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Abstract

Background Delivering emergency care in rural areas can be challenging, but video consultation (VC) offers oppor-
tunities to make healthcare more accessible. The communication and relationship between professionals and patients
have a significant impact on the patient’s experience of safety and inclusion. Understanding the patient perspective

is crucial to developing good quality healthcare, but little is known about patient experiences of emergency care

via VC in a rural context. The aim of this study was to explore patient experiences of emergency care via VC in north-
ern rural Sweden.

Methods Using a qualitative approach, semi- structured interviews (n=12) were conducted with individuals aged
18—89 who had received emergency care with a registered nurse (RN) on site and VC with a general practitioner (GP).
The interviews were conducted between October 2021 and March 2023 at community hospitals (n=7) in Vdsterbot-
ten County, Sweden. Interviews were analysed with content analysis.

Results The analysis resulted in main categories (n=2), categories (n=5) and subcategories (n=20). In the main
category, “We were a team of three’, patients described a sense of inclusion and ability to contribute. The patients
perceived the interaction between the GP and RN to function well despite being geographically dispersed. Patients
highly valued the opportunity to speak directly to the GP. In the main category, “VC was a two-sided coin’, some expe-
rienced the emergency care through VC to be effective and smooth, while some felt that they received a lower quality
of care and preferred face-to-face consultation with the GP. The quality of the VC was highly dependent on the RN's
ability to function as the hub in the emergency room.

Conclusion Patients in rural areas perceived being included in 'the team’during VC, however they experienced
disadvantages with the system on individual basis. The nursing profession plays an important role, and a proper edu-
cational background is crucial to support RNs in their role as the hub of the visit. The GP’s presence via VC was seen
as important, but to fully enable them to fulfil their commitments as medical professionals, VC needs to be further
improved with education and support from technical devices.
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Introduction

Health is a fundamental human right central for a sus-
tainable development with universal health coverage
where “all people- no matter who they are or where
they live- can receive quality health services” [1]. How-
ever, there is still persisting inequalities in access to
essential health services for population groups living
in rural settings [1]. To improve health coverage, WHO
has presented the global strategy on digital health and
acknowledge that appropriate use of digital technolo-
gies should be contextualized and align countries to
ensure that quality and outcome are assessed on new
health technologies and shared across domains[2].
The use of telehealth service has been widely applied
internationally improving access to health services for
patients regardless of their setting. In contrast, increas-
ing evidence show that telehealth is not suitable for all
patients due to its highly inaccessible format to per-
sons with disabilities [3] and needs to be evaluated for
whom, when, how, and where.

Video consultation (VC) is an application of tel-
ehealth that provides real-time visual and audio con-
nection [4] and creates opportunities to deliver medical
support to areas where it is lacking. Thus, a great deal
of responsibility for care and treatment, particularly in
rural areas, has been moved from the hospital to pri-
mary care units [5].

Depending on the definition, roughly three quarters of
all US landmass can be classified as rural [6], and Aus-
tralia, Europe, Canada and Africa also have large areas
with populations<1 inh./K™2[7]. When distances are
great between healthcare facilities, patients sometimes
have fewer options and limited access to quality care. VC
can reduce the need to travel and provides patients with
better access to the healthcare they need. The role that
VC should play in overcoming inequalities in healthcare
access, and the degree to which it may actually contrib-
ute to these inequalities, is an unanswered question that
urgently needs to be addressed [8, 9].

Systematic reviews investigating patient satisfaction
with telehealth, such as VC indicate that VC has an over-
all positive impact on patient satisfaction [10, 11]. How-
ever, several studies show that patients and healthcare
professionals would prefer a face-to-face consultation to
a VC if given the choice [11-13]. When comparing con-
tent and quality between VC and telephone used in con-
sultations in primary care, both have similar outcomes,
though VC may offer some advantages, for example, in
respect of building rapport [14]. There is growing evi-
dence suggesting that to improve healthcare, patient
involvement is needed [2, 15, 16]. Also in studying the
effectiveness of telemedicine, patient perspectives is
pointed out as an area in need of more knowledge [17].
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Increasing access to technology such as video confer-
ence equipment has changed the nature of encounters
between patients and healthcare professionals. However,
there is still limited knowledge about patients’ views
on this new form of care [18]. We therefore need more
knowledge about VC in healthcare, as this communica-
tion solution is increasingly used, especially in a rural
context. Straight-forward and continuous communica-
tion between professionals and patients has been shown
to be an essential aspect of patient involvement in emer-
gency care visits [19]. Concerning patients’ experiences
with specialist care via VC in rural primary healthcare,
research has found that good communication is essential
for the patients’ sense of safety during the VC encoun-
ter [20]. The patient—healthcare professional relation-
ship, especially with the local registered nurse (RN), has
been highlighted as another important aspect in a rural
eHealth context [21]. However, rural practitioners often
have insufficient training or a background that is less
relevant to rural practice and context [22]. In the litera-
ture, the most common VC scenario in emergency care
is when a rural, small hospital connects with an urban
emergency department in a consultation between two
physicians [20, 23]. The use of VC in emergency care has
also been investigated for certain acute medical condi-
tions, such as psychiatric emergencies [24] and acute
stroke [25, 26] but few studies have explored emergency
care via VC in a rural primary care setting [27, 28]. In
northern rural Sweden the residents have access to pri-
mary care at 7 small community hospitals and emergency
care with a general practitioner (GP) via VC, which has
not been evaluated.

Aim

The aim of this study was to explore patient experiences
of emergency care via VC at community hospitals in
northern rural Sweden.

Methods

Study design

This study has a qualitative design with an inductive
approach [29]. Semi-structured, individual interviews
were carried out with patients and analysed using con-
tent analysis as described by Graneheim and Lundman
[30]. Reporting of this study follows the Consolidated cri-
teria for reporting qualitative research (COREQ) [31].

