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Aim: To assess the perception of telehealth visits among a multiracial cancer population during the coro-
navirus disease 2019 pandemic. Methods: This cross-sectional study was conducted at outpatient cancer
clinics in Hawaii between March and August 2020. Patients were invited to participate in the survey ei-
ther by phone or email. Results: Of the 212 survey respondents, 61.3% were Asian, 23.6% were White and
15.1% were Native Hawaiians or Pacific Islanders. Asians, Native Hawaiians and Pacific Islanders were less
likely to desire future telehealth visits compared with Whites. Predictors with regard to preferring future
telehealth visits included lower income and hematopoietic cancers. Conclusion: The authors found racial
differences in preference for telehealth. Future studies aimed at overcoming these racial disparities are
needed to provide equitable oncology care.
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The impact of the COVID-19 pandemic has accelerated the development of new models of care in oncology
practice. Individuals with cancer are at an increased risk of mortality from COVID-19, leading to a greater need
for precautions, such as social distancing [1,2]. In an attempt to decrease in-person office visits, oncology clinics
have altered treatment schedules by increasing intervals between treatments [3,4]. The American Society of Clinical
Oncology recommended adoption of telemedicine for patients not requiring a physical exam, treatment or in-office
diagnostic testing [5]. Furthermore, the Department of Health and Human Services lifted restrictions, allowing
wider adoption of telehealth visits as a substitution for in-person visits without diminishing reimbursements [6]. As
a result, oncologists have rapidly adopted the use of telehealth in place of the traditional office visit to decrease the
risk of transmitting the virus among patients and providers [7,8].

In general, telehealth refers to the use of telemedicine (defined by the Centers for Medicare and Medicaid
Services as real-time interactive audio and video telecommunication) and/or telephone visits [9]. As a modality
of provider-to-patient interaction, telehealth is relatively young, existing since only the early 1990s. Prior to the
COVID-19 pandemic, telehealth was traditionally used for the delivery of healthcare services where distance was
a critical factor. At present, the majority of patients are being converted to telehealth visits because of COVID-
19 directives rather than distance. Recent teleoncology studies have demonstrated high rates of satisfaction with
telehealth during the COVID-19 pandemic [10–12]. However, teleoncology has not been extensively studied in
Asian and indigenous Pacific Islander populations, such as Native Hawaiians, who may have different experiences
with the modality [13]. This study aimed to assess the perception of telehealth visits among a multiracial cancer
population for whom in-person visits were the standard of care prior to COVID-19.

Future Oncol. (Epub ahead of print) ISSN 1479-669410.2217/fon-2021-0136 C© 2021 Future Medicine Ltd

https://orcid.org/0000-0001-8640-7693
https://orcid.org/0000-0002-6248-0113
https://orcid.org/0000-0003-4145-8010


Research Article Meno, Abe, Fukui, Braun-Inglis, Pagano & Acoba

Methods
Participants & eligibility criteria
This study was conducted at outpatient cancer clinics in Hawaii affiliated with the Queen’s Health Systems and
Hawaii Pacific Health. Together, these clinics care for about 70% of all cancer patients in the state. Patients who
completed a telehealth visit between March and August 2020 were eligible to participate. Adults aged 18 years and
older, with any cancer type and treatment intent, were eligible. Participants needed to be literate in English.

Data collection & measurement
Participants were approached sequentially in the survey time frame. Patients were invited to participate in the
survey either by phone or email. All surveys were completed anonymously, and no personal health information or
personally identifiable information was collected.

Demographic data collected included sex, age, education level, income, insurance type, race, type of cancer and
stage of cancer. The authors developed a survey using Likert-type scales to evaluate patients’ telehealth experience.
Patients also rated their telehealth visit in comparison with a traditional face-to-face office visit (office visit is better,
telehealth visit is better or no difference). Survey questions were adapted from a study by Donelan et al., who
published their assessment of the Massachusetts General Hospital telehealth experience [14]. A final open-ended
question allowed participants to offer feedback on issues not covered in the survey.

