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Abstract
Purpose The COVID-19 pandemic created significant disruptions in cancer care, much of which was transitioned to tel-
ehealth. Because telehealth alters the way clinicians and patients interact with one another, this investigation examined 
patients’ perceptions of their communication with clinicians during the pandemic.
Method Patients were recruited from the Cancer Support Community, Fight Colorectal Cancer, and a market research 
firm to participate in an online survey. In addition to demographic and health-related information, respondents completed 
measures of patient-centered communication and evaluated how their communication in telehealth sessions compared with 
in-person visits.
Results From October to December 2020, 227 respondents (65.6% female, 64.6% Non-Hispanic White, 33.5% had 6 or more 
telehealth sessions, 55% were 50 or older) reported having some of their cancer care provided via telehealth. Respondents 
who were of racial/ethnic minorities, male, had more telehealth sessions, or had poorer mental health reported less patient-
centered communication with clinicians. Most patients thought communication in telehealth sessions was “about the same” 
as in-person visits with respect to good communication (59%). However, patients thinking communication in telehealth ses-
sions was “better” than in-person visits were more likely to be Hispanic (49%), Non-Hispanic Black (41%), under 50 years 
of age (32%), male (40%), and had more telehealth sessions (34%).
Conclusion Respondents reporting less patient-centered communication during the pandemic—e.g., persons of racial/ethnic 
minorities and males—were also more likely to evaluate communication in telehealth sessions as better than in-person visits. 
Further research is needed to understand reasons underlying this finding. Cancer care clinicians should take into account 
patient preferences regarding telehealth care, which may be particularly important for racial and ethnic minority patients.
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Introduction

The COVID-19 pandemic has led to significant disruptions, 
changes, or delays in cancer screening, diagnosis, and treat-
ment across multiple cancers [1–3]. In addition to routine 
management of patient care, coping with the pandemic 

challenged clinicians’ ability to have informative, compas-
sionate, and supportive interactions with their patients to 
reduce risk of infection, cope with uncertainty, manage 
symptoms, and adjust to changes in treatment plans [4]. 
A recent study [5] highlighted the importance of patient-
centered communication in the context of the pandemic. 
In that sample, the adverse effects of COVID-19-related 
fear on cancer patients’ hopelessness were buffered when 
patients perceived their clinicians’ communication as clear 
and empathetic.

To reduce the risk of COVID-19 exposure among patients 
and their clinicians, cancer care teams rapidly shifted many 
appointments from in-person visits to telehealth sessions 
[6–8]. Of interest in this study is how oncology patients 
perceive the quality of their communication with clinicians 
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during the pandemic and how their communication during 
telehealth sessions—characterized by synchronous clinician-
patient communication—compares with communication 
during in-person visits.

This is an important topic for several reasons. Patient-
centered communication in cancer care is characterized by 
effective information exchange, fostering healing relation-
ships, helping patients manage uncertainty and emotions, 
and making quality treatment decisions [9]. Patient-centered 
interactions are not only a requirement for high-quality can-
cer care, they also can contribute to better cancer care out-
comes [10, 11].

Current evidence is mixed regarding patient experiences 
with telehealth sessions compared with in-person visits. On 
the one hand, some surveys have indicated that most oncol-
ogy patients are satisfied with their telehealth sessions with 
respect to the care received and their communication with 
clinicians [8, 12–14]. Patient satisfaction with telehealth 
has been attributed to protecting patients and clinicians 
from COVID-19 infections, maintaining continuity of care, 
reducing treatment burden, creating the convenience of con-
sultations from home, avoiding transportation hassles for 
in-person appointments, and creating the ability to engage 
a caregiver or support person for a telehealth session [3, 
15–17].

