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ABSTRACT

Objective Delineate the scope of teleconsultation services
that can be effectively performed to provide women with
comprehensive gynaecological and obstetrical care.
Design Based on the literature and experts’ insights,

we identified a list of gynaecological and obstetrical

care practices suitable for teleconsultation. A three-

round Delphi consensus survey was then conducted
online among a panel of French experts. Experts using

a 9-point Likert scale assessed the relevance of each
teleconsultation practice in four key domains: prevention,
gynaecology and antenatal and postnatal care. Consensus
was determined by applying a dual-criteria approach: the
median score on a 9-point Likert scale and the percentage
of votes either below 5 or 5 and higher.

Setting The study was conducted at a national level

in France and involved multiple healthcare centres and
professionals from various geographical locations.
Participants The panel comprised 22 French experts
with 19 healthcare professionals, including 12 midwives,
3 obstetricians-gynaecologists, 4 general practitioners and
3 healthcare system users. Participants were selected to
include diverse practice settings encompassing hospital
and private practices in both rural and urban areas.
Primary and secondary outcome measures The study’s
primary outcome was the identification of gynaecological
and obstetrical care practices suitable for teleconsultation.
Secondary outcomes included the level of professional
consensus on these practices.

Results In total, 71 practices were included in the Delphi
survey. The practices approved for teleconsultation were
distributed as follows: 92% in prevention (n=12/13), 55%
in gynaecology (n=18/33), 31% in prenatal care (n=5/16)
and 12% in postnatal care (n=1/9). Lastly, 10 practices
remained under discussion: 7 in gynaecology, 2 in prenatal
care and 1 in postnatal care.

Conclusions Our consensus survey highlights both

the advantages and limitations of teleconsultations for
women’s gynaecological and obstetrical care, emphasising
the need for careful consideration and tailored
implementation.

INTRODUCTION

In the 20th century, new means of communi-
cation revolutionised the field of healthcare.
For instance, the Royal Naval Hospital initi-
ated aground-breaking practice in 1975, using
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= The use of the Delphi method, which allowed us to
gather expert consensus on a wide range of practic-
es related to women’s gynaecological and obstet-
rical care.

= The high response rate among our expert panel
across all three rounds of the Delphi survey, which
enhances the reliability of our findings.

= A related limitation is that the Delphi method relies
heavily on the expertise and opinions of the selected
French panel.

telegrams and radiotelephones to analyse the
medical issues of merchant marine personnel
at sea.' Since then, telemedicine has gone
from  strength-to-strength. Telemedicine
refers to medical practitioners using telecom-
munications tools for remote diagnosis and
medical care, including patient education,
for teleconsultation, tele-expertise, telemoni-
toring and even answering questions.”” Here
we use the term teleconsultation to refer to
medical consultation or support by health-
care workers using telecommunications
technology to provide telemedicine between
clinicians and patients (ie, women in the
specific area of midwifery).

Teleconsultation has demonstrated supe-
rior outcomes in managing chronic patholo-
gies (eg, diabetes, psychological conditions),
gynaecology and women’s health, leading
to higher patient and professional satisfac-
tion compared with routine care.” " The
COVID-19 pandemic accelerated the develop-
ment of telemedicine, as this form of practice
helped to reduce the risk of transmission.

