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Abstract

Background: Despite increasing use of telemedicine in the field of palliative care, studies about the best circum-
stances and processes where it could replace face-to-face interaction are lacking. This study aimed to: (1) identify
situations that are most amenable to the use of telemedicine for the provision of palliative care to patients in nursing
homes; and (2) understand how telemedicine could best be integrated into the routine practice of mobile palliative
care teams.

Methods: A qualitative study based on semi-structured focus groups (n =7) with professionals (n = 33) working in
mobile palliative care teams in France.

Results: Between June and July 2019, 7 mobile palliative care teams participated in one focus group each. Using the-
matic analysis, we found that telemedicine use in palliative care is about navigating between usual and new practices.
Several influencing factors also emerged, which influence the use of telemedicine for palliative care, depending on
the situation. Finally, we built a use-case model of palliative care to help mobile palliative care teams identify circum-
stances where telemedicine could be useful, or not.

Conclusions: The potential utility of telemedicine for delivering palliative care in nursing homes largely depends on
the motive for calling on the mobile palliative care team. Requests regarding symptoms may be particularly amenable
to telemedicine, whereas psycho-social distress may not. Further studies are warranted to assess the impact of influ-
encing factors on real-life palliative care practices. Telemedicine could nonetheless be a useful addition to the mobile
palliative care teams’armamentarium.

Keywords: Palliative care, Telemedicine, Remote consultation, Nursing homes, Intermediate Care Facilities, Patient
Care Team, Delivery of Health Care, Integrated, Qualitative research

Background

Annually, 40 million people worldwide require pallia-
tive care, but only 14% of them actually receive it [1]. In
France, 60% of deaths are reportedly eligible for pallia-
tive care, but 75% of these patients receive insufficient, or
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the hospital, or outside the hospital. Within the hospital,
MPCTs provide support and advice for medical teams,
and are generally called on to address complex situa-
tions [3]. Out-of-hospital MPCTs provide palliative care
follow-up for patients in their usual place of residence
(at home or in a nursing home), but these resources are
limited, and widely disparate across regions. For exam-
ple, the French region of Burgundy has 3 million inhab-
itants, and had 29 MPCTs in 2016, whereas the greater
Paris area had four times more inhabitants, but only 70
MPCTs [4, 5]. These disparities have led to a rising trend
in the number of hospital admissions within the last few
days before death. Pennec et al. reported that two-thirds
of individuals living at home or in a nursing home 28 days
before death actually die in hospital [6]. Bolstering the
availability of out-of-hospital palliative care services
could help to limit these hospital admissions.

Due to a scarcity of medical professionals trained
in palliative care [7], telemedicine has been garnering
increasing popularity in recent years. Telemedicine is an
approach that involves the use of information and com-
munication technologies (ICT) to deliver remote medi-
cal care. There are two forms of telemedicine, namely
synchronous and asynchronous. In synchronous tele-
medicine, there is a live, two-way exchange between the
requester and the medical expert, whereas in asynchro-
nous telemedicine, the data is collected and transmitted
to a healthcare provider for later (offline) analysis. Tel-
emedicine is an umbrella term that covers various situa-
tions [8, 9], such as teleconsultation (clinician to patient);
tele-expertise (clinician to clinician); telemonitoring
(remote collection of data for simultaneous or later inter-
pretation), or teleassistance (a healthcare professional
remotely advises another when carrying out a proce-
dure). A major challenge is to identify the circumstances
and processes where physical inter-human relationships
can successfully be replaced by audio and video contacts
while providing the same, or even enhanced quality of
care and services.

The use of telemedicine in the field of palliative care is
increasing [10, 11], associated with an improvement in
symptom management [12] and a decrease in hospital
admissions and emergency department visits [13]. How-
ever, the use of telemedicine in palliative care is still con-
troversial, reflecting concerns about the erosion of the
clinician-patient relationship [14]. A study by Donelan
et al. summarizes existing controversies surrounding the
use of telemedicine for palliative care [15]. While 60%
of the surveyed physicians see no difference between an
office visit and a virtual visit as regards the overall qual-
ity of the visit, about 46% of them feel a better “personal
connection” with the patient during the office visit com-
pared to a virtual visit.
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Assessing the range of tele-palliative care services
remains challenging because of the complexity of pal-
liative care situations, which involve an intricate
combination of clinical, social, cultural, ethical and psy-
chological parameters [16]. In this regard, qualitative
research methods hold promise as a means to assess tel-
emedicine services [17]. With many nursing homes situ-
ated in rural or peri-urban areas, often at a distance from
medical resources, or with limited medicalisation on site
[18], French health authorities have invested in telemedi-
cine equipment for many nursing homes in an attempt to
improve healthcare delivery to residents [19].

In this context, we first sought to identify, from the per-
spective of the mobile palliative care team, which situa-
tions could be amenable to telemedicine for palliative
care delivery to nursing home residents (considering all
types of telemedicine activities); and second, to under-
stand how telemedicine could be best integrated into the
routine practices of mobile palliative care teams. Answer-
ing these questions could make it possible to expand the
scope of telemedicine for the delivery of quality palliative
care in nursing homes.