Age was categorized as younger than 60, 60–79 and 80 and older. Education level was grouped into three
categories: up to some college but no formal degree, associate or bachelor’s degree and master’s or doctoral degree.
Categories for income included prefer not to say, <$30,000 per year, $30,000–89,999 per year and $90,000 or
more per year. Insurance was categorized as private insurance; Medicare with a supplement; and other insurance,
which included Medicaid and Medicare without a supplement. Patients self-identified their race and were grouped
as either White or Native Hawaiian or Pacific Islander or Asian. Cancer type was grouped as gastrointestinal,
hematopoietic (acute myeloid leukemia, myelodysplastic syndrome, lymphoma or myeloma), genitourinary, breast
and lung or other. Cancer stage was grouped as ‘I do not remember,’ stage 0–2 and stage 3–4.

The primary end point of the study was the determination of a patient’s perception of the overall quality of
her or his telehealth visit. The secondary end point was establishment of the preference for future visits to be via
telehealth compared with the traditional office visit. This study was also designed to determine the degree to which
patient demographics and cancer type impacted these outcomes.

Statistical methods
Nonparametric descriptive statistics were used to evaluate characteristics of standard demographic data, tabulated
by method of telehealth visit. A p < 0.05 was considered statistically significant. Overall quality was analyzed
by comparing patients who preferred telehealth or found no difference between telehealth and office visits with
patients who preferred office visits. Analysis of the desire for future visits compared patients who agreed with having
future visits via telehealth with those who were neutral or disagreed with having future telehealth visits. Logistic
regression models for quality of the telehealth visit and desire for future telehealth visits were built to obtain odds
ratio (OR) and 95% CI. Multivariate models were adjusted for age, sex, race, insurance status, education level,
distance from the oncology office, income, cancer type and stage and inclusion of video. Statistical analyses were
performed with SPSS Statistics 27.0 (IBM Corporation, NY, USA).

Ethics
Approval for this study was granted by the Queen’s Medical Center Research and Institutional Review Committee,
the Hawaii Pacific Health Institutional Review Board and the Western Institutional Review Board. In addition,
informed consent was obtained from the participants involved.

Results
A total of 450 patients were contacted, and 224 patients completed the survey, for a response rate of 49.8%. Patients
were excluded from analysis if they stated ‘prefer not to say’ for the following demographics: race, age and distance.
In addition, patients (n = 5) were excluded if their race could not be categorized as White, Native Hawaiian or
Pacific Islander or Asian. A total of 212 patient surveys were included in the final analysis.

Of the 212 survey respondents, 138 (65.1%) were female and 74 (34.9%) were male (Table 1). The majority of
participants were Asian (130; 61.3%), followed by White (50; 23.6%) and Native Hawaiian or Pacific Islander (32;
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Table 1. Patient characteristics.
Characteristic All patients Audio only Audio and video p-value