On the other hand, patients and clinicians have expressed 
concerns that the move to telehealth has or will lead to less 
effective clinician-patient communication. Some are worried 
that telehealth sessions will make it more difficult for provid-
ers to express caring and support [18], which may weaken 
the clinician-patient relationship by diminishing nonverbal 
connection and in-person “presence” [17, 19]. Others are 
concerned telehealth may create delays in getting needed 
information [20]. Also, some patients have experienced chal-
lenges during video telehealth sessions, such as having lim-
ited internet bandwidth (especially among patients in rural 
communities) [18, 21], frustration with using the technology 
[8, 21], and questioning the effectiveness of virtual physi-
cal examinations for symptomatic patients [20]. As high-
lighted in a recent study, although most gynecological and 
breast cancer participants expressed satisfaction with their 
telehealth sessions, a majority also reported that the quality 
of care was not as good as in-person visits [13].

Additionally, certain groups of patients may have had bet-
ter (or worse) communication experiences since the start of 
the pandemic. For example, older oncology patients have 
reported less satisfaction with communication in telehealth 
sessions, in part because of lack of familiarity with or frus-
tration when using the technology [8, 21]. Regarding gender, 
of two surveys conducted in Australia during the pandemic, 
one survey reported males were generally more supportive 
of telehealth compared with females [22], whereas the other 
survey found males had poorer telehealth experiences [23]. 

Outcomes also may differ by race and ethnicity. A recent 
survey of patients at a gastroenterology clinic indicated that 
most Black and White patients reported their telehealth ses-
sions were as good or better when compared with in-person 
visits; however, Black patients were more likely to report 
technological problems [24]. By contrast, a prepandemic 
survey of primary care patients in California observed that 
Black respondents were more likely to choose both video 
and telephone sessions over in-person visits compared with 
Hispanic, White, and Asian respondents [25].

Health status also may influence oncology patients’ com-
munication experiences during the pandemic. In one inter-
national survey (with respondents mainly from the USA and 
Canada), most oncology patients (83%) were satisfied with 
their telehealth experience, although patients in the early 
stages of treatment and those with the shortest duration of 
treatment were less likely to be satisfied with virtual oncol-
ogy appointments [8]. In an Australian study of telehealth 
users (not limited to oncology), patients reporting more anx-
iety were more likely to have poorer telehealth experiences 
[23]. However, some cancer care providers have argued that, 
in the absence of in-person visits, telehealth helps address 
the psychological challenges faced by cancer survivors dur-
ing the pandemic by providing a mechanism for continuity 
of mental health support services [26].

The adjustments made by cancer care providers during 
the pandemic highlight the need for gathering patients’ per-
ceptions of the quality of their communication with clini-
cians and how their communication in telehealth sessions 
(video or phone) compares with communication in in-person 
visits. This study explored two research questions: How do 
oncology patients assess the quality of their communication 
with clinicians during the pandemic, and do these evalua-
tions vary by patients’ sociodemographic and health-related 
characteristics? How do oncology patients compare the qual-
ity of their communication in telehealth sessions to com-
munication in in-person visits?

Methods

Participants

From October to December 2020, oncology patients who 
had received treatment during the pandemic were recruited 
for an online survey of their cancer care experiences since 
the pandemic started. Survey participants were recruited 
through nonprofit cancer support organizations, the Can-
cer Support Community and Fight Colorectal Cancer, and 
through a market research firm. Eligibility criteria included 
having a cancer diagnosis (any cancer type), aged 18 or 
older, English speaking, and having received any type of 
cancer treatment in 2020. Survey respondents were offered 
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the chance to win a $75 gift card (20 survey respondents 
were randomly selected).

Measures

Quality of clinician-patient communication was assessed 
with two sets of measures. The Patient-Centered Com-
munication-Cancer-6 Items (PCC-CA-6) [27] consists of 
6 items on which patients self-assess their communica-
tion with clinicians since the pandemic began across key 
domains of patient-centered communication: information 
exchange, fostering healing relationships, responding to 
emotions, managing uncertainty, making decisions com-
munication, and enabling self-management. The measure 
is grounded in the National Cancer Institute’s 6-function 
model of patient-centered communication in cancer care [9]. 
Items are averaged to create a composite patient-centered 
communication score. The survey also included 3 single-
item measures where respondents were asked, “Compared 
to in-person visits, how well do your cancer care doctors 
and other healthcare professionals communicate (show car-
ing and support, provide the information you need) during 
telehealth sessions?” Response options included Much bet-
ter, Somewhat better, About the same, Somewhat worse, or 
Much worse. For each domain, response options were col-
lapsed to create a 3-level variable for which responses were 
Better, About the same, or Worse.

