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Topic: The use of telehealth in improving access to healthcare services for adults with long-term conditions in the UK: a scoping review

[bookmark: _Toc236822311]Abstract

In the UK, telehealth has grown to be a significant component of healthcare delivery, especially after its explosive growth during the COVID-19 epidemic. The evidence about the use of telehealth to enhance healthcare access for adults with long-term diseases in the UK was explored in this scoping study. Using terms related to telehealth, remote consultation, long-term conditions, adults, access, and the UK, a structured search was created for PubMed/MEDLINE, CINAHL, and Scopus. Primary and secondary English-language research that was peer-reviewed was taken into consideration.

We chose, plotted, and synthesised five papers that were published between 2018 and 2024. Diabetes, dementia, mental health, general practice, and NHS outpatient care were all covered by the evidence. Convenience, continuity, and self-management; variations in acceptability and the significance of patient choice; and digital, communication, and clinical hurdles were the three themes that emerged. While some patients welcomed more independence and convenient follow-up, telehealth decreased travel and helped maintain continuity during service disruptions.

The advantages were not uniform, though. Access or quality may be lowered by limited digital skills, cognitive or sensory impairment, lack of privacy, technical issues, and the incapacity to conduct physical examinations. The evidence is in favour of a hybrid strategy that selects telephone, video, internet, and in-person care based on patient preferences and clinical needs. Non-digital routes should be maintained, support requirements should be evaluated, and disparities should be tracked by UK agencies. Additional post-pandemic and condition-specific research is needed.
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Health issues that necessitate ongoing care over a prolonged period as opposed to therapy after a single illness episode are known as long-term conditions. Diabetes, heart disease, long-term respiratory disorders, dementia, and persistent mental health issues are among them. While some folks only have one illness, others have multiple conditions and require frequent monitoring, prescription reviews, counselling, and communication with various healthcare providers. Therefore, preserving health, independence, and quality of life requires ongoing, accessible care.

Healthcare provided remotely via information and communication technologies is referred to as telehealth. Telehealth is defined in this review as the interchange of information between a patient and a healthcare provider via telephone consultations, video consultations, online writing communication, and remote monitoring. Access to healthcare is defined as the practical chance to get the right help when needed. As a result, access encompasses not just availability and convenience but also communication, digital capabilities, clinical suitability, patient choice, and equity.

By eliminating the need for travel, allowing patients to get care at home, and facilitating more convenient follow-up, telehealth may increase access. Adults with health issues that limit their movement or necessitate frequent checkups may find these benefits particularly pertinent. However, providing a service remotely does not ensure that it is truly accessible. A person could not have the right gadget, reliable internet, self-assurance, computer abilities, or a quiet location for a consultation. Additionally, when a physical examination, nonverbal communication, safeguarding evaluation, or a complicated conversation are required, remote care might not be appropriate.

During the COVID-19 pandemic, remote healthcare rapidly expanded, leading to significant telehealth practice experience in the UK. However, there is still conflicting data regarding how it affects adults with chronic illnesses. Mapping this data can assist avoid current disparities from being exacerbated by digital healthcare and promote the development of patient-cantered services.

Examine the question. What proof is there that telehealth interventions can help adults with chronic illnesses in the UK have better access to medical care?
Goals. The review's objectives were to identify telehealth interventions utilised in UK healthcare, assess how they affect adults with long-term diseases' access, discuss the advantages and disadvantages of these interventions, and pinpoint any gaps in the available data.
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Since patients often need monitoring, therapy modifications, and support across primary, community, and specialised care, the management of long-term diseases makes up a significant percentage of NHS work. Telehealth has been marketed as a means of assisting patients in taking a more active role in their health management in response to rising demand. Additionally, the World Health Organization has acknowledged digital health as a key tactic for bolstering health systems, expanding access to medical treatment, and promoting person-centred care (World Health Organization, 2021).Online access, remote monitoring, and digitally enabled care were identified by the NHS Long Term Plan as critical components of future healthcare delivery (NHS England, 2019).
Numerous types of healthcare are included in telehealth. While video consultations offer visual information that may facilitate communication and assessment, telephone consultations offer a well-known and accessible option. Patients can input written information through online systems, and medical teams can receive data like blood pressure or blood glucose from remote monitoring devices. Telehealth is not a single intervention, as evidenced by an analysis of NHS teleconsultations that found significant heterogeneity in technologies, medical specialities, and outcomes (O'Cathail et al., 2020).