n % n % n %

Overall 212 100 73 34.4 139 65.6

Sex 0.09

Female 138 65.1 42 57.5 96 69.1

Male 74 34.9 31 42.5 43 30.9

Age, years 0.23

�60 62 29.2 16 21.9 46 33.1

60–79 128 60.4 49 67.1 79 56.8

≥80 22 10.4 8 11.0 14 10.1

Education 0.95

Less than associate 76 35.8 27 37.0 49 35.3

Associate or bachelor’s 105 49.5 36 49.3 69 49.6

Master’s or doctorate 31 14.6 10 13.7 21 15.1

Income 0.03

Prefer not to say 40 18.9 12 16.4 28 20.1

�$30,000 35 16.5 18 24.7 17 12.2

$30,000–89,999 70 33.0 27 37.0 43 30.9

≥$90,000 67 31.6 16 21.9 51 36.7

Insurance 0.91

Medicare without a supplement, Medicaid, other 38 17.9 12 16.4 26 18.7

Medicare with a supplement 73 34.4 26 35.6 47 33.8

Private 101 47.6 35 47.9 66 47.5

Ethnicity/race 0.14

Asian 130 61.3 51 69.9 79 56.8

Native Hawaiian or Pacific Islander 32 15.1 7 9.6 25 18.0

White 50 23.6 15 20.5 35 25.2

Distance 0.06

15-min drive or less 63 29.7 26 35.6 37 26.6

16–30-min drive 80 37.7 32 43.8 48 34.5

More than 30-min drive 39 18.4 8 11.0 31 22.3

Flight 30 14.2 7 9.6 23 16.5

Cancer type 0.045

Gastrointestinal 49 23.1 23 31.5 26 18.7

Hematopoietic 28 13.2 5 6.8 23 16.5

Genitourinary 20 9.4 10 13.7 10 7.2

Lung and other 23 10.8 7 9.6 16 11.5

Breast 92 43.4 28 38.4 64 46.0

Cancer stage 0.54

I do not remember 45 21.2 18 24.7 27 19.4

Stage 0–2 97 45.8 34 46.6 63 45.3

Stage 3–4 70 33.0 21 28.8 49 35.3

Overall quality 0.007

Telehealth is better or no difference 139 65.6 39 53.4 100 71.9

Office visit is better 73 34.4 34 46.6 39 28.1

Preference for future telehealth visits 0.28

Agree 121 57.1 38 52.1 83 59.7

Neutral or disagree 91 42.9 35 47.9 56 40.3

Bold values denote statistical significance at the p � 0.05 level.
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Figure 1. Patient experiences of the telehealth visit.

15.1%). The most common cancer type was breast cancer (43.4%), followed by gastrointestinal cancer (23.1%)
and hematopoietic cancer (13.2%). Most telehealth visits included video (65.5%). Of the video platforms used,
the most common was FaceTime (33.7%), followed by MyChart (28.3%), Zoom (24.1%), Doximity (12.7%) and
Webex (1.1%). A large fraction of the patients did not remember which platform was used (27.8%).

Characteristics were similar between patients who had telehealth visits that included video and those who had
audio-only visits; however, patients with higher income were more likely to have a visit that included video (p
= 0.03). Patients who experienced video visits perceived the telehealth visit as being better or no different from the
traditional office visit more often than patients with audio-only visits (p = 0.007).

Based on Likert scale questions, patients’ experiences with telehealth were mostly positive (Figure 1). Over 90%
of patients were comfortable with the telehealth visit and had no difficulties seeing or hearing the physician. The
majority of patients were satisfied with the technology aspect of the visit, with 86.8% agreeing or strongly agreeing
that it was easy to set up the telehealth visit and 82.1% agreeing or strongly agreeing that their information
was securely transmitted. However, when asked if they would like future visits to be telehealth, only 57.1% of
respondents agreed or strongly agreed, whereas 26.4% were neutral and the remaining 16.5% disagreed or strongly
disagreed.

The items were asked in the survey as followed – future visit: ‘I would like some of my future visits to be
telehealth visits rather than face-to-face visits’; easy to set up: ‘it was easy to set up my telehealth visit using my
phone/computer/tablet’; easy to see: ‘it was easy to see my doctor during the telehealth visit (video visit only)’;
easy to hear: ‘it was easy to hear my doctor during the telehealth visit’; information secure: ‘my information was
securely transmitted during my telehealth visit’; comfortable: ‘I felt very comfortable with my telehealth visit’.

Most patients felt that the overall quality of the telehealth visit was the same as that experienced with an office
visit (55.2%) or better (10.4%). Conversely, 34.4% of patients felt that the overall quality of office visits was better
(Figure 2). Patients favored telehealth or felt a telehealth visit was similar to an office visit with regard to time spent
with the provider (72.2%), wait time (89.2%) and finding a convenient time for the visit (85.8%). However, when
asked about the personal connection they felt with their provider, half (50.0%) of the patients found the personal
connection in office visits to be better.
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Figure 2. Patient-reported preferences for telehealth visits compared with office visits.

The items were asked in the survey as followed - Overall quality: ‘overall quality of the visit’; time spent: ‘amount
of time I spent with the doctor’; personal connection: ‘personal connection I feel with the doctor during the visit’;
wait time: ‘amount of time I wait for the doctor’; convenient: ‘finding a convenient time for the visit’.

