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“l am hesitant to visit the doctor unless
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telehealth experiences during the COVID-19 pandemic
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Abstract

The COVID-19 pandemic has disrupted the health care system, resulting in decreased health care utilization. During the panderﬁ
some patients chose to postpone clinic visits or avoid them altogether while health care providers concurrently scaled back their
services. As a result, health care has shifted to a greater reliance on telehealth and virtual care.

This study uses a qualitative descriptive design, focused on providing summaries of participant experiences of health care and
telehealth utilization during the COVID-19 pandemic.

Three primary themes emerged during analysis: delayed health care, avoidance of care, and experiences of telehealth. Sub-
themes of delayed health care included care delays and scheduling difficulties. Participants reported avoidance of health care
due to fear of COVID-19 infection, as well as general changes to care-seeking behaviors. Participants also reported positive
experiences with telehealth, with some respondents noting limitations of telehealth systems, such as limitations on procedures
and patient-centered monitoring of chronic illness.

Our findings support studies that have found both health care delays and changes in health care utilization patterns during
the pandemic. Most importantly, this study expands the literature concerning links between fear of COVID-19 and altered care-
seeking behaviors, which is the first study to do so focusing on these concerns in the participants’ own words. Finally, while
telehealth is promising in preserving continuity of care during pandemics, long-term integration into the health care system is not
without challenges, and this study provides insights into how patients experienced telehealth during COVID-19 in their own words.

Data collection, survey design, and research priorities for this study were based on input from ongoing community partnerships.
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1. Introduction

The COVID-19 pandemic has disrupted the health care sys-
tem, resulting in decreased health care utilization. During the
pandemic, some patients chose to postpone clinic visits or
avoid them altogether while health care providers concurrently
scaled back their services.!!. Reduced access to care during
the COVID-19 pandemic has increased emergency depart-
ment visits for acute issues such as appendicitis, heart attack,
and stroke,3 increased late stage diagnosis and treatment of
cancer, increased adverse maternal health outcomes,”! and
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delayed diagnosis of chronic conditions, such as diabetes and
mental health diagnoses.!®

Health care adaptations have been dynamic during the
COVID-19 pandemic”®! in response to changing guidelines
and policies aimed at preventing health care facilities from
becoming overwhelmed.”! Telehealth usage increased during the
pandemic,'”! with many encounters shifting to virtual care.'!!
Telehealth has proven to be effective in the treatment of some
illnesses while reducing both patient and provider exposure
to COVID-19.1'"2l Not all patients have positive experiences
with telehealth and virtual health care due to some significant
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limitations for patients, such as limited internet access, lack of
technological ability, limitations to examinations, and lower
quality patient-physician relationships.!®!3-1%]

Several articles have documented the changes in health care
during the pandemic. Few articles describe the facilitators
and barriers to health care, and even fewer qualitative studies
include patient description of changes in health care experience.
Understanding the lived experiences of patients provides critical
insights, informs process improvement efforts, and aids in the
development of programs designed to meet patient needs while
increasing access and health equity.!'%!7!

2. Methods
2.1. Study aims

This study aimed to describe patients’ health care experiences
during the COVID-19 pandemic, including barriers and facili-
tators to health care access. All study materials and procedures
are approved by the University of Arkansas for Medical Sciences
Institutional Review Board (IRB #261226).

2.2. Study design and approach

This study uses a qualitative descriptive design, focused on pro-
viding summaries of participant experiences and emphasizing
the meanings attributed to those experiences!'®!’! related to
health care access and telehealth utilization during the COVID-
19 pandemic.