Travel time, parking and transportation expenses, physical exertion, and time away from work or caregiving duties can all be decreased with remote healthcare. Additionally, it might keep things going when a patient finds it difficult to visit a medical facility. Although its impact on quality of life, hospital admission, and other outcomes is not always favourable, interactive monitoring can assist medical personnel in responding to changes in a patient's condition (Leo et al., 2022).

Because healthcare services required to lower infection risks while keeping patient contact, the COVID-19 pandemic hastened the introduction of telehealth. In services where adoption had previously been gradual, telephone, video, and online consultations became commonplace. While maintaining access was aided by remote treatment, issues with clinical risk, staff workload, communication, technology, and patient choice were also identified (Murphy et al., 2021).

Telehealth services must comply with all applicable laws and regulations in the UK. Remote paths should have accessible formats and suitable alternatives since the Equality Act 2010 mandates that service providers make reasonable adaptations to prevent disabled individuals from being at a significant disadvantage (Great Britain, 2010). Publicly funded NHS and adult social care services must identify, record, flag, share, meet, and review patients' information and communication needs in accordance with the NHS Accessible Information Standard (NHS England, 2025). According to the UK GDPR and Data Protection Act 2018 (GOV.UK, 2018), health information obtained or communicated through telehealth is special-category personal data that must be processed legally and securely.

For adults with chronic illnesses, digital isolation is especially crucial. Appropriate equipment, dependable connectivity, self-assurance, literacy, linguistic help, and accessible technology are all need for access. Younger, wealthier, and better educated individuals use online consultations more frequently, but there is still no data regarding the results for underprivileged groups (Parker et al., 2021). Additionally, older age, lower income, unemployment, minority ethnic background, rural area, and not knowing English as a first language have all been linked to poorer participation in remote outpatient services (Jones et al., 2022).

A person's health status may interact with these obstacles. While hearing or vision problems might make it challenging to communicate over the phone or via video, cognitive disability can impact memory and the ability to use internet tools. Additionally, patients might not have enough internet access, share gadgets, or have a quiet space to discuss intimate matters. Research on digital healthcare among underprivileged communities in the UK is still in its infancy, and services have occasionally been moulded more by organisational needs than by the needs of those most at danger of exclusion (Farre et al., 2023).

Because telehealth encompasses a variety of technology, medical disorders, and healthcare settings, the evidence base is consequently complicated. Convenience, service uptake, continuity, clinical results, satisfaction, or patient experience can all be used to assess access. Without presuming that every telehealth strategy has the same outcomes, a scoping review is suitable for mapping this varied evidence, finding common patterns, and flagging gaps.
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3.1 Review design

The evidence on telehealth and healthcare access among individuals with long-term diseases in the UK was examined using a scoping review design. Because the topic encompasses many long-term conditions, telehealth technologies, healthcare settings, study approaches, and access measures, this design was acceptable. The procedures of framing the review topic, obtaining pertinent evidence, choosing studies, extracting data, and presenting the findings were all done in accordance with Joanna Briggs Institute guidelines (Peters et al., 2020).

The eligibility requirements and the review question were aligned using the Population-Concept-Context framework. Adults with one or more chronic illnesses made up the population. The environment was health and care practices in the United Kingdom, and the idea was using telehealth to increase access to healthcare.

3.2 Data collection and search strategy
Using PubMed/MEDLINE, CINAHL, and Scopus, a systematic literature search was carried out. These databases were chosen because they offer peer-reviewed research on health services, digital health, allied healthcare, nursing, and medicine. Telehealth, long-term problems, healthcare access, adults, and the UK were the five key concepts that guided the search.

The search terms were telehealth, telemedicine, remote consultation, video consultation, telephone consultation, digital health, and remote monitoring. Long-term condition, chronic illness, healthcare access, patient experience, adults, obstacles, and United Kingdom were other terms. To expand the search, similar phrases were connected using the Boolean operator OR. In order to find publications that discussed telehealth, long-term conditions, and healthcare access in a UK setting, the key topics were then related using AND. PRISMA guidelines for scoping reviews were used to guide the search and reporting process in order to facilitate transparent identification, selection, and inclusion of evidence (Tricco et al., 2018).
3.3 Eligibility and study selection

Studies that studied telehealth or remote healthcare, featured individuals with one or more long-term diseases, were peer-reviewed main or secondary research, and presented findings pertinent to healthcare access or patient experience in the UK were included. Telehealth included internet communication, video consultations, telephone consultations, and remote monitoring. Because the review sought to capture practical, clinical, and experience outcomes, qualitative, quantitative, and mixed-methods research were taken into consideration.

