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Abstract

Objective: During the COVID-19 pandemic, changes were made in cancer care including increased use of teleconsultations (TCs)
and restrictions for relatives to attend in-person appointments at the outpatient clinics. This study aimed to provide in-depth infor-
mation on healthcare professionals’ experiences of TC and the limited access for relatives during the COVID-19 pandemic in 2020.

Methods: This qualitative study was conducted at an oncological department responsible for oncological care of all patients
with cancer in one of five health regions in Denmark. Fourteen healthcare professionals participated in three semi-struc-
tured focus group interviews with either secretaries and nurses or physicians, and one semi-structured individual interview
with a secretary. Data were analyzed by thematic analysis.

Results: Four overall themes emerged in the thematic analysis: “Possibilities and limitations in relation to TC,” “Information
load and timing,” “Insecurity” and “Lessons learned for the future.” Healthcare professionals missed face-to-face interac-
tions, feared to overlook patients’ symptoms and relapse during TC, agreed that TC were not suitable for all types of con-
sultations, and experienced improved work environment due to fewer patients and relatives at the department. Furthermore,
patients should be involved in the decision of changing to TC, relatives must be recommended to participate in TC, physicians
must meet the patient in-person before TC, and video consultations should be considered.

Conclusion: TC may be a valuable supplement to in-person consultations for patients with cancer in the future, and guide-
lines must be implemented to ensure suitable consultation types for TC, include patients’ preferences, and involve relatives.
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Introduction
The SARS-CoV-2 (herein called COVID-19) pandemic
resulted in worldwide organizational changes in daily clinical
practice in many departments of oncology to ensure medical
care to patients with cancer and at the same time minimize the
risk of COVID-19 infections.1–6 Patients affected by cancer
were especially at risk of being infected and at higher risk of
developing serious complications to COVID-19 potentially
causing hospitalization, need for intensive care or even
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death.7–9 In Region Zealand, one of the five health regions in
Denmark, the Department of Clinical Oncology and Palliative
Care at Zealand University Hospital responded to the national
regulations on disease control at the start of the pandemic.
This by implementing teleconsultations (TCs) offering physi-
cians’ consultations by telephone as an alternative to in-person
outpatient visits, combined with restrictive access for relatives
to reduce the number of visitors and thereby reduce the risk of
infection.

Most studies on the implementation of TC in cancer care
during the COVID-19 pandemic have focused on the per-
spectives of patients and relatives and, overall, they showed
satisfaction with the change to TC.2–6 Few studies have
explored healthcare professionals’ experiences on the
change to TC in this context. In a questionnaire study,
Darcourt et al. explored satisfaction with TC during the
COVID-19 pandemic among both physicians (n= 23) and
patients with cancer (n= 1477) in Houston, Texas.4 Results
showed that overall physicians were satisfied with TC
(65%), and that their primary concerns were fear of missing
clinical findings (52%), lack of meaningful interaction
between physician and patient (48%), medical liability
(30%), decrease in quality of care (26%) and inability to get
adequate data/information (26%). Furthermore, physicians
were concerned about inadequate technologic support, com-
plexity of the process and patients not wanting TC. Another
American survey investigated physicians’ perspectives on
telemedicine in radiation oncology and the results showed
satisfaction with video consultation.9,10 In a Dutch qualitative
study, patients, and healthcare professionals’ perspective on
quality of follow-up through TCwere evaluated and regarded
efficient and accessible if patient and healthcare relationship
was established.11 An Australian interview study explored
physician (n= 7) and patient (n= 11) perspectives of TC in
cancer care and recommended to identify when and for
whom TC is acceptable.12 Overall, TC for patients with
cancer seem to have potential as a less resource demanding
and more flexible alternative to in-person consultations both
during and in-between pandemics. However, to our knowl-
edge, no studies have explored how healthcare professionals,
including both physicians, nurses, and secretaries, experi-
enced the change in work environment and organization
during the COVID-19 pandemic, with a particular focus on
TC and the reduced in-person patient and relative contacts
with the departments of oncology.