Methods

Design and setting

We performed a qualitative study using semi-structured
focus groups with professionals working in mobile pal-
liative care teams (MPCTs). This approach was chosen
to enable free and spontaneous exchange, and to create
a group dynamic [20], while also enabling expression of
the multidisciplinary nature that characterises MPCTs.
Furthermore, this approach is particularly useful for
exploring fields where knowledge is sparse [20, 21]. The
research team included two palliative care physicians,
three palliative care researchers, and a computer sci-
ence researcher working in the field of computer-assisted
cooperation and telemedicine.

Study population

Using the national directory of all palliative care
establishments affiliated with the French Society for
Supportive and Palliative Care (Société Francaise
d’Accompagnement et de Soins Palliatifs), we defined the
following inclusion criteria:

Inclusion criteria

+ MPCT with out-of-hospital activity oriented towards
nursing homes;

+ MPCT comprising at least one physician specialised
in palliative care, and one nurse, in line with French
legislation regarding the composition of these teams.
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Exclusion criteria

+ MPCT with links to any of the researchers involved
in the project;
+ MPCT not available during the study period.

No other additional criteria were stipulated regarding
the composition or organisation of the MPCTs, because
of the wide heterogeneity across teams.

We decided to include MPCTs until data saturation
was reached (i.e. the point beyond which further inter-
views or group discussions yield no new material) [21].
In view of the diversity of healthcare establishments
and modes of operation of the MPCTs across France,
we decided to contact 10 different teams meeting the
inclusion criteria. A second round of selection was ini-
tially planned in case saturation was not reached with
the participating teams, but was not required.

These 10 teams were contacted by mailing an infor-
mation leaflet about the study to the contact email
address of the healthcare establishment with which the
MCPT was affiliated. Among the 10 teams contacted,
seven (70%) were included. The three remaining teams
never answered the request (#=2) or were not avail-
able during the study period (n=1). Each member of
each of the participating teams was individually invited
to participate in the focus groups, regardless of their
profession, totaling 36 invited professionals, of whom
33 (92%) agreed to participate. The three profession-
als who refused did so because they were due to be on
vacation on the date when the focus group meetings
were being held. Participants did not receive any incen-
tive for their participation.

Data collection

One focus group meeting was held with each MPCT.
Each meeting was facilitated by the first author (CC
(male)). Each meeting started with a brief presenta-
tion of the different forms of telemedicine and followed
the interview guide (See supplementary file). Using the
motives for which nursing homes call on the MPCT as
a starting point, participants were invited to discuss how
useful telemedicine procedures could be to meet these
different needs, how the different forms of telemedi-
cine could be integrated into their routine practice, and
finally, which types of management they would not envis-
age by telemedicine.

This format was piloted on the first participating team
and was found to require no modification and thus, data
from the first team were included in the analysis. With
the participants’ consent, meetings were recorded and
transcribed for later analysis. During the focus groups,
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CC also took notes to enable participant identification
upon transcription.

Data analysis

Transcripts were analysed by three co-authors (CC
(male), MP and JA (female)). The first round of analy-
sis was performed individually by each of the three co-
authors the week after each meeting. The second round
of analysis was performed conjointly by the same co-
authors after all the material had been collected. The
second round resolved differences in interpretation and
built the use-case model.

The use-case model is a model of how the various
users interact within the healthcare system to provide a
service. This approach is widely used for software engi-
neering to capture users’ requirements during the design
process [22, 23]. In the use-case model developed here,
we describe the goals of the users, as reported by our
study participants, the interactions between these users
and the system, and the type and suitability of telemedi-
cine solutions in meeting the goals. This model is based
solely on the experiences and examples reported by our
focus group participants.

Data were analysed using thematic analysis [24, 25].
The aim of thematic analysis is to identify and catego-
rize the different themes occurring in a cross-sectional
manner across all interviews. Each theme is then consid-
ered as a meaningful and independent unit of discourse.
Major themes and secondary themes are identified.
Major themes are relevant points that are spontaneously
well developed by all participants. Minor themes are
less well developed by participants, of lesser importance
in their discourse, and not necessarily mentioned by all
participants.

We established that saturation was reached after
five focus group meetings. All focus groups were held,
recorded, transcribed and analysed in French. Key cita-
tions were translated for the purposes of publication, to
illustrate the results, by a native-English speaking qualita-
tive researcher (FE (female)).