Setting

The study was performed in northern Sweden in the
county of Visterbotten. Northern rural Sweden has a
climate with long, cold winters characterized by heavy
snowfall and freezing temperatures. For the popula-
tion living here, journeys of 350 km to see a specialist
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clinician are not uncommon [32]. Rural municipalities in
western Visterbotten County have a population density
of 0.78/km? and access to primary care and acute care
service in 7 smaller community hospitals staffed with
GPs, RN, district nurses, physiotherapists, occupational
therapists, midwives and assistant nurses [33]. The com-
munity hospitals have an inpatient ward with 2—8 beds
and plain X-ray. In the hospital ward GPs are responsible
for treating a variety of acute and post-acute conditions
as well as end-of- life care [33]. There is no international
definition of a community hospital but one definition
applicable for the Swedish context is a hospital where
“the admission, care and discharge of patients are under
the direct control of a GP” [34]. During on-call hours, the
acute care service includes ambulance transportation to
the emergency rooms in the community hospitals which
is staffed with a RN, whereas a GP can be consulted via
video equipment [35]. A nursing assistant can provide
reinforcement in case of a severe emergency [27]. On-call
hours, one GP is responsible for several community hos-
pitals and can be consulted over telephone or via video
[36]. The emergency care investigated in this study was
provided during on-call hours in the emergency room
at community hospitals. None of the patients in this
study had called an ambulance for transportation to the
community hospital, but arranged with transportation
themselves.

Participants

Participants were selected using convenience sampling.
The RNs responsible for the emergency room service
in the community hospitals recruited the participants.
The inclusion criteria were adult patient (>18 years)
receiving unscheduled emergency care at one of the 7
community hospitals within 3 months of interview and
able to remember it, and able to speak Swedish. Patients
who expressed an interest in participation were asked
to write down their contact details and received a let-
ter with written information about the study. The first
author contacted potential participants by telephone to
provide verbal information about the study and sched-
ule the interview. Participants could choose to con-
duct the interview face-to-face, in a video meeting or
by telephone. All participants chose to be interviewed
by telephone. Participants were encouraged to seek
a quiet place without much interruption during the
interview. A total of 19 patients agreed to be contacted
about the study, and 12 were included and interviewed
(Table 1). Seven potential patients were excluded: three
did not answer the phone despite repeated attempts,
and too much time had passed between VC and contact
for four potential patients (more than 3 months). The
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Table 1 Participant characteristics

Variable Interviewed n=12 (%)
Age 18-89 years
Female sex 9 (75%)
Male sex 3 (25%)
Born and raised in Sweden 10 (83.3%)
Born and raised in other country 2 (16.7%)
Cause of care contact
Injured in machine 1(8.3%)
Injured by animal 2 (16.7%)
Cut wound 3 (25%)
Heart fibrillation 1(8.3%)
Pain in mouth/throat 2 (16.7%)
Pain in eye 2 (16.7%)
Unconsciousness 1(8.3%)
Digital competence
High 1(8.3%)
Intermediate 10 (83%)
Low 1(8.3%)

time between emergency care via VC and the interview
varied for most participants between 6-14 days, but
for one participant, the time was 3 months. The sam-
ple size was motivated using the concept “information
power” instead of data saturation, since the method
of analysis were qualitative content analysis, the study
aim was narrow and the informants had characteristics
highly specific for the aim [37].

Data collection

The data collection was conducted from October 2021
to March 2023. An interview guide was developed
by the research team (LA, AEL, HD, JC), which has
extensive research experience in rural areas, including
remote healthcare, interviewing, medicine and nursing.
The interview guide (Appendix 1.) focused on recep-
tion, involvement, safety and interaction with remote
healthcare staff. After the first interview, the interview
guide were evaluated in the research team which found
it to work satisfyingly. The interviews were also con-
tinuously evaluated concerning information gain, and
the authors saw no need to revise the interview guide.
The semi-structured, individual interviews were carried
out by the first author, who does not have a care rela-
tionship with any of the participants in this study but
was distantly acquainted with one of them. The other
authors only had access to anonymized data material
and did not have any relationship with any of the partic-
ipants. The interviews lasted between 17—62 min. The
interviews were recorded and transcribed verbatim.
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Data analysis

The data analysis was carried out by the first author in
consultation with the co-authors (AEL, HD), using
MAXQDA software (Version: MAXQDA 2022 (Release
22.8.0)). The analysis process followed the steps and con-
cepts of content analysis described by Graneheim and
Lundman [38]. Transcripts were read through several
times to get a sense of the entire data. The elements of
the text that related to the aim of the study were marked
as meaning units. These units were condensed and given
codes that describe the content. Codes that share content
were grouped in sub-categories, and the sub-categories
were further sorted and abstracted into categories that
expressed the manifest content of the text (Table 2).
Movement back and forth between the whole transcripts
and the coding structure was a part of the analysis pro-
cess, since the entire context and meaning of the partici-
pants’ words must be taken into consideration. A certain
level of interpretation was also necessary in this phase.
After this back-and-forth movement, adjustments in the
coding and category structure were made when needed.
Since the aim was to describe the manifest experiences
of the participants, the analysis was terminated when
reaching to main categories at a descriptive level with a
low degree of interpretation instead of themes that has a
higher degree of interpretation on a more abstract level
[39].

Two interviews were coded and categorised indepen-
dently by two researchers (LA, AEL) and discussed sev-
eral times to validate the analysis [40]. The remaining 10
transcripts were analysed by the first author and subject
to further discussions with another researcher (AEL).
To increase credibility, all categories were then dis-
cussed with the research team (LA, AEL, HD, JC). Two

Table 2 Example from the qualitative content analysis process
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of the authors (HD, JC) do not live in a rural context but
have experience conducting research in rural areas and
read the complete transcripts several times. This step
was taken to address dependability, as the researchers’
pre-understandings and interpretation affect the study
results [41]. Disagreements were solved in the research
team, and agreement was reached on the final results.
To further confirm the study’s reliability, a selection of
quotes was used in the results. The quotes have been
translated by LA from Swedish and reviewed by another
researcher (HD). During the analysis the different theo-
retical lenses in the research team was reflected upon and
the researchers different living and working conditions
in urban Stockholm, and rural Storuman was especially
noticed and found to widen the perspectives.

Results

Participant characteristics are presented in Table 1. The
analysis resulted in two main categories, five categories
and 20 subcategories (Table 3). The quotes for the sub-
categories can be seen in Table 4. The first main category:
We were a team of three includes the categories: The RN
was the hub, The GP’s attendance was important, and I
was in focus and a contributing part. The second main
category, VC was a two-sided coin includes the categories
VC was surprisingly well-functioning and smooth, and VC
could not meet my needs.

