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A B S T R A C T   

The COVID-19 pandemic has boosted the adoption of digital health technologies such as teleconsultation. This 
research aimed to assess and compare barriers and facilitators for teleconsultation uptake for primary care 
practitioners in Hong Kong and the Netherlands and evaluate the role of their different healthcare funding 
models in this adoption process within the context of the COVID-19 pandemic. 

A qualitative research following a social constructivist paradigm was performed. The study employed a 
conceptual framework from Lau and colleagues that identifies four levels of factors influencing change in pri
mary care: (1) external contextual factors; (2) organization-related factors; (3) professional factors; and (4) 
characteristics of the intervention. The four levels were studied through semi-structured, open-ended interviews 
with primary care physicians. External factors were additionally assessed by means of a literature review. 

Hong Kong and the Netherlands showed different penetration rates of teleconsultation. Most stakeholders in 
both settings shared similar barriers and facilitators in the organizational, professional, and intervention levels. 
However, external contextual factors (i.e., current teleconsultation legislation, available incentives, and level of 
public awareness) played an important and differing role in teleconsultation uptake and had a direct effect on the 
organization, the professionals involved, and the type of technology used. Political and organizational actions are 
required to develop a comprehensive legal framework for the sustainable development of teleconsultation in 
both settings.   

1. Introduction 

The COVID-19 pandemic forced healthcare systems to seek innova
tive service delivery strategies to deal with rising demands while 
reducing close contact between patients and healthcare workers [1]. 
Despite its previous marginal presence in the health field, telemedicine, 
the remote delivery of healthcare services by physicians through means 
of information and communication technologies (ICT) [2], burst into 
health systems worldwide [3], especially in primary care, as it remained 
the first point of contact with the health system [4–6]. The word 

"telemedicine" is commonly used as an umbrella term that encompasses 
a wide array of different interventions [7,8]. An important aspect of 
telemedicine is teleconsultation. Teleconsultation has been defined as 
the synchronous or asynchronous consultation by physicians through 
ICT to omit geographical and functional distance [2,9]. 

During the pandemic, primary care remotely managed the preven
tion, triage, diagnostic, and follow-up of COVID-19 patients, while 
continuing to treat patients with other health needs [10,11]. Nonethe
less, equal access to telemedicine services, including teleconsultation, 
has not been achieved yet [12]. A survey to telemedicine experts from 

Abbreviations: GP, general practitioner; ICT, information and communication technologies; Teleconsultation, remote consultation; WHO, World Health 
Organization. 
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40 countries noted the unequal distribution of ICT availability and 
knowledge among nations and members of society [12]. Thus, with 
heightened concerns of new pandemic outbreaks [13], there is an urgent 
need for evaluating the adoption and use of digital technologies during 
and after health crises in both clinical and social environments [4,14]. 

Prior to the COVID-19 pandemic, telemedicine usage had been 
largely limited to the provision of care to populations in remote areas 
[15–17]. Although during the past decade, a set of disruptive digital 
health technologies had emerged, offering a more patient-centered 
approach to patients living with chronic conditions, its uptake in the 
clinical practice had been low [15,18]. A number of reviews of barriers 
and facilitators of telemedicine adoption and implementation had been 
undertaken [7,15–19], but these have largely ignored the healthcare 
context itself [20], despite the relevance of reimbursement, funding, and 
fee structures for telemedicine uptake [7,12,15–19]. Furthermore, most 
of these comprehensive reviews included a broad range of different in
terventions in a wide variety of healthcare areas, hindering its 
employment for specific settings. 

Digital technologies can improve health outcomes, reduce costs, and 
enhance access to healthcare during and after the COVID-19 pandemic 
[14,21,22]. Teleconsultation, as part of telemedicine, has great potential 
to ease the burden of the pandemic, thereby minimizing its human and 
economic impact, especially in primary care [10,14,23]. Nevertheless, 
teleconsultation adoption requires a whole-system strategy in which 
available technologies, organizational contextual factors, and policies 
and funding models are taken into consideration [4,20,23], especially in 
primary care settings since their organizational structures and working 
practices vary worldwide [20]. 

The Netherlands and Hong Kong are both high-income settings with 
similar resources and levels of digital health literacy [4], but the funding 
of their healthcare systems differs: with a social health insurance 
approach in the Netherlands (Bismarckian tradition) [24] and a mixed 
public-private funding model in Hong Kong (Hybrid approach) [25] 
(Appendix A). This study sought to identify and compare the barriers 
and facilitators for teleconsultation adoption in primary care in Hong 
Kong and the Netherlands, and to evaluate the role of their healthcare 
funding models. 

2. Methods 

This study followed two strategies to assess the four levels of factors 
influencing change in primary care described by Lau et al. (2016) (Ap
pendix B): (1) literature review to gain insight into the external level of 
each setting; (2) semi-structured, open-ended interviews with primary 
care physicians to gather information on all four levels. The latter 
qualitative research followed a social constructivist paradigm to gain a 
deep understanding of the issue by analyzing the different in
terpretations, perceptions, and experiences of the involved individuals 
[26,27]. As researchers’ experience may shape the interpretation of the 
results [26], describing the researcher’s background is of high rele
vance. The main researcher (AFC) is a biomedical engineer with 
expertise in medical devices development. AFC had basic knowledge of 
qualitative studies, underwent training on the software NVIVO and 
received feedback from the research team. KHTY has knowledge of 
quantitative research methods, the Hong Kong health system, and 
epidemiology and immunization research. IP has obtained a PhD in 
public health focusing on health economics, priority setting within the 
Dutch healthcare system. IP published and supervised several literature 
reviews and qualitative research studies. EASN has experience in 
quantitative research on the Hong Kong health system, vaccination, 
child health, and breastfeeding promotion. 

2.1. Theoretical framework 

The framework developed by Lau et al. (Appendix B) provides insight 
on the necessary factors to achieve change in primary care and 

categorizes them in four levels: (1) external contextual factors; (2) 
organization-related factors; (3) individual and professional factors; and 
(4) characteristics of the intervention [20]. The external level encom
passes factors beyond the healthcare organization and may involve, 
among others, the government, the healthcare system, or private parties 
providing support; it may include policies, incentives, national infra
structure, economic climate, and other factors. The organizational level 
refers to the healthcare practice and considers diverse factors such as the 
culture, available equipment, or managerial involvement. Professional 
factors are determined by the characteristics of the individual physician; 
for example, personal attitude towards change, experience, and degree 
of fit with personal style. The intervention level refers to the specific 
considerations of the new technology, in this case, teleconsultation, such 
as the implementability, complexity of usage, cost-effectiveness, or se
curity [20]. 

2.2. Data collection 

2.2.1. Literature review 
A narrative review was conducted based on the search guidelines of 

the Preferred Reporting Items for Systematic Review and Meta-Analysis 
(PRISMA) where applicable [28], to address the research question: 
"What features of the different healthcare funding models facilitate and 
hinder the adoption of teleconsultation in primary care in Hong Kong 
and the Netherlands?". A systematic search of PubMed and Embase 
databases was performed on April 15, 2021, to identify potentially 
eligible papers. Further information was gathered from reliable gray 
literature sources to obtain a more thorough perspective. The additional 
search was conducted on April 16, 2021, on the World Health Organi
zation (WHO), the European Observatory on Health Systems and Pol
icies, and the Organization for Economic Co-operation and Development 
(OECD) databases, and on the official web pages of the government of 
Hong Kong and the Netherlands. Two systematic search strategies were 
followed. First, peer-reviewed databases were searched using a search 
string determined by four concepts from the central question (Appendix 
C): (1) The healthcare systems of Hong Kong and the Netherlands. (2) 
Telemedicine. Although this research focused only on teleconsultation 
uptake, this field included different common terms to describe e-health 
categories, as they are often used as umbrella terms. (3) Features of the 
healthcare system. (4) Primary care setting. All the terms were com
bined in each class with their synonyms with the logical operator OR and 
linked the different classes using the logical operator AND. Secondly, 
reports from the gray literature resources were identified with a broader 
strategy: using a string only including the keywords (1) and (2). As gray 
databases’ search engines function differently than PubMed and Embase 
databases [29], the search syntax was adapted to maximize the number 
of results in each database. Search results were checked, duplicates 
removed, and titles and abstracts screened to exclude those not meeting 
the minimum inclusion and exclusion criteria (Appendix D). IP, a native 
Dutch speaker, screened Dutch gray literature from the Netherlands’ 
government webpage, and AFC screened the remaining publications. 
When literature suitability to the topic was unclear, AFC and IP dis
cussed until reached consensus. For the gray literature in Hong Kong, 
only English documents were included as Hong Kong uses both English 
and Chinese as official languages [30]. Full-text papers meeting 
pre-established inclusion and exclusion criteria were reviewed. Articles 
in either English or Dutch were included. An initial translation of 
peer-reviewed Dutch articles was performed by Google translate, and, if 
deemed relevant, articles were reviewed by a proficient Dutch speaker 
(IP). Articles that did not include teleconsultation as an intervention or 
only included the patient’s perspective were excluded. Articles 
including multiple e-health interventions were screened, and only data 
regarding teleconsultation uptake was used. Papers detailing research 
protocols, not available in full text, not focused on Hong Kong or the 
Netherlands, or published before 2011 were excluded. The decision not 
to include papers published before 2011 was supported by the rapid and 

A. Fernández Coves et al.                                                                                                                                                                                                                     



Health policy 126 (2022) 933–944

935

changing nature of e-health during the past decades [31]. 

