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Introduction

The UK National Institute for Clinical Excellence1 de-
fines Palliative care as the active holistic care of patients
with advanced, progressive illness (p. 20). This can in-
clude pain and symptom management, and psychological
support, with the aim of improving quality of life for pa-
tients and their families. Whilst palliative care will often
include supporting patients at the end of life, some pa-
tients may access palliative care earlier in the trajectory
of their illness, in conjunction with other treatments. In-
dividuals accessing palliative care increasingly wish to be
cared for within their communities and with the opportu-
nity to die at home when the time comes.2 In areas where
specialist community palliative care or hospice at home
teams exist the occurrence of individuals dying out of
hospital (84%) far exceeds the national average in the UK
(52%).3 However, in rural areas delivery of community
care can be challenging as services face higher costs as a
result of lower economies of scale, challenging recruit-
ment and retention of specialist staff, difficult geograph-
ical areas to service and increased rates of older adults in
need of specialist services.4,5 It is perhaps not surprising
therefore that evidence from rural areas has previously
identified that palliative care patients report less symptom
control, a lack of regular access to nurses and a lack of
communication with medical professionals in comparison
with their urban counterparts.6 Other studies have high-
lighted the need for improved access to social and psy-
chological support for palliative care patients.7 This is
particularly evident in rural areas of the UK, where cur-
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rent models of care have centralized specialist support to
urban tertiary centers.

Telehealth involves the use of telecommunications and
virtual technology to deliver elements of healthcare and
offers a potentially interesting opportunity to improve ac-
cess to services and support for rural palliative care pa-
tients and their caregivers, without the need for
unnecessary travel for either the patient or healthcare pro-
fessional involved.8 Kidd et al.9 conducted a review of
telehealth use in palliative care within the UK and identi-
fied a variety of applications including videoconferencing
to facilitate multidisciplinary team meetings, telephone
help lines, electronic patient records and mobile symptom
recording. The review concluded that with adequate in-
frastructure and support, telehealth offered a feasible and
practical mode by which to support traditional models of
palliative care in rural and remote communities. 

However, Demiris et al.10 state that although telehealth
is becoming widely used in other health domains it has
yet to be adopted as frequently in the provision of pallia-
tive care. Their findings suggest that telehealth has the po-
tential to be highly effective in this context given the
demonstrable improvements in psychological outcomes
seen in other health domains. 

More recently, a systematic review of the use of tele-
health in palliative care, from the perspective of care-
givers, agreed that telehealth interventions were feasible
and that users were satisfied.11 Amongst articles measur-
ing wellbeing outcomes the benefits of telehealth services
included improvements in carers’ quality of life, anxiety,
depression, stress, and caregiver burden, demonstrating
the potential benefits that telehealth connections could
offer. However, the authors echoed the concerns of
Demiris et al.10 regarding the small proportion of tele-
health studies conducted in the context of palliative care
and highlighted the need to better understand how inter-
ventions can support patients during this vulnerable time. 

Telehealth studies conducted with patients themselves
using quantitative approaches have demonstrated a wide
variety of benefits of telehealth services including patient
satisfaction, improved symptom control and a reduction in
the use of emergency services,12, 13 increased frequency of
contact between patient and professionals,14 improved qual-
ity of life, and, decreased anxiety and depression.15, 16

It is clear therefore that the use of telehealth in pallia-
tive care can potentially support positive patient out-
comes; however, these quantitative studies do not
consider why or how telehealth facilitates these outcomes.
Understanding the experiences of patients, and the fea-
tures of telehealth that support or challenge positive out-
comes is key to improving services and achieving high
quality care for rural residents. 

Stern et al.17 conducted a case study of remote moni-
toring and videoconferencing in palliative care which of-
fered some initial insights into the experience of patients
through a combination of quantitative, qualitative and ob-

servation methods. Findings identified themes around en-
hanced access to care and usability of the telehealth sys-
tem. More in-depth qualitative research by Roberts et al.18

and Johnston et al.8 reports increased patient empower-
ment though improved opportunities for face to face con-
versations and involvement in decisions relating to their
care. It is possible to see therefore that there are underly-
ing benefits afforded by telehealth technology for rural
palliative care patients; however, there continues to be a
need for in-depth understanding of how palliative care pa-
tients make sense of their experience of using telehealth
in rural service delivery over time. 

A terminal diagnosis can result in changeable symp-
toms, emotions and challenges. As such, patient engage-
ment and their needs for telehealth services may vary as
patients near the end of life. Similarly, research explor-
ing acceptability of technology suggests that age and ex-
perience are key moderators for technology
acceptance.19 Thus, giving voice to palliative care pa-
tients as they navigate these changes during the progres-
sion of their illness is key to better understanding the
role that telehealth can play in supporting their needs. It
is acknowledged that longitudinal research in the context
of palliative care can pose challenges due to sample at-
trition resulting from mortality, increased ethical con-
straints, and concerns about over-burdening vulnerable
participants.11 Consequently, the voice of the palliative
care patient can be left unheard and their needs and ex-
periences replaced by the observations or opinions of
caregivers and family. This poses its own ethical ques-
tions about palliative care patient opportunities to en-
gage in their own service improvements.

This study is one of the first articles that takes a lon-
gitudinal phenomenological approach with palliative care
patients using telehealth and we ask the research question:
how do palliative care patients make sense of their expe-
rience of using telehealth to access psychological support
over a three-month period? 