The aim of this study was to provide in-depth informa-
tion on healthcare professionals’ experiences and perspec-
tives on TC and the changes in patient and relative
contact during the COVID-19 pandemic in a Danish depart-
ment of oncology.

Materials and methods
The study was a qualitative study combining semi-structured
focus group interviews and one individual interview.

Setting

This study was conducted at the Department of Clinical
Oncology and Palliative Care, Zealand University
Hospital, at the outpatient clinics located in Roskilde and
Naestved, Denmark. The department provides all onco-
logical care in Region Zealand, of about 0.8 million inhabi-
tants. In this department, from 15 March 2020, and during
the COVID-19 pandemic, outpatient appointments with a
physician were changed to TC. Exceptions were consulta-
tions with newly diagnosed patients, where physical exam-
inations were needed, or situations where the physician
considered in-person consultation necessary. The physician
decided prior to the consultation whether an in-person con-
sultation was warranted and informed the medical secretar-
ies to schedule either in-person or TC. Furthermore, to limit
the number of visitors in the clinic, relatives were not
allowed to participate in in-person appointments unless
the physician found it necessary. In an electronic survey,
68% of 1160 patients with scheduled consultations in the
department between 15 March 2020 and 30 April 2020
reported that they had at least one TC with a physician.13

Study design

This study included three focus group interviews and one
individual in-depth interview. The focus group interview
makes it possible to study how a group of individuals
together define and make sense of a given topic, problem,
or social phenomena.14 During focus group interviews, dis-
cussions and potential disagreements between individuals
may reveal new perspectives, which contribute with a
more nuanced understanding of the chosen topic.

Two semi-structured interview guides were developed
(one for secretaries and nurses, and one for physicians)
with the following focus areas: “Experiences with TC and
the changes related to conducting TC,” “Technical chal-
lenges in relation to TC,” “Contact with patients,”
“Contact with relatives” and “TC in the future”
(Supplementary File 1). Secretaries and nurses did not
conduct TC themselves, therefore, questions were focused
on their supportive role for patients, relatives, and physi-
cians in relation to the implementation of TC. The
Consolidated Criteria for Reporting Qualitative Research
(COREQ) checklist 15 is available in Supplementary File 2.

Data collection and informants

We used convenience sampling to select informants with no
exclusion criteria. In June 2020, the department manage-
ment sends an e-mail with an open invitation and informa-
tion about the study to all physicians, nurses, and secretaries
from the outpatient clinics in Naestved and Roskilde. In
total, 14 healthcare professionals volunteered to participate
in the study. Characteristics are shown in Table 1. The
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interviews were held in undisturbed conference rooms at
the hospitals in Naestved and Roskilde and lasted from
45 to 90 minutes. After conducting three focus group inter-
views, one individual interview was carried out due to dif-
ficulties in recruiting enough participants for a fourth focus
group. No further interviews were conducted, as the same
responses repeatedly emerged across the earlier interviews,
indicating that data saturation had been reached. The focus
group interviews were mediated by two of the authors, one
asked question, ensured all informants participated in the
discussion, and ended the discussion if it became irrelevant
for the research topic, and one served as observer during the
interviews. Interviews were audio recorded.

Data analysis

Interviews were transcribed verbatim by two of the authors
and compared to the audio recordings afterwards. Data were
analyzed by thematic analysis as described by Braun and
Clarke.16 The analysis was inductive searching for themes
bottom-up, but at the same time deductively guided by the
focus areas. The approach consists of six phases: phase 1
“Familiarizing yourself with your data,” phase 2
“Generating initial codes,” phase 3 “Searching for themes,”
phase 4 “Reviewing themes,” phase 5 “Defining and
naming themes” and phase 6 “Producing the report.” Two
of the authors completed phase 1–3. They listened to the
recorded interviews, read the transcripts to get familiar with
the data, coded the interviews individually in the software
program NVivo 1.3, compared and discussed the coding
until consensus was reached, and searched for and discussed
initial subthemes. Phase 4–6 were conducted by four of the
authors. Subthemes were discussed and checked in relation
to the entire data set, twelve subthemeswere defined and after-
wardsmerged into fourmain themes and named. Quotes from
the interviews were translated from Danish to English and
agreed on by the authors and approved by an external transla-
tor. All informants were anonymized (informant a, b, c etc.).