Main category 1: We were a team of three

The RN was the hub

Throughout the emergency visits at the community hos-
pitals, the RNs were at the centre of communication with
the patients (Table 4; Q1). Before connecting to the GP,
the RN sometimes spoke to the GP over the phone, and

Meaning unit Condensed meaning unit  Code Subcategory  Category  Main Category

| felt completely safe, and it | felt safe because they asked  Safe that they asked, and | | felt seen, | We were a team of three
was very important that they me how | was doing and | could explain listened was in focus

asked how | felt, and what | could explain to and taken and a con-

felt was wrong and the prob- seriously tributing

lem, that | could explain part

when | started to feel worse,

and why

No, | ... you've never experi- | have never had a video Dr. was focused on me, calm  The GP being ~ The GPs We were a team of three
enced it (videoconsultation), meeting in a hospi- and quiet in the room. Good! on the screen attendance  VC was a two-sided coin
not like that in a hospital, tal, but the physician If they had the medicine worked just was impor-

but she was focused on me,  was focused on me, locally, | would have been as well tant

and it was calm and quiet and the room was calm very happy Long wait VC could

in the room and everything.  and quiet. If they only have and more steps  not meet

No, I think it was good. If had the eye drops here in the care my needs

they had only had eye drops  in the community hospital, chain

in the community hospital,
then I would have been
super satisfied. [laughs]

I would have been super
happy
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they decided whether to conduct a VC. When the GP had
disconnected from the VC, the patients were aware that
the RNs could explain further in detail what was said in
the VC and the plan for their care in more detail. Patients
experienced that in cases where the GP was stressed, the
RNs were able to step in and communicate important
information. In some cases, patients perceived that the
information was given to them through the RN.

When the GP was present on the video screen, there
was an interaction between the RN and the GP that
patients believed worked well (Table 4; Q2). The GP was
able to offer explanations and give instructions, both
regarding the use of equipment and examination of the
patient.

Patients experienced that the RNs working in the emer-
gency room at the community hospitals had the compe-
tence needed to perform the actions the GP would have
performed if he/she would have been present in the room
(Table 4; Q3). Patients described the RN as skilful, trust-
worthy and thorough when performing the examinations.
Patients felt that they were treated well and often felt that
the RNs were as competent as the GPs. To be the hub of
the visit, RNs need to be able to perform basic care pro-
cedures, such as collecting samples and dressing wounds.
But in this study, RNs also needed to have more advanced
knowledge to perform assessments of the heart and lungs
with a stethoscope and to suture minor wounds.

“..and then the GP got to look at my leg, and ... well,
got to see when (the RN) palpated it, ...ordered to
X-ray it, and then (the GP) would look at the X-ray
image and we would get in touch later, and then they
X-rayed it on the spot, and (the GP) looked at the
image” (Patient 4).

The GPs attendance was important
Meeting with the GP on the screen was a positive expe-
rience for the patients. They expressed that it did not
matter that the GP worked remotely and that it was as
good as a face-to-face consultation (Table 4; Q4). Some
patients even expressed that it felt as though the GP was
in the room. The patients experienced that the GP was
easy to open up to when they connected over VC. They
could communicate well and they felt that the VC was
personal even if they had never met the GP before. The
GP’s behaviour played a major role in the experience of
care, and the patients expressed feeling calm, that they
were taken seriously and were included in the care visit.
Although the RNs played a major role in the emergency
room, patients expected to meet a GP when seeking
emergency care. Patients felt that a GP’s competence was
essential, particularly when the RN was uncertain and in
need of instruction and encouragement (Table 4; Q5).
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Patients described the GP's presence as important when
more assessment was needed and when the GP needed
to consult further with a specialist care unit. Patients had
the impression that the GP was responsible for making
decisions on further treatment or testing. The patients
experienced a sense of safety and happiness when they
were able to see and speak to the GP themselves instead
of communicating exclusively through the RN over the
phone. Patients stated that they trusted the GPs to know
what to do and how to help them.

“It felt like there was a GP making a decision, see-
ing how I was feeling before they said: "I would go
home until tomorrow morning.” And it felt safer”
(Patient 12).

I was in focus and a contributing part

The patients experienced that the VC led to feelings of
inclusion. They felt that the focus was on their needs in
the emergency room and that they were taken seriously
and acknowledged, which was important for a sense
of safety in an uncertain situation (Table 4; Q6). Some
patients felt that this sense of acknowledgement was even
more important in a VC. Patients felt safe when they
were accompanied by someone and believed the health-
care professionals offered them the right help (Table 4;
Q7).

The continuous presence of the RN and the GP on the
screen was seen as a positive aspect of the VC, as the
patient got to hear everything, felt involved and received
the same information as the care providers (Table 4; Q8).

“It never happened that they left the room, do you
understand what I mean? Sometimes ... if you seek
emergency care somewhere, and you're sitting in a
room and the GP comes in and the GP leaves the
room, and then they talk outside the door with a RN
or with lab staff ... "Can you do this or that? Should
you do this or that? Or what do you think?", and so
on. But I was there all the time. They had no chance
to do anything like that” (Patient 4).

In the interaction with the RN and GP, patients felt
that it was important that they were honest and provided
information about their medical history and the event,
as well as to share their thoughts and feelings during the
ongoing emergency situation. The use of VC sometimes
meant that they needed to tell their story twice, first
to the RN and then to the GP, but this was not seen as
a problem. On the contrary, the patients wanted to tell
their stories to the GP themselves (Table 4; Q9).

One way for patients to contribute was to indepen-
dently show the GP the injury with the help of a video
that appears on the GP’s screen. In some cases, the
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patients’ own responsibility for making travel arrange-
ments to, and between care units contributed to feel-
ings of anxiety, both before the VC and after. Especially
in cases where a VC alone was not enough, and the GP
wanted to meet the patient in person at another com-
munity hospital. The patients also tried to do what they
could to dress their own wounds, waiting for pain to pass
and taking medication before seeking emergency care
(Table 4; Q10).

Main category 2: VC was a two-sided coin

VC was surprisingly well-functioning and smooth

The patients described this form of emergency care as
more effective than they had expected. The patients sim-
ply needed to call to explain their condition and then
they could come to the community hospital immedi-
ately, which was thought to be within the travel time
of 20-60 min (Table 4; Q11). When they arrived at the
community hospital, the RN welcomed them at the door
and started the assessments, sampling and preparation
for the VC with the GP. Many of the patients stated that
contacting the healthcare providers was very easy, and
they were surprised how quickly they were able to speak
with a human, not an answering machine, and receive a
consultation with a GP, even after office hours. This was
unexpected based on the patients’ previous experiences
of emergency care visits. Several patients emphasized the
ease of the emergency VC and the fact that the RNs and
GPs were focused on them.

