, topic indexing
and search strategies reported in retrieved
documents.

• Grey Literature
Search terms were adapted to the diferent databases
as follows: HMIC (Ovid) (Haemato∗ OR Hema-
to∗AND Tele∗ OR Remote, Open-
AIRE—Haematology AND Telemedicine), Health
Foundation (Telemedicine OR Remote consulta-
tion), British Library (Telemedicine haematology)
and Google Scholar (Telemedicine AND
haematology).

• Citation Searching
A search of reference lists from identifed papers
was performed along with forward citation
searching using Google Scholar.

3. Selection and Appraisal
Titles and abstracts were screened (by MK) followed
by screening of all included full-text articles using
inclusion criteria:

• Adult participants of telephone telemedicine con-
sultations for routine follow-up (patient and HCPs).

• People and setting of follow-up for a haemato-
oncological condition or after HSCT.

• Scheduled, routine care.
• Acute care setting.
• Physician only, nurse only or physician- and nurse-
led consultations.

• Document/journal article/peer reviewed paper/
sources including blogs, webpages, diaries and
newspapers written in English language.

• Publication 2000 onwards.

Characteristics of included studies were extracted
(Table 1), and papers were assessed for relevance,
i.e., whether the study helped to refne or sub-
stantiate programme theories and rigour, i.e., the
methods used to generate data were credible,
plausible and trustworthy [28]. Document selection
was driven by capacity to contribute knowledge to
theory development. Selection and appraisal were
cyclical with fndings from one search informing
a further search.

4. Data Synthesis and Analysis
Several analytical strategies were deployed. Data ex-
traction centred around identifying CMO confgu-
rations (and partial confgurations, e.g., C-M, M-O or
C-O) from included studies that helped to answer the
synthesis questions. All authors independently
extracted data from the initial four papers to ensure
rigour and consistency. Where studies included both
telephone and video consultations, data specifc to
video consultations alone were disregarded. Te
resulting confgurations are presented as ‘if, then and
so’ statements for ease of comprehension, and an
example of realist synthesis data extraction is shown
in Supporting fle S1. Consolidation of CMO con-
fgurations followed, looking at how they related
before synthesising and organising thematically
(Figure 3).
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• Identified review question
• Clarified scope of review through initial scoping searches (HSCT then tele∗; haematol∗)
• Increased broader understanding telephone consultations (nature, content, circumstances for

use, policy context)
• Refined review question and aims (for whom, why, how, in what contexts telephone follow-up 

works or does not)

Stage 1 clarify scope 
and develop 

theoretical framework

• Refined search strategy considering clarified scope of review (Intervention -telemedicine 
consultations & routine follow-up; Population - HSCT & haemato-oncology)

• Systematic search completed (PubMed, CINAHL, Medline)
• Further searches determined iteratively (repeat searches, Google Scholar, grey literature, citation 

searching)

Stage 2 search for 
evidence

• Title and abstracts screened, inclusion criteria and criteria of relevance and rigour applied.
Excluded documents noted

• Forward citation searching completed

Stage 3 selection and 
appraisal

• Data extraction and coding procedures presented to co-authors for feedback and refinement
• Data extraction and coding completed and CMO findings discussed with co-authors. For 

hypothesised contexts or mechanisms, abductive reasoning used and documented 

Stage 4 data 
extraction 

• CMOs synthesised within and across studies into initial programme theories (IPTs)
• Theories refined through abductive reasoning and retroduction
• Further searching (grey literature)
• Substantiated IPTs

Stage 5 findings 
(data synthesis and 

analysis)

• Stakeholder feedback 
• Received favourable review of IPTs and gathered further supporting information

Stage 6 theory 
refinement

Figure 1: Summary of stages and actions for the realist review (adapted from [28, 30]).

Scoping search
Initial search

(PubMed (Medline), 
CINAHL, Embase)

Repeat search 
(databases, web search, 

citation searching) 

Grey literature
HMIC (ovid), OpenAIRE, 
HealthFoundation, British 

library)

Records identified 
through database 

searching (n = 728)

Duplicates removed 
(n = 70)

Title and abstracts 
screened (n = 654)

Records excluded,
combined search 
criteria not met 

(n = 590) 

Full text articles/ 
proceedings 
assessed for 

eligibility (n = 64)

Full-text articles/ 
proceedings 

excluded (n = 54)

Included articles 
(n = 10)

No new records 
identified

Records identified 
(n = 798)

Records not 
meeting criteria 

removed (n = 796)

Title and abstracts 
screened (n = 2)

Records excluded 
duplicate (n = 1) 

Full-text articles/ 
proceedings 
assessed for 

eligibility (n = 1)

Full-text articles/ 
proceedings 

excluded (n = 0)

Included articles 
(n = 1)

Identify studies 
meeting broad criteria 

for concept mining, 
refining search 

criteria, review scope

Total sources: 10 + 1 = 11

Figure 2: RAMESES fowchart of search results.
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5. Teory Refnement
A local cancer services research user group com-
prising 8–10 service user—who had also informed
the initial design for this review—provided
comments on the CMOCs, initial programme
theories and interpretation. Teir comments

verifed the relevance of the initial theory; no new
or missing information was identifed. Pawson’s
four contextual layers [27] were used to provide
a framework for further analysis and organisation
of CMOCs into a fnal programme theory
(Figure 4).