Results

From 17th June to 25th July 2019, seven focus group
meetings were held (i.e. one with each participat-
ing MPCT), lasting on average 45min (range 36 to
52min). The meetings were held on the premises of each
MPCT. The composition of the focus groups is detailed
in Table 1. There were three teams from the North of
France, one from the greater Paris area, one from the
West and two from the East of France. None of the par-
ticipating MPCTs routinely used telemedicine solutions
prior to participating in our study.
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Table 1 Composition of the 7 participating mobile palliative care teams

Team Participants
Physician Nurse Psychologist Social worker Medical Student  Total

MPCT 1 1 2 1 0 0 4
MPCT 2 1 2 1 0 0 4
MPCT 3 1 3 1 Absent for holidays 1 6
MPCT 4 2 1 Absent for holidays 0 0 3
MPCT 5 2 3 1 1 0 7
MPCT 6 2 2 1 0 0 5
MPCT 7 2 2 Absent for holidays 0 0 4
Total 11 15 5 1 1 33

Tele-palliative care: navigating between usual and new
practices

In this section, all forms of telemedicine activities were
considered, i.e. tele-consultation, tele-expertise, tele-
assistance, tele-monitoring and remote medical triage.
The focus group participants gave their opinions about
whether and how these activities could be integrated into
their usual practice, during their usual interactions with
nursing homes.

Although none of the participating teams routinely
used telemedicine as defined by law, they all considered
that tele-expertise is already an integral part of daily prac-
tice for MPCTs, since they regularly provide synchronous
advice to healthcare providers in nursing homes over the
telephone.

“Id say that we already do “tele-expertise” because
we give advice over the phone. So I think it’s quite
relevant” (MPCT 3)

The participants felt that the use of teleconsultations (i.e.,
synchronous clinician-to-patient video consultation)
could be envisaged under certain conditions. The objec-
tive of the tele-consultation would have to be very clearly
defined at the time it was being planned (e.g., need to
adjust an analgesic medication), and the focus group par-
ticipants felt that a healthcare professional (physician or
nurse) would have to be present at the patient’s bedside.
This choice of physician or nurse would have to be made
according to the pre-defined objective of the telecon-
sultation. The chosen healthcare professional would in
any case have to be a staff member of the nursing home,
because the purpose of MPCTs is to give advice and sup-
port, not to take over patient management. The MPCTs
provide guidance, but nursing home staff continue to
deliver the care.

“Teleconsultations could be useful, especially if
there’s a physician on the other end, or a nurse for
wounds. Itd be interesting to be able to see what the

patients look like, to get an idea of how uncomfort-
able they are. You don’t get that over the phone”
(MPCT 2)

The participants also expressed the sentiment that tele-
medicine could enable new practices. While they felt that
tele-monitoring of vital signs in real-time is of limited
practical use for MPCTs, obtaining the data from con-
nected patient-controlled analgesia pumps (PCA) con-
taining morphine would make it possible to monitor the
patient’s pain and guide nursing home teams in adapting
analgesia as required. Although equipment for monitor-
ing this type of data is commercially available, our partic-
ipants reported that it is not widely used in their practice.
The participants further stated that teleassistance could
provide support to caregiving teams on-site during the
performance of painful nursing care procedures, by guid-
ing the caregivers’ movements, for example during bed-
bathing or oral care.

The tele-palliative care project environment: “influencing
factors”

Based on situations described by the focus group partici-
pants, we identified circumstances likely to mediate the
probability of the MPCT choosing to use telemedicine
to address that situation. We describe below the factors
that positively (make it more likely) or negatively (make
it less likely) influence the choice to use telemedicine, as
reported by the focus group participants.

Circumstances that facilitate the use of telemedicine

The focus group participants reported that in order to
use telemedicine solutions more widely, they need to
have a good degree of autonomy regarding when and
how to implement it, and a high level of flexibility regard-
ing the practical organisation, which would be dependent
on the requesting nursing homes.

“IWed] have to maintain a certain level of room
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Fig. 1 A use-case model of telepalliative care. HCP: Healthcare provider; 1: Teleconsultation; 2: Synchronous tele-expertise; 3: Asynchronous

for manoeuver, like that we could choose ourselves
which situation would be suitable. [...] I suppose
that for it to work, thered already need to be a good
level of communication, and a climate of trust [with
the nursing homes|” (MPCT 6)

Secondly, the participants expressed a need for all those
involved to be adequately trained in the implementation
of telemedicine activities.

“On the ground, the partners we work with would
have to be trained, and we would too” (MPCT 6)

Obstacles to the use of telemedicine

Conversely, the participants cited certain medical or
organisational constraints that, in their opinion, would
make them reluctant to use telemedicine.

In medical terms, the participants cited in particu-
lar the dying moments of a patient, and unanimously
stated that they could not envisage telemedicine in this
situation.

“I couldn’t look at someone agonising on the screen
and give them advice” (MPCT 3)

In terms of organisation, the participants expressed a
fear that telemedicine might be used by the government

or health authorities as a pretext to re-organize health-
care delivery or even as a pretext to introduce cutbacks.

“My second [fear] would be that the aim would no
longer be to improve management, but rather to cut
back on resources [...], especially human resources,
whereas that’s fundamental for the quality of care
and accompaniment” (MPCT 4)

In this regard, the participants underlined the impor-
tance of not losing sight of the main objective, which is
ultimately to help the patient.