“When you're in a video call like this, that’s what
you do. I kind of got the feeling that the focus was on
me and my hand, and maybe the fact that he wasn’t
Pphysically present even was a positive thing, [laughs]
because then he had that time slot, and I was the
one that mattered. That’s how I feit” (Patient 1).

They also felt that they were not treated as a burden.
Instead, the patients were treated well, even if the staff
sometimes needed to work overtime (Table 4; Q12).

In cases where patients stated that the VC worked well,
they saw it as a positive that they needed to travel less
(Table 4; Q13). In these cases, they also experienced sat-
isfactory picture and sound (Table 4; Q14). The patients
were often familiar with the healthcare staff, which was
either perceived as a positive or insignificant in the acute
situation (Table 4; Q15).

VC could not meet my needs

Some of the patients stated that the VC became an
unnecessary step in the care chain, especially when the
RN did not have the right competence or did not feel
confident providing the care that the patient needed.
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On these occasions, patients had to travel further to see
the GP in person, or they were sent directly to the hos-
pital after the VC at the community hospital (Table 4;
Q16). Some patients felt that the GP had difficulty per-
forming the necessary assessments over VC and that
sometimes, it was not possible at all. Some patients also
found that the GP had difficulties recognizing when
they were in in pain (Table 4; Q17).

“Well, if you just compare it with the fact that
there was a RN in the room, and (the GP) on the
TV, I would say that ... the RN who was manipu-
lating the thumb noticed quite quickly that: "It’s
quite painful for the patient to move his thumb."”
But the (the GP) on the computer screen is just
looking at the thumb” (Patient 7).

Some patients expressed that they would have pre-
ferred to see the GP face-to-face. Some of the reasons
the patients gave were the lack of eye contact with the
GP and trouble seeing what the GP was looking at on
the screen. This felt more impersonal and decreased
the feeling of connection with the GP (Table 4; Q18).
Technical problems occasionally occurred during the
VC, and the health professionals did not always know
how to use the technology properly. This was particu-
larly bothersome for some patients, and the VC became
an unpleasant experience (Table 4; Q19). Not know-
ing where to turn for emergency care and the location
of GPs on-call made some patients feel insecure, and
they were also concerned about the lack of information
about test results (Table 4; Q20).

Discussion

The aim of this study was to explore patients’ experi-
ences of emergency care via VC in northern rural
Sweden. The patients’ feelings of inclusion in a team
together with healthcare professionals is one of the
main categories, “We were a team of three” Patients
felt that VC functioned well because of the RN’s pro-
fessionalism and competence to be the hub of the visit.
These patients also appreciated the ability to interact
with the GP via video. Further, the VC was seen as a
two-sided coin (the second main category), working
smoothly and efficiently for some patients, but unable
to meet the needs of other patients. In cases where
emergency VC was seen as insufficient, it was often due
to difficulties related to remote assessment by the GP in
combination with a lack of competence among RNs. In
several cases, this led patients to describe VC as incon-
venient and requiring more steps in the care chain, as
the patient sometimes needed to travel further to meet
the GP face-to-face.
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Competent local RN — a must

Patients expressed that they were treated well and often
attributed this to their trust in the RN, who they saw as
skilful and competent. This is in line with research that
found that the relationship with the local RN is especially
important in digital care, because being emotionally close
to the RN can give patients feelings of familiarity and
presence despite the use of digital care [21]. The central
role of the local RN could be magnified as the RN is the
only person physically present in the room [42]. Some
studies also show that the rural context may have an
impact, making the relationship between the patient and
healthcare professionals even more important. Patients
often describe RNs in rural communities in very famil-
iar terms, almost as friends [43], and the importance of
building trust based on relationships and social networks
has been highlighted as typical for the rural context [21,
27]. Thus, our findings stating that some patients were
concerned about the long distance and need to make
travel arrangements by themselves to access emergency
care indicate the importance of having healthcare pro-
fessionals with knowledge about the rural context who
can support patients with e.g. practicalities connected
with long distances, such as the need to buy food, access
to toilette and rest when travelling and waiting can be
long. The partnership between patients and practition-
ers in rural areas can be more challenging, since rural
practitioners often have medical training that cannot be
applied in the rural context [22]. Although digital tech-
nology makes it possible to access medical expertise
from other geographical locations [44] to address staffing
shortages, there are risks associated with further reliance
on VC, as healthcare staff who work and live in urban
centres will likely have less knowledge of the rural con-
text. This could affect the quality of healthcare negatively
for the people living in these areas, which has already
been pointed out [22, 45]. Further research is needed
to investigate outcomes when healthcare professionals
offer VC to rural populations and how the relationship
between healthcare professionals and patients is affected
by digital health services.

Some patients expressed that VC failed to meet their
needs. On these occasions, it was sometimes due to a
lack of competence and experience on the part of the
RN. As a result, the patient needed to travel to see the GP
face-to-face, which required more time and created more
steps in the care chain, while increasing inconvenience,
insecurity and effort. This indicates that education specif-
ically designed for these settings, which includes the use
of emergency VC in community hospitals, needs to be of
high priority. Furthermore, the need for context-specific
training has also been recognized in previous research
[27, 36, 46-48].
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VCin emergency care needs to be improved

In this study, some patients experienced VC as an addi-
tional step in the care chain because the right assessment
could not be done remotely by the GP or the RN, even
for relatively minor injuries. The result also highlights
patient experiencing that the GP could not always rec-
ognize how they were feeling from behind the screen
and that the lack of eye contact was problematic. Taken
as a whole, this made the VC a less positive experience
for some patients. Research has shown that telemedicine
is an effective way to manage a broad spectrum of acute
conditions when used together with portable devices,
such as electronic stethoscopes or digital otoscopes [49].
Peripheral units with high-resolution images of eyes,
throat or skin, as well as audio from lung sounds, can
be used to collect patient vitals and send information to
a physician digitally, thereby enabling remote diagnostic
decisions [49]. VC in emergency care could increase the
capacity to manage patients locally and reduce unnec-
essary transfers [50]. It has already resulted in better
service use patterns, improving diagnosis by bringing
expertise into fist-line management [51]. It is likely that
in the future, emergency VC can further improve in qual-
ity. Investing in better digital equipment in the emer-
gency rooms of rural community hospitals could increase
the ability of the GP to perform remote assessments. This
would not only improve the patient experience, it would
also assist the RN and GP maintaining their roles in nurs-
ing and medicine when the GP can examine the patient
more independently.