HCP relationship

• CMO#1 WHEN the patient and telemedicine HCP relationship is close and offers regular contact THEN the telemedicine delivered
information /advice and consultation is acceptable, supports disclosure, behaviour change, strengthened adherence and health literacy
AND SO information exchange is achieved and complications are detected earlier

• CMO#2 IF the patient experiences HCP accessibility constraints, THEN the telemedicine interaction will be limited, by the modified role of
the patient and the reduced medical practice during the encounter leading the patient to experience an absence of personal attention AND
SO reduces the acceptability of the intervention

• CMO#3 IF the patient is having a first consultation, is newly diagnosed or at the start of their pathway, and there is no existing HCP
relationship or never meet in person THEN telehealth consultations are less personal/ intimate/safe (hypothesised) AND SO less likely to
support HCP–patient relationship development (hypothesised) or a relationship of trust

Telemedicine confidence

• CMO#4 WHEN the patient is younger (< 50 years); and better educated when offered telemedicine they are more likely to be interested in 
and trust telemedicine and use it

• CMO#5 WHEN the patient is older (60+), male, with lower education and poor cognitive performance, older caregiver or no caregiver THEN
telemedicine is less appreciated and more likely to be untrusted and viewed with scepticism leading to (hypothesised) less engagement,
low compliance (evidenced) and adherence

• CMO#6 IF patients have no prior experience of telemedicine, THEN technology associated with the method of telemedicine delivery can be
associated with curiosity and mild apprehension AND SO may impact on healthcare delivery

• CMO#7 IF the patient does not always hear what is said and patients feel that they have to prepare for appointments THEN use of 
telemedicine can be a source of anxiety and miscommunication AND SO the patient experience is poor (hypothesised) (rival)

• CMO#8 If patients do not always hear what is said and patients feel that they have to prepare for appointments, THEN ease of use of
telemedicine enables patients to express themselves AND SO leads to greater satisfaction with care (hypothesised)

• CMO#9 IF there are constraints on the communication environment THEN telemedicine experiences lack privacy and spontaneity, and 
possible ‘frame tension’ leaving patients feeling inhibited and less relaxed AND SO they may withhold pertinent information 

Receiveing care at/closer to home (away from hospital)/convenience

• CMO#10 Living a long distance from the hospital where appointments incur personal financial and time costs, impact on personal 
responsibilities and there is separation from the patient’s support network THEN telemedicine offers the opportunity to receive care at 
home (with less waiting and travel times, improved clinical workflows, reducing cost and environmental impact) and feel more supported 
AND SO provides an accessible, supported healthcare experience using minimal personal resources with less personal disruption reducing 
the impact of ‘distance decay’ and regional and remote health disparities

• CMO#11 IF the patient is able use the available technology, audio quality is acceptable and the patient has hearing capability THEN 
telemedicine offers the opportunity to receive care at home AND SO provides an accessible, acceptable means of care

• CMO#12 IF the patient has stable health, at longer follow-up duration and does not require a subsequent face-to-face appointment or ‘re
consultation’ THEN telemedicine consultations are satisfying for health professionals AND SO contributes (or does not) to increased 
adoption

Service resources (funding, staff, infrastructure)

• CMO#13 IF telemedicine services are not adequately resourced (financially, infrastructure, staff, training) THEN the service will increase 
workload leading to reduced engagement and acceptance AND SO there will be failure of implementation, adoption and integration

• CMO#14 IF the doctors and nurses delivering telemedicine are experienced THEN using telemedicine affects their ability to identify and 
respond to dangerous/ critical situations impacting on patient care/ safety outcomes; also impacts on behaviour change and adherence

COVID

• CMO#15 IF the patient is immunocompromised THEN there are increased telehealth solutions since telemedicine supports self-isolation 
measures mitigating risks of nosocomial transmission of Covid (and other infections) reducing health vulnerability leading to increased 
patient support for telemedicine AND SO there will be increased and rapid adoption of telemedicine with hospital visits minimised, 
postponed or cancelled 

• CMO#16 IF the patient is immunocompromised, but is symptomatic and needs investigation THEN limited information is available for 
decision making and telemedicine needs to be supplemented by outpatient visits AND SO combined reduces the risk of missed diagnoses 
but alone can lead to delayed diagnosis (due to missed clinical cues, body language, misunderstanding)

• CMO#17 IF the patient is immunocompromised THEN they may experience reduced access to hospital appointments with restricted visits, 
increased social distancing and self-isolation leading to greater anxiety, depression, and feelings of loneliness AND SO the patient feels more 
vulnerable and disconnected from formal healthcare systems (hypothesised)

