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12 general practices across UK, 
followed for 28 months using 
‘researcher-in-residence’ model 

Longitudinal case studies of the 
introduction, adaptation, routinization 
and abandonment of remote and 
digital technologies and pathways

4 multi-stakeholder workshops 
(210 participants), covering
- Access and triage [*equity*]
- Quality and safety
- Workforce and training
- Technologies and infrastructure

Focused follow-on activities

31 ‘elite’ interviews with (e.g.) 
policymakers, industry and 
patient advocacy groups
- Raise awareness
- Build relationship
- Ascertain priorities

National context; engaged 
network of senior stakeholders

Remote by Default 2 study: Summary of methods



Theme 1: 

Patient safety
Credit: Rebecca Payne



12 GP practices, 
followed for >2 yrs

• No ‘never events’

• No major safety incidents

• We started looking at “how do GP practices avoid 
safety incidents when providing remote care?”



Extensive hunt for 
safety incidents

Indemnity claims (closed) Complaints

Cases used for training

→ 95 incidents over several years

National patient safety 
reports
Urgent care cases



How do practices avoid 
safety incidents?

GP practices know 
[most of] their 

vulnerable patients

Staff are well 
supported, can pass 
problems up the line

Staff err on the 
side of caution: 

“bring the kid in”

Duty doctor call-back 
lists are used flexibly 

and adaptively

Staff are creative: they BREAK 
THE RULES, invent useful stuff, 

which then becomes formalised 
into business-as-usual

(some of many reasons)



But… some 
questions to ask…

(some of many things)

Is the telephone 
being used well?

Can you identify ALL your 
vulnerable patients (look 
for them, adapt for them)

Are remote working staff 
adequately trained and 

supported? 

Are interruptions minimised 
in busy reception areas?

Do the practice workflows 
still work when the patient 

isn’t in front of you?

Are all staff aware of the 
key clinical conditions and 

trajectories that are 
unsuitable for remote



More information here:

USEFUL RESOURCES
• Patient leaflet/poster
• Competencies for staff 

providing remote care

NAME TO WATCH:
Rebecca Payne



Theme 2: Access, 

triage, and equity
Credit: Francesca Dakin and Sarah Rybczynska-Bunt



Patients must: locate and navigate services, explain and classify their 
symptoms, and negotiate with front-desk staff.

Technologies configure the user (e.g. touch-tone telephony assumes patient 
can hear and is able to ‘press 1 for pharmacy, 2 for appointments’ etc). If 
patient can’t do what is expected, they are excluded.

In an e-consultation, patient must create an accurate and persuasive 
digital facsimile on their electronic record (e.g. to convey “severe pain in 
lower abdomen 3 days, not getting better”). Patients with low digital 
literacy, health literacy, and system literacy are less able to do this.



Sometimes, staff can fill in the gaps when the digital facsimile is inaccurate 
or incomplete. But this depends on their experience and knowledge of the 
patient.

Staff use the digital representation of the patient to determine eligibility for 
care and allocate an appointment. Safe triage depends on the accuracy of 
the digital facsimile.

Patients’ experiences at the ‘digital front door’ of general practice influenced 
their ongoing engagement with the healthcare system. 

Navigating digital candidacy



Navigating digital candidacy

NAME TO WATCH:
Francesca Dakin
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Sarah Rybczynska-Bunt



Theme 3: Education, 

training and workforce
Credit: Trisha Greenhalgh and others



workload

confidencetechnostress



TRAINEES’ unmet training needs
 

- Technical competencies 
- Triage 
- Ethics/medicolegal
- Communication by phone

Experienced GPs’ unmet training needs
 

- Making complex judgements 
- Working within the limits of technologies
- Coordinating multi-professional care in a 

distributed environment
- Supporting trainees



Education, training and workforce

LINK TO PAPER:
(see also next slide for link to 
specific competencies)



(example)



Three (of many) take-home messages for policymakers 

Technologies are never ‘plug 
and play’: they are complex 

interventions in complex 
systems which involve PEOPLE. 

Low health literacy
+

Low digital literacy
+

Low system literacy
=

VULNERABLE PATIENT

Modern general practice involves work 
that is DISTRIBUTED across people and 
technologies. Think about the SOCIO-

TECHNICAL SYSTEM, not just 
individuals operating technologies.   
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