2.3. Recruitment, consent, and remuneration

Participants were recruited from six primary care clinics located
in rural and urban areas throughout the state of Arkansas,
between October 30, 2020 and January 16, 2021. These clinics
were chosen to ensure a broad geographical representation in
the study sample. Potential participants included active clinic
patients with an email address listed in their electronic medical
records. Recruitment e-mails describing the purpose of the study
and criteria for inclusion were sent to 6092 e-mail addresses.
Inclusion criteria for the study included participant verification
of being 18 years of age or older and working, living, or receiv-
ing health care in Arkansas. Participants were considered ineligi-
ble if they did not meet one or more of these criteria. Screening
questions documented participants’ first and last name, date
of birth, street address, and e-mail address. These screening
questions were used to identify and remove duplicate records.
Participants reviewed consent information and study details at
the beginning of the online survey, and consent was documented
in Research Electronic Data Capture.”?”! Participants were pro-
vided remuneration in the form of a $20 gift card after comple-
tion of the online questionnaire.

2.4. Study population

A total of 876 survey responses were collected, and 809 of the
respondents met the inclusion criteria. However, 34 duplicate
records were removed, and 21 responses were removed because
no data past the eligibility screener was provided. A total of
754 responses were determined to be unique, non-duplicated
responses and are included in the analytical sample. Descriptive
demographics of the sample are presented in Table 1, showing
frequencies, percentages, and standard deviations.

2.5. Instruments

Data was collected using an online survey with broad, open-
ended questions. Participants’ experiences of health care during
the COVID-19 pandemic were collected by asking participants,
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“Please tell us how has COVID-19 affected your overall health
care (including ability to see a doctor or other health care pro-
vider and your ability to get needed medication)” and “Is there
anything else you would like to tell us about how COVID-19
has affected your health care (including ability to see a doc-
tor or other health care provider and your ability to get needed
medication)?” In addition to the open-ended questions, survey
questions were selected from validated sources, including the
Behavioral Risk Factor Surveillance System?! and the PhenX
Toolkit.??!

2.6. Analytic strategy

Survey responses were deidentified prior to analysis. Qualitative
descriptive methods were used for the analysis of open-ended
questions. The qualitative descriptive approach synthesizes par-
ticipant experiences and perceptions while retaining the mean-
ings attributed to them.?’! Open-ended responses were reviewed
by the first author who developed the initial codebook. Three
additional qualitative researchers reviewed and refined the
codebook using an iterative process. Analysis summaries were
critically reviewed by the research team to ensure data and illus-
trative excerpts were categorized within the relevant thematic
domain.? The codebook was fully revised three times during
analysis to better capture emergent themes. The research team
reviewed all data, codebook versions, and excerpts to ensure
data reliability, analytic rigor, and data saturation. All responses
were coded using MAXQDA (version 2020), a qualitative data
analysis tool developed and supported by VERBI software.?’!
Representative quotes and thematic domains were discussed
by the research team, and divergences were resolved using a con-
sensus model. Typed responses are included verbatim, includ-
ing errors in punctuation, spelling, and capitalization to ensure
transparency with respondents’ communicative choices. Quotes
are organized under individual emergent themes; however, par-
ticipant comments were multi-faceted, and individual responses
often include multiple, interrelated experiences or meanings.

Sociodemographics of the sample.

Frequency Percentage (%)  S.D. Range
Age 754 47.38 16.31  18.2-90.6
18-29 112 15.36
30-49 31 42.66
50-64 177 24.28
65+ 129 17.70
Sex 752 71 45 0-1
Women 531 70.42
Men 221 29.31
Race/ethnicity 747 1.99 .65 1-4
Black/African American 128 1714
White 526 70.41
Other race or multiracial 61 8.17
Hispanic/Latinx 32 4.28
Income 620 2.09 1.19 1-4
<$250K 281 45.32
$25K0<0$500K 133 21.45
$50K0<0$750K 72 11.61
>$750K 134 21.61
Education 748 2.07 .80 1-3
High school or less 212 28.34
Some college 265 35.43
Four-year degree 271 36.23
Rural-Urban Commuting 522 72 44 0-1
Area (RUCA)
Non-metropolitan 142 27.20
Metropolitan 380 72.80

Note: S.D.=Standard Deviation
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3. Results

Descriptive characteristics of the study sample are provided in
Table 1. Nearly half (42.66%) of the participants in this sample
are between 30 and 49 years of age. Participants were diverse, with
70.41% identifying their race and ethnicity as non-Hispanic White
and 17.14% identifying as Black/African American. A majority of
the participants identified as women (70.42 %) and described their
yearly income as $50,000 per year or less (66.77%). More than
a quarter of participants reported their education attainment as a
four-year university degree (36.23%). The sample is diverse with
regard to race and ethnicity but is over-representative of women
compared to the population of Arkansas.?!