Logistic regression models were created to identify predictors of overall quality of the telehealth visit and the
desire to have future telehealth visits. The only predictor of visit quality was the inclusion of video, which was
significantly associated in both univariate (OR: 2.24; 95% CI: 1.24–4.03) and multivariate (OR: 2.22; 95% CI:
1.12–4.38) analyses. No other predictors of visit quality were identified.

There were several significant predictors of the desire for future telehealth visits (Table 2). On univariate analysis,
patients with hematopoietic cancers (OR: 2.87; 95% CI: 1.11–7.41) and those who favorably rated the quality of
the visit (OR: 8.74; 95% CI: 4.55–16.81) were more likely to want a future telehealth visit. Conversely, Asians
(OR: 0.34; 95% CI: 0.16–0.70) and Native Hawaiians and Pacific islanders (OR: 0.32; 95% CI: 0.12–0.82) were
less likely to desire future telehealth visits compared with Whites. These factors remained significant on multivariate
analysis. In addition, lower income of $30,000–89,999 was associated with the desire for future telehealth visits
compared with income ≥$90,000 (OR: 3.85; 95% CI: 1.44–10.30). Video during the telehealth visit was not a
significant variable with regard to wanting future visits to be telehealth.

Discussion
In the authors’ study, the majority of patients (65.6%) found the overall quality of their telehealth visit to be
equivalent to or better than office visits. Satisfaction with telehealth was even higher among patients whose visit
included video (71.9%). This acceptance of telehealth visits is similar to that seen in a study by Donelan et al.
performed prior to the pandemic, which showed that 75.2% of patients found the quality of the video visit to be
equivalent to or better than a face-to-face visit [14].

Preference for wanting some future visits to be telehealth was seen in only 57.1% of patients, a stark difference
from that seen in studies reported prior to the pandemic. Among radiation oncology patients, Hamilton et al. found
that 89.6% of survey respondents wanted all or some of their visits to take place via telehealth [15]. In a non-oncology
setting, Polinski et al. reported an even stronger desire for future telehealth visits, with 98% of patients stating
that they would definitely or probably use telehealth again [16]. Although these studies were performed in different
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Table 2. Univariate and multivariate linear regression for variables predicting preference for future telehealth
visits.
Factor Univariate Multivariate

Adjusted OR (95% CI) p-value Adjusted OR (95% CI) p-value

Female sex 0.73 (0.41–1.29) 0.27 0.69 (0.24–1.92) 0.47

Age, years, <60 as reference

60–79 0.90 (0.48–1.66) 0.73 0.38 (0.09–1.61) 0.19

≥80 0.68 (0.25–1.80) 0.43 0.78 (0.33–1.85) 0.57

Education, master’s or doctorate as reference

Less than associate 0.76 (0.32–1.80) 0.53 0.52 (0.15–1.83) 0.31

Associate or bachelor’s 0.65 (0.29–1.50) 0.31 0.63 (0.18–2.16) 0.46

Income, ≥$90,000 as reference

Prefer not to say 0.78 (0.36–1.71) 0.53 0.81 (0.29–2.28) 0.68

�$30,000 1.29 (0.56–2.96) 0.55 2.63 (0.79–8.72) 0.12

$30,000–89,999 1.55 (0.78–3.08) 0.21 3.85 (1.44–10.30) 0.007

Insurance, private as reference

Medicare without a supplement, Medicaid, other 1.03 (0.49–2.19) 0.93 0.77 (0.26–2.31) 0.65