Studies that were unconnected to health or care practices in the UK, only examined children, did not look at interactions with healthcare providers, or did not include information on patient experience or access were also omitted. The papers examined in the Results did not include policy documents, guidelines, editorials, comments, or conference abstracts. Nonetheless, the Background provided an explanation of the UK environment using pertinent policy and advisory sources.

Abstracts and titles that might be pertinent were compared to the eligibility requirements. Before the final choice was selected, pertinent full-text articles were reviewed. Because they addressed significant facets of the review topic and represented various long-term conditions, research methodologies, healthcare settings, and telehealth experiences, five papers were selected. Because the number of records found, filtered, and eliminated was not kept during the initial search, precise numerical search-flow information was not provided. This is recognised as a review limitation.
3.4 Data extraction and analysis
Each included study's data was entered into a structured data-extraction table. The article citation, study goal, research design, healthcare environment, participant characteristics, sample size, and key findings were among the details that were extracted. Despite variations in research designs, populations, and telehealth interventions, systematic comparison was enabled by applying the same fields to each study.

Thematic analysis was used to examine the results. Findings about access, convenience, continuity, self-management, patient choice, communication, technology, clinical safety, and digital exclusion were found after each study was thoroughly reviewed. Prior to the development of the final themes, similar findings were categorised into more general groups.

Three main themes emerged: convenience, continuity and self-management; acceptability and the importance of patient choice; and digital, communication and clinical barriers. Statistical pooling was not undertaken because the included studies differed considerably in their populations, interventions, methods and reported outcomes.
3.5 Ethical considerations
Since this scoping review used published studies and did not recruit people, gather personal data, or access private health records, formal ethical approval was not necessary. By accurately presenting findings, recognising the limitations of the evidence, abstaining from plagiarism, and properly citing the work of other researchers, ethical academic practice was upheld.

The included research was adequately represented, and the results showed that telehealth has both advantages and disadvantages. One reviewer conducted the study selection, data extraction, and theme analysis. Thus, study selection and topic development may have been impacted by personal interpretation, which is acknowledged as a possible source of reviewer bias.
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4.1 Characteristics of the selected studies
Included were five peer-reviewed papers that were released between 2018 and 2024. A mixed-methods longitudinal study, a systematic review, an NHS service evaluation, and qualitative research made up the chosen evidence. Type 2 diabetes, dementia, mental health issues, general practice, and outpatient care were all covered. Telephone calls, video consultations, internet platforms, email, text-based communication, and remote monitoring were among the telehealth techniques. From ten patient interviews to a systematic review of six UK research, sample sizes and methodologies differed significantly.

4.2 Summary of the five selected studies
[image: A black and white chart with white text

AI-generated content may be incorrect.]
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4.3 Thematic findings

Convenience, continuity and self-management

When in-person attendance proved challenging, telehealth might assist retain access and make healthcare more comfortable. Avoiding travel, parking, waiting areas, and time away from work or family obligations was advantageous to patients. Because vulnerable patients could continue receiving care while lowering their risk of infection, these benefits were especially crucial during the pandemic (Murphy et al., 2021).