Additional survey measures included patient’s demo-
graphic characteristics (age, gender, education, race, and 
ethnicity), time since diagnosis, type of cancer, and number 
of telehealth sessions. Mental and physical health status was 
measured using 2 items from the Patient-Reported Outcomes 
Measurement Information System (PROMIS) [28]: “In gen-
eral, how do you rate your mental health, including your 
mood and ability to think?” and “In general, how do your 
rate your physical health?” Response options included Poor, 
Fair, Good, Very Good, or Excellent.

Data analysis

T tests and, as applicable, analysis of variance (ANOVA) 
were used to examine bivariate relationships between par-
ticipant characteristics and patient-centered communication 
to determine potential covariates for the final multivariable 
model with patient-centered communication ratings as the 
outcome. Significant candidate variables (p<0.01) and 
other variables chosen based on substantive knowledge of 
patient-centered communication were selected for the final 
linear model. These variables included number of telehealth 
sessions, gender, age, combined race and ethnicity, mental 
health rating, and physical health rating. The final model 
was evaluated for adherence to assumptions of normality and 

homoscedasticity of which the assumptions were verified. 
All testing and modeling were conducted using SASv9.4.

Results

During the recruitment period (October to December, 2020), 
317 patients completed the survey. Of these respondents, 
90 (28%) had never used telehealth and were excluded in 
further analyses. The respondents who were excluded were 
more likely to be non-Hispanic White and older (Table 1). 
The final group of respondents was mostly female (66%) and 
Non-Hispanic White (64%), and half were college educated. 
Colorectal and lung cancer patients comprised 60% of the 
respondents, who otherwise were diverse with respect to 
age, types of cancer, time since diagnosis, and health status 
(Table 1).

Table 2 presents the overall and subgroup findings of how 
respondents evaluated their communication with clinicians 
since the beginning of the pandemic.

Patient‑centered communication

Respondents reporting less patient-centered communication 
with clinicians tended to be male (mean=3.6 of 5 point scale 
vs. 3.9 for females, p=.001), younger (means =3.5, 3.7, 3.8, 
and 4.1, respectively, for ages 18–34, 35–49, 50–64, and 
65 and older, p=.02), and to have had more telehealth ses-
sions (mean=3.5 for 6 or more telehealth sessions vs. 3.9 
for those having 5 or fewer, p=.0005). Respondents rating 
clinicians’ communication lower also reported poorer men-
tal health (means= 3.1 and 3.5 for those reporting poor and 
fair mental health vs. means of 4.1 and 4.2 for those rating 
their mental health as very good or excellent, p<0001). The 
same pattern was also observed for respondents’ ratings of 
physical health (see Table 2). Hispanic (mean=3.3), Non-
Hispanic Black (mean=3.6), and Multiracial/Asian/Other 
participants (mean=3.2) evaluated their communication 
with clinicians less favorably compared with Non-Hispanic 
Whites (mean=4.1, p<.0001). Patient-centered communica-
tion ratings did not vary as a function of respondents’ edu-
cation, cancer type, and time since diagnosis (see Table 2).

In multivariable analyses, the strongest predictors of 
less patient-centered communication were race and eth-
nicity (specifically, Hispanic and Multiracial/Asian/Other 
respondents) and those reporting poorer mental health (both 
p<.0001) (Table 3).