In France, teleconsultations by physicians
became eligible for reimbursement in 2018,
whereas midwives were initially not allowed
to bill or be reimbursed for similar telecon-
sultations.'® Due to the pandemic, midwives
were granted exceptional authorisation to
conduct teleconsultations on 20 March 2020.
Subsequently, on 20 December 2021, this
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temporary exception was made permanent and allowed
all midwives across France to perform and be remuner-
ated for teleconsultations.'® General guidelines already
existed to guide healthcare professionals in teleconsulta-
tion practices,* and more specific advice was published
for the COVID-19 period."” However, to our knowledge,
no guidelines have been developed to guide healthcare
workers in conducting teleconsultations for women’s
gynaecological and obstetrical care outside pandemics.
In France, women can be followed by a midwife, an
obstetrician-gynaecologist or a general practitioner (GP)
of their choice (public or private, community or hospital-
based) for pregnancy monitoring and/or preventive
gynaecological care. Midwives and GPs are often the
primary care providers in the perinatal period, posi-
tioning them at the forefront of care and making them
integral to the exploration of teleconsultation practices
in this context, while gynaecologists, who also provide
primary care, offer added expertise towards specialised
or high-risk pathological situation. Pregnancy and gynae-
cological consultations are covered by the national health
insurance fund.

Accordingly, the main objective of this research was to
delineate the scope of teleconsultation services, outside
of pandemics, that can be performed effectively as part
of the comprehensive gynaecological and obstetrical care
of women.

METHODS

Study design

The techniques used to determine consensus are essen-
tially the nominal group technique (ie, small group
discussion followed by a vote) and the Delphi technique
(ie, vote from a large group followed by individual feed-
back).*** We used a Delphi survey to reach an expert
consensus on teleconsultation practices suitable for
women’s gynaecological and obstetrical care. The meth-
odology involved a multistep process, supervised by a
scientific steering committee. The survey unfolded as
follows: (1) Initial selection: we identified a compre-
hensive list of gynaecological and obstetrical care prac-
tices suitable for performing by teleconsultation, based
on literature and experts’ insights; (2) expert panel
formation: a panel of French experts was assembled,
comprising midwives, GPs, obstetricians-gynaecologists
and patient-users, all actively engaged in women’s gynae-
cological and obstetrical care; (3) Delphi method imple-
mentation: the expert panel participated in a Delphi
survey to reach a consensus about each of the candidate
practices.

The scientific steering committee comprised four
midwives (three from the French National College of
Midwives), one GP, one obstetrician-gynaecologist and
one patient-user representative (from the inter-associative
collective around birth).

Delphi organisation and questionnaire

The Delphi consensus was reached through three rounds
of an iterative process that used online questionnaires.
These were hosted on the secure LimeSurvey platform
and disseminated via email, with follow-up reminders
sent after 15 days to non-respondents.

The self-administered questionnaire (cf. online supple-
mental material) introduced the survey’s objective and
specified that the context for teleconsultation had to
consider various factors: age, social precarity, vulnera-
bility, women’s isolation, the presence of third parties
(eg, family, child, caregiver) and emergency situations. It
categorised all perinatal practices into four key domains:
prevention (13 practices), gynaecology (33 practices) and
antenatal (16 practices) and postnatal care (8 practices).
The investigators (AR, LG) proposed these practices based
on the literature and French midwifery skills, excluding
reasons for consultation that required technical clinical
procedures. The scientific steering committee validated
the list and the expert panel finalised it.

Establishment and consultation of the expert panel

Members of the expert panel assessed the relevance of
each teleconsultation practice, using a 9-point Likert
scale ranging from 1 (not relevant) to 9 (totally relevant).
A rating was mandatory for each practice. In the first
round, participants could suggest additional practices
they thought should be added to the initial list. A second
round focused on practices for which no consensus
had been reached. Participants re-evaluated them using
the same Likert scale, while considering the first-round
results. Ratings were again mandatory, and partici-
pants were encouraged to justify their choices through
comments. The third and final round aimed to reach a
consensus, informed by anonymised comments from
the previous rounds. In this final round, ratings were
optional, allowing experts to abstain if unconvinced.