For some individuals with chronic illnesses, telehealth also promoted independence. According to participants with type 2 diabetes, remote monitoring improved their understanding of the disease and gave them more control over their health (Lee, Greenfield, and Pappas, 2018). Remote consultations may be suitable for normal follow-up that doesn't require a physical examination, according to patients in NHS outpatient services (Schutz et al., 2022).
Acceptability and patient choice
Not every patient or consultation found telehealth to be equally acceptable. While some people thought in-person interactions improved communication, reassurance, and personal connection, others appreciated convenience and decreased worry. When anxiety made attendance challenging, patients with mental health concerns occasionally found that remote contact was simpler. However, it was thought that remote formats were less appropriate for addressing complicated issues, building a therapeutic relationship, or talking about emotions (Antonio et al., 2024).
The results validated a hybrid model that maintains both in-person and remote alternatives. Improving patient happiness and preventing telehealth from becoming another barrier to access could be achieved by allowing the consultation approach to be tailored to the clinical goal and patient desire (Schutz et al., 2022).
Digital, communication and clinical barriers
Digital exclusion was a significant issue. Inadequate skills, inappropriate gadgets, erratic connections, and unavailable online services could all have an impact on access. For individuals with cognitive or sensory disabilities, these obstacles were especially important. Individuals with dementia may have trouble following phone conversations, remembering issues without visual cues, or participating in conversations that are primarily aimed at a carer (Tuijt et al., 2021).
Communication between patients and professionals was also altered by remote consultations. Relationship building, evaluation, and understanding confirmation may be more challenging in the absence of body language and other non-verbal cues. Concerns among clinicians included missed symptoms, privacy, workload, safeguarding, and determining when in-person evaluation was required (Murphy et al., 2021). Therefore, telehealth enhanced access most successfully when it was tailored to the patient, the clinical goal, and the intricacy of the session.
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Three key conclusions were drawn from this scoping review. First, telemedicine can facilitate continuity and self-management while lowering practical obstacles to healthcare. Second, the patient's condition, preferences, communication needs, and the goal of the consultation all affect how acceptable it is. Third, some patients may not be able to benefit due to clinical restrictions, communication challenges, and digital exclusion. These results address the review question by demonstrating that while telehealth can increase access for UK individuals with chronic illnesses, not everyone benefits equally from it, and it should supplement in-person care rather than take its place.

5.1 Convenience and access
Reducing the practical obstacles to going to appointments was a constant advantage. Remote consultations cut down on travel, parking, waiting, and time spent away from work or family obligations. Throughout the COVID-19 epidemic, they also made it possible for patients who were at risk to continue receiving medical care. When implemented in appropriate clinical conditions, teleconsultations can increase access while also reducing patient travel and expenses (O'Cathail et al., 2020).

Convenience, however, does not guarantee better access for every patient. When a service is provided remotely, it can be geographically accessible, but it cannot be accessed by someone without an appropriate device, a dependable internet connection, a private space, or digital confidence. Results from participants who were digitally engaged might not accurately reflect those who were unable to start or finish a remote consultation.

5.2 Self-management and health outcomes
Results from persons with type 2 diabetes indicate that telemedicine may encourage self-sufficiency and increased control over a condition. According to Lee, Greenfield, and Pappas (2018), remote monitoring can reassure patients and allow medical personnel to react to developments without waiting for a traditional appointment.

There is still conflicting evidence on clinical efficacy. Telehealth therapies for diabetes, heart failure, asthma, chronic obstructive pulmonary disease, and cancer varied significantly, according to a thorough metareview. The condition, intervention, and result being examined all affected how effective telehealth was (Hanlon et al., 2017). For quality of life, psychological wellness, physical functioning, and a number of disease-specific outcomes, telehealth and standard home care did not differ statistically significantly, according to another review. Nonetheless, some patients reported feeling more at ease and having easier access to expert assistance (McFarland, Coufopolous, and Lycett, 2021).

The evidence is similarly complicated when it comes to interactive monitoring. In the included data, telemonitoring was linked to lower all-cause mortality and improvements in certain physiological outcomes, but it did not consistently improve quality of life and was linked to higher hospitalisation rates (Leo et al., 2022). Because outcomes are also influenced by technology, clinical response, and integration with current services, increased digital interaction should not be automatically translated as better health.

5.3 Acceptability and patient choice
Individuals and conditions had different levels of acceptability. While some patients with mental health disorders thought in-person interactions were better for emotional or relationship-based consultations, others appreciated the decreased anxiety that came with obtaining care at home (Antonio et al., 2024). When communication was impacted by memory, hearing, cognition, or the lack of visual cues, people with dementia faced unique challenges (Tuijt et al., 2021).

These results are in line with NICE's (2021) recommendation that patients be actively involved in decisions about their care and assisted in selecting the consultation approach that best suits their individual preferences and clinical needs. For people with long-term diseases, shared decision-making is especially crucial when determining whether in-person or virtual consultations are the best choice (NICE, 2021). While video can offer visual communication when appropriate, telephone appointments might be useful for routine follow-up. Physical examinations, diagnosis, safeguarding, sophisticated decision-making, and consultations where nonverbal communication is crucial still require in-person sessions. Teleconsultations should be used to supplement traditional care rather than completely replace it, according to a broader NHS assessment (O'Cathail et al., 2020).