Telehealth sessions as compared with in‑person 
visits

Table 4 presents the results comparing communication in tel-
ehealth sessions to that of in-person visits. Most respondents 
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reported that clinicians communicated as well during tel-
ehealth sessions as they did in in-person visits (59%), includ-
ing getting needed information (67%) and receiving care and 
support (69%). However, these evaluations varied signifi-
cantly across subgroups of patients. Interestingly, although 
the majority of respondents in most subgroups rated com-
munication in telehealth sessions as “About the Same” as 
in-person visits, a high percentage of respondents in certain 
subgroups rated telehealth to be better than in-person visits. 
Patients more likely to rate their overall communication as 
better in telehealth sessions than in-person visits were male, 
younger, and those who had 6 or more telehealth sessions. 
This same pattern held true for respondents’ perceptions of 
getting needed information and receiving care and support 
from clinicians (Table 4).

With respect to race and ethnicity, Non-Hispanic Whites 
generally rated communication in telehealth sessions and 
in-person visits as the same across the 3 communication 
domains (67% to 81%). However, higher proportions of 
Hispanic (48.9%), Non-Hispanic Black (40.9%), and Mul-
tiracial/Asian/Other respondents (45.5%) rated their overall 
communication via telehealth sessions as better than in-
person visits compared with non-Hispanic Whites (11%, 
p<.0001). The same pattern was observed for telehealth vs. 
in-person visits comparisons for how well clinicians showed 
caring and support and provided needed information (see 
Table 4). In terms of health status factors, respondents’ 
evaluations of communication in telehealth sessions as com-
pared with in-person visits did not vary as a function of self-
reported mental or physical health or of time since diagnosis.

Table 1  Participant 
characteristics by ever use of 
telehealth (N=317)

Characteristics Yes No p value
N (%) N (%)

Overall 227 (100.0%) 90 (100.0%)
Gender
Female 149 (65.6%) 57 (63.3%) 0.7520
Male 77 (33.9%) 32 (35.6%)
Other 1 (0.4%) 0 (0.0%)
Prefer not to answer 0 (0.0%) 1 (1.1%)
Age
18–34 20 (8.8%) 5 (5.6%) p<0.0001
35–49 83 (36.6%) 16 (17.8%)
50–64 93 (41.0%) 37 (41.1%)
65+ 31 (13.7%) 32 (35.6%)
Race/ethnicity
Hispanic 47 (20.8%) 3 (3.3%) 0.0019
NH White 146 (64.6%) 73 (81.1%)
NH Black 22 (9.7%) 9 (10.0%)
NH Asian, AI, NHPI, multiracial/other 11 (4.9%) 5 (5.6%)
Education
HS graduate or GED or less 22 (9.7%) 12 (13.3%) 0.7286
Some college 41 (18.1%) 17 (18.9%)
Associate degree in college or technical school degree 51 (22.5%) 13 (14.4%)
College or advanced or postgraduate degree 113 (49.8%) 48 (53.3%)
Cancer type
Colon or rectal cancer 93 (41.0%) 27 (30.0%) 0.1925
Breast cancer 48 (21.1%) 23 (25.6%)
Other 86 (37.9%) 40 (44.4%)
Time since diagnosis
<1 year 78 (34.5%) 25 (27.8%) 0.2202
1 year to less than 2 years 59 (26.1%) 23 (25.6%)
2 years to less than 5 years 48 (21.2%) 23 (25.6%)
5+ years 41 (18.1%) 19 (21.1%)

Mean (Std) Mean (Std) p value
Mental health 3.07 (1.01) 3.36 (1.08) 0.0273*
Physical health 2.84 (0.98) 3.06 (0.84) 0.0645
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Table 2.  Patient-centered 
communication (PCC) scores 
by subgroups among telehealth 
users (N=227)

a Answers other than male and female were excluded
b For statistical testing, categories were collapsed into 3 categories: Hispanic; Non-Hispanic White and 
Non-Hispanic Black/Asian; and American Indian, Native Hawaiian or Pacific Islander/Other/Multiracial
c Statistical tests conducted were conducted using ANOVA