Medicare with a supplement 1.34 (0.73–2.48) 0.34 1.16 (0.49–2.71) 0.74

Ethnicity, White as reference

Asian 0.34 (0.16–0.70) 0.004 0.26 (0.10–0.71) 0.01

Native Hawaiian or Pacific Islander 0.32 (0.12–0.82) 0.02 0.19 (0.05–0.66) 0.01

Distance, 15-min drive or less as reference

16–30-min drive 0.87 (0.45–1.70) 0.69 0.69 (0.29–1.67) 0.42

�30-min drive 1.08 (0.48–2.42) 0.86 0.63 (0.20–2.03) 0.44

Flight 1.30 (0.53–3.17) 0.57 0.39 (0.11–1.38) 0.15

Cancer type, breast as reference

Gastrointestinal 0.92 (0.46–1.84) 0.81 0.90 (0.27–3.05) 0.87

Hematopoietic 2.87 (1.11–7.41) 0.03 4.99 (1.13–22.08) 0.03

Genitourinary 1.78 (0.65–4.86) 0.26 1.38 (0.24–7.83) 0.72

Lung and other 2.19 (0.82–5.82) 0.12 2.61 (0.65–10.54) 0.18

Cancer stage, 0–2 as reference

Stage 3–4 1.25 (0.67–2.32) 0.49 1.14 (0.45–2.91) 0.78

I do not remember 1.14 (0.56–2.32) 0.73 0.74 (0.23–2.33) 0.61

Video included 1.37 (0.77–2.42) 0.29 2.09 (0.48–2.46) 0.84

Overall quality 8.74 (4.55–16.81) <0.001 13.96 (6.10–31.99) <0.001

Bold values denote statistical significance at the p � 0.05 level.
OR: Odds ratio.

medical specialties, this discrepancy in preference for future telehealth visits may be in part due to the abrupt shift
to telehealth in the authors’ patient population compared with the cohorts studied by Hamilton et al. and Polinski
et al., for which telehealth was an accepted practice.

Asian and Native Hawaiian patients were less likely to desire future telehealth visits than White patients. This
racial difference persisted even after adjusting for other sociodemographic factors. However, the authors did not
identify an association between race and the perceived quality of the telehealth visit compared with traditional
office visits. In a study conducted on face-to-face visits, Palmer et al. demonstrated that Asian and Pacific Islander
cancer patients report worse communication with their providers and lower quality of care and self-efficacy than
Whites [17]. These racial disparities likely carry over into telehealth visits and may be magnified by the additional
challenges that come with virtual visits. In addition, when interviewed about their telehealth perceptions, Native
Hawaiians highlighted the importance of nonverbal communication and the need to develop the patient–physician
relationship to overcome differences in culture and ways of conceptualizing health [13]. The abrupt adoption of
telehealth visits as a result of the COVID-19 pandemic may have resulted in encounters with practitioners who
were not adept at addressing the cultural needs of Native Hawaiian patients over virtual visits.
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In this study, the authors observed a large loss in patient–provider personal connection in telehealth visits. Only
a small proportion (4.7%) of patients rated their personal connection with their oncology provider via telehealth
as better than that seen during an office visit, whereas exactly half of the patients felt that office visits were better.
This loss in personal connection persisted when restricting the analysis to only patients with video visits (47.5%) or
patients who identified as White (44.0%). Donelan et al. showed a better personal connection among their patients,
with only 32.7% of patients feeling that office visits were better than video visits [14]. Of note, there are significant
differences between our patient populations. Donelan et al. surveyed predominantly White patients who presented
to psychiatry, neurology and cardiology appointments. The authors’ population was racially heterogeneous and
made up exclusively of cancer patients. It is conceivable that oncology patients may create high levels of expectation
for their relationship with the oncology provider [18]. This personal connection may be diminished when the visit
is conducted digitally. Furthermore, the loss of expected personal connection may disproportionately affect the
preference for telehealth in Asian and Native Hawaiian and Pacific Islander cancer patients, who represented a large
part of the authors’ study population. The authors’ findings support the hypothesis that the preference for telehealth
in culturally diverse groups may be dependent on whether it can nurture the patient–provider relationship despite
its potential for improving the access to and quality of health care [13].

