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Abstract
Purpose  Patient-centered communication (PCC) in cancer care is helpful to nurture the patient-clinician relationship 
and respond to patients’ emotions. However, it is unknown how PCC is incorporated into electronic patient-clinician 
communication.
Methods  In-depth, semi-structured qualitative interviews with clinicians were conducted to understand how PCC was 
integrated into asynchronous communication between patients and clinicians; otherwise, known as secure messaging. The 
constant comparative method was used to develop a codebook and formulate themes.
Results  Twenty clinicians in medical and radiation oncology participated in audio-recorded interviews. Three main themes 
addressed how clinicians incorporate PCC within messages: (1) being mindful of the patient-clinician relationship, (2) 
encouraging participation and partnership, and (3) responding promptly suggests accessibility and approachability. Clinicians 
recommended that patients could craft more effective messages by being specific, expressing concern, needs, and directness, 
summarized by the acronym S.E.N.D.
Conclusions  Clinicians value secure messaging to connect with patients and demonstrate their accessibility. They acknowl-
edge that secure messaging can influence the patient-clinician relationship and make efforts to include considerate and sup-
portive language. As secure messaging is increasingly relied upon for patient-clinician communication, patients’ message 
quality must improve to assist clinicians in being able to provide prompt responses inclusive of PCC.
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Introduction

Patient-centered communication (PCC) is a recommended 
model of communication in healthcare that focuses on 
the “patient-as-person” [1]. PCC is responsive to patients’ 
wants, needs, and preferences [2], and is an alternative to the 

“biomedical model,” in which the illness is the centerpiece and 
patients are regarded as a set of symptoms to be investigated [1]. 
The Institute of Medicine (IOM) endorses PCC [3], which is 
associated with higher satisfaction among oncology patients [4], 
because it improves self-efficacy and reduces decisional conflict, 
as well as lessens physical and psychological symptoms and 
distress in cancer patients undergoing treatment [5]. Epstein and 
Street’s framework for PCC in cancer care suggests that effec-
tive patient-clinician communication is influenced by clinicians’ 
performing active listening and asking open-ended questions 
[6]. Specifically, they recommend six core functions of PCC: (1) 
fostering healing relationships, (2) exchanging information, (3) 
responding to emotions, (4) managing uncertainty, (5) making 
decisions, and (6) enabling patient self-management [6].

However, nearly all studies related to PCC have con-
centrated on in-person encounters even though the pro-
liferation of technology in healthcare has greatly altered 
the patient-clinician experience. During the early stages 
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of the COVID-19 pandemic, health care systems rapidly 
shifted to telemedicine. For instance, the share of telemed-
icine visits increased from < 1% of total visits to 70% of 
total visits, totaling more than 1000 video visits per day 
in March 2020 at Duke University [7]. An integral aspect 
of telemedicine is secure messaging (SM), a feature within 
patient portals that enables asynchronous communication 
between patients and clinicians. SM was utilized during 
the pandemic as an effective method of delivering can-
cer care [8]. Generally, SM utilization has dramatically 
increased over the past ten years as over 90% of hospitals 
now offer patient portal access [9].

While SM is now a common communication tool, cli-
nicians worry that it will increase their workload, even 
though studies have yet to support this correlation [10, 
11]. Moreover, a cross-sectional survey conducted at a 
California health center revealed that oncologists rarely 
considered SM to be an appropriate method for patient-
clinician activity outside of issues related to survivorship 
follow-up, check-in pretreatment, and patient navigation 
[12]. In the oncology setting, a qualitative study with 
patients with cancer found that SM was preferred to other 
types of communication, such as the phone, and patients 
believed that the quality of SM communication can influ-
ence perceptions of their care [13]. Further, an experiment 
with patients with cancer found that they valued patient-
centeredness in SM communication and sought support, 
partnership, and information from clinicians’ replies 
[14]. Clinicians receive little to no training about how 
to effectively communicate using SM even though they 
desire training [15]. Given the hesitancy of clinicians to 
embrace SM, their lack of training, and the historical use 
of paternalistic communication [16], our objective was to 
understand how clinicians incorporate PCC when com-
municating using SM. The following research questions 
were posited:

RQ1: How do clinicians incorporate PCC within SM?
RQ2: What strategies are needed to facilitate effective 
patient-clinician SM communication?

Methods

Setting

This study took place in coordination with the Uni-
versity of Florida Health Cancer Center (UFHCC) and 
was approved by the University of Florida Institutional 
Review Board (IRB202000243). All procedures were 
performed in accordance with the relevant guidelines 
and regulations.