Materials and Methods

Design

We utilized an interpretative phenomenological per-
spective in order to understand how participants made
sense of their experience of using technology to access
support over time. Interpretative phenomenology provides
a method to explore in detail how individuals make sense
of their personal and social experiences.20 The ability to
follow an individual through the novel experience of ac-
cessing their service via telehealth, whilst being able to
examine their sense making of their own illness and needs
during this time, made this approach particularly relevant
to this context. We used semi-structured interviews con-
ducted with each participant at three time points following
the introduction of telehealth. These occurred at monthly
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intervals. Semi-structured interviews are considered a
strength in interpretative phenomenological research be-
cause of their ability to offer flexibility, build rapport and
enable the participant to lead the direction of conversa-
tion, resulting in richer descriptions and sense making of
their experience.20 A longitudinal approach allowed us to
better understand how interaction with the technology
may change over time. Research has indicated that expe-
rience of technology can influence engagement and ac-
ceptability,19 and as such, we considered the need to allow
adequate time for participants to develop experience of
using the technology and to understand the change from
initial adoption to experience important. However, we
also needed to consider the timeframe ethically and prac-
tically in light of the palliative care context to not over-
burden participants and to take account of prognosis. As
such, we considered a three-month time period to be in
line with previous recommendations for patients to de-
velop a level of experience, with monthly intervals en-
abling insight into the gradual process of adapting to the
technology without intruding on patients too frequently.21

Telehealth system and service intervention

Prior to the research the psychosocial service was only
available as a face to face service for patients. They could
access the service if they were able to travel to the local
general hospital or in cases deemed necessary by the ther-
apist, the therapist would drive to the patient’s home. In
this rural location, this could involve a journey of over an
hour by car and far longer by infrequent public transport.
This therefore limited the number of patients who could
realistically access the service and the need to improve
accessibility for rural patients was identified by the clin-
ical team. We (the research team) were responsible for
sourcing a limited amount of equipment to support the ini-
tial set-up of the telehealth service and as such, only indi-
viduals who consented to participate in the research were
able to access the telehealth service at this time. All other
patients were able to continue to access the therapist serv-
ice as per usual care. 

The telehealth system used Polycom RealPresence
videoconferencing software. This software was installed
on laptop computers which were provided for the duration
of the study. The software could be used to access a re-
mote VPN which enabled access to a secure network, en-
suring a secure connection between the patient’s home
and the health professional located in the general hospital.
Sessions were run at timings deemed appropriate by the
therapist and patients, but typically, were once every week
to 10 days (between 8-12 sessions over the 3 months) and
consisted of one to one consultations between the patient
and an art therapist, that lasted up to one hour, as deter-
mined by the health of the patient. 

The therapist was a registered art psychotherapist with
over 20 years of experience but no prior experience of using
telehealth to conduct sessions. We (specifically JK) pro-

vided technological support and training for both the ther-
apist and patients as required. Participants were provided
with a basic supply of art materials and were able to show
and discuss their drawings on screen during the session. Art
therapy sessions were used to encourage participants to
share their current experiences, explore their feelings to-
wards their terminal diagnosis and consider ways to alle-
viate or resolve any concerns. Reporting on the experiences
of the therapist is beyond the scope of this paper; however,
the therapist’s reflection on developing a telehealth-based
art therapy service has been published as a source of refer-
ence and advice for other practitioners.22, 23

Participants

Participants were approached by members of the
multidisciplinary team following multidisciplinary team
meetings where potentially suitable patients were dis-
cussed. Inclusion criteria included patients who were re-
cipients of specialist palliative care and who lived in a
rural location (determined as living a minimum of 45
minutes’ drive from the local palliative care unit). Ex-
clusion criteria included those under the age of eighteen,
lacking capacity to provide informed consent, or who
did not possess a working internet connection. Members
of the multidisciplinary team were initially hesitant to
discuss the project with patients as a result of concerns
about the ability of patients to cope with additional de-
mands of research and learning new technology. How-
ever, over time a number of suitable patients were
identified and approached by members of the multidis-
ciplinary team who provided an overview of the service
and research. Patients who expressed an interest were
provided with a participant information sheet and reply
slip which could be returned to us (the research team).
To our knowledge, all individuals who were invited to
participate opted to do so except for one patient who did
not have an internet connection at home and so was un-
able to be recruited to the study. 

We recruited an initial sample of four palliative care
patients (3 female, 1 male) ranging in age from 48 to 72
years. All of the participants had been diagnosed with in-
operable terminal cancer of different primary locations;
however, they were not all necessarily at the point of end
of life care (see Table 1). One participant died following
the first stage interview. The data collected through this
interview were removed from the main analysis because
of the inability to consider longitudinal sense making. The
remaining three participants completed all three inter-
views. To maintain anonymity, the pseudonyms Peggy,
Coleen, and Jackie have replaced participant names. Two
of the participants (Peggy and Jackie) had been receiving
face to face psychosocial support in the general hospital
and were therefore changing to access their care via tele-
health. The other participant (Coleen) had previously been
unable to access the face to face service due to travel dif-
ficulties and was therefore accessing her psychosocial
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support for the first time. A summary of their profiles is
provided in Table 1.