5.4 Digital exclusion and health inequalities
One of the most significant restrictions on telehealth is digital exclusion. Accessing remote services may be more challenging for older persons, those with disabilities, those with limited English proficiency, those with lower finances, and those with little digital literacy. Younger, wealthier, and better educated patients are more likely to use internet-based general-practice consultations, but there is still little data on the quality and results for underprivileged populations (Parker et al., 2021).

Secondary and tertiary outpatient services have also been found to exhibit disparities. Remote consultations were less common among older folks, those with lower incomes, jobless people, members of certain minority ethnic groups, and those who do not speak English as their first language (Jones et al., 2022). Therefore, implementing telemedicine without preserving other options may exacerbate already-existing healthcare disparities.

Research on digital healthcare among underprivileged communities in the UK is still lacking. Rather from being planned with individuals most at risk of exclusion in mind, service development has often been impacted by organisational requirements (Farre et al., 2023). Before scheduling remote care, providers should determine whether patients have the necessary tools, connectivity, language support, accessibility modifications, and confidence.

5.5 Importance for health and social care practice
Telehealth should be provided by healthcare groups as part of a flexible pathway. When online contact is not appropriate, patients should be able to seek in-person care and be given clear information about the available consultation options. Services shouldn't presume that all patients have the requisite digital abilities or access.
Employee education is also crucial. Healthcare practitioners need assistance in identifying when remote evaluation is risky, communicating without typical nonverbal cues, ensuring comprehension, and scheduling prompt in-person follow-up. Because remote services might result in more labour including coordination, technology, and communication across healthcare systems, administrative and technical support is required (Murphy et al., 2021).
Since many individuals with long-term conditions receive help from both health and social care, the findings are equally pertinent to adult social care and community services. Communication between general practitioners, speciality teams, community workers, social workers, patients, and unpaid carers should all be facilitated by telehealth. Digital communication should not, however, take the place of essential home visits, in-person evaluations, or helpful assistance for individuals who are unable to use remote services.
Evaluation ought to go beyond how many remote appointments are completed. Patient experience, clinical results, safety, continuity, non-attendance, repeated contact, and digital exclusion should all be examined by services. For technology to represent their objectives rather than just organisational efficiency, patients and carers should be involved in service design.
5.6 Strengths and limitations
This review's emphasis on UK health and care practices is one of its strong points. Various long-term conditions, healthcare settings, technology, and research strategies were included in the chosen papers. Perspectives from patients, carers, and professionals made it possible to take clinical issues and practical advantages into account.
However, the scope of the conclusions was limited because just five papers were examined. Direct comparisons were impossible due to the heterogeneity of the demographics, interventions, and reported outcomes. During the COVID-19 pandemic, when patient choice was limited and remote care was quickly established, several investigations were carried out. Therefore, rather than reflecting intended long-term service delivery, the results can represent emergency situations.
There is a chance of selection and interpretation bias because only one reviewer finished the review. A rigorous quality assessment of each included study was not conducted, and only English-language peer-reviewed evidence was considered. Instead, then focusing only on recruiting adults with chronic diseases, some research looked at remote consultations in general. As a result, while the results give a general perspective, they cannot prove that telehealth benefits all conditions, populations, or UK settings in the same way.

[bookmark: _Toc236822317]Conclusion and Recommendations
6.1 Conclusion
This scoping assessment looked at data on telehealth's potential to enhance healthcare access for UK persons with chronic illnesses. By minimising travel, waiting, parking issues, and time away from work or family obligations, telehealth can make care more convenient. Additionally, it can facilitate continuity, remote monitoring, and increased patient participation in condition management.

These advantages are not shared equally, either. The patient's condition, digital capabilities, communication needs, relationship with medical providers, and the goal of the consultation all influence acceptability. Effective participation may be hampered by technical issues, skill gaps, cognitive or sensory impairment, privacy issues, and poor connectivity. Additionally, when examination, nonverbal communication, protective evaluation, or sophisticated clinical decision-making are necessary, remote consultations might not be appropriate.