• CMO#18 IF the patient is immunocompromised and they are not offered telemedicine appointments THEN receiving a hospital-based 
consultation may lead to consultation avoidance AND SO can impact negatively on Quality of Life, Emotional Function, Social Function 
possibly due to a fear of receiving inadequate treatment due to perceived high demand on the healthcare system

• CMO#19 IF the patient requires frequent routine monitoring THEN telemedicine can offer progress checking and routine assessment which 
is appreciated by patients AND SO leads to satisfaction (when used as adjunct to F2F)

Figure 3: Initial programme theories presented as ‘if, then’ statements in themes.
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3. Results

3.1. Document Characteristics. Eleven papers met the in-
clusion criteria (Figure 2); they originated from Australia
(n = 5), the United States (n = 2), Italy (n = 2), Denmark
(n = 1), France (n = 1) and India (n = 1) (Table 1). All six
quantitative studies used surveys, two with validated
scales. Te qualitative studies (n = 3) included purposively
sampled populations and collected data through semi-
structured interviews. Te remaining two evaluations
used mixed methods in purposively sampled populations;
both quantitative surveys and qualitative interviews were
undertaken. Telemedicine using telephone—driven by the
COVID pandemic—was the subject of fve studies
(quantitative = 4, mixed-methods = 1) that included data
up until June 2020 refecting the early pandemic response.
Two studies [33, 34], explored perceived telemedicine
preferences in patients without prior telephone consul-
ting experience. No studies reported participant ethnicity,
and HCP characteristics were generally not described
except in Rochette’s [35] qualitative nurse-led telephone
clinic study. Telephone consultation was the reported
intervention in seven of the 11 included studies, while
video and telephone consultations were delivered in the
remainder. Overall quality of evidence was low to
moderate; most quantitative studies had weak study
designs (cross-sectional) and used nonvalidated tools
(typically self-report, satisfaction and feedback) and none
had control groups to allow comparison with usual care
(in-person consultations). Te qualitative and mixed
methods studies, except one [36], included purposive
samples.

3.2. Programme Teory. Nineteen CMO confgurations
presented as ‘if, then’ statements were derived and developed
into initial programme theories. Tese were synthesised and
generated fve distinct but inter-related themes (Figure 3).

1. HCP relationship.
2. Telemedicine (telephone consultation) confdence.
3. Receiving care at/closer to home (away from hospital/

convenience).
4. Service resources (funding, staf, infrastructure and

training).
5. COVID.

3.2.1. Teme 1: HCP Relationship. Te importance of the
HCP–patient relationship in telephone consultations is
evident. Relationship factors were identifed as enabling
contextual drivers—supporting regular contact or encour-
aging uptake [35, 37] (CMO#1)—or barriers, acting as de-
terrents and reinforcing telephone consultations as inferior
[36, 38] (CMO#3). Furthermore, the HCP relationship is
important at various timepoints and with diferent con-
textual factors such as familiarity, frequent or established
contact and ease of access. Auret ofers the idea that when
patients have no existing relationship with the HCP or
service, because they are newly diagnosed or referred, there
is an impact on the consultation experience [36]. It is
reasoned by the researcher to be one that feels less personal
or intimate impacting trust, disclosure and the future HCP
relationship (CMO#2).

Similarly, the HCP–patient relationship can be com-
promised or constrained when patients feel that HCP access

Telephone 
consultation (TC)

Individuals (patient)
HCP access - pathway stage -

age - education - cognition - hearing 
- communication environment - TC 

experience – distance - cost -
monitoring frequency - health 

stability – immunocompromise –
infection risk
demographics

Interpersonal relations
HCP relationship -

HCP contact frequency and 
ease -

caregiver – management 
support

Institution
Communication 

environment – service 
resource (finance, 

infrastructure, staff, 
training) –

management/department 
support - norms

Infrastructure
Government policy/

support – TC 
implementation drivers 

(pandemic)/barriers 
(health isolation)

Individuals (HCP)
Communication environment 

- likelihood for F2F re-
consultation – skills –

experience - knowledge

Figure 4: Contextual layers—adapted from Pawson et al. [27] realist synthesis: An introduction (2004)—synthesised from initial pro-
gramme theories (IPTs).
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is obstructed by the mode of consultation ofered. Te
concept of ‘humanised monitoring’ is described by Rochette,
whereby the patient needs to give a face to the voice [35].
Rochette’s participants attached importance for them to
‘meet from time to time. . .to create a relationship of trust’
(CMO#2) suggesting an optimal combination of remote and
in-person consultations.

3.2.2. Theme 2: Confdence in Telemedicine (Telephone
Consultation). Several authors [24, 36, 37] describe how
diferent demographic groups connect with, and trust,
telemedicine to a greater or lesser extent. For example,
younger age and higher education levels were associated
with responses of interest and trust [37] (CMO#4). Con-
versely, CMO#5 was informed by evidence that older adults
may have underlying negative responses to telemedicine as
lack of trust in the process, scepticism, and a lower regard
for telephone consultation leading to lower compliance
[37, 39].