Procedure

We gained ethical approval for the study from the NHS
research ethics and Research and Development committees
of the local health board. We visited participants at home
where they provided written informed consent and received
a face-to-face demonstration of the telehealth system. We
provided written instructions and asked participants to re-
peat the demonstration independently to ensure they under-
stood how to make the connection. We conducted monthly
semi-structured interviews in the home of the participant
on a one to one basis. Interviews were audio recorded for
the purpose of transcription and asked participants about
their experiences of using the system to access their sup-
port. The interview schedules were informed by previous
literature exploring technology adaptation in other
contexts.19 The first interview focused on previous experi-
ence of technology, experience of learning to use the system
and considered benefits and limitations to the participants’
experience (for example: How did you find getting used to
the equipment? How comfortable were you discussing your
needs through the medium of telehealth?). Additional
prompts were added to the second and third interview
schedules to specifically ask about whether or how their
views or experiences had changed since the previous inter-
view (for example: Has your experience of using the tele-
health to access support changed in any way from previous
interviews? Have you noticed any changes in the way that
you are using the equipment in comparison to previous
months?). Interviews ranged in length from 21 to 79 min-
utes depending on the patient’s health on the day of the in-
terview. 

Data Analysis

Each of the semi-structured interviews was transcribed
verbatim using a professional service. We used longitudinal
Interpretative Phenomenological Analysis (IPA) to consider
individual experiences over a three-month period. Whilst
IPA is a well-known qualitative methodology for under-
standing lived experiences in health,24 longitudinal IPA con-
tinues to be a novel approach to understanding temporal
subjective experiences, and, methodological frameworks
to guide analysis are limited.25 Smith and Osbourn26 suggest
that when using IPA it is advisable to begin analysis by
looking at one case study in detail before moving on to ex-

amine the others. Due to the longitudinal design of this
study, this advisory note was extended to look at each indi-
vidual time-point interview in isolation before considering
across time for each individual and later across cases. The
analytical process involved using a double hermeneutic ap-
proach focusing on how the participant made sense of their
experience before commencing our own interpretative
process. I (first author) was responsible for coding and
theming the data at an individual level across time and for
the development of the overarching themes that illustrated
the longitudinal process across participants. My co-authors
reviewed coded extracts and themes to triangulate perspec-
tives and contributed to interpreting the underlying sense
making and interpretations that were being voiced by par-
ticipants. We adopted Farr and Nizza’s25 recommendations
for reporting findings with consideration of both the longi-
tudinal and cross case aspects of the data. This allowed
greater insight into the meaning behind the respondent’s
sense making at a specific time point, and whether this
changed during their three-month involvement in the re-
search project.

Results

We identified four superordinate themes that repre-
sented the temporal changes relating to telehealth use
across cases and time points. These were titled: Deepen-
ing understanding through unburdened and continuous
connections; the ever-present paradox of visible and in-
visible telehealth; insight into the holistic self: from bar-
rier to facilitator; and, the immediate change from
unnecessary distraction to mindful engagement. 

Deepening understanding through unburdened
and continuous connections 

Feelings of isolation either through illness, remoteness
or disconnect were a key focus for all participants who
sought opportunities to develop meaningful relationships
with people and their environments. Participants were
concerned about burdening family and friends with their
diagnosis and worries; however, the continuity of the re-
lationship with the therapist over time led to the develop-
ment of a deeper sense of understanding of their concerns.
The ability to do this with a trained professional whose
role it was to support them, also alleviated them of con-
cerns about the burden they were placing on the shoulders
of another. 
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Table 1. Patient demographics and profiles. 

Participant indicator                  Age                                 Gender                     Cancer Diagnosis              Living situation

Peggy                                             48                                   Female                                Breast                                Alone

Coleen                                           63                                   Female                                 Lung                                 Alone

Jackie                                             72                                   Female                                 Bone               Recuperating in a care home
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Jackie was temporarily recuperating in a care home
away from her friends and family. In the first interview,
she discussed a lack of connection between herself and
the carers, who she regularly referred to as friendly but
very busy. She referred to feelings of isolation from being
away from friends and family. By the end of the first
month the connection that Jackie had developed with the
therapist during telehealth consultations had already
started to create a consistent sense of relatedness that of-
fered an outlet to discuss her concerns. 

Well, it’s just nice to have somebody to talk to.
I think the most important thing is it’s nice to have
someone that cares, what you think and how
you’re feeling which because obviously my family
are all away, I don’t have anyone to ask how I am
or what you’re feeling. Everybody is too busy.
[Jackie; Month 1].
As time progressed, Jackie became more independent

and required less care from residential staff; however, the
isolation of the care home and a disconnect from an en-
riching environment appeared to limit Jackie’s feelings
that she was able to connect in the same way during her
consultations. The feeling that her experiences failed to
change from day to day limited the variation of the con-
versations that she felt able to have.

I haven’t got lots to talk about to be truthful,
being in one room in a home. Not much happens.
So, there’s not a great deal to talk about really.
[Jackie; Month 2].
By the final time point, Jackie had become well

enough to move to supported housing where she could
live more independently. As the potential to develop better
connections outside of the care home became a possibility,
so did her invigoration for conversation with the therapist.
Jackie recalled previous experiences of having close con-
nections with friends to the point that they could identify
each other’s concerns, despite them not being articulated.
Jackie drew comparisons with the relationship that she
had developed with the therapist who could provide a bal-
anced view but with a degree of personal insight to her
situation, thus suggesting that they had been able to form
a close connection in a similar manner. 