2.2.2. Semi structured-open ended interviews 
Thirteen primary care physicians from Hong Kong and the 

Netherlands were interviewed between May and June 2021. Partici
pants were selected through purposive and convenience sampling with 
the help of co-investigators who used their professional networks to 
invite potential interviewees based on different primary care practices 
within the two settings. All interviews were undertaken by the same 
researcher (AFC) until no significant new data or themes emerged dur
ing the interviews and data saturation was reached. The invitation letter 
and the informed consent form were sent to participants by email. An 
interview guide was developed in accordance with the framework of Lau 
et al. (2016) (Appendix E). Questions were piloted by AFC, EASN, and 
KSI [Acknowledgments]. The interview guide was updated according to 
the feedback. The interviewees were unknown to the interviewer (AFC) 
prior to the study. Interviews lasted approximately 45 min and were 
performed predominantly in English, according to the interviewee’s 
preferences. The semi-structured interview allowed some level of vari
ation in the order and framing of the questions but covered all questions 
in the interview guide. Interviews were conducted by Zoom and recor
ded, following the informed consent. Recordings were deleted after 
transferring them to a password-protected external hard drive and 
obtaining a full verbatim transcript. Participants’ identities were pro
tected by assigning a random number to the transcripts. 

2.3. Data management, analysis, and synthesis 

A qualitative analysis using NVIVO software and directed content 
analysis was performed using the framework Lau et al. (2016) (Appen
dix B) to find the barriers and facilitators of the healthcare system from 

the full-text articles and the interviews’ transcripts [32]. The framework 
determined the initial coding scheme and the relationships between 
variables. The coding process was performed following the recommen
dations from Hsieh and Shannon [32]: (1) data (both literature and 
transcriptions) were fully read, and the relevant information was high
lighted; (2) NVIVO software was used to analyze highlighted passages 
and relevant information identified was classified according to the 
framework; and (3) data that could not be categorized with the initial 
coding scheme was identified and analyzed to determine if they could 
represent a new code category or a subcategory of an existing code. Code 
results were reviewed by IP and AFC, and disagreements were discussed 
until reaching consensus. Data were then extracted into a structured 
Microsoft Excel spreadsheet. Participant quotes are displayed 
throughout the Results section to provide a narrative presentation of key 
findings. 

3. Results 

3.1. Characteristics of included records 

The search of the PubMed and Embase databases identified 262 
potentially eligible papers (Fig. 1), and after reviewing titles and ab
stracts, 12 papers were found to fulfill the inclusion criteria (Appendix 
D). The review of the gray literature databases yielded a total of 876 
records, and 45 papers met the inclusion criteria (Fig. 1). Most included 
papers from gray literature databases that focused on the Hong Kong 
setting were published by the Hong Kong Legislative Council (n = 7) and 
were classified as research and policy briefings. Other sources were the 
Hong Kong Chief Executive (n = 2), the Medical Council of Hong Kong 
(n = 1), and the Organization for Economic Co-operation and Devel
opment (OECD) (n = 1). Likewise, the majority of papers dedicated to 

Fig. 1. Study selection flow diagram based on the Preferred Reporting Items for Systematic Review and Meta-Analysis (PRISMA) guidelines.  
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the Dutch setting in the gray literature search were published by diverse 
governmental bodies (n = 24) and were classified as informational re
ports. In addition, other common sources were the OECD (n = 5) and the 
European Observatory on Health Systems and Policies (n = 1). Appendix 
F shows the characteristic of all included literature. 

3.2. Participants 

Participants were numbered from 1 to 13 (Table 1), and these 
numbers are used with a superscript in the results section to link state
ments to respondents. All Hong Kong participants indicated that they 
had not used teleconsultation prior to the COVID-19 pandemic. After the 
pandemic started, participants 1 and 3 had successfully implemented 
teleconsultation into their daily practice. Participants 2 and 7 had 
limited experience with teleconsultation in their settings, and it was only 
used to manage COVID-19 cases. Participant 6 was in the process of 
implementing teleconsultation, and participants 4 and 5 had no prior 
experience with teleconsultation nor had the intention to use it. All 
Dutch participants had successfully implemented teleconsultation into 
their practices, and participants 11, 12, and 13 used it as their primary 
way of delivering care at that moment. All respondents but participant 
13 stated not having experiences with teleconsultation prior to the 
COVID-19 pandemic. Participants 8, 9 and 10, used more email and 
phone consultation than video consultation. In particular, participant 8 
indicated having used video consultation rarely during the last year. 
Conversely, participants 11, 12, and 13, whose primary way of deliv
ering care was teleconsultation, predominantly used video 
consultations. 

3.3. Thematic analysis 

3.3.1. External context 
Four factors from the Lau et al. model were highlighted by in

terviewees: (1) Policy and legislation, (2) Incentives, (3) Public aware
ness, and (4) Dominant paradigm. However, a new topic emerged during 
the interviews: (5) Access to care. Other factors from the Lau et al. model 
were not voiced during the interviews. Conversely, the literature review 
reported all the factors from the external context of the model, except for 
the technological advances. 

Both settings shared a wide range of barriers and facilitators 
(Table 2). Common barriers in both Hong Kong and the Netherlands 
were absence of precise guidelines1,2,3,7,8,9,10,11,12 [33–36], lack (or 
insufficient) financial and non-financial incentives1,2,3,4,5,6,7,8,9,10,11,12 

[37–44], and patient perception of teleconsultation utility4,5,7,8,10,11,12, 

13 [34,37,45,46] (the latter only being mentioned as a barrier in the 
Netherlands for elderly patients). 

‘I think people in their 20s,30s,40s are quite comfortable speaking 
through video call […] I think a lot of patients seem quite comfortable with it. 
I think probably older people may find it more strange, […]they are used to 

that doctor they’ve [known for a long time], and have had a built-up rela
tionship with’ (Participant 13, practitioner in a private group practice). 

Similarly, common facilitators in both cases were available external 
training1,2,3,7,8,9, patients’ fears of COVID-19 infection1,2,3,8,9,10,11,12,13 

[37], and teleconsultation and eHealth fitting the national agenda10,13 

[33,36,37,39–42,44–61,67,70,72,74–78,82,83]. In particular, tele
health implementation could fit different governmental priorities in 
both settings such as improve healthy aging and ease the burden of 
caretakers [33,37,41,44,47,51–56,60,67,72,74–78,82,83], reduce the 
health and economic burden of the aging population and chronic dis
eases [33,34,37,39,42,44,51,52,55–58,67,76,82,83,75,78], strengthen 
primary care and enhance care continuity [33,39,48,57,58,70,82,83], 
support disease prevention and control [47,48], provide the right care in 
the right place at the right time [60,67,75,76,82], enhance healthcare 
access for older people living in remote areas [50], empower patients 
[36,39,41,44,45,53–56,61,67,74,67,76,83], reduce the health and eco
nomic burden of the COVID-19 pandemic [47–50], fight labor shortages 
[44,60,61,67,72,75,76,87], and improve the overall sustainability of the 
health system [36,39–42,44,46,61–64]. Both settings shared similar 
levels of stakeholder buy-in [37,43,49,51–55,57,60,65,68,73–76,82,83, 
84,88], strong internet infrastructure [45,48,53,54,85,86], and eco
nomic climate [51,53–55,65,66,73,86], which were mostly considered 
facilitators for teleconsultation uptake. In addition, due to the COVID-19 
pandemic, new funding schemes in were made available in both Hong 
Kong [50,73,86] and the Netherlands [44,71,74]. 

Participants reported different factors that hindered teleconsultation 
uptake in each setting (Table 2). The current telemedicine legislation in 
the Netherlands was noted as a facilitator, and participants felt protected 
during teleconsultations8,9,10,11,12,13. In addition, due to the COVID-19 
pandemic, the rules for declaring remote consultations were tempo
rarily expanded [44], and deviation from existing quality standards and 
guidelines was allowed as long as patient safety was not compromised 
[44]. However, the legislative framework was identified as a barrier in 
Hong Kong due to its restrictive nature1,2,3,4,5,6,7 [33,37], as the avail
able guidelines were broad3 [33,37,38], could have multiple in
terpretations1,3, and prohibit its use for first time visits2,7 [38]. As 
primary care patients in Hong Kong tend not to have long-established 
relationships with their GPs, teleconsultation could be rarely used 
under this rule2,7. 

‘[Lacking physical examination] would be a great concern that I cannot 
gain enough information or leading to wrong diagnosis, or delaying the 
diagnosis, […], which can be a big medico-legal issue. That’s also, I think, 
a major concern for most of my colleagues’ (Participant 4, practitioner in 
public outpatient clinic). 

Dutch respondents shared different experiences with the available 
subsidies for teleconsultation uptake. One participant reported that the 
subsidies were helpful8, whereas another interviewee found such sub
sidies to be insufficient for all the costs of teleconsultation adoption10. 

Table 1 
Overview of participants.  

Participant Number Location Setting Practice Has successfully implemented teleconsultation? Preferred type of teleconsultation 

Participant 1 HK Private Group clinic Yes Video consultation 
Participant 2 HK Public, Academia Hospital Partly Phone consultation 
Participant 3 HK Private NGO Yes Phone consultation 
Participant 4 HK Public Clinic No – 
Participant 5 HK Private Solo clinic No – 
Participant 6 HK Public University clinic In the process of implementation – 
Participant 7 HK Public, Academia Hospital Partly Phone consultation 
Participant 8 NL Private Group practice Yes Email and phone 
Participant 9 NL Private Group practice Yes Email and phone 
Participant 10 NL Private Group practice Yes Email and phone 
Participant 11 NL Private Group practice Yes Video and email 
Participant 12 NL Private Solo practice Yes Video and email 
Participant 13 NL Private Group practice Yes Video and email 

*HK= Hong Kong, NL= the Netherlands. 
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These concerns were also reported in the literature [39–41,43,44], 
although after the onset of the pandemic, the Dutch government made 
new subsidies available for digital care uptake [44,70]. The remaining 
participants did not mention any financial incentives. 

‘The system for the payment, the way we got paid from the health in
surance, a big part is, [..] health innovation, so when you can show the 
insurance that you’re doing health innovation they pay you an extra few 
euros per patient, so if you have a 100 patients, you get 100€ per three 
months or something […], is not that much […], you can’t buy a whole 

new computer set’ (Participant 10, practitioner in a private group 
practice). 