Ethics

All participants received written and oral information of the
study. Written informed consent was obtained before each
interview. Participants were informed of all data being
treated confidentially and anonymously and that they were
free to withdraw from the study at any time. The study
was registered in Region Zealand in the register for the use
of personal data in research (number REG-076-2020) and
did not require Ethics Committee approval.

Results
Four main themes emerged in the thematic analysis:
“Possibilities and limitations in relation to TC,”

“Information load and timing,” “Insecurity” and “Lessons
learned for the future.”

“Possibilities and limitations in relation to TC”

This theme consists of three subthemes: “When face-to-face
interaction is missing,” “One model does not fit all” and
“Improved work environment.”

“When face-to-face interaction is missing”. The group of
physicians were responsible of TC and during the focus
group interviews, they described lack of face-to-face inter-
action as one of the primary limitations related to TC. It
made them feel unable to ensure the same quality during
TC consultations as in-person consultations. They
explained how it was difficult to calm and comfort patients
when necessary, during TC:

That is exactly the problem on the phone, you cannot see
their body language, and you cannot use your own body
language to calm them (…) Recently, we have had a very
frustrated patient, and, in that case, you are chanceless.
Normally, just by sitting there you change the situation,
but you cannot do that on the phone. (Physician)

Especially physicians, who had Danish as their second
language, experienced that patients had difficulties under-
standing them due to their accent. This is a general issue
for this group of physicians, but they described it as an
even greater challenge during TC:

It is much easier to determine whether patients understand
me or not, when I can see them, but on the phone this is dif-
ficult. If we talk face-to-face, it is easier to see if the patient
is confused or if I should repeat myself, but that is difficult
on the phone. (Physician)

The physicians had a feeling that part of the information
between patient and healthcare professional were lost
during TC. The physicians described how they were
unsure if patients fully understood what had been said, as
they were not able to see the patients’ reaction. This impres-
sion was in accordance with the secretaries and nurses who
often received follow-up calls from patients or relatives
who had questions in relation to information received
during TC. The physicians described how they experienced
that some patients were reluctant to ask questions during
TC, as one explains:

There are also patients who say, ‘I had decided that I would
prepare some questions for the in-person consultation, so
now I will save them until next time.’ Therefore, I know
that there are patients who are not asking all their ques-
tions, because they are not in here (at the department).
(Physician)

Lindblad et al. 3



Another challenge related to the lack of face-to-face
interaction was evaluation of patients’ performance status.
A common impression among physicians was that some
patients tend to overestimate their performance status and
neglect symptoms on the phone. It was not always sufficient
to talk with the patient on the phone to evaluate perform-
ance status, as stated by a physician:

(…) I think it is very difficult to evaluate performance status
on the phone. Often when someone enters the door, you
already have an idea of whether he or she is ready for treat-
ment. Often, we use a lot of time on the phone talking about
‘what are you capable of doing during the day?’ (…)
However, I am worried, because I have seen patients
being hospitalized even though you have talked with them
on the phone and according to the medical record, it
seems like the patient is able to receive treatment. Then
the patient is hospitalized, and you think, ‘oh my God it
is shocking how sick he or she is’. (Physician)

“One model does not fit all”. All healthcare professionals
agreed that the implementation of TC was a good attempt
to limit the number of patients in the department and
reduce the risk of infection during the COVID-19 pan-
demic. Healthcare professionals also agreed that TC
would be relevant for many patients in the future, albeit
not for all:

I believe that some consultations can easily be changed to
teleconsultations. Especially for those patients who live far
away. There are no reasons for them to drive all the way to

the hospital just to talk about their pains. This is one of the
consultations you could handle by phone. I hope some of
the consultations will continue as teleconsultations in the
future. Whereas side effects of chemotherapy, treatment
evaluation or negative test results, are issues I believe
should be discussed in-person. (Physician)

When discussing which consultations were suitable
as TC, healthcare professionals distinguished between
different groups of patients and their different needs.
Important parameters to consider were, for example
cancer diagnosis, cancer stage, phase in the cancer trajec-
tory (e.g. newly diagnosed or in follow-up), purpose of
the consultation (e.g. introduction of treatment plan or
control), patient’s age, comorbidity, mental well-being,
health literacy, anxiety, whether the patient had relatives
or not, and transportation time from patient’s home to
the hospital. The healthcare professionals agreed that
patient involvement is essential when choosing the type
of consultation.

“Improved work environment”. The group of secretaries and
nurses described a normal day at the department before the
COVID-19 pandemic as very hectic with many questions
from relatives, crowded, and many interruptions. With
fewer patients and almost no relatives present at the depart-
ment due to COVID-19 restrictions, the work environment
at the hospital had changed dramatically as the secretaries
explained:

We have a much better work environment now.

Table 1. Characteristics of the 14 healthcare professionals participating in qualitative interviews in June 2020.

Interview Gender Profession Positiona Cancer team Years of experience

Focus group 1 Female
Female
Female
Female

Secretary
Secretary
Nurse
Nurse

Lung and urology
Mamma
Lung
Mamma

>10
<5
>10
>10

Focus group 2 Female
Male
Male
Female
Female

Physician
Physician
Physician
Physician
Physician

Registrar
Consultant
Registrar
Registrar
Registrar

Mamma
Urology
Mamma
Lung Lung

5–10
>10
5–10
5–10
5–10

Focus group 3 Female
Female
Female
Female

Physician
Physician
Physician
Physician

Registrar
Introductory
Introductory
Introductory

Gastrointestinal
All
All
All

5–10
<5
<5
<5

Individual interview Female Secretary Gastrointestinal <5

All were full-time employees.
aAll physicians were specialists in oncology except for the three in introductory position which is a pre-specialisation position.
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Definitely. At the end of the day, my head is not that tired
anymore.

And the times you were interrupted. One thing is to be inter-
rupted (by colleagues), but when relatives also interrupt
you, and people ask you questions, and computers and…

But also physically, it was difficult to move around because
there was not room for all the relatives. (Secretaries)

Secretaries and nurses explained how COVID-19 restric-
tions resulted in better hygiene at the department and more
time and improved dialogue with the fewer patients who
came for in-person appointments. Especially nurses experi-
enced that patients asked more questions about sensitive
subjects and were more active in relation to their own treat-
ment trajectory, when relatives were not present during
treatment:

(…) some of the patients think they have had a better
contact with us without relatives present. Before, they
may have had a friend with whom they were chatting
with and forgot paying attention to treatment and asking
questions regarding treatment. Now that only the nurse is
there, they ask, e.g. more intimate questions. (Nurse)

“Information load and timing”

The second theme consists of two subthemes: “Information
from hospital management and the authorities” and
“Information addressed to patients.”