The evidence does not support using a completely remote approach to replace in-person healthcare. When telehealth is used in conjunction with current services and consultation techniques are tailored to each patient's needs, it is most beneficial. Convenience can be maintained while guaranteeing that patients who require or prefer in-person appointments are not left out with a flexible blended approach.

6.2 Recommendations
In addition to easily accessible in-person visits, UK healthcare providers should continue to include telephone, video, and other digital choices. Requesting an in-person appointment shouldn't result in further obstacles or delays, and patients should be included in selecting the best approach (Schutz et al., 2022).

Before scheduling remote care, providers should evaluate digital access, confidence, communication needs, and accessibility requirements. When needed, there should be support for digital skills, practical help, easily accessible instructions, and interpreters (Farre et al., 2023).

Professionals should be trained in clinical risk assessment, remote communication, privacy, protection, and identifying when an examination is required. In order to prevent remote consultations from increasing workload or interfering with continuity, organisations should also offer administrative and technological support (Murphy et al., 2021).

Telehealth pathways should incorporate accessible non-digital alternatives, acceptable adaptations, and coordination across primary, community, and social care services, according to policymakers, commissioners, and health and social care groups. Additionally, services should keep an eye on whether remote delivery exacerbates inequality or leaves out individuals with disabilities, language, communication, or digital support needs (NHS England, 2025).

Future studies should focus on telehealth outside of emergency pandemic situations and encompass a wider range of UK demographics. Older persons, people with disabilities, members of minority ethnic communities, those who are socioeconomically disadvantaged, and those with restricted access to the internet should all receive more attention. Instead, than focusing solely on appointment numbers, studies should assess clinical results, safety, cost-effectiveness, and long-term experience (Hanlon et al., 2017).

All things considered, telehealth can increase access for adults with chronic illnesses, but its effectiveness hinges on patient preference, inclusive service design, and successful integration with in-person care.
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and Pappas managing their condition. adults with type 2 diabetes using control over diabetes. Technology, views of the service and
(2018) telehealth services in NHS Newham, patient empowerment influenced acceptance. The small
London. sample limits generalisability.
2 Murphy etal. | To examine how UK general practices Mixed-methods longitudinal study. Practices rapidly changed from mainly face-to-face care to
(2021) implemented remote consulting during the Consultation data were compared telephone, video and online consulting. Remote access helped
COVID-19 pandemic and identify benefits, before and during the pandemic, maintain services and protect vulnerable patients, but created
risks and practical challenges. alongside repeated interviews with concerns about clinical risk, workload, communication and
staff from 21 general practices in unequal access. A blended model was recommended.
Bristol, North Somerset and South
Gloucestershire.
3 Tuijtetal. To understand the experiences of remote Qualitative study in England. Remote | Proactive telephone contact was reassuring, but remote
(2021) primary-care consultations among people semi-structured interviews with 30 consultations were often limited and difficult. Cognitive,
living with dementia and their family carers | people living with dementia and 31 sensory and technological barriers reduced effective
during COVID-19. family carers between May and communication. Some participants avoided healthcare because
August 2020. Thematic analysis was of infection fears or concern about burdening the NHS.
used.
4 Schutz et al. To evaluate patient and clinician experiences | Mixed-methods service evaluationin | Remote consultations increased convenience and reduced
(2022) of telephone and video consultations an NHS setting. Patients and travelling and infection exposure. They were suitable for
introduced during the COVID-19 pandemic. clinicians completed surveys and routine follow-up for some patients, but technical problems,
participated in qualitative interviews | reduced personal interaction and inability to perform physical
concerning remote outpatient examinations affected quality. Patients and clinicians favoured
consultations. retaining both remote and face-to-face options.
5 Antonio etal. | To synthesise evidence about the Systematic review following PRISMA | Remote consultations were generally acceptable and could

(2024)

experiences of UK primary-care patients
with mental health conditions who received
remote consultations.

guidance. Six databases were
searched for UK empirical research
published from 2010 to October
2022. Six studies involving telephone,
video, email, online and text
consultations were included and
narratively synthesised.

widen access, particularly for some anxious patients. However,
many patients still preferred face-to-face care. Acceptability
depended on the condition, consultation purpose,
communication needs and individual circumstances. Digital
exclusion and inflexible online systems remained concerns.