“There’s a sort of general excitement about these
tools, but the aim is not to do telemedicine, the aim
is to have the right tools to practice good medicine”
(MPCT 4)

A use-case model of telepalliative care

The conceptual framework to emerge from the analysis of
the focus groups is presented in Fig. 1. It shows a gradi-
ent of situations that MPCTs may encounter, as reported
in our focus groups, according to whether or not the
situation could be suitable for the use of teleconsulta-
tion and/or tele-expertise. The gradient extends from the
situations least amenable to management with telecon-
sultation and/or tele-expertise (left-hand side) towards
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the most favourable situations (right-hand side), from
the perspective of the teams participating in the present
study. We did not include tele-assistance and tele-mon-
itoring in the Figure, since the focus group participants
did not expressly cite these forms of telemedicine as
solutions that they would use regularly. In their projec-
tions about potential wider use of telemedicine, the most
attractive options that were cited most often by the par-
ticipants were teleconsultation and tele-expertise.

The motive for calling on the mobile palliative care
team influences the likelihood that telemedicine could
be used to deal with the request. Indeed, management
of physical symptoms (pain, dyspnea, etc.) seems to be
more amenable to telemedicine. Requests for psychologi-
cal support, ethical dilemmas or management of conflict
tend to necessitate a face-to-face meeting and are thus
less amenable to management using telemedicine.

“There’s a part of our work that couldn’t be done [by
telemedicine]... I'm thinking of support for families...
it’s just not possible” (MPCT 6)

In the focus groups that included a psychologist (all
except MPCT 4 and MPCT 7), the psychologists were
unanimous in declaring that they simply could not use
telemedicine.

“The rationale is just not the same... I can’t see
myself doing psychological follow-up [by telemedi-
cine]” (MPCT 6)

When the request from the nursing home is unclear,
telemedicine could be useful to identify the patient’s
needs. The choice between tele-expertise (from profes-
sional to professional) and teleconsultation (between
physician and patient) would depend on whether there is
a need to see the patient, but in any case, the telemedi-
cine procedure could serve as a screening tool to guide
management.

“In situations where the request is not very clear, I
think it could be helpful to do a teleconsultation
first, and then see if the request is justified, before
moving on to a physical meeting” (MPCT 5)

The teams participating in our study see telemedicine
as being more suited for the follow-up of inpatients leav-
ing palliative care units they have already seen in person.
A teleconsultation could always be performed between
two in-person visits, or to prepare a future in-person
consultation.

“I think it would be good for follow-up situations, for
certain specific procedures” (MPCT 5)

“It would be a complement to on-site visits in most
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situations” (MPCT 3)

In acute situations (e.g., a patient whose status deterio-
rates rapidly and seriously, on a Friday evening at 5pm),
the main advantage of telemedicine would be to respond
rapidly to requests, especially those from nursing homes
that are geographically distant from the MPCT, thus
reducing the response times, and avoiding unnecessary
transfers to hospital via the emergency services.

“Sometimes we have to defer visits because we can’t
answer that day, and that means time lost for the
patient [...]. For sure, reducing the time delay would
one of the main objectives” (MPCT 7)

Discussion

This study aimed to identify situations that are most
amenable to the use of telemedicine for the provision
of palliative care to patients in nursing homes from the
perspective of MPCTs. We further sought to understand
how telemedicine could best be integrated into the rou-
tine practices of MPCTs.

According to the focus group participants, telemedi-
cine is not used to the same intents and purposes as pres-
ence-based consultations and does not answer the same
needs. Indeed, our focus group participants felt that tel-
emedicine cannot replace face-to-face consultations. In
the literature, palliative care is classically described to
cover two main dimensions [26]. The first is biomedi-
cal, oriented towards symptoms, and is predominantly
technical. It requires clinical skills, pain control, and
use of various treatments. It would appear that this type
of technical management is amenable to the use of tel-
emedicine [27, 28], which is in line with our results. The
second dimension, more psycho-social, mobilizes human
relations and interpersonal skills [26, 29]. It is more diffi-
cult to envisage this type of interaction taking place with-
out a physical meeting with the patient [27, 30]. Here, our
results and graphical representation are also in line with
the literature, but bring to light certain nuances from the
practical experience reported by our participants, nota-
bly the “influencing factors” impacting telemedicine use.
While the use of telemedicine can be envisaged during
palliative care, it would appear that teleconsultations
should alternate with presence-based consultations [31].

The psychologists who participated in our focus groups
declared unequivocally that they did not want to use
telemedicine for their patient interviews. Beyond the
dialogue, consultation with a psychologist involves non-
verbal communication that the psychologists are afraid
would be lost through telemedicine. Yet, a sociological
study investigating teleconsultations for mental health
found that the distance and the screen could sometimes
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represent a form of protection for the patient [32]. By
video-conference, the patient might feel at greater liberty
to address painful subjects. This is the paradox of the dis-
tance [32]. It would be interesting to assess whether this
practice could be implemented in palliative care, either
with the patient or the family.