Qualitative results are presented in Table 2. Three primary
themes emerged from the data. Participants recounted expe-
riences of delayed health care, avoidance of health care, and
experiences with telehealth during the COVID-19 pandemic.
Experiences of delayed health care includes the extrinsic fac-
tors: care delays and scheduling difficulties. Avoidance of health
care includes the intrinsic motivators to not seek care during the
COVID-19 pandemic, as well as fear of COVID-19 and changed
health-seeking behaviors. Finally, participants described both
positive experiences and negative experiences with telehealth.

3.1. Delayed health care

3.1.1. Care delays Delayed health care was reported as a major
barrier for participants, and participants described delays in
health care as extrinsic factors directly linked to difficulties in
gaining access to health care services. One participant recounted
that she was “unable to go to primary care for annual exam
or dental exam in the beginning of the pandemic.” Several
participants reported issues with delayed primary and preventive
care for “dental care” and routine or diagnostic procedures
(such as “colonoscopies,” “physical therapy,” and “laboratory
tests”). Dental care was frequently reported as being cancelled
or postponed by providers, with participants stating, “I have not
had normal dental checkups.” Participants reported preventive
screenings were also disrupted: “T haven’t gotten all of my wellness
procedures,” and “I am overdue a colonoscopy.” Not all delayed
appointments were for preventive or wellness care, with some
participants reporting that major procedures were also delayed
by the COVID-19 pandemic. A participant described how her
husband's knee replacement surgery was delayed, stating, “My
husband has an infected knee replacement [and he was] delayed
getting. . surgery; we now have it scheduled (4 months later).”

3.1.2. Scheduling difficulties Participants described the
availability of providers for appointments as the primary reason
for delayed care. Participants expressed their concern with delays
for potentially life-threatening medical issues. One participant
stated, “I found out I have a particularly paralyzed diaphragm.
Finding out if that is caused by cancer, nerve damage, heart
damage, brain damage, or a tumor has been delayed because
my doctor is needed to help with covid.” Another participant
described a similar situation, stating, “My doctor was away [...]
for two weeks and I had to push an appointment back 3 weeks
during an insulin trial period.”

3.2. Avoidance of health care

3.2.1. Fear of COVID-19 Fear was a major theme reported by
participants that resulted in a general avoidance of health care
and of clinical settings during the COVID-19 pandemic. One
participant described avoiding care because they were “scared
to go to doctor because ’'m scared to catch covid.” Another
participant described their health care-seeking behavior during
the pandemic: “I am terrified of the interactions so I am putting
[seeing my doctor] off.” Another participant shared, “I want
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go to the doctors office. I'm very scared of many things but
[COVID] beats them all.” Participants also noted that local
hospital capacities were a contributing factor to their fear and
avoidance of care. One participant stated that he was “afraid
to make appointments since hospitals are overwhelmed with
covid-19 and [I] don’t want to be infected.”