Overall PCC

Mean (SD) p valuec

Overall 3.8 (0.77)
Number of telehealth sessions 0.0005
5 or less 3.9 (0.76)
6 or more 3.5 (0.72)
Gendera 0.0014
Female 3.9 (0.78)
Male 3.6 (0.71)
Other 3.5 (.)
Age 0.0204
18–34 3.5 (0.48)
35–49 3.7 (0.76)
50–64 3.8 (0.79)
65 or older 4.1 (0.78)
Race/ethnicityb 0.0001
Hispanic 3.3 (0.55)
Non-Hispanic White 4.0 (0.71)
Non-Hispanic Black 3.6 (0.66)
Non-Hispanic Asian, American Indian, Native Hawaiian or Pacific 

Islander, Multiracial/Other
3.2 (1.14)

Education 0.1675
High school graduate or GED or less 3.8 (0.84)
Some college 3.5 (0.86)
Associate degree in college or technical school degree 3.8 (0.69)
College or advanced or postgraduate degree 3.9 (0.75)
Cancer type 0.6352
Colon or rectal cancer 3.7 (0.74)
Breast cancer 3.9 (0.70)
Other 3.8 (0.84)
Time since diagnosis 0.6180
Less than 1 year 3.7 (0.91)
1 year to less than 2 years 3.7 (0.66)
2 years to less than 5 years 3.9 (0.67)
5 or more years 3.9 (0.73)
Mental health 0.0001
Poor 3.1 (1.03)
Fair 3.5 (0.81)
Good 3.8 (0.69)
Very good 4.1 (0.61)
Excellent 4.2 (0.70)
Physical health 0.0001
Poor 3.1 (0.92)
Fair 3.7 (0.71)
Good 3.9 (0.72)
Very good 3.9 (0.76)
Excellent 4.1 (0.57)
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Lastly, patient-centered communication scores were high-
est for respondents who rated communication in telehealth 
sessions as about the same as in-person visits. Lower com-
munication scores were reported by patients who either 
perceived telehealth sessions as better or as worse than in-
person visits with respect to overall communication, get-
ting needed information, and receiving care and support 
(Table 3).

Discussion

This study examined oncology patients’ perceptions of their 
communication with clinicians during the pandemic, a par-
ticularly important topic as many cancer care consultations 
were transitioned from in-person visits to telehealth ses-
sions. We also explored how patients rated their communi-
cation in telehealth sessions compared with in-person visits 
and whether these judgments varied for different groups of 
patients. Consistent with other surveys of oncology patients 
[8, 12, 13, 29], a majority of our respondents were positive 
about their communication with clinicians and rated com-
munication in their telehealth sessions as “about the same” 
as in in-person visits. However, there were notable differ-
ences across subgroups of patients. We discuss our findings 
with respect to these divergent communication experiences 
and the implications of the findings for future research and 
clinical practice.

Study participants’ responses fall roughly within 3 clus-
ters (Figure 1). Cluster 1 consists of patients who provided 
highly favorable ratings of their communication with cli-
nicians and who found telehealth sessions to be about the 

same as in-person visits with respect to overall communi-
cation, getting needed information, and receiving support. 
These patients were generally non-Hispanic White, female, 
older, and had fewer (5 or less) telehealth sessions (Tables 2 
and 3). By contrast, respondents in cluster 2 reported less 
patient-centered communication with clinicians; however, 
proportionally more of these respondents evaluated their 
communication in telehealth sessions as better than in in-
person visits. These patients tended to be persons of racial 
and ethnic minority groups (Hispanic, non-Hispanic Black, 
Multiracial/Asian/Other), male, and those who had 6 or 
more telehealth sessions.

Lastly, across the entire sample, proportionally fewer 
respondents reported poorer communication in telehealth 
sessions compared with in-person visits (18%), as com-
pared with respondents reporting communication was better 
(23%) or the same (59%). However, there were subgroups of 
patients in which more than 20% reported communication 
in telehealth sessions was poorer than in in-person visits. 
Cluster 3 comprised respondents who were older than 65 
(29%), non-Hispanic White (22%), and those reporting poor/
fair physical (24%) and mental (22%) health.