Although telemedicine could certainly be implemented
without the presence of a healthcare professional at the
patient’s bedside, the participants in this study felt that
it was necessary for a physician or nurse to be with the
patient during the teleconsultation. They cited three
main reasons for this: first, many elderly patients in nurs-
ing homes might have technical difficulties operating
the telemedicine programme on the computer or other
support. Second, for the purpose of supportive care, it
is necessary for someone to be physically there with the
patient. Third, the MPCT professional provides guidance,
but the nurse from the nursing home provides the care
and involving them in the teleconsultation keeps them
involved and up-to-date. In our opinion, a nurse from
the nursing home would be the most suitable person for
this job. Previous studies have shown that telemedicine
changes the manner in which healthcare profession-
als interact and cooperate, and it leads to new patterns
of task delegation [33-35]. Ordinarily, when there is a
change in role distribution between professionals, it is
the socially undervalued, and unpleasant work that gets
delegated [36]. During a teleconsultation, by performing
part of the clinical examination that is indispensable to
the physician, the nurse would be performing essential
tasks that are indispensable for the success of the tel-
econsultation [35, 37]. Telemedicine therefore requires a
transfer of knowledge and responsibilities from the phy-
sician to the nurse, and could help to build capacity [38].
In this way, it contributes to role re-distribution [39], a
pre-requisite for its routine use [38]. The use of telemedi-
cine also seems to promote best practice [39]. However,
further research is needed to evaluate the impact of tel-
emedicine on enhancing skills among nursing home staff.

Furthermore, there is considerable heterogeneity in the
structure and modi operandi of MPCTs, and in palliative
care, every clinical and personal situation is unique. It has
been reported that healthcare professionals themselves
are often the leading cause of telemedicine project failure
[14]. Our results indicate that for palliative care profes-
sionals, the tools at their disposal, and how these tools
are used, must be flexible. There can be no “one-size-fits-
all” model. Each project would need to be co-constructed
with the professionals, patients, and families involved,
with a consensual aim to serve the quality of, and greater
access to care. Identifying a project manager in each
healthcare establishment would be key to maximizing the
chance of success [40]. In parallel, further studies could
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examine the specific contribution of the “influencing fac-
tors” identified in the present analysis, and the extent to
which they impact on the potential for implementation of
telemedicine.

Although professionals usually prefer in-person
encounters with patients [41], the ongoing Covid-19 pan-
demic has required physicians to adapt their practices,
and telemedicine has rapidly become a key part of their
armamentarium [42, 43]. The need for a clinical examina-
tion is a major limitation on the use of telemedicine, but
Lally et al. nevertheless reported that rapport building,
and communication around serious illness translate well
to telehealth. Accordingly, pain management via telemed-
icine solutions does not appear to pose any particular dif-
ficulty [44]. In the current pandemic context, Hawkins
et al. showed that virtual visits provided a more reactive
response, and enabled more regular follow-up, while at
the same time protecting healthcare personnel against
risk of exposure, and also saving previous personal pro-
tective equipment [45]. However, although telemedicine
is a safe and effective solution put in place rapidly in
response to the COVID-19 crisis, Hawkins et al. under-
line that its long-term use warrants further evaluation in
the palliative care setting [45]. Emerging evidence from
the COVID-19 pandemic and the use of telemedicine in
palliative care is congruent with our results. Our find-
ings further contribute to understanding the challenges
of applying telemedicine to a diverse range of palliative
care situations.

Study limitations

The local organisation of palliative care delivery, the cul-
tural context, representations about end-of-life, death
and technology could hinder the translation of our
results to other contexts [46]. To substantiate the models
developed here, it would be useful to test them in real-life
experiences of telepalliative care. Moreover, our design
study precludes evaluation of the impact of each influ-
encing factor identified on the use (or not) of telemedi-
cine. Secondly, although the meetings were recorded and
transcribed, non-verbal information may have been lost.
Thirdly, the focus groups were performed with and ana-
lysed from the point of view of the MPCTs. Input from
the nursing home professionals, and patients would be
additionally informative.

Conclusion

This qualitative study shows that depending on the
motive for which the nursing home calls on the MPCT,
telemedicine may be more or less suitable as a solu-
tion for the delivery of palliative care. Findings from
our focus groups show that requests regarding patient
symptoms may be particularly amenable to telemedicine.
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Conversely, according to our focus group participants,
psycho-social distress in a patient likely requires pres-
ence-based consultation. Our study also identified
“influencing factors” that impact on whether or not tel-
emedicine could be used in specific palliative care situa-
tions. Further studies are warranted to study the impact
of these factors on real-life practice. Real-life experience
and opinions such as those reported here are key to guid-
ing future practice in telepalliative care delivery, taking
account of the needs of the palliative care professionals
themselves.

Abbreviations
MPCT: Mobile palliative care teams; ICT: Information and communication
technologies.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512904-021-00864-6.

Additional file 1: Supplementary file. Interview guide for focus groups
with mobile palliative care teams.