Yeah, it’s just having a talk with someone re-
ally and it’s just like knowing that there’s some-
body there that they know what’s going on and
sometimes — because in my experience, when I
have a friend that’s going through a problem, I
think sometimes they pick up things that you don’t
really know is happening. So, sometimes I feel I’m
down but then I get talking, well I’m not too bad.
[Jackie; Month 3].
Coleen’s ill-health had recently resulted in her having

to leave her much loved cottage in her local community
to move to a more modern apartment. The disconnect
from her previous home and friends had left her feeling
isolated and lacking support and the feeling of not want-

ing to burden friends with her worries about her terminal
illness were evident across the three time points. The tele-
health connection enabled her to build a consistent and
supportive relationship with someone who was trained to
cope with the difficult conversations that Coleen needed
to have about her terminal diagnosis.

The friends I’ve left it’s a bit upsetting, you
know, because I can’t see them and I haven’t really
wanted to talk to them on the ‘phone because I’ve
had no energy or I’ve just been so ill I thought no-
body wants to hear anything I’ve got to say at the
moment, I wouldn’t impose it on anyone. So that’s
been good having [therapist’s name] because she’s
sort of obviously trained to deal with — like your
friends aren’t trained to deal with all the stuff you
sort of go through. [Coleen; Month 1].
Coleen’s connection with the therapist developed into

a mutual understanding that despite a cheery persona the
concerns and experiences continued to exist under the sur-
face. It was apparent that the quality of the relationship
that developed remotely with a trained professional pro-
vided a deeper connection to enable Coleen to share as-
pects of her life that she wanted to protect from friends
and family. 

I feel better that I’ve — that she can deal with
it, although the people I talk to I wouldn’t say any-
thing I didn’t think they could deal with, but then
a lot of people they sort of say, but you always look
so cheerful and he [neighbor] said you look well,
he looked cheerful and I suppose talking to [ther-
apist] she can see that, but she knows there’s big
issues going on which I can explore more with her
[Coleen; Month 2].
By the final time point, Coleen reflected on the fact

that her long-term relationship with the therapist had re-
sulted in a deeper understanding of her progress. Insight
into her changeable feelings came without the need to
hide her true emotions in the way she felt she needed to
with others. 

I imagine [therapist] expects the whole thing
to be more of a process in you are going to churn
things over and then come back at a later date and
think well that’s how I was feeling then, but I feel
like this now (...) So it’s quite good I suppose that
she can follow your progress through the treatment
and probably have more of an understanding of
what you’re going through than sort of people you
see every day [Coleen; Month 3].
Unlike Coleen and Jackie, Peggy continued to live in

a small rural village amongst her community. For her the
need for a connection was less evident in her interviews,
suggesting that her needs for support were being met out-
side of the service being offered. However, on the few oc-
casions that Peggy discussed the nature of her relationship
with the therapist, the role of the environment appeared a
key feature. At time one, Peggy discussed a feeling of dis-
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tance when meeting over telehealth; however, having pre-
viously been in the therapist’s room, being able to see into
a familiar environment helped to draw this connection
closer and create a feeling of being present. 

The difference is, that I suppose is that slight
distance feeling of, you know, you are looking at
somebody on the screen although it does kind of
look really real (…) But because you know the
room and you’ve been in there, the same sort of
space, then kind of I suppose it does feel like
you’re really there. [Peggy; Month 1].
The importance of visualizing the other person’s phys-

ical location re-emerged for Peggy at month 3, but this
time from the other person’s perspective. For Peggy, the
fact that the therapist could visualize her environment cre-
ated a feeling of inviting her into her home. This sense of
sharing an environment, albeit virtually, helped to form a
closer connection, and in a similar manner to Jackie and
Peggy, elevated the therapist to a status of being a friend.

I think because like on the teleconference
they’re in your home, you kind of feel more famil-
iar with them. Whether that’s a good or bad thing
with a therapist, I don’t know, but you kind of feel
more like they more fall into the category of your
friends because obviously they’re coming into
your home [Peggy; Month 3].

The ever-present paradox of visible
and invisible telehealth 

The changing visibility of the technology within the
physical and virtual environment emerged as a relevant
theme for participants, but the manifestation of this varied
across the three time points rather than changing as a
process. All participants, at varying times, discussed how
the distance created by the technology made them less vis-
ible which facilitated a freedom to talk. However, at other
times being consciously aware of the technology also served
a meaningful purpose, creating focused conversation, acting
as a comforting reminder of available support, or creating a
protective shield to the visibility of their emotions. 

Both Coleen and Jackie started the process as self-de-
scribed technophobes, claiming to have little experience
or confidence with technology. Despite this, Coleen dis-
cussed how she quickly lost the conscious awareness of
being in conversation through a machine; however, she
was surprised when the conversation reminded her that
the person on the other side of the screen had a view of
her. This suggests that in a short space of time, the tech-
nology became invisible to Coleen and the conversation
felt natural. 

I think it did (feel natural) almost straight away.
I just forgot that I was talking to a machine. So -
but - yeah, I don’t - it’s gone now. I don’t know. I
think almost instantly I, it seemed to become fairly
natural apart from when she said don’t forget your
tea and made me jump. [Coleen; Month 1].

However, over time the computer became visible as
an extension of the shared virtual space. The physical
presence of the technology acted as a reminder of her op-
portunity to discuss things that were worrying her; en-
abling her to mindfully place concerns to one side until a
future appointment and providing a symbolic connection
to the source of support. 