In this study, patients are experiencing emergency VC
to have both positive and negative effects, which shows
a broad and individual variation of experiences in our
results. A systematic review exploring patients’ and car-
egivers’ satisfaction with telehealth, particularly through
VC, found consistent evidence that telehealth has an
overall positive impact on satisfaction [10]. Interestingly,
a systematic review on patient satisfaction with telemedi-
cine in rural and urban acute care settings showed that
satisfaction is a complex mix of expectations and experi-
ences, but is nevertheless an important indicator of the
quality of the service [49]. Convenience is a major deter-
minant of quality for the patient and a strong predictor
of satisfaction with telemedicine. This is in line with our
interpretation of the source of the contradiction in our
results. Some patients in our study were surprised by
how effective VC care was and the ability to have contact
with a GP after hours. They were also very satisfied with
the convenience of VC, as they did not need to travel long
distances. Others expected to meet a GP face-to-face
and were generally disappointed with the VC. Different
expectations may explain the contradictory experiences
in the results.
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Seeing the GP is important

The findings from our study show that the patients
experience the GP to have an important role in their
emergency care as they had the expertise and made the
decisions. The difference between attending on a screen
or face-to-face did not seem to be of importance in
most cases, but the ability to have direct contact made
them feel more secure and even happy. A parallel can
be drawn to research studying patients’ experiences
of using VC for psychiatric emergencies, where direct
contact with the psychiatrist made the patients feel
calmer and more certain that the right assessments and
decisions were made [24]. Many patients in our study
stated that VC was effective and not stressful. Some
stated that the RN and the GP were very focused on
them. One patient felt that the VC increased the focus
of the GP, as there were less things requiring the GP’s
attention. These findings are valuable, since the study
provides insight into positive ways to further develop
and improve emergency VC. Research studying how
patients participate in interactions with their GP dur-
ing VC in other settings has found that patients show
sustained engagement in the conversation, which indi-
cates that VC provides a communicative context that
allows patients to participate and engage in new ways
[52]. In these studies, patients felt that undivided atten-
tion from clinicians made it possible to build rela-
tionships, however, clinicians found it challenging to
maintain high-quality relationships without face-to-
face consultations [53]. This is in line with research
investigating simulated emergency care via VC with a
GP in northern rural Sweden, where GPs rated shared
decision-making lower than RNs which may imply
that the GP-patient relationship is especially vulner-
able with the GP via VC, something that is worrying
since shared power already is low in general emergency
care settings. This study also showed that health care
professionals rated patient’s opportunities to ask ques-
tions lower during VC [54]. Participation and relation-
ships have been shown to be important for good quality
care via VC, but the communication component needs
to be given special attention because of the way VC
differs from a face-to-face consultation [55]. In con-
trast, research that compared the content and quality
of VC and face-to-face consultations found that clini-
cians were more engaged during face-to-face consulta-
tions and that this format was a more effective way to
build a partnership [14]. Patients in previous research
have also stated that they prefer to meet face-to-face
if they have a choice [12, 13, 56-58], and this was also
expressed by some patients in our study. However, well
educated, young adults believe that VC is as good as a
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face-to-face consultation. Still, research is needed to
better understand the perspectives of other groups [9].

In the present study, patients stated that it was impor-
tant for them to see and speak to the GP themselves
instead of only through the RN over the phone. This is
an important result, as it raises the question of whether
VC is as good, or better, than a traditional telephone call,
since this could be another way to remotely consult the
GP from the emergency room. Further, research com-
paring telephone consultation and VC has been done
to investigate this very question [14, 58—62]. One RCT
showed that VC in prehospital emergency care did not
increase the proportion of patients treated and remain-
ing in their home community compared to a phone call,
nor did it increase patient satisfaction [62]. In contrast,
a systematic review comparing VC and telephone con-
sultation in healthcare delivery found that in some cases,
VC was superior to a phone call [61]. This shows that VC,
as a two-sided coin, still needs to be explored further, but
there are clearly benefits to be realized.

Strengths and limitations

This study is one of the first studies done in this area. The
included patients age ranged from 18-89 years and had
a good gender balance, which contributes to the cred-
ibility of the study, as it adds a richer variation of expe-
riences [38]. The patients were recruited by the RNs in
the emergency rooms, which could be seen as a risk of
bias if dissatisfied patients were not invited to participate.
However, the results clearly show a variation of both pos-
itive and negative experiences. To investigate decline to
participate, efforts were made to gather data on the total
number of VC emergency visits during this time period,
but this data is not logged in the system or manually in
any reliable way. During recruitment, it was not noted if
any patients declined participation, which is a limitation
of the study.

Seeking agreement among the authors through discus-
sions of the result and analysis process, as well as quotes
in the reporting of the study, is ways to strengthens the
study’s credibility that has been applied by the authors
[38]. The data collection period was long due to the lim-
ited size of the patient population, the occasional use of
telephone between RNs an GPs instead of VC, and due
to the high workload for the RNs in the community hos-
pitals. But we have no reason to believe that the depend-
ability of the research was affected by this. Rigorous
descriptions of context, setting, participant characteris-
tics, analysis and results have been made to facilitate the
interpretation and the transferability of the results. Expe-
riences of emergency care with VC are expected to be
transferable to other groups, to some extent, even if such
interpretations should be done with caution. To further
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strengthen the trustworthiness of the study, the manifest
content has been sought with a low degree of interpreta-
tion, resulting in categories with quotations. Information
is presented on the authors and their different back-
grounds in order to ensure transparency about personal
history, which inevitably influences interpretations.