The authors found that income level impacted the inclusion of video as part of the telehealth visit and the desire
for future telehealth visits. Patients who had audio-only visits were more often of lower income and may not have
had the resources required for video visits. Although video enhances the quality of the visit, audio-only visits remain
an important option for patients with lower income or poor digital literacy. A multivariate analysis demonstrated
that patients with lower income ($30,000–89,999) were more likely to want future telehealth visits compared
with patients with an income ≥$90,000. This finding is in contrast to recent research in which patients with the
lowest income were less likely to use telehealth during the pandemic [19,20]; the authors’ study showed an increased
preference for telehealth in only the middle income bracket. This may highlight the ability of telehealth to overcome
barriers to healthcare access that working people in a lower income group more often face, such as transportation
challenges, gaining approval for time off work and finding childcare.

Of the study population, 85.8% lived on Oahu and likely did not experience telehealth prior to the pandemic.
Furthermore, 34.6% of the patients on Oahu lived within a 15-min drive of the provider’s office, a situation in
which the convenience of telehealth may be less pronounced. Although the patients lived in varying proximity to
their provider, the authors’ study demonstrated that distance was not a significant factor in patient satisfaction or
preference for telehealth. By contrast, a study conducted on spine patients in Texas and Pennsylvania during the
pandemic found any distance greater than 10 miles to be a significant predictor of a preference for telehealth [21].
This may reflect differences in patient demographics, disease type and geographical preferences for telehealth during
the pandemic.

The authors’ study was focused on oncology patients and revealed that patients with hematopoietic cancers were
significantly more likely to prefer future telehealth visits than breast cancer patients. Hematopoietic cancer patients
are often reviewing laboratory test results during visits and may not have significant findings on physical exam.
Breast cancer patients, however, regularly receive breast examinations during their visits and would be missing a
more notable part of their normal doctor visit if the visit occurred via telehealth. Many patients expressed this
concern in the free text response, stating that they preferred office visits specifically for the breast examination.
Laboratory and imaging studies for the patients in this study were done on an outpatient basis, usually at locations
convenient for the patient, demonstrating the utility of telehealth beyond the COVID-19 pandemic to provide
remote follow-up care. Others have similarly found that telehealth visits often suffice in meeting cancer patient
needs without further in-person care [22,23]. Although the authors’ study found that certain cancer patients were
more or less likely to prefer telehealth, it is imperative that providers accommodate patient preferences while
continuing to provide appropriate clinical care.

Limitations
This study is limited by its relatively small number of participants. Furthermore, all subjects receive their care in
cancer clinics in Hawaii, which could limit the generalizability of the authors’ findings. However, selecting this
cohort of patients provided the authors the ability to analyze a multiracial cancer population with a large number
of Native Hawaiians and Pacific Islanders. Similar to other patient survey studies, the authors’ findings are subject
to recall bias, if patients did not accurately recall their telehealth experience, as well as social desirability bias, as
patients often provide answers they think their physician would like to hear.
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Conclusion & future perspective
The perceived quality of the telehealth visits and the desire for future telehealth visits were not uniform across
different patient populations. Asian and Native Hawaiian and Pacific Islander patients were less likely to desire
future telehealth visits in comparison with Whites. During the time frame of this study, distance was not the main
driving factor for the use of telehealth, and our study demonstrated that distance did not significantly influence
telehealth satisfaction in oncology patients. On the contrary, patients with lower income or hematopoietic cancers,
in which the physical exam was less pertinent to care, were more likely to prefer future telehealth visits. The inclusion
of video significantly enhanced the quality of the visit. Telehealth is a powerful tool in expanding care to oncology
patients, and our results may guide both oncology providers and policymakers in better implementing telehealth
during and after the COVID-19 pandemic. The preference for telehealth will continue to grow as telehealth visits
become more normalized in future generations. Further studies and interventions are needed to overcome racial
disparities in telehealth.

Summary points

• The COVID-19 pandemic has rapidly accelerated the use of telehealth in oncology practice.
• This study aimed to assess the perception of telehealth visits among a multiracial cancer population for whom

in-person visits were the standard of care prior to coronavirus disease 2019.
• Asian and Native Hawaiian and Pacific Islander patients were less likely to desire future telehealth visits in

comparison with Whites.
• Patients with lower income or hematopoietic cancers were more likely to prefer future telehealth visits.
• The inclusion of video significantly enhanced the quality of the visit.
• Future studies aimed at overcoming these racial disparities are needed to provide equitable oncology care

through telehealth.