The expert panel comprised professionals from both
academic societies and clinical settings, all currently
engaged in clinical practice. Selection criteria empha-
sised diverse practice settings, including hospital and
community practices, as well as rural and urban loca-
tions. According to these criteria, and by calling on learnt
societies, we contacted 24 experts and 22 participated:
12 midwives (hospital-based and/or independent), 3
obstetricians-gynaecologists, 4 GPs and 3 healthcare
system users (ie, women from a users’ association). As
the list of selected activities was mainly concerned with
physiological care, the scientific steering committee felt
it was important to involve a larger number of midwives,
reflecting the primary role in perinatal care. The guide-
lines recommend including between 15 and 60 partici-
pants, we plan to conduct three rounds including 22
participants.'

Analysis
Consensus was determined by a dual-criteria approach:
the median score on a 9-point Likert scale and the
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Figure 1 Selection and exclusion of practices throughout
the three rounds of the Delphi process.

percentage of votes either below 5 or 5 or above. If the
median score was less than 5 and more than 70% of the
expert panel voted the same way, the practice was consid-
ered unsuitable for teleconsultation. Conversely, if the
median score was greater than or equal to 5 and more
than 70% of votes were greater than 5, the practice was
considered suitable for these video or audio visits. Prac-
tices not meeting these criteria were labelled ‘under
discussion” and underwent further voting.*”* ** After three
voting rounds, practices remaining ‘under discussion’
were concluded to lack consensus.

RESULTS

In the first round, we received 22 responses, and in both
the second and third rounds 21, with one GP abstaining.
Throughout the three rounds, a single practice in post-
natal care was added after the first round, for an assess-
ment of 71 total proposed practices.

In the first round, 25 practices were approved, 11
excluded and 34 reconsidered by the panel; 1 practice
was added (‘postnatal sessions (individual or group)’).
In the second round, 8 more practices were approved,
10 excluded and 17 reconsidered. In the third round, 3
more practices were chosen, 4 excluded and 10 still failed
to reach a consensus (figure 1). In the end, 51% of the
proposed practices were deemed suitable for teleconsul-
tation (n=36/71), 35% were rejected (n=25/71) and 14%
lacked consensus (n=10/71) (figure 1).

The approved practices for teleconsultation were cate-
gorised as follows: 92% in prevention (n=12/13), 55% in
gynaecology (n=18/33), 31% in prenatal care (n=5/16)
and 12% in postnatal care (n=1/9) (table 1). Those
deemed unsuitable for teleconsultation were distributed
as follows: 8% in prevention (n=1/13), 24% in gynae-
cology (n=8/33), 56% in prenatal care (n=9/16) and
78% in postnatal care (n=7/9) (table 2). Lastly, 10 prac-
tices remained under discussion—7 in gynaecology, 2 in
prenatal care and 1 in postnatal care (table 3). Expert
comments highlighted the benefits of teleconsultations,
such as convenience, faster access to care, availability

of healthcare professionals in medical deserts and effi-
ciency in delivering information and routine follow-ups.
However, the need for physical examinations or to
address sensitive issues or establish a relationship, and
some aspects of prenatal and postnatal care were cited as
reasons for in-person visits (table 3).

DISCUSSION

Main findings

Our consensus survey highlights that experts agree that
teleconsultations are convenient and effective: 36 prac-
tices were selected as appropriate for teleconsultation.
Nonetheless, the rejection and non-acceptance of tele-
consultation of practices involving physical examinations,
sensitive issues and aspects of prenatal and postnatal
care indicate the need for careful consideration of the
limitations of relying solely on teleconsultations for these
specific cases.

Interpretation

Our findings align with the existing literature highlighting
the effectiveness and convenience of teleconsultations
for preventive healthcare.*® A French qualitative study
conducted during the COVID-19 pandemic underscored
the utility of teleconsultations in this type of healthcare.
The preponderance of validated preventive practices for
teleconsultation in our study suggests that this form of
practice is eminently suitable for preventive care. This
finding has significant ramifications for enhancing access
to preventive care, particularly in settings where medical
treatment (ie, ‘cure’) often overshadows preventive and
supportive care (ie, ‘care’). The French study mentioned
just above underlined that midwives adopted telecon-
sultation not only to sustain continuity of care but also
to engage in relational care, thereby accentuating the
cure-care dichotomy in clinical practice.”” In our Delphi
survey, most preventive practices proved suitable for tele-
consultation, indicating its strong potential in such care.
This has important implications for improving access
to preventive healthcare, particularly in contexts where
treatment is often prioritised over prevention.