Prevalence of teleconsultation, degree of access to care, and spe
cialists were not mentioned as either barriers or facilitators by the Dutch 
interviewees. According to the literature, the Dutch can easily access 
care, as the Netherlands has an intricate network of healthcare suppliers 
and minimal remote areas [57,79], which could explain the limited 
prevalence of teleconsultation prior to the COVID-19 pandemic [41,43, 
45,46,59,67,70,72,75,76]. Similarly, some Hong Kong respondents 

Table 2 
External context: comparison of Hong Kong and The Netherlands (✓ Mentioned ⨯Not mentioned).  

Category Barrier (B) or 
Facilitator (F) 

Factor Hong 
Kong 

The 
Netherlands 

Refs. Participants 

Policy and legislation B Restrictive legislative framework ✓ ⨯ [33,37] 1,2,3,4,5,6,7  
B Poor/Improvable guidelines ✓ ✓** [33–36] 1,2,3,7  
B Lack of awareness on specific guidelines ⨯ ✓ * 8,9,10,11,12,13  
F Protective legislative framework ⨯ ✓ [34,44] 8,9,10,11,12,13  
F Presence of guidelines ✓ ⨯ [38] 1,2,3,7  
F Fit with national agenda ✓ ✓ [33,37,39–42,45–59, 

60–66] 
10,13  

F Government promotion of telehealth ⨯ ✓ [44,53,54,57,63–65, 
67] 

None  

F Presences of supportive policies for ICT use ⨯ ✓ [44,53,54,68,69] None 
Incentives B Lack of financial incentives ✓ ✓*** [39–41,43,44] All  

B Lack of non-financial incentives ✓ ✓ [37–41] All  
F Subsidies for equipment acquisition ⨯ ✓ [44,65,70] 8  
F External legal training available ✓ ✓ * 1,2,3,7,8,9  
F Governmental training on teleconsultation 

uptake and use 
⨯ ✓ [44,60,65,66,70,71] 8  

F Funding for research on telehealth ✓ ✓ [37,44,51,55,60,61, 
72,73] 

None  

F Teleconsultation and telehealth can be 
reimbursed in primary care 

⨯ ✓ [39,40,43,46,60,65, 
67,69,74] 

None  

F Increased funding and governmental plans for 
telehealth promotion, uptake, use, and training 

⨯ ✓ [51,53–55,65,66,70, 
75] 

None 

Public awareness B Patient perception of teleconsultation utility / 
Limited knowledge/affordability of the elderly 

✓ ✓**** [34,37,41,45,46] 4,5,7,8,10,11,12,13  

F Patient fear of COVID-19 infection ✓ ✓ [33,34,45,46] 1,2,4,8,10,11,12,13  
F Patients preferences ✓ ✓ * 1,2,4,8,9,10,11,12,13 

Dominant paradigm B Low prevalence of teleconsultation in the area 
before COVID-19 

✓ ✓ [33,37,38,41,43,45, 
46,49,59,67,70,72, 
75,76] 

4,5,6,8,9,10,11,12  

B Current low prevalence of teleconsultation in the 
area 

✓ ⨯ [33,37,38,49] 1,2,3,4,5,6,7  

F Worldwide trend of teleconsultation uptake ✓ ⨯ [33,37,38,49] 2,6,7  
F Neighbor country has extended usage of 

teleconsultation 
✓ ✓ [33,37,49,77,78,79] None  

F Current high prevalence of teleconsultation in the 
area 

⨯ ✓ [35,44,70–72,80,81] 8,9,10,11,12,13 

Access to care B Good access to care ✓ ⨯ [33] 4,5,6  
F Limited access to specialists ✓ ⨯ * 2 

Stakeholder buy-in B Conflict between GPs and health insurers ⨯ ✓ [69,81] None  
F Good collaboration between GPs and health 

insurers 
⨯ ✓ [36,43,60,69,70] None  

F Government collaboration with research centers, 
universities, hospitals and public and private 
organizations 

✓ ✓ [37,53–55,57,65, 
73–76,82,83] 

None  

F Participation on international eHealth projects ⨯ ✓ [51,52,84] None 
Infrastructure F Good internet connection and digital 

infrastructure 
✓ ✓ [45,48,53,54,85,86] None  

F Plans on improving internet connection ✓ ✓ [54,57,86] None 
Technology advances  Not mentioned neither as barrier or facilitator in 

either setting     
Economic climate and 

governmental 
financing 

B Economy affected by COVID-19 ✓ ✓ [50,73,79,86] None  

F Increased funding on healthcare and health 
research 

✓ ✓ [51,53–55,60,61,65, 
66,71,73,74,86] 

None  

F Teleconsultation as a tool for improve 
sustainability 

✓ ✓ [37,54,64,70,76,82, 
83] 

None  

* Not found in the literature. 
** Lack of specific guidelines available. 
*** Insufficient. 
**** Only elderly, younger perception was a facilitator. 
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reported that the small size of the area and good access to care hindered 
teleconsultation adoption4,5,6, as reported in the literature [33,37,38, 
49]. However, one interviewee suggested that teleconsultation could 
benefit Hong Kong healthcare as it would facilitate connecting with 
medical specialists groups that may be scarce in the area2. 

Other relevant differences between the two settings were the avail
able guidelines and reimbursement mechanisms. Despite the Hong Kong 
practitioners and included literature agreed on the fact that the available 
guidelines for teleconsultation in primary care were insufficient for its 
practical use, participants acknowledged them and could rely on 
those1,2,3,7. However, Dutch participants were unaware of the existence 
of specific telemedicine national guidelines8,9,10,11,12,13; although, as of 
April 15th 2021, literature reported that quality standards were being 
drafted by the Dutch National Health Care Institute [35,36]. The Hong 
Kong guidelines allowed the utilization of different means of commu
nications that included social media (e.g., WhatsApp, Facebook) [38], 
which use was forbidden in the Netherlands, according to some partic
ipants8,10,12. Both settings had different legislation regarding reim
bursement of teleconsultation services. Teleconsultation could be fully 
reimbursed for general practitioners in the Netherlands [39,40,46,60, 
65,67,69]; whereas, the literature did not find any specific reimburse
ment mechanism for teleconsultation uptake in Hong Kong. 

3.3.2. Organizational level 
Five elements from the Lau et al. (2016) framework were identified 

during the interviews (1) Culture, (2) Involvement, (3) Resources, (4) 
Processes and systems, and (5) Relationship. However, a new topic 
emerged during the interviews: (6) Patient characteristics. 

Hong Kong and the Netherlands reported similar barriers and facil
itators at the organizational level (Table 3). Common barriers voiced 
during the interviews in both settings were the presence of hierar
chy2,4,7,10, lack of necessary equipment4,5,6,8,9,10,12, lack of staff tech
nical expertise2,4,5,6,8,9,10, teleconsultation disturbance of 
workflow1,9,10, and treating older patients2,3,4,5,6,7,8,9,10,11,12,13. 

‘So different doctors may have different previous experiences, and they 
may have various knowledge in technology or in the use of telemedicine. 
So I’m afraid some colleagues may not be too familiar or feel comfortable 
when using the computer to see the patients. So it may take quite a long 
time to adapt to the change in the long run’ (Participant 6, practitioner in 
university clinic). 

Frequent facilitators mentioned were having established means of 
communicationAll, participating in shared decision making1,3,6,8,11,12,13, 
having access to necessary equipment1,2,3,7,11,13, teleconsultation 

suitability to practice routine1,2,3,7,8,9,10,11,12,13, and maintenance of 
good patient-doctor relationship2,3,4,5,6,8,10,11,12,13. 

‘I think people, in general, are kind of more relaxed than I would’ve 
thought […] because they’re just there at home, in their own environment 
talking on the screen, it doesn’t seem quite so intimidating perhaps as 
going into a doctors’ surgery and being in an unfamiliar environment’ 
(Participant 13, practitioner in a private group practice). 

Nonetheless, several factors were not acknowledged by some of the 
interviewees in each setting (Table 3). First, Hong Kong practitioners 
that had implemented teleconsultation did not mention struggling with 
poor technical support in their organization, whereas some Dutch 
practitioners highlighted it as a barrier9,10. Second, having fellow col
leagues with strong technical skills11,12,13 and patients having access to 
the necessary resources8,9,10,11,12,13 were only mentioned by re
spondents from the Netherlands. Third, overall, most Hong Kong re
spondents shared feeling confident with maintaining a personal 
relationship remotely2,3,4,5,6, whereas this topic led to mixed opinions in 
the Dutch participants. Finally, Hong Kong physicians emphasized that 
young and working-age chronic patients were a facilitator for tele
consultation uptake1,3,4,5,6,7, while Dutch practitioners did not neces
sarily found having a chronic condition a major facilitator, but instead, 
all younger patients were the ones easing teleconsultation 
adoption8,10,11,12,13. 

3.3.3. Professional level 
Four elements from the Lau et al. (2016) framework were identified 

during the interviews: (1) Attitude to change, (2) Ability to do practice, 
(3) Perceived utility, and (4) Competency.  

Participants from both settings shared some barriers and facilitators 
within the professional level (Table 4). Frequent barriers mentioned 
during the interviews were negative peer experiences4,5,9,12,13 and the 
limited range of diseases that can be managed through 
teleconsultationAll. 

‘I’m still a little bit nervous about the diagnosis part without completely 
seeing the person. If there’s something very stable, ongoing, then [it’s] 
okay. But then once it’s a little bit outside the usual, the disease pattern, 
then, it becomes more difficult’ (Participant 3, practitioner in private 
NGO). 

Conversely, respondents of both settings shared common facilitators 
such as positive attitude to change1,2,34,6,7,8,9,10,11,12,13, positive peer 
experiences1,2,3,6,8,10,11,12,13, positive perceived utilityAll, and 

Table 3 
Organizational level: comparison of Hong Kong and The Netherlands (✓ Mentioned ⨯Not mentioned).  