Familiarity (or lack of) with this consultation mode can
give rise to ‘curiosity’ and apprehension [36] (CMO#6),
while the ability to hear using the available technology in-
creases or decreases acceptability [36] (CMO#7) [24],
(CMO#8). Te described challenges for patients with
hearing difculties gives rise to the rival theory (CMO#8)
where preparation for—and ease of telephone appointments
(e.g., using amplifed telephones and accompanied
appointments)—can act as an enabling mechanism, leading
to improved communication and better outcomes.

Environmental constraints [36, 40] such as background
noise, visual distractions, ‘attending’ the appointment while
working or travelling can impact on attention and ofer an
unfavourable environment for revealing sensitive in-
formation. Increasingly, patients undertaking remote con-
sultations are juggling pressures of normal life, and where
there is frame tension (i.e., interactions and distractions
happening during but not connected to the appointment) or
lack of privacy, patients may withhold important in-
formation and HCPs may be reluctant to discuss difcult or
sensitive topics (CMO#9).

3.2.3. Teme 3: Receiving Care at, or Closer to, Home and
Convenience. Disruption to everyday life, separation from
support networks and cost (in terms of fnancial impact and/
time away from work) are particularly powerful contextual
factors impacting on the efectiveness of telephone con-
sultations [41]. Patients felt more supported when a con-
sultation mode minimised these factors [36, 41].

Without access to telephone consultations, patients living
a long way from the treating centre [33, 36, 41] may expe-
rience health disparity and inequality due to ‘distance decay’
[41, 42] (CMO#10). Furthermore, it is theorised that tension
arises when personal fnances become a compelling driver for
health decisions, i.e., patients may choose a cheaper con-
sultation mode even if health interests suggest otherwise.

Quality, availability and suitability of telephone tech-
nology are important contextual factors for receiving care at
home and impact its acceptability [36], and telephone

consultations appear to be appropriate in the context of
frequent monitoring [34, 36] (CMO#11). It emerged during
the COVID-19 pandemic that this approach is especially
useful where ‘checking in’ and routine assessment are in-
dicated [34] (CMO#19). However, the frequency of tele-
phone consultations is not described, and they are only
experienced as “satisfying” by patients as an adjunct to
planned face-to-face consultations. Furthermore, when
telephone consultation results in additional face-to-face
‘reconsultation’ or double consultation due to missing signs/
symptoms, this negatively impacts HCP’s satisfaction, ac-
ceptance and adoption [38] (CMO#12), as well as increasing
clinical risk to patients and potentially healthcare costs.

3.2.4. Teme 4: Service Resources (Funding, Staf and
Infrastructure). Service resources are a frequently cited
barrier to implementation of telephone consultation. Auret
et al. [36] reason that poorly resourced programmes are more
likely to fail in implementation, adoption and integration as
they lead to increased clinician workload and reduced ac-
ceptance (CMO#13). Skilled, knowledgeable and experienced
HCPs can beneft patient behaviour change and healthcare
adherence and is an important contextual factor which
triggers (or not) the ability to identify and respond appro-
priately to diferent situations by telephone [37] (CMO#14).

3.2.5. Theme 5: COVID-19. Te COVID-19 pandemic
generated several papers describing rapid implementation
of telephone follow-up. Tis mode was especially helpful
for those immunocompromised and mitigated risks of
nosocomial transmission [37, 43] (CMO#15) but also
caused consultation avoidance in response to the ofer of
hospital-based appointments due to fear of infection [43]
(CMO#18). However, in the context of symptomatic pa-
tients needing investigation, the information gleaned
through telephone assessment needed to be supplemented
by in-person visits [37] (CMO#16). Tis reduction of
hospital-based appointments, coupled with patients’ per-
ception that the health system was sufering from high
demand, increased fears of receiving inadequate treatment
and risk of harm and reduced quality of life. Furthermore,
as Ellehuus explains, for the vulnerable and immuno-
compromised, when human contact is reduced (due to
fewer hospital visits, social distancing and self-isolation),
the response of anxiety, depression and loneliness may lead
to increased vulnerability and greater disconnection from
healthcare [43] (CMO#17).

4. Final Programme Theory

Te inter-relationships between these initial programme
theories are illustrated below (Figure 4).

4.1. Communication Environment and Interpersonal
Relations. Te communication environment (CMO#9) is
a cross-cutting contextual factor appearing in all contextual
layers, highlighting its importance and relationship to
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telephone consulting. Examples at the individual level could
include patients travelling or looking after children during
the appointment, and for HCPs, interruptions or mobile
phone pings or rings, infuencing mechanisms of consul-
tation conduct and experience for both patient and HCP and
to a certain extent the patient–HCP relationship. It po-
tentially hindered the openness and transparency necessary
to fully assess a problem and afected the degree of privacy
and confdentiality experienced.

However, a key consideration at the institutional layer
impacting relationships with both HCPs and the service
more generally is the sense of belonging (to the department)
that recurrent service users feel when virtual follow-up is
combined with face-to-face [37].