3.2.2. Changed health-seeking behaviors Participants
reported that a fear of exposure to COVID-19 was directly
related to decisions to forgo or limit seeking health care, even
when symptoms would have otherwise motivated them to health-
seeking behaviors. One participant narrated, “Within the last
week I was experiencing gut pain that would have taken me to
a doctor pre-Covid. I chose to wait it out due to not wanting
to be exposed in a doctor's waiting room.” Another participant
described forgoing health care: “I avoid going into the doctor so I
can avoid contact with other people. I have a severe abscess now
because I put off seeing my doctor.” One participant described
both avoiding and forgoing care. She stated, “Delayed annual
cardiology and echocardiogram appointment by 4 months. I
didn’t go to hospital for X-rays of foot injury because I preferred
to avoid hospital.” Another participant described avoiding all
types of “routine health care (dentist, eye doctor, mammogram,
annual gyno visit) to limit my exposure to Covid,” while another
noted only avoiding certain kinds of health care, with dental
care commonly cited due to a perception of increased risk. One
participant stated, “the only healthcare provider I have avoided
seeing is a dentist because of the heightened risk of infection.”

3.2.3 Experiences with telehealth The rapid transitions to
telehealth affected participants’ experiences of health care both
positively and negatively. Some respondents characterized their
telehealth experience as generally positive. One participant
noted that their health was “better actually since I am doing
video appointments.” Another participant cited the lack of
exposure to COVID-19 as a positive aspect of their telehealth
experiences: “Plus side .. have used Tele-Med appointment ..
beats waiting in a room full of sick people.” A similar sentiment
was echoed by another participant: “Telehealth appointments
have been great. I have no wish to visit a clinic/Doctors office
unless it is necessary during this outbreak.”

Not all patient experiences with telehealth appointments were
positive. Some participants noted a general negative opinion of
telehealth appointments, while others expressed extremely nega-
tive opinions of telehealth appointments. One participant stated
that she “despised” telehealth. Another participant noted, “tele-
health appointments does not seem as personal” when describ-
ing her experiences. Other participants stated, “It's been hard to
think about doing tele-health, because I feel like I needed to be
in person with the doctor.”

Other participants reported frustration with the limitations of
health care available through telehealth. One participant noted
that specific forms of mental health therapy can only be con-
ducted in-person and described her experiences with telehealth:
“I have had to switch to Video Conference for my mental health
sessions. I am no longer able to have eye movement desensiti-
zation and reprocessing therapy for my post-traumatic stress
because this requires and in-person session.” Another participant
noted, “since my biggest issue is asthma, it is not easy to manage
via telehealth.” Diabetes management and monitoring was also
reported as being difficult using telehealth systems. Participants
noted that “in office visits with my primary care physician are
not happening so other tests besides in home glucose are not
being performed. Cannot get a current Alc or other test done.”

4. Discussion

This study documents patients’ experiences of health care
during the COVID-19 pandemic using qualitative methods.
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Participants described the impact of the COVID-19 pandemic
on their health care in their own words. From this data, three
primary themes emerged: delayed health care, avoidance of
health care, and experiences of telehealth. Participants reported
their experience with delayed care for primary and preventive
care, including routine diagnostic and wellness procedures.
This is consistent with the emerging literature on health care
delays for primary and preventive care,/!! dental procedures,?”!
cancer screenings,?®! obstetric and antenatal care,! colorectal
screenings,?”! dermatology,*®! and physician-centered diabetes
care.B!T A critical finding of this study is the impact of appoint-
ment unavailability on care access. This is supported by pre-
vious research on health care rationing during the COVID-19
pandemic.B32331

Within the primary theme of avoidance of health care, par-
ticipants described fear of COVID-19 infection as the pri-
mary reason for changes to their health-seeking behaviors.
Participants indicated that fear of COVID-19 influenced
health care decision-making about routine/wellness care,
preventive care, emergency care, and surgical interventions.
This is consistent with studies finding that fear of COVID-19
affects health-seeking behaviors in adults®**! and specifically
in special populations, such as parents.’® Studies have found
that large numbers of COVID-19 deaths were associated
with proportional increases in mortality rates from other
causes,’”! and delaying or forgoing care is indicated as a
major factor affecting these increases.!! Our findings expand
on assessments of fear of COVID-19 and provide the first
qualitative study of a diverse population that allowed partici-
pants to describe their concerns in their own words. Delays in
care are especially concerning, as a recent study reported that
the high number of COVID-19 deaths was associated with
proportional increases in mortality rates from other causes
as a secondary effect of the pandemic.’”’ Another recent
study indicated delaying and forgoing care is a major factor
increasing mortality rates.!!!