Conclusion

Patients in rural areas experience emergency care via VC
as a visit where they were in the center of attention and
as included in the team. But VC also has disadvantages
e.g. not allowing physical examinations by the GPs and
decreased feelings of personal connection. The experi-
ence seems to be dependent on the individuals’ expecta-
tions and circumstances. Appropriate use of VC should
always be determined depending on the unique needs of
the patient. The key role of RNs during the emergency
care via VC was clear and proper training in emergency
care and rural context would further strengthen the nurs-
ing profession. Technical devices are needed to support
GPs to perform assessments and reach an appropriate
decisions, thus fulfilling their role as responsible medi-
cal professionals independently and remotely. Patients
expected the GP to contribute with their competence
and communicate directly to the patient. If patients can
choose, they prefer to meet face-to-face instead of in
VC. This result highlights the benefit of VC when it is
not possible for the GP to be on site, since the patient
experiences of seeing and talking to the GP themselves
is truly valuable. It is also a reminder that the possibil-
ity to choose should be pursued. Emergency care via VC
in rural areas can likely be more effective and increase
patient satisfaction if these requirements are met. Future
research is therefore crucial to explore how healthcare
should be organised to have the flexibility for individual
needs of patients and how different roles in emergency
care via VC can be supported to ensure the best possi-
ble patient experience in rural areas. A possible implica-
tion of this study is to develop education in emergency
care via VC and in the technology available that could
increase the quality of emergency care via video.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512245-024-00703-4.

[ Supplementary Material 1. }

Acknowledgements
The authors would like to thank the patients and the healthcare professionals
at the community hospitals.

Authors’ contributions
LA: Study design, data collection, data analysis, translation, manuscript writ-
ing, created tables and appendix. HD: Data analysis, reviewing translations,

(2024) 17:109

Page 12 of 14

manuscript writing and comments. JC: Data analysis, manuscript writing and
comments. AEL: Study design, data analysis, manuscript writing and com-
ments. All authors reviewed the manuscript.

Authors’ information

LA is living in a rural area of Vasterbotten county, a registered nurse specialized
in elderly care, and a PhD student with training in interviewing and qualitative
content analysis.

HD is a specialist nurse in emergency care, PhD with research experience in
patient participation in emergency settings.

JCis an anesthesiologist and intensive care physician, PhD with research in
teamwork and education.

AEL is an adjunct associate professor in public health/nursing with extensive
knowledge and experience in qualitative research methods and the rural
context.

Funding

Open access funding provided by Umea University. This work is part of a pro-
ject with the title”Improving quality and safety in rural acute care - redefining
teamwork and patient centeredness in distributed teams”and was funded
through The Kempe Family Foundation for Entrepreneurship, Research & Char-
ity. (Ref. 20190292).

Availability of data and materials

Data can be found in Tables. The data generated and analyzed during this
study are interviews related to people’s health and therefore personal data.
The setting of data collection is sparsely populated areas which makes data
extra privacy sensitive with a risk of identifiable information. Due to this, data
from this study is not publicly available.

Data availability
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate

The study was approved by the Swedish Ethical Review Authority (Dnr.
2021-02615) and followed the ethical standards as laid down in the 1964
Declaration of Helsinki and its later amendments or comparable ethical stand-
ards. The participants were informed verbally and in writing of the purpose

of the study, terms of the interviews, and information that participation were
voluntary. Thereafter, written consent was signed before the interview started.
Due to the sparsely populated setting in this study, there was a great risk of
revealing a person’s identity through voice recognition and details in patient
characteristics and interview data. The recordings of the interviews, lists with
name and phone number, and code key were destroyed at the end of the
project to protect the participants. When reporting the study result, name of
places, and persons were replaced.

Consent for publication

All participants have been informed verbally and in writing about the study
and a written informed consent was signed before the interview started. All
authors have agreed to the publication.

Competing interests
The authors declare no competing interests.

Author details

'Department of Epidemiology and Global Health, Ume& University, Centre

for Rural Health, Region Visterbotten, Storuman, Sweden. 2Department

of Clinical Science and Education, Sédersjukhuset, Karolinska Institutet, Stock-
holm, Sweden. *Department of Clinical Science, Intervention and Technology,
Karolinska Institutet, Stockholm, Sweden. *Department of Epidemiology

and Global Health, Umed University, Centre for Rural Health, Region Vasterbot-
ten, Storuman, Sweden.

Received: 19 April 2024 Accepted: 27 August 2024
Published online: 03 September 2024


https://doi.org/10.1186/s12245-024-00703-4
https://doi.org/10.1186/s12245-024-00703-4

Arlebrant et al. International Journal of Emergency Medicine

References

1.

20.

21.

22.

23.

24.

Tracking Universal Health Coverage: 2023 global monitoring report. Avail-
able from: https://www.who.int/publications/i/item/9789240080379.
Cited 2024 Jul 9.

Global strategy on digital health 2020-2025. Available from: https://www.
who.int/publications/i/item/9789240020924. Cited 2024 Jun 27.
WHO-ITU global standard for accessibility of telehealth services. Available
from: https://www.who.int/publications/i/item/9789240050464. Cited
2024 Jun 27.

Kitamura C, Zurawel-Balaura L, Wong RKS. How effective is video
consultation in clinical oncology? A systematic review. Curr Oncol.
2010;17(3):17-27.

Wilson N, Couper |, De Vries E, Reid S, Fish T, et al. A critical review of
interventions to redress the inequitable distribution of healthcare profes-
sionals to rural and remote areas. Rural Remote Health. 2009;2(9):1060.
Hart LG, Larson EH, Lishner DM. Rural Definitions for Health Policy and
Research. Am J Public Health. 2005Jul;95(7):1149-55.

Le Tourneau FM. Sparsely populated regions as a specific geographical
environment. J Rural Stud. 2020Apr;75:70-9.

Davidson SK, Sanci L, de Nicolds IC, Watson CJ, Baltag V, Sawyer SM. Best
practice during teleconsultations with adolescents: a scoping review. J
Adolesc Health. 2022;70(5):714-28.

Manski-Nankervis JA, Davidson S, Hiscock H, Hallinan C, Ride J, Lingam V,
et al. Primary care consumers’experiences and opinions of a telehealth
consultation delivered via video during the COVID-19 pandemic. Aust J
Prim Health. 2022;28(3):224-31.

Orlando JF, Beard M, Kumar S. Systematic review of patient and caregiv-
ers'satisfaction with telehealth videoconferencing as a mode of service
delivery in managing patients'health. PLOS ONE. 2019;14(8):e0221848.

. Kruse CS, Krowski N, Rodriguez B, Tran L, Vela J, Brooks M. Telehealth and

patient satisfaction: a systematic review and narrative analysis. BMJ Open.
2017;7(8):e016242.