“Information from the authorities and hospital management”.
During the COVID-19 pandemic, all healthcare profes-
sionals spent much of their time reading, interpreting, and
changing practice in relation to the latest information
from authorities and hospital management. This was chal-
lenging due to the information load and the time used for
reading it:

(…) And you must be updated all the time. Sometimes
patients know more than you. Sometimes it can make you
a little uncomfortable, when they say something, you do
not know. Then you just think, ‘well you are right about
that’. Because when you are so busy, you do not have
time to read information on your own webpage. (…)
Usually, we receive an email, but sometimes you receive
ten emails, and you try to read them, but sometimes there
is just a pile of them. (Secretary)

Because of the ongoing changes in guidelines during the
COVID-19 pandemic, healthcare professionals constantly
had to keep up with the latest information and they had to
change their clinical practices accordingly. In this process,

they often became uncertain about which guidelines to
follow, and sometimes they experienced doing things dif-
ferently from their colleagues. The healthcare professionals
agreed upon the importance of information from the author-
ities and hospital management to be relevant, short, precise,
and timely.

“Information addressed to the patients”. All healthcare pro-
fessionals discussed the need of more precise information
to patients during the pandemic:

(…) we would have appreciated if there had been more
information in the letters which were sent to the patients.
There have been some changes over time, e.g. whether rela-
tives are allowed to visit. I have asked several times if we
could agree on a common phrase to write in the letters
addressed to patients instead of everyone making up their
own. It seems unprofessional. (…) Some patients specific-
ally asked for this. (Secretary)

In general, healthcare professionals explained how
insufficient information to the patients in letters or on the
hospital webpage resulted in many questions from and
uncertainty among patients, which were time-consuming
to handle. In these situations, healthcare professionals had
to deal with frustrated and dissatisfied patients.

“Insecurity”

This theme consists of three subthemes: “Supporting
patients and relatives,” “Fear of missing symptoms or
relapse” and “Ethical dilemmas.”

“Supporting patients and relatives”. All healthcare profes-
sionals, especially nurses, explained how they spent a lot
of time answering questions, giving advice and handling
patients and relatives’ concerns and frustrations during
the COVID-19 pandemic:

We have also experienced patients, who had been in chemo-
therapy back in 2017 and 2018 who called and asked
whether they were at risk of being infected. (…) And
many patients have of course been worried, ‘can we go
grocery shopping’, ‘is it okay for my children to have
play dates’, ‘can I pick up my children from school’. All
such things where they have been searching for an
answer of something very specific. (Nurse)

Also, secretaries were uncertain about how to answer
patients and relatives’ questions and afraid to give wrong
answers. The many questions from patients and relatives’
express an insecurity regarding the COVID-19 situation,
which became an extra task for healthcare professionals
to handle. At the same time, the healthcare professionals
experienced that many patients might have unmet social
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needs due to isolation from family and friends during the
pandemic and used healthcare professionals to meet their
social needs, which was time consuming for healthcare
professionals.

“Fear of missing symptoms or relapse”. The physicians
explained how they were afraid to overlook symptoms
and potential relapse because of the change from in-person
to TC:

When the patients enter the door, it is easy for us to evalu-
ate their performance status. This is not possible on the
phone, where we do not see the patient in person.
(Physician)

Physicians missed the routine in-person contact with
patients, were sometimes afraid of losing connection with
patients and ability to evaluate changes in performance
status. It was difficult for physicians to determine whether
relatives were involved in patients’ treatment trajectory
and supported the patient because many relatives did not
participate in TC. Physicians were afraid of negative treat-
ment outcome for patients receiving treatment during
COVID-19 compared with patients treated before the pan-
demic if symptoms or relapse were not identified in time.
Nurses did not have the same concerns because they met
patients at treatment appointments.

“Ethical dilemmas”. The new procedures and regulations
during the COVID-19 pandemic resulted in ethical dilemmas
for healthcare professionals, for example was it acceptable to
give relatives access to the department, if the patient was ter-
minal or in need of social support? Due to different interpreta-
tions of guidelines, healthcare professionals’ decisions were
not always in line with their colleagues’ and disagreements,
and uncertainty about how to interpret regulations sometimes
created conflicts between healthcare professionals:

(…) when you are in the reception and you tell relatives,
they are not welcome. That was difficult, particularly if
they later were allowed in. Then you are the bad guy insist-
ing on relatives leaving, but suddenly they were welcome.
(…) because when they ask the doctor, he or she said,
‘yes off course—come along’. In these situations, you
need to have a common agreement and decide what to do
and stick to it. In the end, we decided to tell the patients:
‘The answer is ‘no’, but try to talk to the doctor, and if
the doctor is okay with it, it is fine’. (Secretary)

“Lessons learned for the future”

This theme consists of three subthemes: “Involvement of
patients and relatives,” “The same physician through the
patient trajectory” and “Video consultation.”