4.2. Individuals and Interpersonal Relationship Factors.
Haemato-oncology and HSCT patients severely immunocom-
promised a contextual factor that requires specifc consideration
(CMO#15, 16, 17, 18). Interventions that support these highly
vulnerable patients at risk of infection are important, although
an approach that supports both telephone and in-person
consultations seems necessary for safe, efective care.

For patients, factors such as distance from hospital and
cost of appointments (travel, work and childcare)
(CMO#10) were key drivers for telephone consultation even
if health stability and their previous experiences of telephone
consultation did not favour this approach. Tis leads to
speculation that some patients prioritise fnance above
health even if this is not in their best interests.

Many patients are satisfed with telephone consultations,
but the highly vulnerable and precarious state of health of
patients with a haemato-oncological diagnosis means that
even when being cared for at a distance, HCP access ‘on
demand’ remains a priority. Terefore, when patients ex-
perience telephone consultations as a barrier to HCP
availability or access (in-person or remotely) or their tele-
phone consultation does not meet their needs, this mode is
perceived less favourably (CMO#2).

Patient demographics such as age, education levels and
hearing ability (CMO#4, 5, 7, 8) and the impact these
contextual factors have on the efectiveness of telephone
consultations is described in the synthesised literature;
however, these also give rise to rival theories especially if
appointment preparation and support are facilitated.

Tere are fewer contextual factors described that related
to HCPs at an individual layer. Tat said, the literature
supported that HCPs must be skilled, knowledgeable and
experienced (CMO#13), but these contexts or attributes are
not defned further.

Te patient–HCP relationship is an important contextual
factor within which the telephone consultation occurs and an
established relationship or being known to the HCP increases
patient trust, disclosure and leads to satisfaction (CMO#1).
Te context of HCP accessibility also appears to be associated
with the HCP relationship context; more specifcally, contact
frequency, ease of contact and familiarity.Tis in turn impacts
on experience and perceptions of telephone consulting from
both the individual provider and recipient perspectives in-
tegrated within the interpersonal relationship layer.

4.3. Institutional (e.g., Organisational and Department Level
Contexts) Factors. Institutional contexts incorporate the
rules, norms and customs local to the programme where the
intervention is delivered, and structural features of the
consultation setting. Two factors aside from communication
environment were reported in the synthesised literature:
service resources (fnance, infrastructure and staf) and
institutional/departmental endorsement.

Service resources (fnance, infrastructure, staf and
training) (CMO#13) are powerful contexts that demonstrate
the institutions’ regard for this intervention and is linked to
institutional/departmental endorsement. Endorsement is
critical to the availability of appropriate service resources.
Without management and institutional support to embed
and normalise telephone consulting, it is more likely to fail
[36, 37].

4.4. Infrastructure (e.g., Government Policy, Political Support
andWider Setting) Factors. Te wider social, economic and
cultural setting, in which telemedicine is embedded, has
several elements warranting attention. Te communication
environment and the level to which this is socially accepted
are discussed by Kumar, Auret and Zomerdjik [36, 38, 40].
Te telephone consultation implementation drivers seen in
the current health policy highlight the readiness of gov-
ernments nationally and internationally [2, 4, 5] to utilise
telephone consulting to deliver health care at a lower cost
while potentially improving access, convenience and choice
for patients and as such make resources available to deliver
this (CMO#13). While normalising remote provision of
a whole range of health- and nonhealth-related services, the
COVID-19 pandemic was an important contextual lever for
people adapting to receiving care diferently (CMO#15,
CMO#19), normalising telephone consulting in a way not
previously established.

Finally, the wider social and cultural setting ofers po-
tential implementation barriers particularly considering the
COVID-19 pandemic and the health isolation experienced
bymany patients who were unable to access health care in an
acceptable mode, if at all (CMO#17, CMO#18).

5. Discussion

Tis is the frst realist synthesis of telemedicine using
telephone consulting that has focused on its use in haemato-
oncology. More research is needed and conclusions are
tentative at present. Te paucity of local and national studies
means that evidence for this synthesis was drawn from
global perspectives with natural variation in the context of
these studies. It was not possible to explore variability across
nations. Tis is an evolving area, and the study of variability
across nations could be a focus for future work.

A fnal programme theory based on rigorous develop-
ment and refnement of preliminary programme theories
explains how, for whom and in which circumstances remote
consultations via telemedicine for routine follow-up work
for haemato-oncological and HSCTpatients. Te fndings of
this synthesis, in particular the fnal programme theory with

10 European Journal of Cancer Care



its focus on the HCP–patient relationship and the contextual
factors that make it efective, are generalisable to people with
cancer more broadly and many other groups.