Category Barrier (B) or Facilitator (F) Factor Hong Kong The Netherlands Participants 

Culture B Strong hierarchy ✓ ✓ 2,4,7,10  
F Established means of formal and informal 

communication 
✓ ✓ All 

Involvement F Shared-decision making ✓ ✓ 1,3,6,8,11,12,13 
Resources B Lack of necessary equipment ✓ ✓ 4,5,6,8,9,10,12  

B Lack of staff technical expertise ✓ ✓ 2,4,5,6, 8,9,10  
B Poor technical support ⨯ ✓ 9,10  
F Access to necessary equipment ✓* ✓ 1,2,3,7,11,13  
F Staff with necessary technical skills ⨯ ✓ 11,12,13  
F Patients access to resources ⨯ ✓ 8,9,10,11,12,13 

Process and systems B Disturbance of workflow ✓ ✓ 1,9,10  
F Well fit with practice routine ✓ ✓ 1,2,3,7,8,9,10,11,12,13 

Relationship B Downgrade with patient’s personal relationship ✓** ✓ 1,3,8,9,10,11,12,13  
F Maintenance of good patient relationship ✓ ✓ 2,3,4,5,6, 8,10,11,12,13 

Patient 
characteristics 

B Older patients ✓ ✓ 2,3,4,5,6,7 8,9,10,11,12,13  

F Older patients that want to reduce the risk of infection ✓ ⨯ 2  
F Younger/working-age patients ⨯ ✓ 8,10,11,12,13  
F Younger/working-age, chronic patients ✓ ⨯ 1,3,4,5,6,7  

* Required less new equipment. 
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knowledge on the use of teleconsultation1,2,3,5,7,11,12,13. 

‘In cases when they’re appropriate and if the quality is not compromised, 
then I think it’s good, cause you don’t have to be physically present, it 
saves time, it’s more convenient, but you are using less protective equip
ment, you are not exposing people to risk that they should not pass’ 
(Participant 2, academic and practitioner in public emergency 
department). 

Participants from Hong Kong and the Netherlands reported some 
differences (Table 4). First, none of the Dutch respondents reported 
negative attitudes to change, whereas one participant from Hong Kong 
showed skepticism to teleconsultation and to innovative digital tech
nologies in the practice overall5. Secondly, unlike Hong Kong practi
tioners’ overall positive attitude towards the suitability of 
teleconsultation, Dutch participants disagreed on whether tele
consultation could positively or negatively fit in their own personal way 
of delivering care. Thirdly, concerns regarding diminished patients’ 
trust were not suggested by the respondents from the Netherlands, 
whereas some Hong Kong participants voiced greater concern on 
whether patients could distrust the remote consultation validity6,7. 

‘Sometimes patients may not be too familiar with this telemedicine, and 
they may even query if the doctor is making the right decision for them, 
they would make queries about the clinical judgment of the doctor […], 
so, we have to give them confidence and explain further why we make 
such decisions, and we have to discuss it with them further, we need more 
discussion and reinsurance to the patients’ (Participant 6, practitioner in 
university clinic). 

Finally, Dutch participants remarked that having sufficient technical 
skills was a major key for teleconsultation uptake8,10,11,12,13, but it was 
not significantly mentioned in the interviews with Hong Kong 

practitioners, who instead expressed their concerns on the level of fa
miliarity with the teleconsultation intervention itself1,2,3,5,7. 

3.3.4. Intervention 
Three elements from the Lau et al. (2016) framework were identified 

during the interviews (1) Implementability, (2) Nature of the interven
tion, and (3) Safety and data security.  

Both settings shared a wide range of barriers and facilitators 
(Table 5). Common barriers in both Hong Kong and the Netherlands 
were the need to acquire new equipment4,6,8,9,10, the limited degree of 
intervention customization1,2,3,7,8,9,10,11,12,13, and insufficient data pri
vacy1,2,3,4,5,6,7,9,10. In particular, some respondents expressed concern 
about being incapable of assuring patients’ identities remotely2,6 or 
noticing if the patient had sufficient privacy in the room where video 
consults take place3,9,10. 

Common facilitators in both cases were implementing and using 
available low complexity interventions1,3,8,9,10,11,12,13, intervention’s 
long-term sustainability1,2,3,4,6,7,8,9,10,11,12,13, increased flexibility in the 
routine1,2,3,7,8,9,10,11,12,13, and the patients’ lack of data security 
concerns1,3,8,9,10,11,12,13. 

‘[Data privacy] can be a concern, but I don’t think it is a major one; 
perhaps, what we are concerned more is the patient safety, patient quality 
of patient care, or medico-legal issues’ (Participant 4, practitioner in 
public outpatient clinic). 

Nevertheless, participants also had different experiences on certain 
factors that could hinder teleconsultation adoption (Table 5). In 
particular, Hong Kong participants used overall lower complexity in
terventions (i.e., telephone and ZOOM video call platform) when 
compared to the Dutch participants (i.e., email, telephone, and video 

Table 4 
Professional level: comparison of Hong Kong and The Netherlands (✓ Mentioned ⨯Not mentioned).  

Category Barrier (B) or Facilitator 
(F) 

Factor Hong 
Kong 

The 
Netherlands 

Participants 

Attitude to change B Negative attitude to change ✓ ⨯ 5  
F Positive attitude to change ✓ ✓ 1,2,3,4,6,7,8,9,10,11,12,13  
B Negative peer experiences ✓ ✓ 4,5,9,12,13  
F Positive peer experiences ✓ ✓ 1,2,3,6, 8,10,11,12,13 

Ability to do 
practice 

B Limited range of diseases that can be managed through 
teleconsultation 

✓ ✓ All  

B Patient limited trust on remote diagnosis ✓ ⨯ 6,7  
B Unfit with personal style of delivering care ⨯ ✓ 8,9,12  
F Fit with personal style of delivering care ⨯ ✓ 10,11,13 

Perceived utility F Positive perceived utility* ✓ ✓ All 
Competency B Insufficient technical skills ⨯ ✓ 9  

F Sufficient technical skills ⨯ ✓ 8,10,11,12,13  
F Knowledge on teleconsultation ✓ ✓ 1,2,3,5,7,11,12,13  

* Including: chronic diseases management1,2,3,4,5,6,7,12, new born care7, pandemics managementAll, triaging3,5,8,9,10,11,12,13, COVID-19 remote managementAll, 
convenience for patient1,3,4,6,7,8,9,10,11,12,13 and practice2,6,8,9,11,12,13, lower threshold to contact practioner10,11,12, make care more accessible to people with reduced 
mobility8,12, treating simpler issuesl, and provide educations on medical treatments9. 

Table 5 
Intervention level: comparison of Hong Kong and The Netherlands (✓ Mentioned ⨯Not mentioned).  

Category Barrier (B) or Facilitator (F) Factor Hong Kong The Netherlands Participants 

Implementability B Need of new equipment ✓ ✓ 4,6, 8,9,10*  
F Low complexity intervention ✓ ✓ 1,3,8,9,10,11,12,13  
F Long term sustainability ✓ ✓ 1,2,3,4,6,7,8,9,10,11,12,13 

Nature of the intervention B Limited degree of intervention customization ✓ ✓ 1,2,3,7,8,9,10,11,12,13  
B High complexity intervention ⨯ ✓ 9  
F Low complexity intervention ✓ ✓ 1,3,8,10,11,12,13  
F Increased flexibility in the routine ✓ ✓ 1,2,3,7,8,9,10,11,12,13 

Safety and data security B Concerns on data privacy ✓ ✓ 1,2,3,4,5,6,7,9,10  
F Patient lack of data concerns ✓ ✓ 1,3,8,9,10,11,12,13  
F Added patient privacy ✓ ⨯ 1  
F Trust in higher entities ⨯ ✓ 8,9,10,11,12,13  

* Participants 11,12,13 already had the necessary equipment available. 

A. Fernández Coves et al.                                                                                                                                                                                                                     



Health policy 126 (2022) 933–944

940

teleconsultation within specific software for healthcare). Thus, Dutch 
participants had to acquire more equipment in comparison. Moreover, 
unlike the Dutch participants, one participant from Hong Kong sug
gested that certain patients could benefit from a layer of privacy due to 
the lack of having to physically travel to the practice1. Finally, Hong 
Kong participants did not report trust in higher entities as either a bar
rier nor facilitator, whereas all Dutch participants8,9,10,11,12,13 stated 
their trust in the company providing the platform for teleconsultation, as 
well as the higher authorities in control of the regulation (i.e., local 
authorities, Dutch Government, and European Union). 

An extended analysis of each setting can be found in Appendix G. 

4. Discussion 

This study aimed to identify the barriers and facilitators of tele
consultation uptake for primary care practitioners in Hong Kong and the 
Netherlands. The results of this research indicated that the national 
policies and health system are key elements for teleconsultation uptake 
in both Hong Kong and the Netherlands and have a direct effect on the 
organization, the professionals involved, and the type of technology 
implemented. 