During the focus group interviews, healthcare profes-
sionals discussed experiences from the COVID-19 pan-
demic, which they could transfer to their everyday
practice after the pandemic. Overall, they agreed that TC
may be relevant as a supplement in the future, but not as
a replacement for in-person consultations. All agreed that
it was still important to see the patient in-person on a
regular basis.

“Involvement of patients and relatives”. Healthcare profes-
sionals agreed that TCs are not suitable for all patients
and all types of consultation, and there is a need to evaluate
each patient and consultation separately to decide which
could be TC. It is important to ask for the patients’ prefer-
ences and clarify which information they are comfortable
receiving on the phone:

And when you order a scan, it is important to ask the patient
in advance whether or not it is fine with him or her to
receive the scan result by phone—even though it is nega-
tive. (Physician)

Furthermore, the healthcare professionals agreed on the
importance of ensuring relatives to attend TC at same extent
as in-person consultations to ensure relatives can support
the patient during the TC and during the patients’ treatment
trajectory.

“Same physician throughout the patient trajectory”.
Physicians expressed that it would be an advantage if the
same physician conducts both the initial in-person consult-
ation and the later TCs. When the physician has seen the
patient in-person it is easier, for example to have a more
personal and informal dialogue during the TC, which is
needed, when sensitive topics are discussed:

… and to ensure that the physician seeing the patient
in-person is the same attending the teleconsultation. It is
not a problem if you had the first consultation, then you
have seen the patient and can easily relate to who the
patient is. And the patient knows me. (Physician)

“Video consultation”. One of the mentioned major limita-
tions regarding TC were that physicians could not see the
patients. Therefore, video consultations were considered
as a future alternative or as a supplement to TC by
telephone:

Yes definitely [some of the consultations could be video
consultations]. Because there is a special bond between
patient and physician and sometimes when you talk on
the phone with someone you have never met… And the
same for the patients if they have not met their physicians…
then your relation is quite formal and sometimes you need it
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to be more personal and more confidential. Video consulta-
tions could help. (Physician)

Some healthcare professionals expressed that video con-
sultations may be difficult for some patients with limited
technical skills. They agreed, video consultations may not
be for all, but could be a relevant supplement to TC or
in-person consultations depending on the specific consult-
ation and the patient’s needs and preferences.

Discussion
This study showed experiences and perspectives related to
change in clinical practice due to the COVID-19 pandemic
among healthcare professionals at a regional department of
oncology in Denmark. Our findings showed an overall sat-
isfaction with TC as supplement to, but not as a substitute
to, in-person consultations. The healthcare professionals’
experiences indicated that TC were not for all patients
and all types of consultations. These results are in line
with an earlier study showing that healthcare professionals
were less likely to offer TC to new patients than to estab-
lished patients.4 Furthermore, healthcare professionals
described difficulties evaluating performance status to
decide treatment continuation, and to ensure sufficient com-
munication and involvement of relatives during TC.
American Society of Clinical Oncology (ASCO) standards
and guidance are provided for which patients are recom-
mended to use TC in cancer care, and how to establish
the physician-patient relationship.17 These topics align
with findings in this study and can be useful in practice.
Clearly, TC is not relevant in all cases. Kjeldsted et al.13

concluded, that patients with anxiety and low health literacy
were less comfortable and confident with TC during the
COVID-19 pandemic. Therefore, it is important to consider
for each patient and consultation type whether TC are rele-
vant and involve patients’ preferences in the decision to
avoid inequality in cancer care. Guidelines about how to
educate both patients and relatives in participating in TC
and how healthcare professionals should engage in TC
are needed.