Participants described a range of positive experiences with
telehealth such as accommodating their desire to avoid clin-
ical settings and risky contact with other patients or health
professionals. These findings are critical in the context of
the rapid transitions to telehealth during the COVID-19
pandemic. Our findings are consistent with research which
recommends telehealth to avert overwhelming health care
capacities during pandemic or disaster conditions,">3% facil-
itating continuity of care and improving delivery of care
during the pandemic.”

Study participants also reported negative experiences with
telehealth, citing a lack of personal engagement with their pro-
viders and the limitations of contemporary telehealth systems as
primary issues. Participants stated that some procedures were
impossible to conduct via telehealth modalities of care. These
findings are consistent with prior research indicating that the
inability to perform physical examinations is a major limitation
of current telehealth systems. 4041

5. Limitations and future research

There are some limitations to this study. Digital data collection
methodologies allow for a larger number of respondents and
greater anonymity for respondents; however, this method for
qualitative data capture does not allow for follow-up ques-
tions or clarifying probes. This study is also limited by the
use of an online survey which may exclude individuals who
lack the economic or social resources to navigate the survey.
Analysis of this study is limited by the timing of the survey
during the second wave of the pandemic. These findings may
not fully represent experiences of the pandemic more broadly.
Further research is necessary to understand the effects of the
pandemic on individual and community access to health care
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during large scale disruptions. Additional research is needed
to further explore patient experiences with pandemic-adjusted
care and especially in exploring the applications of telehealth
as it relates to both standards of care and patient satisfaction
with health care.

6. Conclusion

This research provides insight into patient experiences with
health care during the COVID-19 pandemic. It is imperative to
explore barriers and facilitators to patient care during the pan-
demic, including both the extrinsic and intrinsic factors affecting
health behaviors. This study provides insights into the barriers
causing delayed or forgone health care.

Additionally, while telehealth is promising in preserving
continuity of care during pandemics, long-term integration
into the health care system is not without challenges, and this
study provides insights into how patients experienced telehealth
during COVID-19 in their own words. Going forward, health
care leaders and policy makers will be charged with addressing
the barriers and benefits of telehealth mentioned in this study,
among others, and integrating telehealth into existing health
care infrastructure in a medically safe, economically sustainable,
and equitable way.

Author contributions

Conceptualization: Pearl McElfish.

Formal analysis: Ramey Moore.

Methodology: Ramey Moore.

Validation: Emily Hallgren, Rachel Purvis.

Writing — original draft: Pearl McElfish, Ramey Moore, Sharon
Reece, Spencer Hall.

Writing — review & editing: Alan Padilla Ramos, Emily Hallgren,
Morgan Gurel-Headley, Rachel Purvis, Sharon Reece, Spencer
Hall.

References

[1] Gonzalez D, Karpman M, Kenney GM, Zuckerman S. Delayed and
forgone health care for nonelderly adults during the COVID-19 pan-
demic. Washington, DC: Urban Institute.; 2021. https://www.urban.
org/research/publication/delayed-and-forgone-health-care-nonelderly-
adults-during-covid-19-pandemic. Accessed November 18,2021

[2] Hartnett KP, Kite-Powell A, DeVies ], et al. Impact of the COVID-19
pandemic on emergency department visits—United States, January 1,
2019-May 30, 2020. Morbid Mortal Weekly Rep 2020;30:699.

[3] Masroor S. Collateral damage of COVID-19 pandemic: delayed medi-
cal care. ] Card Surg 2020;35:1345-7.

[4] Helsper CW, Campbell C, Emery J, et al. Cancer has not gone away: A

primary care perspective to support a balanced approach for timely can-

cer diagnosis during COVID-19. Eur ] Cancer Care 2020;29:¢13290.