While this investigation did not test hypotheses for group 
differences, our findings align with previous research and 
point to novel areas for future investigations. First, with 
respect to race and ethnicity, Non-Hispanic White respond-
ents in our sample fared better in their communication expe-
riences, whether in in-person visits or in telehealth sessions, 
when compared with respondents of other races and ethnici-
ties. While some research in cancer care settings has found 
few differences in patients’ perceptions of their communica-
tion with clinicians as a function of race and ethnicity [30], 
other studies have reported that racial and ethnic minority 
groups evaluated their communication in oncology visits 
less favorably compared with non-Hispanic Whites [31–34]. 
The more intriguing finding, however, is that almost half of 
Hispanic (49%), Black (41%), and Multiracial/Asian/Other 
(46%) respondents in our sample rated their communica-
tion in telehealth sessions as better than in in-person visits 
compared with non-Hispanic Whites (11%).

One possible explanation for this finding is that the poorer 
experiences many racial and ethnic minority patients have 
when communicating in-person with clinicians—whether 
because of more awkward interactions [35], perceived 
prejudice [36], or implicit bias [37]—are mitigated to some 
extent in telehealth sessions compared with in-person visits. 
Alternatively, other elements of the communication context 
may influence evaluative comparisons. For example, since 
the pandemic, Black and Latino patients have been more 
likely to use telehealth services compared with non-Hispanic 
Whites (especially via telephone) [24, 25, 38]. Consequently, 
even if communication experiences are roughly comparable 
in telehealth sessions as compared with in-person visits, the 

Table 3.  Predictors of patient-centered communication (PCC)

* p value <.05; **p value <.01; ***p value <.001

Characteristics PCC

B (SE) 95% CI

Number of telehealth sessions
5 or less telehealth sessions 0.09 (0.11) [−0.116, 0.303]
6 or more telehealth sessions REF
Sex
Female 0.14 (0.1) [−0.05, 0.337]
Male REF
Age 0.005 (0.004) [−0.003, 0.013]
Race and ethnicity
Hispanic −0.51 (0.13)*** [−0.766, −0.259]
Non-Hispanic Black −0.28 (0.15) [−0.581, 0.02]
Non-Hispanic Other −0.73 (0.21)*** [−1.144, −0.312]
Non-Hispanic White REF
Mental health 0.20 (0.05)*** [0.106, 0.303]
Physical health 0.04 (0.05) [−0.058, 0.146]
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aforementioned benefits of having a consultation at home, 
and not having to travel to the clinic, arrange for childcare, 
pay for parking, have long wait times at the clinic, and fewer 
interactions with staff and security may make telehealth ses-
sions a more favorable communicative experience [15–17].

Cluster 3 comprised patients proportionally more likely 
to evaluate their communication in telehealth sessions as 
worse compared with in-person visits and provided mixed 
ratings of their communication with clinicians. For example, 
some respondents in cluster 3, such as non-Hispanic Whites 
and patients aged 50 or older, overlap with cluster 1 in that 
these respondents provided higher ratings to their commu-
nication with clinicians but, compared with other groups, 
were proportionally more likely to report communication in 
telehealth sessions was worse than in in-person visits (22% 
and 21%, respectively). Unique to Cluster 3 were patients 
reporting poorer mental and physical health. These respond-
ents gave lower ratings to their communication with clini-
cians and a sizeable proportion thought communication in 
telehealth sessions was worse than in in-person visits (22% 
and 25%, respectively) (Table 3). The poorer assessment 
of communication in telehealth sessions by older patients 
is consistent with other surveys in oncology since the start 
of the pandemic [8, 39]. Additionally, prepandemic surveys 

also found oncology patients with poorer health status 
reported less favorable communication experiences [31]. 
However, the other differences are harder to explain. Based 
on our findings and given that telehealth is likely to remain 
on option for cancer care services, future research should 
examine why certain cancer patients who have had less than 
optimal communication experiences with clinicians may 
respond favorably to telehealth sessions rather than traveling 
to clinics for in-person visits.