Experts selected follow-up and post-abortion consul-
tations as suitable for teleconsultation only in round 3.
However, the literature appears rather favourable to
carrying out abortion follow-up via teleconsultation; it is
highly acceptable to women and providers, safe and effec-
tive, with a high level of satisfaction among patients and
enabling faster access to the abortion.* 7 Teleconsulta-
tion has demonstrated its utility in the management of
voluntary termination of pregnancy (TOP) by medication
abortions; it both facilitates access to care and enhances
patient satisfaction. For example, ‘Women on Web’,** *
a non-governmental, non-profit organisation, leverages
online telemedicine and medication regimen to provide
early termination of pregnancy in regions lacking access
to safe TOP services. Women’s testimonials indicate that
this form of care gives them a general sense of privacy
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Table 1 Practices selected for teleconsultation

Agreement*
Prevention practices % score 25 Med Rd
Care coordination (referral letters) 95 8.5 1
Follow-up of a painful pathology with reassessment of analgesic therapy 73 7 1
Psychological support (if patient agrees) 73] 7 1
Monitoring a person undergoing withdrawal (alcohol, tobacco, etc) 86 7.5 1
The administrative process of drawing up a medical certificate when the patient has already been examined (eg, for 95 9 1
sick leave)
Extended sick leave (eg, depression, complicated postoperative recovery) 91 8.5
Follow-up of sick leave (psychological issue or persistence of disabling symptoms but insufficient to justify a new 91 1
physical examination)
Consultation for information and/or vaccination prescription 91 9 1
An urgent request from a patient to assess the degree of urgency and the need for a rapid clinical examination, or not 86 7.5 1
Prescription renewals 82 9 1
Patient health education (dietary advice, etc) 95 8.5 1
Advice (tips, information) 95 8.5 1
Gynaecological practices Agreement**

% score 25 Med Rd
Follow-up consultation for contraceptive renewal or reassessment 91 7.5 1
Relay consultation and/or change of contraception 95 9 2
Initial consultation for contraceptive IUD/implant insertion, with prescription 95 9 2
Initial consultation for contraceptive discontinuation IlUD/contraceptive implant 71 9 2
Initial consultation for permanent contraception (information, discussion) 95 9 2
Follow-up consultation for dysmenorrhoea 73 7 1
Initial consultation for non-febrile lower urinary tract infection in women (cystitis) 76 7 2
Follow-up consultation for secondary treatment of non-febrile lower urinary tract infection in women (cystitis) 73 7.5 1
Follow-up consultation for secondary treatment of non-febrile vaginal infection in women 73 85 1
Consultation for prescribing laboratory examinations 73 5 1
Follow-up consultation for laboratory examinations 95 8.5 1
Consultation for advice and/or prescription of an STI check-up 86 9 2
STI follow-up consultation 73 6.5 1
STI consultation for partner if asymptomatic 7 8 1
Follow-up abortion consultation 94 9 3
Post-abortion consultation 81 9 3
Sexual health information consultation 82 8 1
Consultation with the male partner in the case of infertility, for prescription of the spermogram 71 8 2
Prenatal practices Agreement*

% score >5 Med Rd
Prenatal check-up, including blood test prescription 82 8 1
Advice/information/explanations of pregnancy tests 77 7.5 1
Reporting normal results 91 8 1
Reporting trisomy 21 screening results: explanations, prescription and transfer of necessary documents to the 73 8 2
laboratory (to be signed by the patient)
Information and management of pathological results between 2 monthly prenatal consultations 74 8 3
Postnatal practices Agreement*