Te programme theory ofers an overview of the cir-
cumstances under which telephone follow-up triggers (or
does not) mechanisms that generate or cause certain
outcomes. Acknowledging the inter-relationships between
the four contextual layers, of particular signifcance, is the
HCP–patient relationship. Tis includes the contexts
under which it is initiated (CMO#3) and sustained
(CMO#1, CMO#2), and the importance of continuity
(CMO#1) and ongoing HCP access (CMO#2) in sustaining
that relationship. Much of Rowe and Calnan’s work fo-
cussed on trust as a cornerstone of efective HCP–patient
relationships, and moreover, trust in healthcare organi-
sations and systems [44]. However, they argue that
changes in healthcare delivery have eroded organisational
trust, while broader social and cultural processes have
empowered patients to be more informed, can contest
expert knowledge and may seek further opinion. None-
theless, trust remains central and is reciprocal [44]; it is
built upon communication and information provision and
an HCP–patient relationship that is nurtured through
clinician competence, respect, information sharing and
confdence [45]. Finally, Sabety’s work explored the real
worth of continuity and confrmed that patients value
having a relationship with their HCP, and furthermore,
this value increases over the length of the relationship
(Sabety A 2023). Notably, greater efort is required to
establish rapport and trust remotely than during face-
to-face consultations, and remote consultations are en-
hanced if this rapport has been established prior to their
use [46].

Key individual contextual factors found to be important
in this review were patient age, hearing ability and cognitive
ability [24, 37, 39], and the ‘institutional’ (structural) tele-
phone consultation environment. Tese factors impact
telephone consultation responses of trust, exchanging/
providing information and overall confdence in telephone
consultations themselves. Additionally, when telephone
consultation is not suited to that patient’s personal con-
textual factors, the risk of missing important information is
higher (CMO#6, CMO#7). Tese factors have also been
reported in research in other areas such as primary care
where this has been studied more extensively, and telephone
consultations are shorter than face-to-face with fewer
problems raised [47].

For many patients, contextual factors such as personal
fnancial and time costs, impact on personal responsibilities
and separation from their support network can be addressed
through telephone consultations [36, 41]. Tis potentially
addresses health disparity and inequality for some, but
several risks exist including a shift to more transactional
consultations, care quality (missed diagnoses, safeguarding
challenges, more investigations and treatment) and in-
creased patient responsibility more generally [14]. However,
it is not clear in any of the literature, the extent to which
these risks are understood by patients or if consultation
choice would be infuenced by appreciation of these risks.

While studies in the broader literature suggest that
telephone consultation is acceptable to patients in a variety
of circumstances [8, 20], issues relating to patient (and HCP)
satisfaction warrant further exploration [9]. Tis synthesis
identifed the patient–HCP relationship (CMO#1), ap-
pointment rehearsal (CMO#8), health stability (CMO#12)
and frequent routine monitoring (CMO#19) as contextual
factors associated with telephone consultation satisfaction
although greater knowledge and understanding of these
contextual factors is required.

Te COVID-19 pandemic led to a surge in investigations
of remote consultation, though most COVID-19-related
studies included were conducted during the initial 2020
wave [24, 38, 43] and thereby heavily infuenced by patient
and HCP reaction to access and healthcare provision at that
time. Tey do not refect the later mood of frustration at
altered health systems, reduced numbers of in-person
consultations and subsequent impact of perceived primary
care access challenges on secondary and tertiary care [48].

Safety is particularly signifcant in haemato-oncology
since these patients are vulnerable to symptomatic (and
asymptomatic) health problems triggering in-person con-
sultations to mitigate risks of missed or delayed diagnoses.
Suitability of clinical environments for in-person consul-
tation has become especially important since the COVID-19
pandemic [49]. Tis is an area of sensitivity described by the
Patient and Public Involvement and Experience (PPIE)
group during discussion with them at the outset of this work
and corroborates [37] that remote consulting ofers im-
munocompromised people a protective resource against
nosocomial transmission and contributes to strong and
sustained support for this modality. However, telephone
consulting is not a panacea and may foster in-person
consultation avoidance. Symptomatic patients needing in-
vestigation (CMO#16) and those with complex care needs
will still require in-person reviews. Video consulting receives
much attention in the literature especially in primary care, in
many ways is comparable to telephone consulting (con-
sultation length and number of complaints discussed) and is
similarly rated by patients [47]. However, despite the in-
vestment in video consultation infrastructure, international
uptake has been low compared to telephone consultations
[50] with age, low income and poor digital literacy among
the barriers cited [4].

Te social impact of remote consultations, whereby
patients (and their carers) are inadvertently disconnected
from the social opportunities and routines that arise from in-
person appointments [51], is an area not explicitly described
in the reviewed literature and warrants further attention.

Te synthesis highlights the real value of further in-
vestigation to fully understand for whom telephone con-
sultation works, why and under what contexts to achieve its
intended outcomes. For some people and under some cir-
cumstances, using telephone for synchronous remote con-
sultations has been transformative. However, to uncover the
real potential of this intervention in all its glory, a much
better understanding of this complex intervention, and the
mechanisms that are activated across the various contexts,
needs to be achieved.
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6. Strengths and Limitations

Te use of a realist approach (reported rigorously in line
with published standards) [26] is a strength because unlike
previous reviews it elucidates an otherwise disparate body of
literature and evidence, understands how context impacts
and uses a range of data that might not be considered
suitable in a conventional systematic review.