According to the participants and literature, teleconsultation was 
becoming more used in the Netherlands after the onset of the COVID-19 
pandemic8,9,10,11,12,13 [35,44,70–72,80,81]; whereas Hong Kong prac
titioners reported its scarce uptake in their setting1,2,3,4,5,6,7. Despite the 
different penetration rates of teleconsultation in Hong Kong and the 
Netherlands, most stakeholders shared similar barriers and facilitators 
in the organizational, professional, and intervention levels. Nonetheless, 
the external context was a key differentiating element between the two 
settings. In particular, three factors had a major impact on tele
consultation uptake: the current policy and legislation, the available in
centives, and the level of public awareness. These results are consistent 
with similar findings from recent systematic reviews [17,18]. However, 
other studies diminished the relevance of policies and incentives, and 
reported major barriers on the organizational level and the necessary 
economic investment for eHealth uptake instead [15,31]. The current 
policy and legislation were reported to be the main barriers to tele
consultation adoption in Hong Kong, as its restrictive framework greatly 
limited the use of teleconsultation. Furthermore, the published guide
lines were “broad and generic” [38]; thus, affecting the overall tele
consultation spread and, consequently, the level of expertise of 
practitioners, which had an impact on the organizational and profes
sional level. Likewise, even though the literature review did not report 
Dutch national guidelines, the legal framework was shown to be more 
protective towards general practitioners [44]. As stated by the re
spondents, this protective framework translated into higher levels of 
trust and comfort for general practitioners8,9,10,11,12,13. Nevertheless, 
the absence of comprehensive guidelines hindered the usage of tele
consultation in both settings. Standardization is a key factor of eHealth 
interventions’ success and can ensure interoperability between stake
holders and data security [89]. This standardization can be achieved 
through changes in the regulatory framework [39,89]. Likewise, as 
suggested by some Hong Kong participants, having commonly used 
platforms endorsed by the government could reduce the economic 
burden of developing a new software from scratch2,6. 

Primary care practitioners from both countries noted having insuf
ficient financial and non-financial incentives. Nonetheless, the literature 
review showed existing mechanisms for teleconsultation reimbursement 
in the Netherlands [39,40,46,60,65,67,69] and reported an increased 
interest from the Dutch government in 2021 to boost eHealth by means 
of increased funding and additional training [65,66,71,74]. Although 
reimbursement had been proved to have a positive influence on the 
integration and development of teleconsultation in the national health 
systems [33,40], reimbursement mechanisms for teleconsultation were 
not found in Hong Kong. The lack of reimbursement mechanisms in 
Hong Kong could be less relevant than in other settings, as the majority 

of primary care is provided by private practitioners with out-of-pocket 
payments [90–92], and private insurance is less prevalent [92]. How
ever, this lack of reimbursement could impede the use of tele
consultation in some elderly care schemes subsidized by the Hong Kong 
government that are provided by private clinics [91]. Moreover, the lack 
of available financing subsidies in Hong Kong hindered the acquisition 
of new equipment4,5,6 and overall teleconsultation implementation. The 
presence or absence of more incentives (both financial and 
non-financial) affected factors from other levels, such as the organiza
tion’s resource availability and professionals’ expertise [93–96]. 

Public awareness was considered both a major facilitator and barrier. 
Dutch practitioners reported a higher interest in teleconsultation usage 
in the younger population, especially for triaging. Nevertheless, triage 
services are hard to introduce in the Hong Kong clinical setting due to 
their guidelines that prohibit teleconsultation for first visits. Hong Kong 
practitioners are then forced to adopt teleconsultation for chronic con
ditions instead, which are more common in older adults. Younger people 
are commonly associated with higher teleconsultation usage in com
parison with their older counterparts [97,98]. In addition, a systematic 
review by Kruse et al. (2018) reported that older age was a major barrier 
for telemedicine adoption worldwide [17]. Older adults have been 
shown to be less likely to engage in eHealth interventions due to their 
limited computer literacy and perceived usefulness [58,99,100]. How
ever, eHealth has the potential of increasing health among this popu
lation [101], especially for those with chronic conditions [102–105]; 
thus, this type of intervention should be kept simple and user-friendly, 
and older adults should be trained and supported during and after the 
adoption [99]. 

Other factors from the external context were reported to have a 
significant impact, albeit somewhat minor. For example, despite the 
dominant paradigm was highlighted as a facilitator in the literature 
[20], it did not relate to the Hong Kong case, which faced growing in
ternational pressures, as the telemedicine market had been rapidly 
developing in Singapore [33,37,49] and mainland China [106,107], yet 
teleconsultation usage was limited in Hong Kong [33,37,38,49]. 
Furthermore, Hong Kong and the Netherlands had good access to care, 
which had been identified as a barrier for teleconsultation adoption 
during the interviews. Likewise, common shared facilitators were shown 
to be the strong internet infrastructure, healthy economic climate, and 
presence of stakeholder buy-in. Nonetheless, the difference between the 
stakeholder buy-in was noteworthy since the literature evidenced that 
Hong Kong had fewer national and international collaborative projects 
on eHealth research and promotion than the Netherlands. 

Common organizational barriers reported by the literature, such as 
the degree of disturbance in the workflow of the new intervention [15] 
and the limited digital health literacy [31] were mentioned by re
spondents from both settings. Nevertheless, most participants reported 
that the teleconsultation intervention was well-fitted in their practice 
overall2,3,7,8,11,12,13. Similarly, Dutch participants downplayed the role 
of digital health literacy and highlighted the importance of digital skills 
instead. Main professional-related factors mentioned during the in
terviews, such as competencies and attitude to change, are consistent 
with the findings of other systematic reviews [16,94–96]. Nonetheless, 
peers’ experiences, one of the most common barriers and facilitators 
found in this research, were rarely mentioned in the literature [15,20]. 
Finally, the most significant factors at the intervention level, the degree 
of complexity, and possible data concerns have also been discussed 
largely in the published literature [89,94–96]. 

This research presents a number of strengths. First, it contextualizes 
and connects barriers and facilitators for teleconsultation uptake in each 
setting and goes beyond mere technical aspects. Second, data triangu
lation was used to compare the results from the interviews of the pri
mary care physicians with the published literature, and different types of 
primary care physicians from each setting were included. Nevertheless, 
it should be noted that this study did not include the views of any other 
healthcare professionals nor policy-makers. Third, PubMed and Embase 
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were searched, covering up to 91% of the published literature [108], and 
gray literature helped provide useful specific contextual information 
that could not have been found in peer-reviewed journals. However, the 
literature review was concise and limited as its aim was to gain insight 
regarding the external barriers to teleconsultation. Therefore MeSH 
terms and EmTree were not used in the search strategy. Likewise, to 
achieve reliable results during the semi-structured interviews, a fixed 
topic list was employed to ensure that participants were asked the same 
questions and transcribed interviews could be checked. Furthermore, to 
minimize researcher bias and ensure the validity of the results, 
member-checks were performed. 

The findings of this study should be considered in the context of 
several limitations. First, directed content analysis tends to present a 
strong bias that facilitates finding supportive evidence rather than non- 
supportive, as well as to ignore non-predetermined aspects of the studied 
phenomenon due to the overemphasis on the theory [32]. However, 
non-included topics did arise from the analysis during the study (e.g., 
access to care and patient characteristics). Second, during the data 
analysis, the categorization and coding of the factors affecting the up
take on teleconsultation were done by only one researcher; thus, 
inter-rater reliability cannot be presented. Nonetheless, the study was 
supervised by a research team of experts in the field of qualitative 
methods and the healthcare systems of the Netherlands and Hong Kong 
to ensure the study’s reliability and quality [109]. Third, only studies in 
English or Dutch were included; thus, the relevant information written 
in another language such as Chinese (one of the official languages of 
Hong Kong) may have been missed. Finally, a reduced number of 
practitioners were involved during the interviews, and the barriers and 
facilitators described in the present study are based on the participants’ 
descriptions of their practice, competence, and experience, which might 
not be representative of the whole setting. However, data saturation was 
reached, and no new insight was discovered after the last interview. Bias 
may have been introduced as professionals that already had an interest 
or experience in teleconsultation could be more inclined to agree to be 
interviewed. 

Teleconsultation can enhance access to healthcare, improve health 
quality, and save time for both patients and practitioners [10,17,21–23]. 
This study observed how external contextual factors such as financing, 
policies, and public awareness played a major role in teleconsultation 
uptake in two high-income settings that have significant differences in 
terms of structure and funding but reported relatively minor differences 
at the organizational, professional, and intervention levels. This suggests 
that similar barriers and facilitators may be applicable to other 
high-income healthcare settings as well. Notwithstanding the increased 
use of teleconsultation in both Hong Kong and the Netherlands, its 
expansion and sustainable development depend on governmental ac
tions [20,33]; especially considering the reported national interests for 
teleconsultation adoption in both settings [33,37,39–42,45–59]. Thus, 
policy efforts should be made to develop comprehensive regulatory 
frameworks and clear guidelines to ensure patients’ safety and 
well-being [39,89]. Financial and non-financial incentives should be 
considered to facilitate teleconsultation uptake [94], and provide 
further training for both practitioners [93,95] and patients [58,99], 
especially given that IT investment for teleconsultation can take years to 
truly bring cost reductions. As the Netherlands is using a 
pay-for-performance system, the Dutch healthcare incentive programs 
should evaluate a broad range of specific criteria for the evaluation 
quality of care on teleconsultation to make sure that both payers and 
end-users benefit from the program [110]. Moreover, primary care 
practices should analyze the target patients for teleconsultation and 
adapt the intervention to their needs and capabilities to maximize its 
possible benefits [46]. Likewise, teleconsultation systems should be 
designed to have a limited impact on the practitioner workflow and 
workload. 

Based on the current study, several recommendations could be made 
for further research. First of all, it is recommended to undertake a 

quantitative study of the prevalence of the barriers and facilitators in a 
major population, as the sample of this study could have already had a 
positive non-generalized attitude towards teleconsultation. Second, 
research on best practices and implementation could benefit tele
consultation adoption and usage [41,42,46] and reduce other major 
barriers such as disturbance in the workflow. Furthermore, such studies 
should include multiple stakeholders, such as healthcare professionals, 
managers, and patients, to gain insight on other key barriers and facil
itators that this research may have missed [39,56]. Third, applying the 
comprehensive model from Lau et al. (2016) allowed a systematic data 
assessment of four different levels influencing teleconsultation uptake 
(external, organizational, professional, and intervention); nevertheless, 
new topics emerged during the analysis. Therefore, such new insight 
could be considered when applying the model of Lau et al. (2016) in 
subsequent studies. Nonetheless, future research should explore the use 
of conventional content analysis to gather new insights that may have 
been missed by using a pre-defined set of categories [32]. Finally, as the 
health environment is irremediably becoming digital [14], scientific 
evidence on the effectiveness and cost-effectiveness of eHealth solutions 
that also contain teleconsultation are needed [39,41,42,55,59] to ensure 
a safe and sustainable healthcare future. 