Well, in every way it’s just quite amazing having
a screen and somebody (laughter) I don’t know. Just
because (…) well so you have it in your mind. That
will be my slot when I can discuss all my problems
and everything so (…) you can just sort of think
well, okay, I’ll put those in a box and I can talk
about it with [therapist] rather than having it going
around and around. [Coleen; Month 2].
Interestingly, when contrasting her own initial as-

sumptions that a face to face relationship would be supe-
rior, Coleen reflected that the physical technology acted
as a shield between her and the person on the other side
of the virtual divide. For Coleen, the lack of physical
proximity offered a protective barrier that enabled her to
feel more able to express her emotions:

Yeah because you might think well, okay,
that’s easier [being face to face] because I can un-
load myself more although I’m still doing it to
[therapist], you think it’s sort of a shield sort of
thing whereas it might be different if I’m [in per-
son]. [Coleen; Month 2].
However, in the same interview, the invisibility of the

technology re-emerged when she discussed the benefits
of the distance afforded by the technology and reflected
on her continued ability to disclose more personal infor-
mation than she would have done in a face to face inter-
action. Coleen believed that the honesty that was
developed in the virtual environment allowed the therapist
a better insight to her true self. 

Well she might even know me more from
doing it like that from face to face really. (…) So
probably I’ve just disclosed or talked about more
than I would have done in real life, really. [Coleen;
Month 3].
Jackie required support from care home staff to set up

the technology ahead of consultations, but she also
adapted quickly to the telehealth system. By the end of
the first month she was discussing the benefits that being
on the other side of the screen afforded her in terms of ex-
pressing her feelings. Whilst being able to visualize the
therapist, Jackie also discussed being on her own as
though the distance created a comforting invisibility from
the therapist, enhancing her perceived ability to express
herself.

And I think also, it sounds silly but being in a
room where you’re on your own, you tend to talk
more because you feel that there’s just nobody
there. [Jackie; Month 1].
By the second time point this distinction between face
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to face consultations and the telehealth system appeared
less apparent and Jackie saw the two as directly compa-
rable in terms of the quality of interaction, suggesting that
the distinction between what was visible or invisible, pres-
ent or remote, became less important. 

It doesn’t make any difference to me whether
she comes to see me in the room or the computer.
As I’ve said, I just have a talk with her and that’s
it really. So, it doesn’t make much difference at all.
[Jackie; Month 2].
In the final interview, Jackie continued to see no dif-

ference in the quality of interaction; however, she returned
to reflecting on the benefit of being able to enter a space
where the therapist was not visible and her experience be-
came aligned to talking to oneself. It appeared therefore
that the ability to choose whether the therapist was visible
or not created the freedom to just talk. 

To be truthful, I don’t find any real difference.
I just sit down and talk. Sometimes, I don’t even
look at [therapist name] I just talk either way and
I think if anyone could see me sat in this room talk-
ing to myself — no, but I find it very good, yeah.
[Jackie; Month 3].
Peggy had experience of using computers for the pur-

pose of emails and surfing the internet; however, had
never used videoconferencing. She had previously been
accessing support from the therapist face to face and she
reflected on this comparison. She acknowledged the im-
personal nature of the technology, however, for Peggy, the
visibility of the therapist enhanced the intimacy and focus
of the interaction.

I suppose one thing cancels the other one out
in that respect because you are looking at a screen
at the end of the day, so it’s probably more imper-
sonal in that way. But then because you are very
much focused one-on-one and there are no other
distractions, then yeah, I kind of think it does,
probably cancels it out really. [Peggy; Month 1].
However, the unfamiliarity of the interaction was ev-

ident and potentially enhanced by the contrast of the per-
ceived intimacy and the cold closing of the interaction at
the end of a consultation. For Peggy, the need to ‘switch
someone off’ gave an awkward abruptness to the move
from visibility to invisibility of the therapist.

That is kind of a bit weird really because you
kind of like — you kind of wrap it up, but nor-
mally in that case you’re going to move in that
room and you’re still together. Whereas you feel
like you’re turning somebody off, you know
[Peggy; Month 1].
Whilst the central part of the consultations became fa-

miliar and natural for Peggy, enabling her to forget the re-
moteness of the consultation, the instant visibility and
later invisibility at either end of the consultation continued
to feel alien and uncomfortable.

I think the initial start is a bit uncomfortable

for me still, when you first sort of ping and you see
each other and you’re sort of — but when I do get
into it I do kind of relax more and kind of forget
more that I’m actually on the conference. And then
at the end, again it can feel a bit strange I think be-
cause you’re kind of a bit like sometimes when
you’re on the phone, like you hang up first, no I’ll
hang up first (laughing) [Peggy; Month 2].
In a similar manner to Coleen, by the end of month 3,

Peggy reflected on the symbolic role that the visibility of
the technology played for her by extending the shared vir-
tual space and acting as a reminder of the support that was
available to her.

I think maybe from a psychological point of
view it’s having the equipment in your house
makes you feel you’ve got that connection.
Whereas when you come here [hospital] and you
go home, it’s like you don’t have any connection
do you? I mean, I know it’s only a computer in
your room, but it does feel I suppose that you’ve
got that constant connection if you need it [Peggy;
Month 3].

Insight into the holistic self: from barrier to facilitator 

The visual element of videoconferencing was a feature
noted by all participants. Sense making of the self was ini-
tially stilted by being aware of the physical image on
screen, this created feelings of self-consciousness and re-
moved the naturalness of the conversation. This became
less relevant for different participants at different time
points; however, as time progressed this consciousness was
replaced by an increased awareness of the benefits that
came with the therapist being able to see them. The ability
of the therapist to read their emotions and be aware of their
own physical space helped to create a sense of being a per-
son within a context, in contrast to a patient in a hospital. 