Author contributions

Data analysis and writing of the manuscript: M Meno, J Abe, J Fukui, C Braun-Inglis, I Pagano and J Acoba. Study design: J Fukui,

C Braun-Inglis and J Acoba. Statistical analysis: I Pagano.

Acknowledgments

The authors thank B Issell and R Nakasone for their feedback on the manuscript. The support of the Queen’s Medical Center and

Hawaii Pacific Health is gratefully acknowledged.

Disclaimer

The findings and conclusions expressed in this manuscript are those of the authors and do not necessarily reflect the views of the

Queen’s Medical Center or Hawaii Pacific Health.

Financial & competing interests disclosure

The authors have no relevant affiliations or financial involvement with any organization or entity with a financial interest in or finan-

cial conflict with the subject matter or materials discussed in the manuscript. This includes employment, consultancies, honoraria,

stock ownership or options, expert testimony, grants or patents received or pending or royalties.

No writing assistance was utilized in the production of this manuscript.

Ethical conduct of research

The authors state that they have obtained appropriate institutional review board approval or have followed the principles outlined

in the Declaration of Helsinki for all human or animal experimental investigations. In addition, for investigations involving human

subjects, informed consent has been obtained from the participants involved.

References
Papers of special note have been highlighted as: • of interest

1. Kuderer NM, Choueiri TK, Shah DP et al. Clinical impact of COVID-19 on patients with cancer (CCC19): a cohort study. Lancet
395(10241), 1907–1918 (2020).

2. Lee LYW, Cazier J-B, Starkey T et al. COVID-19 prevalence and mortality in patients with cancer and the effect of primary tumour
subtype and patient demographics: a prospective cohort study. Lancet Oncol. 21(10), 1309–1316 (2020).

10.2217/fon-2021-0136 Future Oncol. (Epub ahead of print) future science group



Telehealth: perception among Asians, Native Hawaiians and Pacific Islanders Research Article

3. Lin DD, Meghal T, Murthy P et al. Chemotherapy treatment modifications during the COVID-19 outbreak at a community cancer
center in New York City. JCO Global Oncol. (6), 1298–1305 (2020).

4. Waisberg F, Enrico D, Angel M, Chacón M. Cancer treatment adaptations in the COVID-19 era. JCO Oncol. Pract. 16(6), 305–307
(2020).

5. American Society of Clinical Oncology. ASCO special report: a guide to cancer care delivery during the COVID-19 pandemic. (2020).
www.asco.org/sites/new-www.asco.org/files/content-f iles/2020-ASCO-Guide-Cancer-COVID19.pdf

6. Royce TJ, Sanoff HK, Rewari A. Telemedicine for cancer care in the time of COVID-19. JAMA Oncol. 6(11), 1698–1699 (2020).

7. Lonergan PE, Washington SL III, Branagan L et al. Rapid utilization of telehealth in a comprehensive cancer center as a response to
COVID-19: cross-sectional analysis. J. Med. Internet Res. 22(7), e19322 (2020).

8. Ramaswamy A, Yu M, Drangsholt S et al. Patient satisfaction with telemedicine during the COVID-19 pandemic: retrospective cohort
study. J. Med. Internet Res. 22(9), e20786 (2020).

9. Centers for Medicare and Medicaid Services. Medicare telemedicine health care provider fact sheet. (2020).
www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet

10. Darcourt JG, Aparicio K, Dorsey PM et al. Analysis of the implementation of telehealth visits for care of patients with cancer in Houston
during the COVID-19 pandemic. JCO Oncol. Pract. 17(1), e36–e43 (2021).

11. Shaverdian N, Gillespie EF, Cha E et al. Impact of telemedicine on patient satisfaction and perceptions of care quality in radiation
oncology. J. Natl Compr. Canc. Netw. 1, 1–7 (2021).