5. Conclusion 

This study provided insight into the barriers and facilitators for tel
econsultation uptake for primary care in two high-income settings: Hong 
Kong and the Netherlands. The findings indicated that the external 
context played a major role in teleconsultation uptake in both settings 
and directly affected the organization, the professionals involved, and 
the type of technology used. In particular, three external factors had a 
major impact on teleconsultation uptake: the current policy and legis
lation, the available incentives, and the level of public awareness. 
Therefore, further research and political actions are essential to facili
tate the sustainable development of teleconsultation in primary care in 
both settings. 

Ethics approval and consent to participate 

This study received approval from the ethics committee of Maas
tricht University (FHML/HPIM/2021.037) and the Chinese University of 
Hong Kong (SBRE-20–648) prior to the data collection. Every partici
pant signed the informed consent before taking part in the interview. 

CRediT authorship contribution statement 

Andrea Fernández Coves: Conceptualization, Methodology, Vali
dation, Formal analysis, Investigation, Writing – original draft, Writing – 
review & editing. Karene Hoi Ting Yeung: Methodology, Validation, 
Writing – review & editing. Ingeborg M van der Putten: Conceptuali
zation, Methodology, Validation, Supervision, Writing – review & edit
ing. E. Anthony S Nelson: Conceptualization, Methodology, Validation, 
Supervision, Writing – review & editing. 

Declaration of Competing Interest 

The authors have no conflicts of interest to declare. 

Acknowledgements 

This research did not receive any specific grant from funding 
agencies in the public, commercial, or not-for-profit sectors. 

The authors would like to acknowledge Ms. Klara Szent-Ivanyi for 
her collaboration during the interview pilot and throughout the research 
process, and Dr. Aggie T.G. Paulus for reviewing and providing critical 
feedback on the manuscript. We also wish to thank all interviewees for 
their time and valuable insight that made this research possible. 

A. Fernández Coves et al.                                                                                                                                                                                                                     



Health policy 126 (2022) 933–944

942

Supplementary materials 

Supplementary material associated with this article can be found, in 
the online version, at doi:10.1016/j.healthpol.2022.07.012. 

Interviews’ transcriptions, and datasets generated in this study are 
not publicly available due to individual privacy rights that cannot be 
compromised. 

References 

[1] Tsikala Vafea M, Atalla E, Georgakas J, Shehadeh F, Mylona EK, Kalligeros M, 
et al. Emerging technologies for use in the study, diagnosis, and treatment of 
patients with COVID-19. Cell Mol Bioeng 2020;13:249–57. https://doi.org/ 
10.1007/s12195-020-00629-w. 

[2] World Health Organization. Global diffusion of eHealth: making universal health 
coverage achievable. Report Third Global Surv EHealth 2016:160. https://apps. 
who.int/iris/bitstream/handle/10665/252529/9789241511780-eng.pdf?isAllo 
wed=y&sequence=1. 

[3] Hassan A, Mari Z, Gatto EM, Cardozo A, Youn J, Okubadejo N, et al. Global 
survey on telemedicine utilization for movement disorders during the COVID-19 
pandemic. Mov Disord 2020;35:1701–11. https://doi.org/10.1002/mds.28284. 

[4] Fagherazzi G, Goetzinger C, Rashid MA, Aguayo GA, Huiart L. Digital health 
strategies to fight COVID-19 worldwide: challenges, recommendations, and a call 
for papers. J Med Internet Res 2020;22. https://doi.org/10.2196/19284. 

[5] Car J, Koh GCH, Foong PS, Wang CJ. Video consultations in primary and 
specialist care during the covid-19 pandemic and beyond. The BMJ 2020;371: 
1–6. https://doi.org/10.1136/bmj.m3945. 

[6] O’Hara VM, Johnston SV, Browne NT. The paediatric weight management office 
visit via telemedicine: pre- to post-COVID-19 pandemic. Pediatr Obes 2020;15: 
1–13. https://doi.org/10.1111/ijpo.12694. 

[7] Mair FS, May C, O’Donnell C, Finch T, Sullivand F, Murray E. Factors that 
promote or inhibit the implementation of e-healthsystems: an explanatory 
systematic review. Bull World Health Organ 2012;90:357–64. https://doi.org/ 
10.2471/BLT.11.099424. 

[8] van Dyk L. A review of telehealth service implementation frameworks. Int J 
Environ Res Public Health 2014;11:1279–98. https://doi.org/10.3390/ 
ijerph110201279. 

[9] Deldar K, Bahaadinbeigy K, Tara SM. Teleconsultation and clinical decision 
making: a systematic review. Acta Inform Med 2016;24:286–92. https://doi.org/ 
10.5455/aim.2016.24. 286-292. 

[10] Rawaf S, Allen LN, Stigler FL, Kringos D, Quezada Yamamoto H, van Weel C. 
Lessons on the COVID-19 pandemic, for and by primary care professionals 
worldwide. Eur J General Practice 2020;26:129–33. https://doi.org/10.1080/ 
13814788.2020.1820479. 

[11] Haldane V, Zhang Z, Abbas RF, Dodd W, Lau LL, Kidd MR, et al. National primary 
care responses to COVID-19: a rapid review of the literature. BMJ Open 2020;10. 
https://doi.org/10.1136/bmjopen-2020-041622. 

[12] Hassan A, Mari Z, Gatto EM, Cardozo A, Youn J, Okubadejo N, et al. Global 
survey on telemedicine utilization for movement disorders during the COVID-19 
pandemic. Mov Disord 2020;35:1701–11. https://doi.org/10.1002/mds.28284. 

[13] Gibb R, Redding DW, Chin KQ, Donnelly CA, Blackburn TM, Newbold T, et al. 
Zoonotic host diversity increases in human-dominated ecosystems. Nature 2020; 
584:398–402. https://doi.org/10.1038/s41586-020-2562-8. 

[14] Budd J, Miller BS, Manning EM, Lampos V, Zhuang M, Edelstein M, et al. Digital 
technologies in the public-health response to COVID-19. Nat Med 2020;26: 
1183–92. https://doi.org/10.1038/s41591-020-1011-4. 

[15] Granja C, Janssen W, Johansen MA. Factors determining the success and failure of 
ehealth interventions: systematic review of the literature. J Med Internet Res 
2018;20:1–21. https://doi.org/10.2196/10235. 

[16] Saliba V, Legido-Quigley H, Hallik R, Aaviksoo A, Car J, McKee M. Telemedicine 
across borders: a systematic review of factors that hinder or support 
implementation. Int J Med Inform 2012;81:793–809. https://doi.org/10.1016/j. 
ijmedinf.2012.08.003. 

[17] Scott Kruse C, Karem P, Shifflett K, Vegi L, Ravi K, Brooks M. Evaluating barriers 
to adopting telemedicine worldwide: a systematic review. J Telemed Telecare 
2018;24:4–12. https://doi.org/10.1177/1357633X16674087. 

[18] Jacob C, Sanchez-Vazquez A, Ivory C. Social, organizational, and technological 
factors impacting clinicians’ adoption of mobile health tools: systematic literature 
review. JMIR Mhealth Uhealth 2020;8:1–30. https://doi.org/10.2196/15935. 

[19] Schreiweis B, Pobiruchin M, Strotbaum V, Suleder J, Wiesner M, Bergh B. Barriers 
and facilitators to the implementation of eHealth services: systematic literature 
analysis. J Med Internet Res 2019;21:1–12. https://doi.org/10.2196/14197. 

[20] Lau R, Stevenson F, Ong BN, Dziedzic K, Treweek S, Eldridge S, et al. Achieving 
change in primary care-causes of the evidence to practice gap: systematic reviews 
of reviews. Implement Sci 2016;11. https://doi.org/10.1186/s13012-016-0396- 
4. 

[21] Seifert A, Batsis JA, Smith AC. Telemedicine in long-term care facilities during 
and beyond COVID-19: challenges caused by the digital divide. Front Public 
Health 2020;8:1–5. https://doi.org/10.3389/fpubh.2020.601595. 

[22] Barbosa MT, Sousa CS, Morais-Almeida M, Simões MJ, Mendes P. Telemedicine in 
COPD: an overview by topics. COPD: J Chronic Obstruct Pulmonary Dis 2020;17: 
601–17. https://doi.org/10.1080/15412555.2020.1815182. 

[23] Smith AC, Thomas E, Snoswell CL, Haydon H, Mehrotra A, Clemensen J, et al. 
Telehealth for global emergencies: implications for coronavirus disease 2019 
(COVID-19). J Telemed Telecare 2020;26:309–13. https://doi.org/10.1177/ 
1357633X20916567. 

[24] Tikkanen R, Osborn R, Mossialos E, Djordjevic A, Wharton GA. International 
health care system profiles. The Netherlands: The Commonwealth Fund; 2020. 
https://www.commonwealthfund.org/international-health-policy-center/co 
untries/netherlands (accessed January 29, 2021). 

[25] Rannan-Eliya RP, Amarasinghe S, Nilamudeen A. Universal health coverage: the 
potential contribution of hybrid funding strategies. Sri Lanka: Institute for Health 
Policy; 2016.https://www.ihp.lk/publications/docs/CHPA1605.pdf (accessed 
January 29, 2021). 

[26] Creswell JW, Creswell DJ. Research design: qualitative, quantitative, and mixed 
methods approaches. 5th editor. SAGE Publications, Inc; 2018. 

[27] Portney LG, Watkins MP. Foundations of clinical research: applications to 
practice. 3rd editor. Pearson; 2015. 

[28] Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. 
The PRISMA 2020 statement: an updated guideline for reporting systematic 
reviews. BMJ 2021;372:n71. https://doi.org/10.1136/bmj.n71. 