For Coleen, being able to see someone, and be seen,
held them more accountable in the conversation and en-
sured a focus being afforded to one another. 

I feel that when you’re talking on that that
you’re (pause) — I don’t know, that you have
more a sense of responsibility in the conversation
somehow because she can see someone. [Coleen;
Month 1].
The ability of the therapist to see Coleen in her own

home or being able to show pictures that she had drawn
of meaningful places also created a sense of improved un-
derstanding and awareness of her holistic self. Being able
to convey to the therapist where she chose to spend her
time and have insight into her life appeared to be an ad-
ditional way to reflect her identity. 

And I mean, that’s amazing because you could-
n’t do that on the ‘phone really and [therapist
name] can probably understand me better because
I can say this is where I choose to spend my day,
this is what I like. [Coleen; Month 1].
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The awareness of her own image only became appar-
ent to Coleen at time 2 where she discussed the dislike of
being able to see herself. She also reflected on this at time
3 discussing how her own image distracted from the con-
versation. However, she had been made aware of how to
hide this element, enabling her to avoid seeing a constant
reminder of herself. 

It’s a bit alarming when you come in and see
yourself on there, I don’t mind seeing [therapist]
but I don’t like it when I’m up on the screen.
[Coleen; Month 2].
However, by time point three the benefits of being

able to see each other had more of a focus for Coleen;
again, she discussed how the added visual communication
enabled an increased ability to read someone and better
understand their underlying emotions. 

Oh, I think that’s better on the screen if you —
just the fact that I could show her drawings. It’s
more strings to the bow, isn’t it, they can get more
idea than on the telephone (…) Because you can
quite disguise it on the telephone, but you can’t re-
ally when someone can see you. [Coleen; Month 3].
The visual images of the self also added a sense of

self-consciousness to the interaction for Peggy. She dis-
cussed feeling suddenly aware of her appearance through
the portrayal of her own image on the screen and this
acted as a distraction to the deeper sense making that the
therapy encouraged. However, she discussed how over
time the initial focus on the image of herself became min-
imized and faded to the point of disappearing.

You can see yourself as well, which is kind of
— because normally if I was there in the room I
wouldn’t be able to see myself. But because
you’ve got that little picture of yourself on the
screen as well, you suddenly realize you’re slump-
ing, sit up straight and my body posture is terrible.
You kind of get a little bit distracted from that ini-
tially, but as you get used to using it you kind of
don’t look at that little picture of yourself; that kind
of just seems to disappear even. [Peggy; Month 1].
At month 2 Peggy continued to reflect on this and at-

tributed her discomfort with her image to the unfamil-
iarity of the technology as a mode of conversation,
comparing it to the familiar feeling of communication
without visual input. 

I feel a little bit self-conscious when it’s face-
to-face on the screen. But again, I think that’s just
time because I don’t use teleconferencing for any-
thing else [Peggy, Month 2].
However, despite this unfamiliarity, Peggy appreciated

the benefit that the added visual ability could have for the
therapist, enabling her to gain a better understanding of
Peggy’s emotional wellbeing through these cues.

I would think probably from her point of view
the teleconference would tell her more where you
stood emotionally and stuff because obviously

you’ve got that added dimension of being able to
see the person’s body language and how they are.
[Peggy; Month 2].
The unfamiliarity of the visuals of the self were slowly

becoming more familiar to Peggy by time point 3; how-
ever, she continued to dislike seeing herself on screen. She
had become aware of the ability to remove this screen
from the visual scene portrayed and felt that with contin-
ued use the prominence of the self-image would be min-
imized in importance. 

I think slowly I’m getting used to that, slowly.
It’s still a bit strange I think. But it’s that whole
thing isn’t it when you see photographs of your-
self, you’re like ooh. And it’s like constant you’ve
got a photograph of yourself staring back at you,
although you can turn it off...Yeah, I mean it’s kind
of okay I think over time you’d kind of block it
out. It would just become something that you
didn’t kind of think about, I think probably over
time. [Peggy; Month 3].
Jackie’s initial experience was different from the other

two participants’ experiences. Jackie described being con-
scious of others seeing her visual expressions when com-
municating face to face about emotive subjects. However,
when communicating remotely via videoconference,
Jackie appeared to be less concerned about the therapist’s
ability to see her. It appeared that the distance created by
the technology removed this self-consciousness for
Jackie, enabling her to feel more able to express herself. 

So, I’m talking to her but I talk — if you’re
face-to-face with someone you have to hold back
a lot, because obviously they can see your reaction.
So, when I went at the computer, I just got along.
[Jackie; Month 1].
Interestingly, in comparison to the other participants,

Jackie made no reference to the visual aspects of the con-
sultations at any time points after this, and by the final
time point only reflected on the strength of her relation-
ship with the therapist and the ability to have meaningful
conversations. This might either suggest that the visual
element of videoconferencing had no significant role for
Jackie, or that the images appeared adequately natural
such that this was no longer a notable feature for her. 