Remote consultations are not new, originating decades
ago to provide a more practical follow-up solution for those
in rural communities, but research undertaken in the
specifc area of haemato-oncology were sparse until re-
cently providing limited empirical evidence to support
generative causation (to develop CMOs and programme
theory).

Study selection was the sole responsibility of the lead
author and although not imperative for a realist review, the
inclusion of a second reviewer in the identifcation of em-
pirical evidence may have ensured consistency in approach.

Tis synthesis includes four studies reporting both
telephone and video consultations. Tese contribute im-
portant data (CMOs) that are specifed in the papers as
relating to telephone consultations only or to telemedicine
(both telephone and video) generally. Tere are no data
relating to video consultations alone and the data from these
studies are consistent with and support fndings from
telephone only interventions.

Elements of some of the CMOs were built from
evidence-inspired data and hypothesised in line with realist
methods [29], rather than directly from empirical data due
to them lacking in the latter which is a further limitation.

Te landscape of remote consultations is still emerging
in postpandemic healthcare systems. Telemedicine tech-
nology is constantly evolving, but most synchronous tele-
medicine interventions in the United Kingdom are still
conducted using audio only, not video (10, 12). Terefore,
a strength of the body of literature spanning over two de-
cades, included in this review, is that it remains largely
relevant today.

7. Conclusion

Tis is the frst realist synthesis of the literature regarding
telemedicine using telephone for remote consultations in
haemato-oncology. Te synthesis has highlighted contextual
factors at diferent levels or layers impacting on how and for
whom telemedicine works. Evidence is lacking in relation to
some specifc contextual factors and their impact on
whether/how telemedicine and more specifcally telephone
consultations work. Tis includes populations that are
harder to reach, are vulnerable or experience health in-
equalities and should be the focus for future research. Te
fndings of this synthesis, whilst being highly relevant for
haemato-oncological care, may be generalisable to other
groups including other cancer populations. Furthermore,
the fndings are apt to address sustainability needs of NHS
services and infrastructure while optimising telephone
consultation use to ensure patient and clinician satisfaction
and safety.

Data Availability Statement

Data sharing is not applicable to this article as no datasets
were generated or analysed during the current study.

Conflicts of Interest

Te authors declare no conficts of interest.

Funding

Tere is no funding received for this manuscript.

Supporting Information

Additional supporting information can be found online in
the Supporting Information section. (Supporting
Information)

Supporting fle S1: Realist synthesis data extraction ex-
ample (Supporting Information).

References

[1] WHO. A Health Telematics Policy in Support of WHO’s
Health-For-All Strategy for Global Health Development: Report
of the WHO Group Consultation on Health Telematics (1998).

[2] Nhs, in NHS Long Term Plan (DoH, 2019).
[3] C. Scott Kruse, P. Karem, K. Shifett, L. Vegi, K. Ravi, and

M. Brooks, “Evaluating Barriers to Adopting Telemedicine
Worldwide: a Systematic Review,” Journal of Telemedicine and
Telecare 24, no. 1 (2018): 4–12, https://doi.org/10.1177/
1357633x16674087.

[4] F. Savira, E. Yuen, A. Ugalde, K. Graham, and A. Peeters,
“Long Telephone Consultations for GP Appointments: Evi-
dence versus Policy,” Medical Journal of Australia 218, no. 4
(2023): 150–152, https://doi.org/10.5694/mja2.51834.

[5] Scottish Government, “Scotland’s Digital Health and Care
Strategy: Enabling, Connecting and Empowering” (2018).

[6] C. J. Ghia, A. S. Patil, J. K. Ved, and R. K. Jha, “Benefts of
Telemedicine and Barriers to its Efective Implementation in
Rural India: A Multicentric E- Survey,” Indian Medical Ga-
zette 145 (2013): 1–7.

[7] J. E. Jones, S. L. Damery, K. Phillips, A. Retzer, P. Nayyar, and
K. Jolly, “Real-time Remote Outpatient Consultations in Sec-
ondary and Tertiary Care: A Systematic Review of Inequalities
in Invitation andUptake,” PLoSOne 17, no. 6 (2022): e0269435,
https://doi.org/10.1371/journal.pone.0269435.

[8] S. Liptrott, P. Bee, and K. Lovell, “Acceptability of Telephone
Support as Perceived by Patients with Cancer: a Systematic
Review,” European Journal of Cancer Care 27, no. 1 (2017):
e12643, https://doi.org/10.1111/ecc.12643.

[9] T. Greenhalgh, J. Wherton, S. Shaw, and C. Morrison, “Video
Consultations for Covid-19,” BMJ 368 (2020): m998, https://
doi.org/10.1136/bmj.m998.

[10] T. Greenhalgh, E. Ladds, G. Hughes, et al., “WhyDoGPs Rarely
Do Video Consultations? Qualitative Study in UK General
Practice,” British Journal of General Practice 72, no. 718 (2022):
351–360, https://doi.org/10.3399/bjgp.2021.0658.