Participants

All clinicians in the medical oncology and radiation oncology 
online directory were contacted via email. The email con-
tained an overview of the study and a link to indicate their 
interest in participating. To expand our sample outside of the 
existing health system, we conducted snowball sampling [17] 
by asking enrolled participants for referrals. Additionally, the 
research team’s professional network was utilized to contact 
clinicians and recruitment messages were posted to social 
media. In total, 59 recruitment emails were sent between July 
and December 2020. As an incentive, participants received a 
gift card for joining the study.

Study design

Interviews were used as the method of inquiry because they 
enable extensive, detailed information about a phenomenon to 
be obtained[18]. Although surveys are effective for finding out 
what people do and want, they are less effective at explaining 
why people act as they do[19]. Moreover, interviews allow for 
the ability to immediately follow up and attain clarification[18] 
Another qualitative method, focus groups, was considered, but 
ultimately the research team chose interviews because the act 
of using SM is an individual experience. While focus groups 
have the advantage of generating synergy and idea building[20], 
from a practical perspective, it would be difficult to coordinate 
the schedules of clinicians to meet at the same time. Addition-
ally, since we aimed to include clinicians of various experi-
ence levels as well as different types of clinicians (i.e., doctors 
and nurses), individual interviews allowed participants to fully 
express themselves without fear of voicing opinions that might 
differ with other participants in positions of power. Interviews 
were completed by one of three authors (JA, CH, CB) using a 
semi-structured interview guide. The guide was organized into 
three sections about various communication topics in cancer 
care, such as SM, teleoncology, and online information-seek-
ing. Demographic data about each participant was collected, 
followed by questions related to SM, such as (1) experiences 
with SM, (2) parameters of use, and (3) attributes of messages. 
The interview guide was written collaboratively by members of 
the research team (JA, CB), and was subsequently examined by 
the clinical team member of the research team (MJM). Sample 
questions from the interview guide are in Table 1. All inter-
views were recorded, professionally transcribed, and uploaded 
to Atlas.ti v.9.

Data analysis

Primary-cycle coding was performed by two members of 
the research team (JA, CH) by independently reading a set 
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of three initial transcripts [21]. An initial codebook was 
created after discussions about the codes, and then the 
codebook was modified after four additional transcripts 
were reviewed. The research team then collapsed similar 
code groups. Discrepancies about code groupings were 
debated until consensus grouped similar codes together 
and through a process of constant comparison, each code 
was distinctly defined and initial themes were generated as 
new transcripts were reviewed [22]. Self-reflecting memos 
recorded during interviews were reviewed to confirm our 
analysis [23], as well as the use of in vivo direct quotes 
from participants to ensure trustworthiness [24]. Another 
member of the research team (AR) confirmed themes by 
independently coding three transcripts. Member check-
ing [25] occurred by having the clinical member of the 
research team (MJM) review themes.

Results

Sample characteristics

Twenty-one clinicians participated in the study (36% 
enrollment rate), but data from one clinician was not 
included in our analysis because they did not have expe-
rience using SM. The majority of participants identified 
as female (n = 13, 65%) with an average of 8 years post-
residency, fellowship, or schooling among 17 participants 
(range: 1–33). Three participants were still in residency 
while the interviews were conducted. All participants 
were oncologists, except for one physician assistant and 
one advanced practice registered nurse. Seventeen cli-
nicians (85%) were affiliated with UFHCC, while the 
other three were employed at cancer centers in the south, 
northeast, and western USA. Thirteen participants (65%) 
worked in medical oncology departments, seven (35%) in 
radiation oncology, and the majority worked in outpatient 
settings (n = 13, 65%).

Three main themes emerged from the first research ques-
tion: (1) being mindful of the patient-clinician relation-
ship, (2) encouraging participation and partnership, and (3) 
responding promptly suggests accessibility and approach-
ability. One theme emerged in answer to the second research 
question about clinicians’ recommended strategies for more 
effective SM communication, in which clinicians encour-
aged patients to communicate with specificity, clearly 
expressing concerns, stating needs, and being direct.

RQ1: How do clinicians incorporate PCC within SM?
Theme 1: Mindful of the patient-clinician relationship

Clinicians were cognizant that secure messages rep-
resented inquiries from patients that were sincere and, in 
response, clinicians aimed to deliver equally sincere mes-
sages to patients. Clinicians reported being thoughtful and 
intentional with their choice of words. For instance, when 
patients ask about test results or discomfort they are expe-
riencing, a radiation oncologist (#56) said, “Instead of just 
saying ‘yep, that’s normal,’ I try to go in-depth about why 
they’re having that symptom.” Similarly, clinicians consid-
ered how messages would be interpreted by patients when 
replying. An advanced practice registered nurse (#31) in 
medical oncology made messages jargon-free by using 
phrases such as, “Your scan shows things are going [in] the 
right direction” or “The cancer is decreasing.”