[29] Godin K, Stapleton J, Kirkpatrick SI, Hanning RM, Leatherdale ST. Applying 
systematic review search methods to the grey literature: a case study examining 
guidelines for school-based breakfast programs in Canada. Syst Rev 2015;4:138. 
https://doi.org/10.1186/s13643-015-0125-0. 

[30] Poon A. Language policy of Hong Kong: its impact on language education and 
language use in post-handover Hong Kong. J Taiwan Normal Univ Humanit Soc 
Sci 2004:49. 

[31] Ross J, Stevenson F, Lau R, Murray E. Factors that influence the implementation 
of e-health : a systematic review of systematic reviews (an update). Implement Sci 
2016:1–12. https://doi.org/10.1186/s13012-016-0510-7. 

[32] Hsieh HF, Shannon SE. Three approaches to qualitative content analysis. Qual 
Health Res 2005;15:1277–88. https://doi.org/10.1177/1049732305276687. 

[33] The Legislative Council Secretariat. Information Services Essentials Division. Dev 
Telehealth Serv (ISE14/20-21) 2021. https://www.legco.gov.hk/research 
-publications/english/essentials-2021ise14-development-of-telehealth-services. 
htm (accessed April 16, 2021). 

[34] Oliveira Hashiguchi T. Bringing health care to the patient: an overview of the use 
of telemedicine in oecd countries. OECD Health Working Papers; 2020. 

[35] Ministry of Health Welfare and Sport. Bieden van guidance voor e-health in de 
zorg. 2020. 

[36] Nederland Zorginstituut. Reactie zorginstituutnederland op brief vws over 
digitale zorg. The Hague; 2020. 

[37] The Legislative Council Commission. Policy measures to promote smart elderly 
care services in selected places (IN07/17-18) 2018: 1–20. https://www.legco. 
gov.hk/research-publications/english/1718in07-policy-measures-to-promote-sm 
art-elderly-care-services-in-selected-places-20180228-e.pdf (accessed April 16, 
2021). 

[38] The Medical Council of Hong Kong. Ethical Guidelines on Practice of 
Telemedicine 2019. Newsletter No. 26, https://www.mchk.org.hk/files/PDF_ 
File_Ethical_Guidelines_on_Telemedicine.pdf (accessed April 16, 2021). 

[39] Bally ELS, Cesuroglu T. Toward Integration of mHealth in primary care in the 
netherlands: a qualitative analysis of stakeholder perspectives. Front Public 
Health 2020;7:1–17. https://doi.org/10.3389/fpubh.2019.00407. 

[40] Tensen E, van der Heijden JP, Jaspers MWM, Witkamp L. Two decades of 
teledermatology: current status and integration in national healthcare systems. 
Curr Dermatol Rep 2016;5:96–104. https://doi.org/10.1007/s13671-016-0136- 
7. 

[41] Peeters JM, Krijgsman JW, Brabers AE, De Jong JD, Friele RD. Use and uptake of 
ehealth in general practice: a cross-sectional survey and focus group study among 
health care users and general practitioners. JMIR Med Inform 2016;4:1–10. 
https://doi.org/10.2196/medinform.4515. 

[42] Van Der Vaart R, Atema V, Evers AWM. Guided online self-management 
interventions in primary care: a survey on use, facilitators, and barriers. BMC Fam 
Pract 2016;17:1–9. https://doi.org/10.1186/s12875-016-0424-0. 

[43] Keuper, J., Meurs, M., Victoor, A., Huygens, M., Groot J de, Jong, J.de.N. De inzet 
van e-health-toepassingen in de huisartsenzorg: leren van de succesverhalen uit 
de praktijk. 2020. 

[44] van Fulpen A., Paap A., Morsing P. Zorg op afstand dichterbij? 2020. 
[45] Huygens MW, Vermeulen J, Friele RD, van Schayck OC, de Jong JD, de Witte LP. 

Internet services for communicating with the general practice: barely noticed and 
used by patients. Interact J Med Res 2015;4:e21. https://doi.org/10.2196/ 
ijmr.4245. 

[46] Huygens MWJ, Swinkels ICS, Verheij RA, Friele RD, Van Schayck OCP, De 
Witte LP. Understanding the use of email consultation in primary care using a 
retrospective observational study with data of Dutch electronic health records. 
BMJ Open 2018;8. https://doi.org/10.1136/bmjopen-2017-019233. 

[47] Legislative Council Panel on Information Technology and Broadcasting. Update 
on Smart City Development (CB(1)551/20-21(03)) 2021. https://www.ogcio.go 
v.hk/en/news/legco_papers/2021/02/doc/lb_20210208_e.pdf (accessed April 
16, 2021). 

[48] Legislative Council Panel on Health Services. Policy Initiatives of the Food and 
Health Bureau (CB(2)579/20-21(03)) 2021; 21: 6. https://www.legco.gov.hk 
/yr20-21/english/panels/hs/papers/hs20210108cb2-579-3-e.pdf (accessed April 
16, 2021). 

[49] Research Office - Legislative Council Secretariat. Challenges and economic 
impacts arising from Coronavirus Disease 2019 2020. https://www.legco.gov. 
hk/research-publications/english/2021rb01-challenges-and-economic-impacts- 

A. Fernández Coves et al.                                                                                                                                                                                                                     

https://doi.org/10.1016/j.healthpol.2022.07.012
https://doi.org/10.1007/s12195-020-00629-w
https://doi.org/10.1007/s12195-020-00629-w
https://apps.who.int/iris/bitstream/handle/10665/252529/9789241511780-eng.pdf?isAllowed=y&tnqh_x0026;sequence=1
https://apps.who.int/iris/bitstream/handle/10665/252529/9789241511780-eng.pdf?isAllowed=y&tnqh_x0026;sequence=1
https://apps.who.int/iris/bitstream/handle/10665/252529/9789241511780-eng.pdf?isAllowed=y&tnqh_x0026;sequence=1
https://doi.org/10.1002/mds.28284
https://doi.org/10.2196/19284
https://doi.org/10.1136/bmj.m3945
https://doi.org/10.1111/ijpo.12694
https://doi.org/10.2471/BLT.11.099424
https://doi.org/10.2471/BLT.11.099424
https://doi.org/10.3390/ijerph110201279
https://doi.org/10.3390/ijerph110201279
https://doi.org/10.5455/aim.2016.24
https://doi.org/10.5455/aim.2016.24
https://doi.org/10.1080/13814788.2020.1820479
https://doi.org/10.1080/13814788.2020.1820479
https://doi.org/10.1136/bmjopen-2020-041622
https://doi.org/10.1002/mds.28284
https://doi.org/10.1038/s41586-020-2562-8
https://doi.org/10.1038/s41591-020-1011-4
https://doi.org/10.2196/10235
https://doi.org/10.1016/j.ijmedinf.2012.08.003
https://doi.org/10.1016/j.ijmedinf.2012.08.003
https://doi.org/10.1177/1357633X16674087
https://doi.org/10.2196/15935
https://doi.org/10.2196/14197
https://doi.org/10.1186/s13012-016-0396-4
https://doi.org/10.1186/s13012-016-0396-4
https://doi.org/10.3389/fpubh.2020.601595
https://doi.org/10.1080/15412555.2020.1815182
https://doi.org/10.1177/1357633X20916567
https://doi.org/10.1177/1357633X20916567
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0024
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0024
https://www.commonwealthfund.org/international-health-policy-center/countries/netherlands
https://www.commonwealthfund.org/international-health-policy-center/countries/netherlands
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0025
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0025
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0025
https://www.ihp.lk/publications/docs/CHPA1605.pdf
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0026
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0026
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0027
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0027
https://doi.org/10.1136/bmj.n71
https://doi.org/10.1186/s13643-015-0125-0
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0030
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0030
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0030
https://doi.org/10.1186/s13012-016-0510-7
https://doi.org/10.1177/1049732305276687
https://www.legco.gov.hk/research-publications/english/essentials-2021ise14-development-of-telehealth-services.htm
https://www.legco.gov.hk/research-publications/english/essentials-2021ise14-development-of-telehealth-services.htm
https://www.legco.gov.hk/research-publications/english/essentials-2021ise14-development-of-telehealth-services.htm
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0034
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0034
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0036
http://refhub.elsevier.com/S0168-8510(22)00214-7/sbref0036
https://www.legco.gov.hk/research-publications/english/1718in07-policy-measures-to-promote-smart-elderly-care-services-in-selected-places-20180228-e.pdf
https://www.legco.gov.hk/research-publications/english/1718in07-policy-measures-to-promote-smart-elderly-care-services-in-selected-places-20180228-e.pdf
https://www.legco.gov.hk/research-publications/english/1718in07-policy-measures-to-promote-smart-elderly-care-services-in-selected-places-20180228-e.pdf
https://www.mchk.org.hk/files/PDF_File_Ethical_Guidelines_on_Telemedicine.pdf
https://www.mchk.org.hk/files/PDF_File_Ethical_Guidelines_on_Telemedicine.pdf
https://doi.org/10.3389/fpubh.2019.00407
https://doi.org/10.1007/s13671-016-0136-7
https://doi.org/10.1007/s13671-016-0136-7
https://doi.org/10.2196/medinform.4515
https://doi.org/10.1186/s12875-016-0424-0
https://doi.org/10.2196/ijmr.4245
https://doi.org/10.2196/ijmr.4245
https://doi.org/10.1136/bmjopen-2017-019233
https://www.ogcio.gov.hk/en/news/legco_papers/2021/02/doc/lb_20210208_e.pdf
https://www.ogcio.gov.hk/en/news/legco_papers/2021/02/doc/lb_20210208_e.pdf
https://www.legco.gov.hk/yr20-21/english/panels/hs/papers/hs20210108cb2-579-3-e.pdf
https://www.legco.gov.hk/yr20-21/english/panels/hs/papers/hs20210108cb2-579-3-e.pdf
https://www.legco.gov.hk/research-publications/english/2021rb01-challenges-and-economic-impacts-arising-from-coronavirus-disease-2019-20201214-e.pdf
https://www.legco.gov.hk/research-publications/english/2021rb01-challenges-and-economic-impacts-arising-from-coronavirus-disease-2019-20201214-e.pdf


Health policy 126 (2022) 933–944

943

arising-from-coronavirus-disease-2019-20201214-e.pdf (accessed April 16, 
2021). 