The immediate change from unnecessary distraction
to mindful engagement

The need to travel to consultations was a considerable
burden for these rural patients. From as early as the first
month of the telehealth service, participants discussed the
benefits of being able to remove unnecessary practical
worries. This created space for participants to engage with
their own therapy in a more mindful way and facilitated
more autonomy about how they spent their own time. For
Coleen, the telehealth connections removed the pressure
to involve other friends or family to drive them to consul-
tations and alleviated concerns about parking at the hos-
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pital. The removal of this additional stress and anxiety en-
abled Coleen to achieve more focus in her sessions.

It’s really nice being able to do that [talk to
someone] without having to make a journey and
because then when you do that you’re more fo-
cused on the road and the getting there and the traf-
fic lights or you know, parking. And this you can
just turn up and do what the actual thing is about
rather than having to be side-tracked in all these
other experiences. [Coleen; Month 1].
Coleen continued to draw this comparison between

the hospital environment and her ability to connect from
home. The hospital contributed additional worries and
concerns that fed into consultation time and she became
preoccupied with these concerns preventing her from fo-
cusing on the deeper psychological concerns that she may
have been experiencing. For Coleen removing this unnec-
essary anxiety allowed a more focused discussion with
the therapist. 

Because by the time we’ve done the journey
and gone into different environment, hospital,
you’re taking on all that, aren’t you?...Yeah, then
when you go to talk about it you’re probably more
likely thinking about the problems you’ve had on
the journey rather than the problems going on in
your life. So I think this is much more immediate
like that. [Coleen; Month 2]. 
In the final interview, Coleen focused less on the anx-

ieties of the hospital environment and focused more on
the risks of chemotherapy induced immuno-suppression.
She was mindful of the need to avoid too much contact
with people who could carry infection and considered the
telehealth consultations a way to ensure continued support
but without the risks to her health.

…when you’re having chemotherapy, you’re told
to avoid people all over the place, so that is actu-
ally a really good opportunity isn’t it, to have
someone to talk to that you’re not going to catch a
cold. [Coleen; Month 3].
Peggy also saw the removal of the unnecessary travel

concerns as an opportunity to better prepare for and reflect
on her sessions. She used the additional time to take notes
before and after her consultations thus feeling she had
space to achieve more sense making from her therapy.

I think the other advantage of doing it from
home as well, is that after the session if you need
to make any notes or you just want to sit quietly
and think about what’s been said or do some work
on what you’ve done in the session, you can obvi-
ously do it straightaway. Whereas if you’re in town
you’ve got to drive home and then you’ve forgot-
ten. [Peggy; Month 1].
This continued to time point 2 where Peggy would re-

flect on what she wanted to get out of sessions more mind-
fully. Being on your own ground also created a sense of
confidence, enabling her to take a more active role in her

consultation and direct the conversation to her own
agenda.

And usually they say something like, okay is
that it? or, are you happy? or whatever and, you
know, if you’re at home on your own ground it
would give you that bit more confidence to say I
need to ask you this. [Peggy; Month 2].
The burden of attending hospital appointments con-

tinued to be evident for Peggy in the final interview.
Peggy discussed how travelling to appointments domi-
nated a full day, causing fatigue and wasted opportunities.
Peggy reflected that connecting from home freed up her
day enabling her more opportunities to engage with the
things that she enjoyed in her life.

Being able to stay at home (…) like I’ve come
in today to [the hospital] it’s been - that’s what I’ve
done for the whole day, if you know what I mean
(…) But, you know, if I was at home that would
have taken an hour of my time at home, if you
know what I mean, and I’d probably of {sic} had
the rest of day to do what I want. So, I think that’s
probably the main advantage. [Peggy; Month 3].
Jackie was not connecting from her home environ-

ment and instead was connecting from the nursing home
where she was recovering from treatment. There was
therefore limited discussion about the benefits of the
home environment for her as she convalesced away from
home. Despite this, at the first-time point Jackie discussed
how the added privacy of being in her own room within
the care home, away from the proximity of the health pro-
fessional with whom she was connecting was key to her
ability to speak freely and honestly about her condition. 

To be truthful, as I said, I think it’s easier for
me to talk, even though I can talk to — you know,
but I just feel like I said before, you feel that you’re
on your own, the door is closed. No one can listen
or hear you. So, I think I tend to talk probably a
bit more. [Jackie; Month 1].

Discussion

In this study, we aimed to address the research ques-
tion: how do palliative care patients make sense of their
experience of using telehealth to access psychological
support over a three-month period? The participants rep-
resented individuals of varying ages, all with cancer di-
agnoses of varying types and who lived in rural locations
that created challenges accessing regular support from
their palliative care team. Experiencing their illness within
a rural context had resulted in individuals being unable to
access formal psychosocial support due to a lack of serv-
ice provision in their county or had resulted in them hav-
ing to leave their communities to access their care more
readily, or to recover from treatment. These left individu-
als feeling isolated from their communities. Shaw et al.27

discussed the importance of feeling rooted to a place for
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wellbeing needs. The upheaval and isolation experienced
by each of the participants clearly challenged this connec-
tion and telehealth offered an opportunity to reconnect to
sources of support.

Our longitudinal approach enabled a better under-
standing of the process that participants went through as
they adapted to the technology and engaged remotely with
psychotherapy. Some of the experiences changed imme-
diately within the first month of the service and continued
throughout the three-month period, such as enabling in-
dividuals to avoid unnecessary practical distractions and
develop a more mindful engagement with the psychother-
apy service that they were offered. This created room for
reflection and a focus on the self that appeared to have
been reduced when receiving face to face care in the hos-
pital. Literature and theoretical approaches regularly dis-
cuss how frequently patients forget consultation
information or feel too intimidated to ask questions; in
consequence limiting patient satisfaction and/or compli-
ance.28 Similarly, theories such as self-determination the-
ory29 discuss the importance of autonomy supportive
environments where patients are supported and encour-
aged to question and engage in health-related decision-
making. The experiences of individuals connecting from
their home environment suggests that the context could
provide a valuable means of addressing some of these fea-
tures for some patients, thus empowering them to engage
more openly with the management of their palliative care. 