In addition to making sure messages were clear and 
easily understood, clinicians noticed cues from patients’ 
messages and offered support, and expressed empathy 
when appropriate. For instance, a radiation oncologist 
(#59) said, “I include language that includes emotional 
support, like, ‘I understand where you’re coming from.’” 
A physician assistant in medical oncology (#28) acknowl-
edged how important and meaningful her message can be 
for a patient, saying, “If I can make the patient’s day a 
little better by responding in a kind manner, whether it’s 
related to their healthcare or not, then I’m okay with that.”

Table 1   Sample interview questions

Topic Question

Experience with secure messaging What are the advantages of SM?
What are the disadvantages of SM?
How many messages do you receive?

Parameters of use Describe your routine for communicating with patients using SM
Have you had to limit the correspondence with patients using SM?
What are the main reasons why patients write to you?

Attributes of messages How do you include text/language that makes patients feel like they are 
supported, a partner in their care?

What advice would you give patients to write more effective messages?
How has secure messaging influenced your relationships with the patients?
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Another way that clinicians nurtured the patient-clini-
cian relationship while using SM was to use open-ended 
questions. A radiation oncologist (#55) said:

I try to always ask open-ended questions. Ask them 
what they are thinking when they're confronting 
me with an issue or a question so that I can better 
understand where they stand and what their thought 
process is.

Theme 2: Encouraging participation and partnership

Asking open-ended questions was also a way of grant-
ing permission to patients to continue the conversation. 
A radiation oncologist (#39) tried to “phrase things very 
carefully,” to avoid being “dictatorial in patient care.” An 
advanced practice registered nurse (#31) encouraged con-
tinuous dialogue with patients, especially through SM. She 
said, “I always encourage my patient as soon as they are 
coming in, as soon as I’m done with them…don’t hesitate 
to send a message.” Providing positive feedback was also 
a way of promoting participation. A physician assistant 
in medical oncology (#28) said, “If they ask a question 
then a lot of the time, I’ll say, ‘that’s a great question. 
I’m glad you asked.’” A medical oncologist (#1) had one 
patient who frequently sent her journal articles about her 
cancer. The oncologist responded positively and encour-
aged her to keep looking for useful information, which was 
the patient’s way of taking an active role in her treatment.

Communication through SM was also considered as a way 
to foster a partnership between the clinician and the patient. 
For instance, a physician assistant (#28) recalled how she told 
a patient how proud she was that they quit smoking. She said, 
“I try to do things…to remind them that I’m on their side.” 
A radiation oncologist (#39) included “emotional content,” 
such as, “You were on my mind the other day,” to let patients 
know she was invested in their care. SM also allowed patients 
to express themselves, which contributed to higher levels of 
partnership. For example, a medical oncologist (#2) men-
tioned that some patients make jokes or leave smiley faces in 
messages, while another medical oncologist (#9) liked how 
patients included unique facts about themselves. Just like in-
person interactions, clinicians recognized that patients had dif-
ferent communication styles and uses of SM, for which they 
adapt their behavior. A medical oncologist (#6) summarized 
this sentiment by saying, “Some of them just want the facts…
but there are others that I think probably want, ‘just checking 
in. How are you doing?’”.

Theme 3: Prompt communication suggests accessibility 
and approachability

Clinicians recognized that most health systems were set 
up to tightly control when clinician-patient interaction took 

place, but SM enabled a direct line of communication. Cli-
nicians found this refreshing, as a medical oncologist (#1) 
said referring to SM, “My patients are often really surprised 
when I’m the one answering,” as opposed to a nurse or hos-
pital staff. Another medical oncologist (#2) said, “I want 
patients to feel like they can reach out to me directly.” Simi-
larly, a medical oncologist (#7) mentioned the difficulties of 
using the phone, for both patients and clinicians. He said, 
“[Patients] used to have to wait for call-backs…there’s just 
a lot of missed opportunities to get them what they need 
faster and I think that’s what we can do now with [messag-
ing].” Not only did SM provide more rapid communication 
but it also shaped the way patients communicate with clini-
cians. For instance, a radiation oncologist (#58) said, “It 
makes patients feel like they have better access to us…they 
feel like they can talk to us a little more than they normally 
do.” A medical oncologist (#44) had a similar perspec-
tive and stated, “I hope it makes [patients] feel like we’re 
approachable.”