% score 25 Med Rd
Advice on feeding newborn babies 91 7.5 1

*Definition of agreement: median score >5and >70% of votes >5.
.IUD, Intrauterine Device; Med, median; Rd, round; STI, sexually transmitted infections.
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Table 2 Practices not selected for teleconsultation

Prevention practices Agreement*

% score >5 Med Rd
Screening for domestic, marital and/or gender-based and sexual violence 18 2 1
Gynaecological practices Agreement*

% score>5 Med Rd
Initial consultation for dysmenorrhoea 19 1 2
Initial consultation for non-febrile vaginal infection in women 10 2 2
Initial consultation for metrorrhagia or menorrhagia 14 1 1
Initial consultation for pelvic pain 14 1 1
Initial consultation for dyspareunia 27 1 1
Sexology consultation 23 1 1
Consultation for precocious puberty 14 1 1
Initial prevention consultation for adolescents 19 1 2
Prenatal practices Agreement*

% score >5 Med Rd
Initial consultation at the very start of pregnancy (first or second month) 29 2 2
Individual preparation for birth and parenthood 15 1 3
Group preparation for birth and parenthood 29 1 2
The 4th-month consultation for women at low obstetrical risk 29 2 3
5th-month consultation (preferably after second-trimester ultrasound scan) 24 1 2
6th-month consultation for women at low obstetrical risk 10 1 2
7th-month consultation for women at low obstetrical risk 23 1 1
8th-month consultation (preferably after third-trimester ultrasound scan) 18 1 1
9th-month consultation for women at low obstetrical risk 9 1 1
Postnatal practices Agreement*

% score 25 Med Rd
Breastfeeding consultation 24 2 2
First visit for mother and child in the first week, in the case of a priori physiological situations 14 1 1
Continued monitoring of the woman and child after a first home visit 14 1 2
First early postnatal interview (4-8 weeks) 21 1 3
Postnatal medical consultation (6—-8 weeks post-delivery) 14 1 1
Information on perineal rehabilitation and needs assessment (first session) 19 1 2
Postnatal sessions (individual or group) 17 1 S

*Definition of agreement: median score <5and >70% of the expert panel <5.
Med, median; Rd, round.

and security.” Conversely, some women expressed a pref-
erence for face-to-face interactions with physicians. This
underscores the necessity of informing women about
available service modalities, enabling them to make an
informed choice tailored to their comfort and needs.
While our findings broadly endorse the utility of tele-
consultations, they also suggest limitations, particularly
in prenatal and postnatal care where physical examina-
tions and sensitive dialogues are often more effective
when conducted in person.” This highlights the need for
a nuanced approach that considers the specific nature
and requirements of individual healthcare practices
when considering the appropriateness of teleconsulta-
tion. Additionally, societal and healthcare system factors,

such as reimbursement policies, can significantly influ-
ence the feasibility and acceptability of this modality.”
For example, in France, teleconsultations are reimbursed
by the national health insurance fund just as in-person
consultations are; this enhances their accessibility.
However, this is not universally the case; in some coun-
tries, teleconsultations are either not reimbursed or only
reimbursed for specific healthcare professionals, which
potentially limits their widespread adoption.

Our team’s earlier qualitative analysis'® showed that
midwives adopted telemedicine to ensure their patients’
access to continuous care, maintain their professional
activity and income and reduce the risks of infection.
However, while teleconsultations offered practical
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Table 3 Practices that failed to achieve consensus

Prevention practices

Arguments for selection

Arguments for exclusion

/ /
Gynaecological

practices

Initial contraception >

information consultation
Approval ratio (>5): 67 %
Median score: 8

Initial fertility/infertility/ >
sterility information
consultation >
Approval ratio: 41% >
Median score: 3

Fertility treatment/follow- »
up consultation

Approval ratio: 70% >
Median score: 7.5

>
Advice on prescribing >
genetic testing
Approval ratio: 63% >

Median score: 7

Follow-up genetic >
assessment consultation
Approval ratio: 43%

Median score: 4
Pre-abortion consultation »
Approval ratio: 47%

Median score: 3

Arguments for selection

Informational consultations on
contraception can be conducted by
teleconsultation only, without any
clinical examination.