. Vardanalys. Tre perspektiv pa digitala vardbesok/Three perpectives on

digital care visits. Available from: https://www.vardanalys.se/rapporter/
tre-perspektiv-pa-digitala-vardbesok/. Cited 2023 Dec 1.

Thiyagarajan A, Grant C, Griffiths F, Atherton H. Exploring patients’and
clinicians’ experiences of video consultations in primary care: a systematic
scoping review. BJGP Open. 2020;4(1):bjgpopen20X101020.

Hammersley V, Donaghy E, Parker R, McNeilly H, Atherton H, Bikker A,

et al. Comparing the content and quality of video, telephone, and face-
to-face consultations: a non-randomised, quasi-experimental, exploratory
study in UK primary care. Br J Gen Pract. 2019,69(686):e595-604.

Sharma T, Bamford M, Dodman D. Person-centred care: an overview of
reviews. Contemp Nurse. 2015;51(2-3):107-20.

Barach P, Bettinger the, Charpak Y, Delnoij D, Hafner the, Kutaj-
Wasikowska W, et al. Exploring patient participation in reducing health-
care related safety risks. WHO Regional Office for Europe; 2013.

Ekeland AG, Bowes A, Flottorp S. Effectiveness of telemedicine: A system-
atic review of reviews. Int J Med Inf. 2010Nov 1;79(11):736-71.

McGrail KM, Ahuja MA, Leaver CA. Virtual visits and patient-centered care:
results of a patient survey and observational study. ] Med Internet Res.
2017;19(5):e177.

Eriksson-Liebon M, Roos S, Hellstrom |. Patients’ expectations and experi-
ences of being involved in their own care in the emergency department:
a qualitative interview study. J Clin Nurs. 2021;30(13-14):1942-52.
Johansson AM, Lindberg |, Séderberg S. Patients' Experiences with Spe-
cialist Care via Video Consultation in Primary Healthcare in Rural Areas. Int
JTelemed Appl. 2014;2014:1-7.

Lindberg J, Bhatt R, Ferm A. Older people and rural eHealth: perceptions
of caring relations and their effects on engagement in digital primary
health care. Scand J Caring Sci. 2021Dec;35(4):1322-31.

Abelsen B, Strasser R, Heaney D, Berggren P, Sigurdsson S, Brandstorp

H, et al. Plan, recruit, retain: a framework for local healthcare organiza-
tions to achieve a stable remote rural workforce. Hum Resour Health.
2020;18(1):63.

Mueller KJ, Potter AJ, MacKinney AC, Ward MM. Lessons from tele-
emergency: improving care quality and health outcomes by expanding
support for rural care systems. Health Aff (Millwood). 2014;33(2):228-34.
Trondsen MV, Bolle SR, Stensland G@, Tjora A. Video-confidence: a qualita-
tive exploration of videoconferencing for psychiatric emergencies. BMC
Health Serv Res. 2014Dec;14(1):544.

(2024) 17:109

25.

26.

27.

28.

29.

30.

31

32.

33

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

Page 13 of 14

Switzer JA, Hall C, Gross H, Waller J, Nichols FT, Wang S, et al. A web-based
telestroke system facilitates rapid treatment of acute ischemic stroke
patients in rural emergency departments. J Emerg Med. 2009;36(1):12-8.
Kepplinger J, Dzialowski |, Barlinn K, Puetz V, Wojciechowski C, Schnei-
der H, et al. Emergency transfer of acute stroke patients within the east
saxony telemedicine stroke network: a descriptive analysis. Int J Stroke.
2014;9(2):160-5.

Dubois H, Bergenmar M, Hargestam M, Creutzfeldt J. Patient participa-
tion in tele-emergencies — experiences from healthcare professionals in
northern rural Sweden, vol. 22. 2022. Available from: https://www.rrh.org.
au/journal/article/7404/. Cited 2023 Sep 15.

Mendez |, Jong M, Keays-White D, Turner G. The use of remote presence
for health care delivery in a northern Inuit community: a feasibility study.
Int J Circumpolar Health. 2013;72(1):21112.

Elo S, Kyngés H. The qualitative content analysis process. J Adv Nurs.
2008;62(1):107-15.

Graneheim UH, Lundman B. Qualitative content analysis in nursing
research: concepts, procedures and measures to achieve trustworthiness.
Nurse Educ Today. 2004;24(2):105-12.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int
J Qual Health Care. 2007;19(6):349-57.

Berggren P, Pourazar E, Lundqvist A. Access to rural services by strength-
ening primary care with digital tools in remote areas of Sweden. World
Health Organization; 2022.

Hedman M, Boman K, Brannstrom M, Wennberg P. Clinical profile of rural
community hospital inpatients in Sweden - a register study. Scand J Prim
Health Care. 2021;39(1):92-100.

The Royal College of General Practitioners, Associations of General
Practitioner community hospitals. Community hospitals-preparing for the
future. J R Coll Gen Pract. 1990;(43):1-51.

Lovtrup M. Sjukstugan/ The community hospital 3.0. Lékartidningen.
2013. Available from: https://lakartidningen.se/aktuellt/nyheter/2013/10/
sjukstugan-30/. Cited 2023 Oct 2.

Hansen NMS, Mikkelsen S, Bruun H, From E, Milling L. Physicians’ experi-
ences working in emergency medicine in a rural area in Northern Swe-
den: a qualitative study, vol. 21. 2021. Available from: https://www.rrh.org.
au/journal/article/6672/. Cited 2023 Oct 2.

Malterud K, Siersma VD, Guassora AD. Sample size in qualitative

interview studies: guided by information power. Qual Health Res.
2016;26(13):1753-60.

Graneheim UH, Lundman B. Qualitative content analysis in nursing
research: concepts, procedures and measures to achieve trustworthiness.
Nurse Educ Today. 2004;24(2):105-12.

Lindgren BM, Lundman B, Graneheim UH. Abstraction and interpreta-
tion during the qualitative content analysis process. Int J Nurs Stud.
2020;108:103632.

Malterud K. Qualitative research: standards, challenges, and guidelines.
Lancet. 2001;358(9280):483-8.

Graneheim UH, Lindgren BM, Lundman B. Methodological challenges

in qualitative content analysis: A discussion paper. Nurse Educ Today.
2017;1(56):29-34.