Goyal M, Singh P, Singh K, Shekhar S, Agrawal N, Misra S. The effect

of the COVID-19 pandemic on maternal health due to delay in seeking

health care: experience from a tertiary center. Int ] Gynecol Obstetr
2021;152:231-5.

Williams R, Jenkins DA, Ashcroft DM, et al. Diagnosis of physical

and mental health conditions in primary care during the COVID-

19 pandemic: a retrospective cohort study. Lancet Public Health

2020;5:e543-50.

Weinstein E, Ragazzoni L, Burkle F, Allen M, Hogan D, Della Corte

F. Delayed primary and specialty care: the coronavirus disease-2019

pandemic second wave. Disaster Med Publ Health Preparedness

2020;14:e19-21.

Parkinson A, Drew J, Dykgraaf F, Allen M, Hogan SH. ‘They’re getting

a taste of our world’: A qualitative study of people with multiple sclero-

sis’ experiences of accessing health care during the COVID-19 pandemic

in the Australian Capital Territory. Health Expectat 2021;24:1607-7.

Managing healthcare operations during COVID-19. Centers for

Disease Control and Prevention. Updated February 8, 2021. https://

www.cdc.gov/coronavirus/2019-ncov/hep/facility-planning-opera-

tions.html. Accessed Novermber 18,2021

[S

[6

[7

[8

[9



Moore et al. ® Medicine (2022) 101:32

[10] Cantor JH, McBain RK, Pera MF, Bravata DM, Whaley CM. Who is
(and is not) receiving telemedicine care during the COVID-19 pan-
demic. Amer ] Prevent Med 2021;61:434-8.

[11] Contreras CM, Metzger GA, Beane JD, Dedhia PH, Ejaz A, Pawlik TM.
Telemedicine: patient-provider clinical engagement during the COVID-
19 pandemic and beyond. J Gastrointest Surg 2020;24:1692-7.

[12] Portnoy ], Waller M, Elliott T. Telemedicine in the Era of COVID-19. J
Aller Clin Immunol Pract 2020;8:1489-91.

[13] Dorsey ER, Topol EJ. State of telehealth. New Engl ] Med
2016;375:154-61.

[14] Almathami HKY, Win KT, Vlahu-Gjorgievska E. Barriers and facili-
tators that influence telemedicine-based, real-time, online consultation
at patients’ homes: systematic literature review. ] Med Internet Res
2020;22:e16407.

[15] King G, Heaney DJ, Boddy D, O’Donnell CA, Clark JS, Mair FS.
Exploring public perspectives on e-health: findings from two citizen
juries. Health Expectat 2011;14:351-60.

[16] Lambert H, McKevitt C. Anthropology in health research: from quali-
tative methods to multidisciplinarity. BMJ 2002;325:210-3.

[17] Tsianakas V, Maben J, Wiseman T, et al. Using patients’ experiences to
identify priorities for quality improvement in breast cancer care: patient
narratives, surveys or both? BMC Health Serv Res 2012;12:271.

[18] Colorafi KJ, Evans B. Qualitative descriptive methods in health science
research. HERD 2016;9:16-25.

[19] Sandelowski M. What's in a name? Qualitative description revisited.
Res Nurs Health 2010;33:77-84.

[20] Harris PA, Taylor R, Minor BL, et al. The REDCap consortium:
building an international community of software platform partners. |
Biomed Inform 2019;95:103208.

[21] BRFSS Questionnaire. Centers for Disease Control and Prevention
2019;https://www.cdc.gov/brfss/questionnaires/pdf-ques/2019-BRFSS-
Questionnaire-508.pdf. Accessed November 18,2021

[22] Hamilton CM, Strader LC, Pratt JG, et al. The PhenX toolkit: Get the
most from your measures. Amer J Epidemiol 2011;174:253-60.