Video consultations enable the
midwife or physician to support their
explanations with visuals or other
informational tools.

For young women, trust can be
established equally well in both in-
person and teleconsultation settings.
In emergencies, remote consultations
can facilitate access to necessary
information.

Presenting various contraception
methods through teleconsultations is

possible with sufficient discussion time.

Initial contact can be made through
video consultation.

No need for a clinical examination.
Information can be provided to the
women without a clinical examination.
Remote exchanges are possible.

It is a follow-up consultation, making it
possible via video.

Suitable for discussing fertility test
results and treatment plans via
teleconsultation.

Relevant for planning ongoing care.

Possible to perform remotely without
the need for a clinical examination.
Exchange of information can be
facilitated through teleconsultation.

Remote exchanges can be relevant.

Simplifies women’s journey, provides
quicker access and facilitates
information exchange remotely.

/

Arguments for exclusion

» In-person consultation allows for a clinical
examination to verify contraindications and choose

the most suitable contraception.

Establishing a trustful relationship with the midwife
or physician is easier in person, which is crucial for
sensitive subjects such as contraception.
In-person visits allow for more interactive
presentations of different contraception methods,
such as demonstrating the insertion of an IUD.

Too much information and emotion involved.
Sensitive subject that may require an in-person

consultation.

Some explanations may require visual aids.
Difficult to address psychological aspects via

teleconsultation.
Clinical examination often proves useful.

In-person consultation is more appropriate for the

first visit to the clinic.

Sensitive subject that may require an in-person

consultation.

In-person consultation is important for thorough
assessment.
Emotional impact of infertility may be better

addressed in person.

Difficult to address psychological aspects via

teleconsultation.

Difficult to deliver test results via video, especially if

complications arise.

Better understanding of information and thorough

assessment are important.

Sensitive subject that may require in-person

presence.

In-person consultation is important for discussions

and addressing psychological aspects.

Sensitive subject requires in-person consultation for
supportive psychosocial space outside the home.
Ultrasound confirmation of pregnancy and
comprehensive assessment are best done in person.
In-person consultation allows for necessary
examination and medication dispensing, while also

addressing potential external pressures.
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Table 3 Continued

Prevention practices Arguments for selection

Arguments for exclusion

Follow-up consultation
for women’s cancer
screening showing an
abnormal result
Approval ratio: 33%
Median score: 1.5

teleconsultation.
| 4

to colposcopy or other additional
examinations.

| 4
can be left to the women.

Prenatal practices Arguments for selection

Preconception
consultation
Approval ratio: 70%
Median score: 8.5

(No specific reasons provided)

Early prenatal interview
Approval ratio: 32%
Median score: 1

» Reaches couples who work and

appointments are not feasible.

» No need for a clinical examination,

making it suitable for remote
consultation.

Postnatal practices
Second early postnatal
interview

Approval ratio: 37%
Median score: 2

Arguments for selection

consultation.

professional or other reasons.
If monitoring the baby’s weight is

» Clinical examination already performed
during cancer screening, and follow-
up can be efficiently conducted via

No need for a new clinical examination.
» Teleconsultation can expedite access

Choice of in-person vs teleconsultation

provides flexibility when in-person

» Gives the woman the autonomy to
choose between remote or in-person

Avoids the challenges of complicated
travel, especially when considering

» Sensitive subject requires in-person consultation to
provide psychosocial support for the women.

» Announcement of abnormal results may necessitate
an in-person clinical examination.

» In-person interaction is considered more ‘humane’
than a remote announcement, ensuring the women’s
support system.

» Proper psychological support is essential and best
provided in person.