Acknowledgements

The authors thank the MPCTs for the time they dedicated to this project, and
for their interest in our work. We also thank Professor Regis Aubry (University
Hospital Besangon) for supervising the study, and 2018-2019 M2RPAL team,
and Fiona Ecarnot, PhD for translating the verbatim for the purposes of
publication.

Authors’ contributions

All authors meet the criteria for authorship as stated in the International
Committee of Medical Journal Editors (ICMJE) authorship guidelines. CC, MP,
and JA conceived the project. CC, MP, JA, EB, IC, and SS designed the study. CC
collected the data. CC, MP, and JA analyzed the data. CC, MP, JA, EB, IC, and SS
drafted, reviewed, and commented on the manuscript and approved the final
draft. MP and JA contributed equally to this work.

Funding
This research did not receive any funding from agencies in the public, com-
mercial, or not-for-profit sectors.

Availability of data and materials
All data generated and/or analyzed during the current study are available
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

In accordance with the law n°2012-300 (March 5th, 2012) governing
non-interventional clinical research in France, and its implementing decree
n°2017-884 (May 9th, 2017), this study did not require written informed
consent from the participants or authorization from an ethics committee.
However, after explaining the aim of the study to the participating members
of the MPCTs, the investigator obtained oral informed consent for the study
from all participants. The data used were rendered anonymous.

Consent for publication
N/A.

Competing interests
The authors declare no conflicts of interest.

Page 8 of 9

Author details

'Pole Territorial Santé Publique et Performance des Hopitaux Cham-

pagne Sud, Centre Hospitalier de Troyes, 101 avenue Anatole France,

CS 20718, 10003 Troyes, France. *LIST3N/Tech-CICO, Troyes University

of Technology, F-10000 Troyes, France. *Unité de soins palliatifs Laroque,

CHU Angers, F-49000 Angers, France. *Service de médecine palliative et
d'accompagnement, CHU Bordeaux, F-33000 Bordeaux, France. °Péle
Recherche et enseignement universitaire (SPES), Maison Médicale Jeanne
Garnier, F-75015 Paris, France. ®Université de Paris, APHP Centre, F-75006 Paris,
France. ’Fondation Korian pour le Bien Vieillir, F-75008 Paris, France.

Received: 11 February 2021 Accepted: 1 October 2021
Published online: 14 October 2021

References

1. Palliative Care. World Health Organization. 2018. Available from: https://
www.who.int/news-room/fact-sheets/detail/palliative-care [cited 5 May
2020]

2. Duhamel G, Mejane J, Piron P. Les soins palliatifs et la fin de vie a domicile.
Inspection générale des affaires sociales; 2017.

3. Engberink AO, Mailly M, Marco V, Bourrie D, Benezech J-P, Chevallier J,
et al. A phenomenological study of nurses experience about their pal-
liative approach and their use of mobile palliative care teams in medical
and surgical care units in France. BMC Palliat Care. 2020;19(1):34.

4. Annuaire des structures de soins palliatifs et des associations de bénév-
oles d'accompagnement de la SFAP. Available from: http://sfap.org/rubri
que/en-quelques-chiffres [cited 14 May 2021].

5. Populations légales des régions en 2016 — Populations légales 2016
| Insee.. Available from: https://www.insee fr/fr/statistiques/36777617?
sommaire=3677855 [cited 14 May 2021]

6. Pennec S, Gaymu J, Monnier A, Riou F, Aubry R, Pontone S, et al. Le
dernier mois de l'existence : les lieux de fin de vie et de décés en France.
Population. 2013;68(4):585-615.

7. Cohen J, Pivodic L, Miccinesi G, Onwuteaka-Philipsen BD, Naylor WA,
Wilson DM, et al. International study of the place of death of people with
cancer: a population-level comparison of 14 countries across 4 conti-
nents using death certificate data. Br J Cancer. 2015;113(9):1397-404.

8. Tuckson RV, Edmunds M, Hodgkins ML. Telehealth. N Engl J Med.
2017;377(16):1585-92.

9. Legifrance. Décret n° 2010-1229 du 19 octobre 2010 relatif a la télémé-
decine. 2010. https://www.legifrance.gouv.fr/loda/id/JORFTEXT0000229
32449/. Accessed 5 May 2020.

10. Rogante M, Giacomozzi C, Grigioni M, Kairy D. Telemedicine in pallia-
tive care: a review of systematic reviews. Ann Delllstituto Super Sanita.
2016;(3). Available from: http://www.iss.it/binary/publ/cont/ANN_16_03_
16.pdf [cited 5 May 2020]

11. Oliver DP, Demiris G, Wittenberg-Lyles E, Washington K, Day T, Novak
H. A systematic review of the evidence base for Telehospice. Telemed
E-Health. 2012;18(1):38-47.

12. Bonsignore L, Bloom N, Steinhauser K, Nichols R, Allen T, Twaddle M,
et al. Evaluating the feasibility and acceptability of a Telehealth program
in a rural palliative care population: TapCloud for palliative care. J Pain
Symptom Manag. 2018;56(1):7-14.