[23] Neergaard MA, Olesen F, Andersen RS, Sondergaard J. Qualitative
description - the poor cousin of health research? BMC Med Res
Methodol 2009;9:52.

[24] Creswell JW. Research Design: Qualitative, Quantitative, and Mixed
Methods Approaches. 4th Edition, Thousand Oaks, California: SAGE
Publications, Inc; 2013.

[25] MAXQDA, Software for Qualitative Data Analysis [Computer
Program]. Berlin, Germany: VERBI Software; 1989. 2015.

[26] QuickFacts: Arkansas. United States Census Bureau. https://www.cen-
sus.gov/quickfacts/AR. Accessed November 18, 2021.

www.md-journal.com

[27] Kranz AM, Gahlon G, Dick AW, Stein BD. Characteristics of US adults
delaying dental care due to the COVID-19 pandemic. JDR Clin Transl
Res 2021;6:8-14.

Croswell JM, Corley DA, Lafata JE, et al. Cancer screening in the U.S.

through the COVID-19 pandemic, recovery, and beyond. Prevent Med

2021;151:106595.

[29] Del Vecchio Blanco G, Calabrese E, Biancone L, Monteleone G, Paoluzi
OA. The impact of COVID-19 pandemic in the colorectal cancer pre-
vention. Int | Colorectal Dis 2020;35:1951-4.

[30] Kumar S, Bishnoi A, Vinay K. Changing paradigms of dermatology
practice in developing nations in the shadow of COVID-19: lessons
learnt from the pandemic. Dermatol Ther 2020;33:¢13472.

[31] Banerjee M, Chakraborty S, Pal R. Diabetes self-management
amid COVID-19 pandemic. Diab Metabol Syndr Clin Res Rev
2020;14:351-4.

[32] Lund EM, Ayers KB. Raising awareness of disabled lives and health
care rationing during the COVID-19 pandemic. Psycholog Trauma
Theory Res Pract Pol 2020;12(Suppl. 1):5210-1.

[33] Farrell TW, Francis L, Brown T, et al. Rationing limited healthcare

resources in the COVID-19 era and beyond: ethical considerations

regarding older adults. ] Amer Geriatr Soc 2020;68:1143-9.

Czeisler ME, Marynak K, Clarke KEN, et al. Delay or avoidance of

medical care because of COVID-19-related concerns—United States,

June 2020. Morbid Mortal Weekly Rep 2020;69:1250.

[35] Sindhu KK, Green S. The fear returns: messaging in the age of corona-
virus disease 2019 (COVID-19). Adv Radiat Oncol 2020;6:100641.

[36] Lim E, Mistry RD, Battersby A, et al. How to recognize if your child
is seriously ill” during COVID-19 lockdown: an evaluation of parents’
confidence and health-seeking behaviors. Front Pediatr 2020;8:580323.

[37] Woolf SH, Chapman DA, Sabo RT, Zimmerman EB. Excess deaths

from COVID-19 and other causes in the US, March 1, 2020, to January

2,2021. JAMA 2021;325:1786.

Eberly LA, Kallan MJ, Julien HM, et al. Patient characteristics associ-

ated with telemedicine access for primary and specialty ambulatory care

during the COVID-19 pandemic. JAMA Netw Open 2020;3:¢2031640.

[39] Hollander JE, Carr BG. Virtually perfect? Telemedicine for Covid-19.
New Engl ] Med 2020;382:1679-81.

[40] Mubaraki AA, Alrabie AD, Sibyani AK, Aljuaid RS, Bajaber AS,

Mubaraki MA. Advantages and disadvantages of telemedicine during

the COVID-19 pandemic era among physicians in Taif. Saudi Arabia

Saudi Med ] 2021;42:110-5.

Szmuda T, Ali S, Stoniewski P. Telemedicine in neurosurgery during the

novel coronavirus (COVID-19) pandemic. Nuerologia i neurochirurgia

polska 2020;54:207-8.

[28

[34

(38

[41