Arguments for exclusion

» Comprehensive clinical examination, including
cardiac auscultation and breast examination, is
necessary and must be conducted in person.
Preconception consultations often involve meeting
the partner and addressing various topics, requiring
significant human and clinical interactions.

In-person consultations are preferable for
establishing trust and a conducive environment to
address all topics and get to know the facility if the
interview takes place in the maternity ward.

Some find teleconsultations too lengthy, while in-
person interactions are considered more enriching.

>

Arguments for exclusion

» The second early postnatal interview often requires
a physical assessment of the mother—child
relationship, necessitating an in-person consultation.

» Importance of direct contact to detect signs of
postnatal depression.

» |f the consultation is deemed necessary, it should be
conducted in person.

not required, teleconsultation can be

suitable.
When the consultation is the only
feasible option for the woman.

IUD, Intrauterine Device.

benefits during the pandemic, their sustained use after-
wards requires careful consideration of technical, regula-
tory and ethical aspects. These findings provide valuable
insights for healthcare providers and policymakers
seeking to optimise the use of teleconsultations for
women’s gynaecological and obstetrical care.

Strength and limitations

One of the main strengths of our study is its use of the
Delphi method, which allowed us to gather expert
consensus on a wide range of practices related to women’s
gynaecological and obstetrical care. This method is
recognised for its effectiveness in achieving consensus
in healthcare settings.?’3 However, a related limitation
is that the Delphi method relies heavily on the exper-
tise and opinions of the selected panel. While we made
efforts to include a diverse range of experts, the results
may not fully represent all possible perspectives in the

field. Thus, the selection of experts participating in the
Delphi, particularly those practicing in rural or urban
areas, was therefore carefully considered, but the study
was not designed to differentiate the activities that can be
carried out by teleconsultation, depending on the area.
Further studies would be needed to assess this point, and
the appropriateness of teleconsultation in continuity of
care by territorial area.

Another strength is the high response rate among our
expert panel across all three rounds of the Delphi survey,
which enhances the reliability of our findings.”' However,
the limitation associated with this is that our panel was
predominantly French, which may limit the generalis-
ability of our findings to other cultural or healthcare
contexts or places where midwives use different skills
from those taught in France.
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Perspectives

Following this Delphi survey, the French College of
Midwives (College National des Sage-femme de France)
will be able to publish guidelines to help professionals
choose the practices they will be willing to perform by
teleconsultation.

The findings of our study open several avenues for
future research and have significant implications for
practice. Teleconsultations have shown the potential to
enhance access to healthcare, particularly in areas where
in-person consultations may be limited by medical demo-
graphics, geography or costs. Future research could
explore the use of teleconsultations in different health-
care contexts, such as in rural or underserved areas, and
for managing other health conditions.

In terms of practice, our study suggests both that
healthcare providers could benefit from training in the
effective use of teleconsultations and that policies could
be developed to support their integration into routine
care. This is particularly relevant for practices that are
currently performed less frequently by midwives, such as
those related to infertility and genetics. Our study found
no consensus on whether these practices are suitable for
teleconsultations, indicating a need for further investiga-
tion and potentially, specialised training for midwives.

Moreover, our study has broader implications for the
transformation of healthcare delivery. By leveraging tele-
consultations, we can potentially improve access to care,
enhance patient satisfaction and ensure continuity of
care, even in challenging circumstances. However, it is
crucial to consider the technical, regulatory, and ethical
aspects of teleconsultations to ensure their sustainable
and effective use after the pandemic.

CONCLUSION

Our consensus survey highlights both the benefits and
limitations of teleconsultations for women’s gynaeco-
logical and obstetrical care, emphasising the need for
careful consideration and tailored implementation.
Further research and consideration of the potential
benefits and drawbacks of teleconsultations in these areas
are warranted to ensure optimal care and outcomes for
women.

X Laurent Gaucher @Laurent_ GAUCHER
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