In our study, healthcare professionals also agreed that a
positive side effect of TC and the restricted access for
relatives to the department resulted in a better work envir-
onment, less hectic and busy, and patients felt freer to ask
questions about sensitive topics. However, healthcare pro-
fessionals were concerned about the lack of involvement
from relatives during TC. Relatives are an important
resource for cancer patients during their patient trajectory
helping them to remember information, watching for
treatment side effects, administrating medicine etc., but
at the same time they potentially also need emotional
support themselves.18,19 Therefore, it is important to
discuss how and when relatives can be a resource both
in relation to TC, but also during a time such as the

COVID-19 pandemic where limited access for individuals
at the department is essential to avoid spread of infection.
In another qualitative study of patients with cancer treated
at the same department during the COVID-19 pandemic,
patients suggested that relatives could attend on speaker
during TC, that the first consultation should be in-person,
that they should have the same physician throughout the
cancer trajectory, and that TC should primarily be used
for follow-up, uncomplicated situations, or for short and
practical information.20 These recommendations mirror
to a very high degree the same concerns about TC but
also highlight similar positive aspects of use of TC
raised by the health professionals. These may be used
actively in the planning on how telecommunication may
be used in cancer care in the future, ensuring adequate
treatment quality, good communication, less treatment
burden for the patients and at the same time addressing
the need for personal and targeted planning of the
balance of in-person and phone/video consultations for
the individual patient.

This study showed that a lack of sufficient information
about new procedures and restrictions to both healthcare
professionals and patients could result in misunderstand-
ings and conflicts. In the beginning of the COVID-19 pan-
demic, healthcare professionals answered several questions
from patients and relatives, who were in doubt and insecure
about the change in practice, which was time consuming.
During the pandemic or other situations where practices
at the oncology department are changed substantially and
adjusted multiple times, sufficient information to both
healthcare professionals, patients and relatives are import-
ant to decrease the risk of unintended events and unmet
needs.

This study reported positive experiences but also essen-
tial issues with TC in cancer care. Some of these issues have
already been included in international guidelines.17 The
findings from this study, along with international recom-
mendations, can be useful in providing guidelines in a
Danish setting and ensure implementation across the
country.

Using focus group interviews rely on assisted discus-
sions to produce results. In focus group 1 and 2, the medi-
ator was a sociologist, allowing for more open-ended
questioning. In contrast, the mediator for focus group 3
was a healthcare professional who needed to be mindful
of her own preconceptions and focused on asking neutral,
open questions. Both mediators had experience from inter-
viewing from previous qualitative research. The main limi-
tation of our study was the sampling method, where our
informants were self-selected. Although this is a common
selection method for focus group interviews, only few
nurses and secretaries volunteered to participate in our
study, which may have resulted in an underrepresentation
of these staff groups and their detailed experiences. To
ensure space for the experiences and perspectives of these
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healthcare professionals, we formed a separate focus group
for nurses and secretaries.

Conclusions
TC may be a valuable supplement to in-person consulta-
tions for patients with cancer in the future. A change
from in-person consultations to TC and restricted access
for relatives at the department during the pandemic resulted
in improved work conditions for especially nurses and sec-
retaries. Precise and short information to both patients and
healthcare professionals is essential when changing clinical
practice with short notice as during the COVID-19 pan-
demic. Video consultations could be an alternative to tele-
phone consultations to improve communication and
healthcare professionals’ assessments of the patient’s
health status. Guidelines must be implemented concerning
which patients and consultation types that are suitable for
TC, ensure patients meet the physician in-person prior to
the first TC, include patients and relatives’ needs and pre-
ferences, and ensure involvement of relatives in relation
to TC.
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