13. Maudlin J, Keene J, Kobb R. A road map for the last journey: home
Telehealth for holistic end-of-life care. Am J Hosp Palliat Med.
2006;23(5):399-403.

14. Calton BA, Rabow MW, Branagan L, Dionne-Odom JN, Parker Oliver D,
Bakitas MA, et al. Top ten tips palliative care clinicians should know about
Telepalliative care. J Palliat Med. 2019;22(8):981-5.

15. Donelan K, Barreto EA, Sossong S, Michael C, Estrada JJ, Cohen AB, et al.
Patient and clinician experiences with Telehealth for patient follow-up
care. Am J Manag Care. 2019;25(1):40-4.

16. Grant M, de Graaf E, Teunissen S. A systematic review of classifications
systems to determine complexity of patient care needs in palliative care.
Palliat Med. 2021;35(4):636-50.

17. Davis K, Minckas N, Bond V, Clark CJ, Colbourn T, Drabble SJ, et al. Beyond
interviews and focus groups: a framework for integrating innovative
qualitative methods into randomised controlled trials of complex public
health interventions. Trials. 2019;20(1):329.


https://doi.org/10.1186/s12904-021-00864-6
https://doi.org/10.1186/s12904-021-00864-6
https://www.who.int/news-room/fact-sheets/detail/palliative-care
https://www.who.int/news-room/fact-sheets/detail/palliative-care
http://sfap.org/rubrique/en-quelques-chiffres
http://sfap.org/rubrique/en-quelques-chiffres
https://www.insee.fr/fr/statistiques/3677761?sommaire=3677855
https://www.insee.fr/fr/statistiques/3677761?sommaire=3677855
https://www.legifrance.gouv.fr/loda/id/JORFTEXT000022932449/
https://www.legifrance.gouv.fr/loda/id/JORFTEXT000022932449/
http://www.iss.it/binary/publ/cont/ANN_16_03_16.pdf
http://www.iss.it/binary/publ/cont/ANN_16_03_16.pdf

Cormi et al. BMC Palliat Care (2021) 20:156

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33

Iborra M, Fiat C. Rapport d'information: les établissements
d’hébergements pour personnes agées dépendantes (EHPAD). Paris:
Assemblée Nationale, Commission des Affaires Sociales; 2018. Available
from: http://www.assemblee-nationale.fr/dyn/15/rapports/cion-soc/
115b0769_rapport-information.pdf

de Discours M. Edouard Philippe, Premier ministre, a Chalus. Service de
communication de I'Hotel Matignon; 2017. Available from: https://www.
gouvernement.fr/sites/default/files/document/document/2017/10/disco
urs_de_m._edouard_philippe_premier_ministre_a_chalus_-_13_octob
re_2017.pdf

Kitzinger J. Qualitative research. Introducing focus groups. BMJ.
1995;311(7000):299-302.

Krueger RA, Casey MA. Focus groups: a practical guide for applied
research. 5th ed. Thousand Oaks: SAGE Publications, Inc; 2014.

Lee J, Xue N-L. Analyzing user requirements by use cases: a goal-driven
approach. [EEE Softw. 1999;16(4):92-101.

Dionisio JDN, Bui AAT, Johnson DB, Thompson LL, Sinha U. Designing

a patient education framework via use case analysis. Ann N'Y Acad Sci.
2002;980(1):225-35.

Chahraoui K, Laurent A, Bioy A, Quenot J-P. Psychological experience of
patients 3 months after a stay in the intensive care unit: a descriptive and
qualitative study. J Crit Care. 2015;30(3):599-605.

Ecarnot F, Meunier-Beillard N, Seronde M-F, Chopard R, Schiele F, Quenot
J-P, et al. End-of-life situations in cardiology: a qualitative study of physi-
cians’and nurses'experience in a large university hospital. BMC Palliat
Care. 2018;17(1):112.

Greer S, Joseph M. Palliative care: a holistic discipline. Integr Cancer Ther.
2016;15(1):5-9.

Jess M, Timm H, Dieperink KB. Video consultations in palliative care: a
systematic integrative review. Palliat Med. 2019;33:942-58.

Washington KT, Oliver DP, Gage LA, Albright DL, Demiris G. A multi-
method analysis of shared decision-making in hospice interdisciplinary
team meetings including family caregivers. Palliat Med. 2015;17:9.

Farre A, Rapley T. The new old (and old new) medical model: four decades
navigating the biomedical and psychosocial understandings of health
and illness. Healthcare. 2017;5(4):88.

Hoek PD, Schers HJ, Bronkhorst EM, Vissers KCP, Hasselaar JGJ. The effect
of weekly specialist palliative care teleconsultations in patients with
advanced cancer —a randomized clinical trial. BMC Med. 2017;15(1):119.
Islind AS, Snis UL, Lindroth T, Lundin J, Cerna K, Steineck G. The virtual
clinic: two-sided affordances in consultation practice. Comput Support
Coop Work CSCW. 2019;28(3):435-68.