Other experiences were continually fluctuating. For
example, the conspicuous visibility of the technology and
therapist regularly changed as participants discussed their
experience. The therapist could be visible or invisible and
this served to enable the participant the choice to feel
alone and private, but also supported. The technology
could be consciously visible creating a protective distance
or a reminder of the continuity of the available support,
or it could create a sense of being invisible, facilitating a
natural conversation. The additional visual stimuli af-
forded by telehealth enabled enhanced communication
through body language or visual expression and created
a sense of shared space and autonomy, where the partici-
pant could choose to invite the therapist into their home.
This was perceived to develop a more personal connection
through a better understanding of their intimate feelings
and their holistic lives. Previous research has indicated
the importance of non-verbal communication in the man-
ifestation of emotion and patient satisfaction.30

Other experiences were described more as a process
of development. The developing relationship between the
participants and the therapist was evident as the relation-
ship became increasingly insightful, resulting in the rela-
tionship being described in terms of friendship. Despite
this, participants articulated the difference between their
friendships and the therapeutic relationship which placed
their needs at the centre of conversation and removed con-
cern of burden. It was evident through each patient’s ex-

perience that individuals were able to develop strong and
meaningful connections with the therapist despite the
physical remoteness. As such, findings of this study con-
trast the proposed limitation that telehealth could cause
disruption to the therapeutic relationship.31 Instead, find-
ings are supportive of prior studies that have demonstrated
the benefits that telehealth provision can offer for psy-
chosocial support in rural areas.14,16 The development of
these effective therapeutic relationships was built on the
affordance of time dedicated to the relationship, the free-
dom to discuss burdensome topics without guilt, and the
intimacy of personal knowledge gained through the com-
munication. In later themes the relevance of the telehealth
as a supporting rather than thwarting factor for these de-
velopments was evident.

Interestingly, alongside the development of the thera-
peutic relationship appeared to be a development of an in-
creased sense of self. Concerns about physical appearance
on screen appeared to develop towards an awareness of
the deeper sense making that could be created when the
therapist shared the patient’s personal space, but at a safe
distance. This created a sense of presenting a holistic per-
son to the therapist, with a life beyond the hospital and
their illness. The importance of assessing a patient holis-
tically has been highlighted, supporting good quality of
life and symptom management.32 Thus whilst telehealth
appears to have advantages for rural communities, we
propose that this finding raises interesting questions about
the benefits that home consultation could potentially offer
more broadly in developing more patient centred care, en-
abling the health professional to make a connection be-
tween the individual and their lives beyond their illness. 

Despite the novel understanding we have offered here,
this study is not without limitations. As is common and
encouraged for IPA studies,26 the sample size is small. It
is possible that in selecting patients the multidisciplinary
team may have inadvertently been biased towards indi-
viduals who they perceived to be more open to trialling
such a service. As such, the experiences discussed in this
study may only be transferrable to those who are open to
engaging with telehealth. In addition, whilst reflective of
the relatively homogenous population from which they
were sampled in rural Mid Wales, we acknowledge that
the sample was lacking in cultural diversity and included
only individuals with cancer. The scope of palliative care
has moved to be more inclusive of other life limiting ill-
nesses, and different cultural backgrounds which may
bring with them differing perceptions and expectations.
There is a need to consider more broadly what benefits
and challenges telehealth might offer individuals with de-
mentia, motor disease or communication difficulties, for
example, as well as how acceptable such a service might
be to different cultural groups. The interviewer in the
study (second author) was also the person who set up and
demonstrated the equipment, and therefore despite all
documentation being clear that we were independent to
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the service, there is a possibility that patients felt less able
to be critical. However, transcripts appeared to demon-
strate honest and balanced views. 

Conclusions

In conclusion, our article is one of the first to consider
the in-depth longitudinal experience of patients accessing
psychological support via telehealth as part of palliative
care. Palliative care patients have been under-represented
in the literature in comparison to other clinical popula-
tions, particularly with longitudinal approaches, resulting
in the patient voice being less apparent in palliative care
decision making. Whilst the sample is small, the in-depth
accounts of these patients provide important insights into
why supporting patients to remain at home whilst receiv-
ing palliative care is important for their wellbeing, sense
of place, and empowerment. Telehealth, as a component
of their care, appeared to be an effective method for
achieving this, and in contrast to previous literature,
demonstrated that meaningful relationships could be cre-
ated between patients and health professionals despite the
lack of physical proximity. We suggest that these patient
experiences also raise interesting considerations about
how healthcare services are delivered more generally,
highlighting how the home environment can, in some sit-
uations, support patient empowerment and engagement in
contrast to clinical environments. This is particularly per-
tinent as numerous parts of the world (currently May
2020) face lockdown and reduced face to face care in the
current Covid-19 pandemic. Despite the obvious practical,
ethical and legal challenges that can be of concern when
delivering telehealth services, it is comforting to be aware
of the meaningful benefits, and patient centred care, that
telehealth can potentially offer. 
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