Relatedly, just the act of responding to the patient 
promptly can positively shape the patient-clinician relation-
ship. A physician assistant in medical oncology (#28) said, 
“When they can get in contact with us quickly and we can 
respond to them, that builds that relationship of trust and 
they know they can rely on us.” An advanced practice regis-
tered nurse (#31) added that SM helped to develop a sense 
of trust because it showed that, “Somebody cares about 
me,” when questions were answered punctually through 
SM. It is also relatively easy to communicate using SM, 
for both patients and clinicians. Patients can click on the 
clinicians’ name in the portal instead of looking up their 
address, and according to a radiation oncologist (#39), SM 
helped keep patients and clinicians in closer touch because 
as she described:

Cancer care is so complicated, and the times that 
things have been the worst…was when the patient was 
sitting home, suffering from something that I could've 
helped with, and I just didn't know. So, part of that is 
regular follow-ups, but after a point, those can only 
be every few months, and in-between times, things can 
fall through the cracks. So I would say SM has had a 
very positive effect.

SM can also be used to communicate test results and 
to start a dialogue. For example, a medical oncologist 
(#1) usually sends patients their entire scan, which they 
typically do not have access to. A summary of the scan 
is included in the message, indicating whether it is good 
news or something that needs to be discussed. A radia-
tion oncologist also communicates results this way and 
described it as, “A huge advantage” because “[Patients] 
can see their test result and then send us a message if they 
have a question about it.”
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Although clinicians largely considered the positive 
aspects of SM, they were aware that patients’ expecta-
tions had to be managed. A medical oncologist (#15) said, 
“[SM] is for quick correspondence.” If patients persist in 
asking numerous questions, another medical oncologist 
(#2) recommended suggesting an in-person consultation 
or a phone call to set boundaries. Clinicians did have con-
cerns about messaging taking up too much time, but when 
asked how they handled patients’ misuse of SM, the over-
whelming sentiment was that such instances were uncom-
mon. A medical oncologist (#11) said he has never had to 
limit the correspondence with a patient, while only two 
clinicians cited examples of patients sending excess mes-
sages or feeling like they were under pressure to respond 
quickly.

RQ2: What strategies are needed to facilitate effective 
patient-clinician SM communication?

A barrier to responding to patients’ messages in a patient-
centered manner was low message quality. It sometimes required 
multiple correspondences to fully understand why the patient 
was writing. Clinicians identified four attributes that patients 
should consider when crafting messages: (1) specificity, which 
was exemplified by a medical oncologist (#1) saying that 
patients often write that they “feel bad,” but she said, “I don’t 
know what that means medically.” She typically responds by 
replying, “Can you tell me more about what that means to 
you?” Clinicians also encouraged patients to (2) express their 
concerns and questions. If patients were able to better articulate 
their worries, then clinicians could tailor responses. Clinicians 
mentioned that they wanted to know what patients were most 
afraid of or concerned about. Relatedly, clinicians suggested 
that patients clearly (3) state their needs. A medical oncologist 
(#2) recommended that patients lead with “I have a question 
about my treatment," or, "I have a question about my diagno-
sis" because it “helps…with what you're expecting to get out of 
this interaction.” Lastly, because clinicians do consider the time 
constraints of messaging, they preferred when patients were (4) 
direct. A medical oncologist (#4) said that patients, “Shouldn't 
feel like they need to say, ‘How are you?’ It should just be, ‘Hey, 
here's my question. Here's my worry. Here's my concern.’” A 
radiation oncologist (#13) reiterated this point, saying, “I would 
just suggest they write specifically what the question is and just 
be very direct…it becomes challenging unless there's a direct 
question to know the purpose.”

Discussion

This study used interviews with oncology clinicians to under-
stand how patient-centered communication was incorporated 
within secure messages and what patients can do to write 

more effective messages. Our findings revealed that clinicians 
in our study see the benefits of SM and actively use the com-
munication tool to enrich the patient-clinician relationship, 
improve patient participation, and enhance patients’ percep-
tions of clinicians’ accessibility. Although PCC was integrated 
within messages, clinicians recommended that patients be 
more specific, express concerns, state needs, and be direct 
when using SM to help clinicians reply appropriately.