12. Cinar P, Burgess D, Gold KA, Yamamoto M, Ternavan KA, Kamiya E. The role of telehealth in improving patient care and satisfaction
during a pandemic: University of California Cancer Consortium experience. J. Clin. Oncol. 38(Suppl. 29), 258–258 (2020).

13. Hiratsuka V, Delafield R, Starks H, Ambrose AJ, Mau MM.Patient and provider perspectives on using telemedicine for chronic disease
management among Native Hawaiian and Alaska Native people. Int. J. Circumpolar Health 72(1), 21401 (2013).

• Examines the perspectives of Native Hawaiian patients with regard to the use of telemedicine in primary care chronic disease
management.

14. Donelan K, Barreto EA, Sossong S et al. Patient and clinician experiences with telehealth for patient follow-up care. Am. J. Manag. Care
25(1), 40–44 (2019).

• Cross-sectional study of patients and clinicians participating in telehealth video visits in an academic health system.

15. Hamilton E, Van Veldhuizen E, Brown A, .Brennan S, Sabesan S. Telehealth in radiation oncology at the Townsville Cancer Centre:
Service evaluation and patient satisfaction. Clin. Transl. Radiat. Oncol. 15, 20–25 (2018).

16. Polinski JM, Barker T, Gagliano N, Sussman A, Brennan TA, Shrank WH. Patients’ satisfaction with and preference for telehealth visits.
J. Gen. Intern. Med. 31(3), 269–275 (2016).

17. Palmer NRA, Kent EE, Forsythe LP et al. Racial and ethnic disparities in patient-provider communication, quality-of-care ratings, and
patient activation among long-term cancer survivors. J. Clin. Oncol. 32(36), 4087–4094 (2014).

• Cross-sectional study demonstrating that Asian survivors report worse communication, quality of care and self-efficacy compared
with White survivors.

18. Ghandourh WA. Palliative care in cancer: managing patients’ expectations. J. Med. Radiat. Sci. 63(4), 242–257 (2016).

19. Patel SY, Mehrotra A, Huskamp HA, Uscher-Pines L, Ganguli I, Barnett ML. Variation in telemedicine use and outpatient care during
the COVID-19 pandemic in the United States: study examines variation in total US outpatient visits and telemedicine use across patient
demographics, specialties, and conditions during the COVID-19 pandemic. Health Aff. 40(2), 349–358 (2021).

20. Darrat I, Tam S, Boulis M, Williams AM. Socioeconomic disparities in patient use of telehealth during the coronavirus disease 2019
surge. JAMA Otolaryngol. Head Neck Surg. 147(3), 287–295 (2021).

21. Satin AM, Shenoy K, Sheha ED et al. Spine patient satisfaction with telemedicine during the COVID-19 pandemic: a cross-sectional
study. Global Spine J. 22, 2192568220965521 (2020).

22. Yildiz F, Oksuzoglu B. Teleoncology or telemedicine for oncology patients during the COVID-19 pandemic: the new normal for breast
cancer survivors? Future Oncol. 16(28), 2191–2195 (2020).

• Cross-sectional study of cancer patients showing that breast cancer patients benefited the most from telehealth during the
COVID-19 pandemic.

23. Kang JJ, Wong RJ, Sherman EJ et al. The 3 Bs of cancer care amid the COVID-19 pandemic crisis: “be safe, be smart, be kind”—a
multidisciplinary approach increasing the use of radiation and embracing telemedicine for head and neck cancer. Cancer 126(18),
4092–4104 (2020).

future science group 10.2217/fon-2021-0136

https://www.asco.org/sites/new-www.asco.org/files/content-files/2020-ASCO-Guide-Cancer-COVID19.pdf
https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Coated FOGRA39 \050ISO 12647-2:2004\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 400
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 400
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on 'PPG Indesign CS4_5_5.5'] [Based on 'PPG Indesign CS3 PDF Export'] Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks true
      /BleedOffset [
        8.503940
        8.503940
        8.503940
        8.503940
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions false
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 600
        /LineArtTextResolution 2400
        /PresetName (Pureprint flattener)
        /PresetSelector /UseName
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 8.835590
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