[50] Lam C. Policy Address Suplement 2020. https://www.policyaddress.gov.hk/ 
2020/eng/supplement.html (accessed April 16, 2021). 

[51] Ministry of Economic Affairs and Ministry of Education Culture and Science. 
Global Challenges Dutch Solutions 2016. https://www.government.nl/documen 
ts/reports/2014/01/21/global-challenges-dutch-solutions (accessed April 16, 
2021). 

[52] OECD/European Union. eHealth adoption in general practice and in hospitals. 
health at a glance: Europe 2016: state of health in the EU cycle. Partis: OECD 
Publishing; 2016. 

[53] The Ministry of Economic Affairs Regulatory Reform and ICT Policy Department. 
Digital Agenda for the Netherlands 2016:16. https://www.government.nl/docu 
ments/reports/2017/04/11/digital-agenda-for-the-netherlands-innovation-trust- 
acceleration (accessed April 16, 2021). 

[54] Ministry of Economic Affairs and Climate Policy. Dutch Digitalisation Strategy 
2018. https://www.government.nl/documents/reports/2018/06/01/dutch-digi 
talisation-strategy (accessed April 16, 2021). 

[55] Rauwerdink A, Kasteleyn MJ, Haafkens JA, Chavannes NH, Schijven MP. 
A national eHealth vision developed by University Medical Centres: a concept 
mapping study. Int J Med Inform 2020;133:104032. https://doi.org/10.1016/j. 
ijmedinf.2019.104032. 

[56] Voncken-Brewster V, Tange H, Moser A, Nagykaldi Z, De Vries H, Van Der 
Weijden T. Integrating a tailored e-health self-management application for 
chronic obstructive pulmonary disease patients into primary care: a pilot study. 
BMC Fam Pract 2014;15:1–10. https://doi.org/10.1186/1471-2296-15-4. 

[57] Kroneman M, Boerma W, van den Berg M, Groenewegen P, de Jong J, van 
Ginneken E. Netherlands: health System Review. Health Syst Transit 2016;18: 
1–240. 

[58] Robben SH, Perry M, Huisjes M, Van Nieuwenhuijzen L, Schers HJ, Van Weel C, 
et al. Implementation of an innovative web-based conference table for 
community-dwelling frail older people, their informal caregivers and 
professionals: a process evaluation. BMC Health Serv Res 2012;12:1–12. https:// 
doi.org/10.1186/1472-6963-12-251. 

[59] Dijksman I, Dinant GJ, Spigt M. The perception and needs of psychologists toward 
blended care. Telemed E-Health 2017;23:983–95. https://doi.org/10.1089/ 
tmj.2017.0031. 

[60] Nederlandse Zorgautoriteit. Wegwijzer bekostiging digitale zorg 2020. 2020. 
[61] Wouters M, Rompelberg C, Ossendorp B, Suijkerbuijk A. De E-healthmonitor 

2021-2023. Plan van aanpak op hoofdlijnen 2020. 
[62] Smeets O, Abello KM, Zijlstra-Vlasveld M, Boon B. E-health in de GGZ: hoe staat 

het daar nu mee? Ned Tijdschr Geneeskd 2014;158:1–7. 
[63] Otte-Trojel T, de Bont A, Aspria M, Adams S, Rundall TG, van de Klundert J, et al. 

Developing patient portals in a fragmented healthcare system. Int J Med Inform 
2015;84:835–46. https://doi.org/10.1016/j.ijmedinf.2015.07.001. 

[64] OECD/European Observatory on Health Systems and Policies. Netherlands: 
country health profile 2019, state of health in the eu. OECD Publishing; 2019. 
https://doi.org/10.1111/j.2047-8852.2012.00024.x. 

[65] Ministerie van Algemene Zaken. Government encouraging the use of eHealth 
(telehealth). GovernmentNl 2021. https://www.government.nl/topics/ehealth 
/government-encouraging-use-of-ehealth (accessed April 16, 2021). 

[66] Ministerie van Algemene Zaken. eHealth (telehealth). GovernmentNl 2021. 
https://www.government.nl/topics/ehealth (accessed April 16, 2021). 

[67] Wouters M, Huygens M, Voogdt H, Meurs M, Groot J de, Bruin K de, et al. Samen 
aan zet! eHealth-monitor 2019.  The Hague and Utrecht 2019. 

[68] OECD. ICT investments in OECD countries and partner economies: trends, 
policies and evaluation. OECD Digital Economy Papers 2019. 

[69] Nederlandse Zorgautoriteit. Monitor Contractafspraken huisartsenzorg en 
multidisciplinaire zorg 2019. 2019. 

[70] Kramer P., Damhuis E., Schalker M. Digitale zorg binnen de thuis- en 
huisartsenzorg. 2020. 

[71] Ministry of Health Welfare and Sport. Opstellen voorstel/aanvraag ICT-gelden 
Hoofdlijnenakkoord huisartsenzorg 2019-2022. 2020. 

[72] Rompelberg C, Suijkerbuijk A, Wouters M. Stand van zaken e-health in 2020: 
2020. 

[73] The Legislative Council Panel on Health Services. Proposal for Injection into the 
Health and Medical Research Fund (CB(2)552/20-21(01)) 2020;11. http 
s://www.legco.gov.hk/yr20-21/english/panels/hs/papers/hs20210108cb2-55 
2-1-e.pdf (accessed April 16, 2021). 

[74] LHV H., Ineen, Zorgverzekeraars Nederland, Federation P., Fund DHI, Ministry of 
Health Welfare and Sport. Notitie over Mid term Review Hoofdlijnenakkoord 
Huisartsenzorg. 2020. 

[75] Ministry of Health Welfare and Sport. Kamerbrief over voortgangsrapportage 
innovatie & zorgvernieuwing. The Hague; 2019. 

[76] Berenschot L., Hurkmans E., Bergen K Van Den, Nieuwdorp C., Huis T. The role of 
medical technologies and devices for patient-centred care. 2018. 

[77] National Institute of Public Health and the Environment (Rijksinstituut voor 
Volksgezondheid en Milieu). Research and advice e-healthmonitor 2.0. n.d. 2022. 

[78] Schnoor K., Wouters M., Ossendorp B., Hoogerhuis P., Suijkerbuijk A. Verkenning 
e-healthmonitor: de digitale transitie in de zorg in beeld. 2020. 

[79] OECD/European Union. Health at a glance: europe 2020: state of health in the eu 
cycle. Paris; 2020. https://doi.org/10.1787/9789264105133-ko. 

[80] Giessen A van, Wit A de, Brink C van den, Degeling K., Deuning C., Eeuwijk J., 
et al. Impact van de eerste COVID-19 golf op de reguliere zorg en gezondheid. 
2020. 

[81] Nederlandse Zorg Autoriteit. Monitor contractering huisartsenzorg en 
multidisciplinaire zorg 2021. 2021. 

[82] Ministry of Health Welfare and Sport. Kamerbrief voortgangsrapportage eHealth 
en zorgverbetering. Den Haag 2015. 

[83] Oortwijn W., Weistra K., Nieuwdorp C., Meindert L., Hurkmans E. The future of 
the medical technology market. 2018. 

[84] Ministry of Foreign Affair. The State of the European Union 2015:231–48. 
https://doi.org/10.7788/9783412502171-033. 

[85] OECD/ISOC/UNESCO. The Relationship between Local Content, Internet 
Development and Access Prices. OECD Digital Economy Papers 2013;217:141. 

[86] Lam C. The Chief Executive’s 2020 Policy Address: striving Ahead with Renewed 
Perseverance 2020:80. https://www.policyaddress.gov.hk/2020/eng/policy. 
html (accessed April 16, 2021). 

[87] Ministry of Health Welfare and Sport. Rapportage Deel 1 Ondersteuning van de 
regionale aanpak tegen tekorten arbeidsmarkt in de huisartsenzorg. 2020. 

[88] The Legislative Council Panel on Health Services. Prevention and Control of 
Coronavirus Disease 2019 in Hong Kong (CB(2)191/20-21(05)) 2020. http 
s://www.legco.gov.hk/yr20-21/english/panels/hs/papers/hs20201113cb2-19 
1-5-e.pdf (accessed April 16, 2021). 

[89] Fontaine P, Ross SE, Zink T, Schilling LM. Systematic review of health 
information exchange in primary care practices. J Am Board Family Med 2010; 
23:655–70. https://doi.org/10.3122/jabfm.2010.05.090192. 

[90] Chau PUIH, Woo J, Gusmano MK, Weisz D, Rodwin VG, Chan KAMCHE. Access to 
primary care in Hong Kong. Greater London and New York City 2013:95–109. 
https://doi.org/10.1017/S1744133112000114. 

[91] Iliffe S, Woo J, Lam C, T’ang J. Primary care in Hong Kong : a lesson about 
competition. Br J Gen Pract 2010;60(571):142–3. https://doi.org/10.3399/ 
bjgp10X483373. 

[92] Leung GM, Wong IOL, Chan WS, Choi S, Lo SV. The ecology of health care in 
Hong Kong. Soc Sci Med 2005;61:577–90. https://doi.org/10.1016/j. 
socscimed.2004.12.029. 

[93] Kayyali R, Hesso I, Mahdi A, Hamzat O, Adu A, Nabhani Gebara S. Telehealth: 
misconceptions and experiences of healthcare professionals in England. Int J 
Pharmacy Practice 2017;25:203–9. https://doi.org/10.1111/ijpp.12340. 

[94] Lacasta Tintorer D, Manresa Domínguez JM, Pujol-Rivera E, Flayeh Beneyto S, 
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