[11] M. Murphy, L. J. Scott, C. Salisbury, et al., “Implementation of
Remote Consulting in UK Primary Care Following the
COVID-19 Pandemic: A Mixed-Methods Longitudinal
Study,” British Journal of General Practice 71, no. 704 (2021):
e166–e177, https://doi.org/10.3399/bjgp.2020.0948.

12 European Journal of Cancer Care

https://doi.org/10.1155/ecc/6963037
https://doi.org/10.1155/ecc/6963037
http://doi.org/10.1177/1357633x16674087
http://doi.org/10.1177/1357633x16674087
http://doi.org/10.5694/mja2.51834
http://doi.org/10.1371/journal.pone.0269435
http://doi.org/10.1111/ecc.12643
http://doi.org/10.1136/bmj.m998
http://doi.org/10.1136/bmj.m998
http://doi.org/10.3399/bjgp.2021.0658
http://doi.org/10.3399/bjgp.2020.0948


[12] Nhs, “NHS Digital: Appointments in General Practice”
(2022).

[13] T. Horton and B. Jones, (2022), https://wwwhealthorguk/
news-and-comment/blogs/three-key-quality-considerations-
for-remote-consultations.

[14] R. Rosen, S. Wieringa, T. Greenhalgh, et al., “Clinical Risk in
Remote Consultations in General Practice: Findings from In-
COVID-19 Pandemic Qualitative Research,” BJGP Open 6,
no. 3 (2022): https://doi.org/10.3399/bjgpo.2021.0204.

[15] F. Mair, P. Whitten, C. May, and G. C. Doolittle, “Patients’
Perceptions of a Telemedicine Specialty Clinic,” Journal of
Telemedicine and Telecare 6, no. 1 (2000): 36–40, https://
doi.org/10.1258/1357633001933925.

[16] G. Flodgren, A. Rachas, A. J. Farmer, M. Inzitari, and
S. Shepperd, “Interactive Telemedicine: Efects on Pro-
fessional Practice and Health Care Outcomes,” Cochrane
Database of Systematic Reviews 2015, no. 9 (2015): https://
doi.org/10.1002/14651858.cd002098.pub2.

[17] K. Beaver, D. Tysver-Robinson, M. Campbell, et al., “Com-
paring Hospital and Telephone Follow-Up after Treatment for
Breast Cancer: Randomised Equivalence Trial,” BMJ 14,
no. 338 (2009).

[18] M. Jeford, K. Lotf-Jam, C. Baravelli, et al., “Development and
Pilot Testing of a Nurse-Led Posttreatment Support Package
for Bowel Cancer Survivors,” Cancer Nursing 34, no. 3 (2011):
1–10, https://doi.org/10.1097/ncc.0b013e3181f22f02.

[19] S. Williamson, K. K. B. Chalmers, and K. Beaver, “Patient
Experiences of Nurse-Led Telephone Follow-Up Following
Treatment for Colorectal Cancer,” European Journal of On-
cology Nursing 19, no. 3 (2015): 237–243, https://doi.org/
10.1016/j.ejon.2014.11.006.

[20] K. Beaver, P. Martin-Hirsch, S. Williamson, and M. Kyrgiou,
“Exploring the Acceptability and Feasibility of Patient-
Initiated Follow-Up for Women Treated for Stage I Endo-
metrial Cancer,” European Journal of Oncology Nursing 44
(2020): https://doi.org/10.1016/j.ejon.2019.101704.

[21] T. Dyba, G. Randi, F. Bray, et al., “Te European Cancer Burden
in 2020: Incidence and Mortality Estimates for 40 Countries
and 25Major Cancers,” European Journal of Cancer 157 (2021):
308–347, https://doi.org/10.1016/j.ejca.2021.07.039.

[22] J. R. Passweg, H. Baldomero, C. Chabannon, et al., “Hema-
topoietic Cell Transplantation and Cellular Terapy Survey of
the EBMT: Monitoring of Activities and Trends over
30 Years,” Bone Marrow Transplantation 56, no. 7 (2021):
1651–1664, https://doi.org/10.1038/s41409-021-01227-8.

[23] E. J. Williamson, A. J. Walker, K. Bhaskaran, et al., “Factors
Associated with COVID-19-Related Death Using Open-
SAFELY,” Nature 584, no. 7821 (2020): 430–436, https://
doi.org/10.1038/s41586-020-2521-4.

[24] M. Postorino, M. Treglia, J. Giammatteo, et al., “Telemedicine
as a Medical Examination Tool during the Covid-19 Emer-
gency: Te Experience of the Onco-Haematology Center of
Tor Vergata Hospital in Rome,” International Journal of
Environmental Research and Public Health 17, no. 23 (2020):
8834, https://doi.org/10.3390/ijerph17238834.

[25] E. Carreras, C. Dufour, M. Mohty, and N. Kröger, eds., Te
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