Mathieu-Fritz A. Les téléconsultations en santé mentale: Ou com-

ment établir la relation psychothérapeutique a distance. Réseaux.
2018;207(1):123.

Esterle L, Mathieu-Fritz A. Teleconsultation in geriatrics: impact on profes-
sional practice. Int J Med Inform. 2013,82(8):684-95.

Page 9 of 9

34. Larsen SB, Bardram JE. Competence articulation: alignment of compe-
tences and responsibilities in synchronous telemedical collaboration. In:
Proceeding of the twenty-sixth annual CHI conference on Human factors
in computing systems - CHI‘08. Florence: ACM Press; 2008. p. 553. Avail-
able from: http://portal.acm.org/citation.cfm?doid=1357054.1357144
[cited 4 Feb 2020]

35. Mathieu-Fritz A, Gaglio G. A la recherche des configurations sociotech-
niques de la télémédecine: Revue de littérature des travaux de sciences
sociales. Réseaux. 2018;207(1):27.

36. Hughes EC. Men and their work. Quid Pro Books; 2013. p. 146.

37. Bidet A. Qulest-ce que le vrai boulot ? Le cas d'un groupe de techniciens.
Soc Contemp. 2010;78(2):115.

38. Stevanovic A, Beckers SK, Czaplik M, Bergrath S, Coburn M, Brokmann
JC, et al. Telemedical support for prehospital emergency medical service
(TEMS trial): study protocol for a randomized controlled trial. Trials.
2017;18(1):43.

39. Salles N. Impact de la télémédecine clinique sur les pratiques de soins en
Ehpad. Rev Francoph Cicatrisation. 2017;1(1):19.

40. Whitten PS, Mackert MS. Addressing telehealth’s foremost bar-
rier: provider as initial gatekeeper. Int J Technol Assess Health Care.
2005;21(4):517-21.

41. Golinelli D, Boetto E, Carullo G, Nuzzolese AG, Landini MP, Fantini MP.
Adoption of digital Technologies in Health Care during the COVID-19
pandemic: systematic review of early scientific literature. J Med Internet
Res. 2020;22(11):e22280.

42. Cormi C, Ohannessian R, Sanchez S. Motivations of French Physicians
to Perform Teleconsultations During COVID-19: A Mixed-Method Study.
Telemed E-Health. 2021; Available from: https://www.liebertpub.com/
doi/10.1089/tmj.2020.0524 [cited 10 Feb 2021]

43. Fadul N, Elsayem AF, Bruera E. Integration of palliative care into COVID-19
pandemic planning. BMJ Support Palliat Care. 2021;11:40-4.

44. Lally K, Kematick BS, Gorman D, Tulsky J. Rapid conversion of a palliative
care outpatient clinic to Telehealth. JCO Oncol Pract. 2021;17(1):e62-7.

45. Hawkins JP, Gannon C, Palfrey J. Virtual visits in palliative care: about time
or against the grain? BMJ Support Palliat Care. 2020;10(3):331-6.

46. Greenhalgh T, Wherton J, Sugarhood P, Hinder S, Procter R, Stones R. What
matters to older people with assisted living needs? A phenomenological
analysis of the use and non-use of telehealth and telecare. Soc Sci Med.
2013;93:86-94.

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

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC



http://www.assemblee-nationale.fr/dyn/15/rapports/cion-soc/l15b0769_rapport-information.pdf
http://www.assemblee-nationale.fr/dyn/15/rapports/cion-soc/l15b0769_rapport-information.pdf
https://www.gouvernement.fr/sites/default/files/document/document/2017/10/discours_de_m._edouard_philippe_premier_ministre_a_chalus_-_13_octobre_2017.pdf
https://www.gouvernement.fr/sites/default/files/document/document/2017/10/discours_de_m._edouard_philippe_premier_ministre_a_chalus_-_13_octobre_2017.pdf
https://www.gouvernement.fr/sites/default/files/document/document/2017/10/discours_de_m._edouard_philippe_premier_ministre_a_chalus_-_13_octobre_2017.pdf
https://www.gouvernement.fr/sites/default/files/document/document/2017/10/discours_de_m._edouard_philippe_premier_ministre_a_chalus_-_13_octobre_2017.pdf
http://portal.acm.org/citation.cfm?doid=1357054.1357144
http://dx.doi.org/10.1089/tmj.2020.0524
http://dx.doi.org/10.1089/tmj.2020.0524

	Building a telepalliative care strategy in nursing homes: a qualitative study with mobile palliative care teams
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Design and setting
	Study population
	Inclusion criteria
	Exclusion criteria

	Data collection
	Data analysis

	Results
	Tele-palliative care: navigating between usual and new practices
	The tele-palliative care project environment: “influencing factors”
	Circumstances that facilitate the use of telemedicine
	Obstacles to the use of telemedicine

	A use-case model of telepalliative care

	Discussion
	Study limitations

	Conclusion
	Acknowledgements
	References