Leslie JL, Lonneman W. In the registered nurse- patient relation-

ship. Home Healthcare Now. 2016;34(1):38-42.

Rasi P, Lindberg J, Airola E. Older service users'experiences of learning

to use eHealth applications in sparsely populated healthcare settings in
Northern Sweden and Finland. Educ Gerontol. 2021;47(1):25-35.

Saler M, Switzer JA, Hess DC. Use of Telemedicine and Helicopter Trans-
port to Improve Stroke Care in Remote Locations. Curr Treat Options
Cardiovasc Med. 2011;13(3):215-24.

Pandit T, Sabesan S, Ray RA. Medical emergencies in rural North Queens-
land: Doctors perceptions of the training needs. Aust J Rural Health.
2018;26(6):422-8.

Sullivan E, Hegney DG, Francis K. Victorian rural emergency care—a case
for advancing nursing practice. Int J Nurs Pract. 2012;18(3):226-32.
Hedman M, Doolan-Noble F, Stokes T, Brannstréom M. Doctors' experi-
ences of providing care in rural hospitals in Southern New Zealand: a
qualitative study. BMJ Open. 2022;12(12):e062968-e062968.

Morian H, Hargestam M, Hultin M, Jonsson H, Jonsson K, Nordahl
Amorge T, et al. Reliability and validity testing of team emergency


https://www.who.int/publications/i/item/9789240080379
https://www.who.int/publications/i/item/9789240020924
https://www.who.int/publications/i/item/9789240020924
https://www.who.int/publications/i/item/9789240050464
https://www.vardanalys.se/rapporter/tre-perspektiv-pa-digitala-vardbesok/
https://www.vardanalys.se/rapporter/tre-perspektiv-pa-digitala-vardbesok/
https://www.rrh.org.au/journal/article/7404/
https://www.rrh.org.au/journal/article/7404/
https://lakartidningen.se/aktuellt/nyheter/2013/10/sjukstugan-30/
https://lakartidningen.se/aktuellt/nyheter/2013/10/sjukstugan-30/
https://www.rrh.org.au/journal/article/6672/
https://www.rrh.org.au/journal/article/6672/

Arlebrant et al. International Journal of Emergency Medicine (2024) 17:109

49.

50.

51

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

assessment measure in a distributed team context. Front Psychol.
2023;20(14):1110306.

Eldaly AS, Maniaci MJ, Paulson MR, Avila FR, Torres-Guzman RA, Maita

K, et al. Patient satisfaction with telemedicine in acute care setting: a
systematic review. J Clin Trans| Res. 2022;8(6):540-56.

du Toit M, Malau-Aduli B, Vangaveti V, Sabesan S, Ray RA. Use of telehealth
in the management of non-critical emergencies in rural or remote
emergency departments: a systematic review. J Telemed Telecare.
2019;25(1):3-16.

Tsou C, Robinson S, Boyd J, Jamieson A, Blakeman R, Yeung J, et al.
Effectiveness of Telehealth in Rural and Remote Emergency Departments:
Systematic Review. J Med Internet Res. 2021;23(11):30632.

Bavngaard MV, Lichau EC, Hvidt EA, Grenning A. Exploring patient
participation during video consultations: A qualitative study. Digit Health.
2023;1(9):20552076231180680.

Walthall H, Schutz S, Snowball J, Vagner R, Fernandez N, Bartram E.
Patients” and clinicians” experiences of remote consultation? A narrative
synthesis. J Adv Nurs. 2022;78(7):1954-67.

Dubois H, Manser T, Habel H, Hargestam M, Creutzfeldt J. Exploring
differences in patient participation in simulated emergency cases

in co-located and distributed rural emergency teams- an observa-

tional study with a randomized crossover design. BMC Emerg Med.
2024;25(1):118-26.

Ek C, Liliegren PD, Edin-Liljegren A. Patients With Cardiovascular Disease
Revisiting Specialist Physicians via Remote Treatment: Interview Study of
Experiences. JMIR Hum Factors. 2023;10:e43125-e43125.

Muli |, Hvitfeldt H, Cajander A, Jaderlund Hagstedt L, Davoody N, Taloyan
M, et al. To connect or not connect: long-term adoption of video
consultations, and reasons for discontinuing use. J Telemed Telecare.
2023;0(0):1-13.

Donaghy E, Atherton H, Hammersley V, McNeilly H, Bikker A, Robbins L,
et al. Acceptability, benefits, and challenges of video consulting: a quali-
tative study in primary care. Br J Gen Pr. 2019;69(686):e586-94.

Snoswell CL, Haydon HM, Kelly JT, Thomas EE, Caffery LJ, Smith AC. How
do consumers prefer their care delivered: In-person, telephone or vide-
oconference? J Telemed Telecare. 2023;0(0):1-8.

Abrashkin KA, Washko JD, Li T, Berkowitz J, Poku A, Zhang J, et al. Video
or telephone? A natural experiment on the added value of video
communication in community paramedic responses. Ann Emerg Med.
2021;77(1):103-9.

Capampangan DJ, Wellik KE, Bobrow BJ, Aguilar MI, Ingall TJ, Kiernan

TE, et al. Telemedicine Versus Telephone for Remote Emergency Stroke
Consultations: A Critically Appraised Topic. Neurologist. 2009;15(3):163-6.
Rush KL, Howlett L, Munro A, Burton L. Videoconference compared to
telephone in healthcare delivery: A systematic review. Int J Med Inf.
20180ct;118:44-53.

Sykora R, Renza M, Ruzicka J, Bakurova P, Kukacka M, Smetana J, et al.
Audiovisual Consults by Paramedics to Reduce Hospital Transport After
Low-Urgency Calls: Randomized Controlled Trial. Prehospital Disaster
Med. 2020;35(6):656-62.

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

Page 14 of 14



	Emergency care via video consultation: interviews on patient experiences from rural community hospitals in northern Sweden
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Aim

	Methods
	Study design
	Setting
	Participants
	Data collection
	Data analysis

	Results
	Main category 1: We were a team of three
	The RN was the hub
	The GPs attendance was important
	I was in focus and a contributing part

	Main category 2: VC was a two-sided coin
	VC was surprisingly well-functioning and smooth
	VC could not meet my needs


	Discussion
	Competent local RN – a must
	VC in emergency care needs to be improved
	Seeing the GP is important
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