A benefit of SM that was uncovered during our quali-
tative analysis was clinicians’ purposeful efforts to use 
plain language instead of jargon. Limiting the use of com-
plicated medical terminology and taking time to provide 
appropriate explanations can build partnerships and fos-
ter better patient-clinician relationships [26]. Considering 
that 36% of the adult US population has basic or below 
basic health literacy levels [27], SM enables clinicians to 
thoughtfully craft and edit their communication, which is 
difficult to do while conversing during in-person consulta-
tions. However, a study that analyzed oncologists’ note-
writing habits, which is similar to SM since patients were 
able to view oncologists’ notes, found that they were not 
written in a patient-friendly manner and contained com-
plex language [28]. Patients may turn to the internet if 
they do not understand medical terminology in clinicians’ 
messages. Therefore, clinicians should consider includ-
ing links in their messages to vetted health information 
websites to ensure that patients are getting their health and 
medical information from trustworthy sources.

Our interviews also discovered that clinicians believed 
SM improved how patients perceived access to care. Simi-
larly, a systematic review of communication functions that 
influenced patient outcomes found that access to the EHR 
and messaging enable improved PCC characteristics, such 
as patient empowerment, engagement, and self-manage-
ment [29]. The ability to send a message directly to their 
care team enabled patients to feel like clinicians were more 
approachable. It is common for patients to experience 
white coat syndrome [30], high blood pressure due to a 
patient’s anxiety upon seeing a doctor, during face-to-face 
visits. The imbalance of power between patients and clini-
cians has been well documented, making patients passive 
and intimidated [31]. Perhaps the asynchronous nature of 
SM enables patients to communicate freely. Although SM 
affords distance between patients and clinicians, it is still 
considered as a meaningful patient-clinician interaction 
according to patients [13]. Immediacy, communication 
features that promote emotional closeness, engaging and 
caring relationships, and authenticity [32], is often rec-
ommended during patient-clinician interactions. While 
SM would be considered to have less immediacy than 
in-person communication, a benefit of SM may be that it 
allows for enough immediacy while also limiting the power 
differential.
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Like other studies focusing on SM [33–36], clinicians in 
our study voiced concerns about handling an excess amount 
of patient messages. However, only a small number of clini-
cians were able to think of a time when they actually had to 
confront a patient who was sending too many messages. This 
finding is similar to other studies that were unable to link SM 
volume with additional workload [10, 37–39]. While SM did 
not necessarily add to the workload, clinicians often encounter 
difficulty interpreting patients’ messages and are concerned that 
not meeting the patients’ expectation in their response could 
negatively affect the patient-clinician relationship [40]. General 
communication skills training for oncology professionals has 
demonstrated improvements in the way clinicians communicate 
with patients [41, 42], but patients can also benefit from such 
training. Given that the average adult in the USA reads at the 
seventh-grade level [43] and that patients tend to express their 
concerns as indirect cues [44, 45], it is unsurprising that their 
messages are not articulated sufficiently. Patient portals provide 
little assistance, by limiting messages with character counts to 
avoid excessively long messages.

Possibly the most noteworthy finding from our study was just 
how willing clinicians were to empathize with patients when 
corresponding using SM. In cancer care, empathy is an impor-
tant element of effective communication between patients and 
clinicians [46, 47]. Overwhelmingly, the clinicians in our study 
discussed their efforts to incorporate thoughtful communica-
tion by considering what patients were going through. Although 
previous studies acknowledged that SM may not be suitable for 
building a relationship or generating rapport between patients 
and clinicians [14], the simple act of corresponding electroni-
cally with considerate language may be a gesture of rapport 
building in and of itself.

Limitations

This study contains several limitations. Seventeen out of the 
20 participants worked in the same health center, limiting the 
study’s generalizability. Participants volunteered to take part in 
the study, which may indicate that they were inclined to use SM 
compared to non-participants who may not value SM as highly. 
In the future, an experiment should be conducted to test the 
impact of PCC within SM on the patient-clinician relationship 
as well as how it may influence health outcomes. Additionally, 
patients’ message writing should be examined to determine if 
training would enhance the quality of their messages.

Conclusion

Qualitative interviews with clinicians revealed approaches 
to using patient-centered communication within secure mes-
saging. Clinicians mostly embraced electronic messaging 

and made efforts to include language that supported patients. 
They recognized that secure messaging can influence the 
patient-clinician relationship and assist in breaking down the 
power differential. To elevate messaging to an even more reli-
able aspect of patient-clinician communication, it is recom-
mended that patients consider S.E.N.D. (specificity, express-
ing concern, needs, directness) when constructing messages.
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