Finally, our findings point to several areas for further 
investigation. Future research should include more racially/
ethnically diverse and vulnerable populations, particularly 
within safety net settings. Perceived bias and systemic 
structures can lower the quality of patients’ communication 
experiences in these settings, an unintended consequence 
of which may make telehealth a more favorable option for 
consultations. Further study is also needed to examine the 
clinical and health-related consequences of offering patients 
a choice for in-person visits or telehealth sessions. For exam-
ple, a prepandemic systematic review [40] concluded that 
patient preferences for cancer treatment can significantly 
influence treatment adherence and outcomes. Would accom-
modating patient preferences for either telehealth sessions or 
in-person visits enhance patients’ cancer care experiences, 

Figure 1.  Clusters of responses 
for quality of communication 
and comparing telehealth to 
in-person. *PCC, patient-
centered communication scores. 
**Respondents with poorer 
mental and physical health had 
lower PCC ratings. Non-His-
panic Whites and older patients 
had higher PCC ratings

*PCC = Pa�ent-centered communica�on scores

**Respondents with poorer mental and physical health had lower PCC ra�ngs. Non-Hispanic Whites and older pa�ents had 
higher PCC ra�ngs.

Cluster 1
Higher PCC* rating

Most rated telehealth same 
as in-person

Female
Fewer Telehealth Sessions

Poorer Mental Health
Poorer Physical health

Cluster 3
Mixed PCC ratings**

20% or more considered 
telehealth worse

Cluster 2
Lower PCC rating

Almost half rated telehealth 
better

Hispanic
Non-Hispanic Black

Asian/Multiracial/Other
Male

More telehealth sessions

Older
Non-Hispanic White
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such as greater patient satisfaction and perceived control? 
Moreover, if choosing a telehealth option for certain cancer 
services, what modality (video or telephone) would patients 
desire? A recent survey at a large multispecialty, outpatient 
clinic [41] reported that a majority of patients were very 
likely to use telehealth for patient education, preparing for 
visits, and reviewing test results. However, compared with 
patients who had a telephone session, those who participated 
in a video session were more likely to report preferences for 
using telehealth for education, care plan discussions, long-
term health issues, and mental health.

Study limitations

Our study had several limitations. First, although we found 
subgroup differences—such as race and ethnicity, and gen-
der—generalizability of the findings is limited because the 
sample was largely non-Hispanic White, female, and col-
lege educated. Second, our study was conducted before 
COVID-19 vaccines were readily available. Thus, for many 
patients in this study, telehealth was the only option for cer-
tain cancer care services. Now that clinics are returning to 
in-person visits, future research should assess patient experi-
ences and preferences when both telehealth and in-person 
visits are available. Third, because respondents were asked 
to participate via an online survey, the sample may have 
overrepresented people accustomed to using the internet for 
everyday activities, which could include having telehealth 
for some cancer care services. Fourth, we did not ask partici-
pants about the content and purpose of their oncology visits 
(whether with telehealth sessions or in-person visits) or the 
number of telehealth sessions that were delivered via video 
relative to telephone. For example, symptomatic patients 
likely have stronger preferences for in-person visits, [20] 
whereas telehealth may be a viable media choice for follow-
up care. Finally, we did not examine whether patients were 
offered a choice (video or telephone) for their telehealth ses-
sions. This is an important topic for future research as the 
communicative experiences associated with video visits are 
significantly different from telephone sessions with respect 
to visual connection and engagement.

Clinical implications

The pandemic may serve as the impetus for structural 
changes in cancer care to allow, even encourage, telehealth 
sessions for some cancer care services [42]. Our findings 
align with other findings indicating that many patients (and 
healthcare professionals) would like telehealth to remain an 
option for future cancer care [12, 13, 21, 43]. Cancer care 
consultations for which telehealth sessions may be very 
appropriate include some initial visits, genetic counseling, 
psychological and supportive care, symptom management, 

patient education, and nutrition counseling [44]. Consulta-
tions for complex treatment recommendations, delivering 
bad news, and invasive treatment are arguably less appropri-
ate for telehealth sessions [43]. However, when the threat of 
contracting COVID-19 wanes, patients who were tolerant 
of virtual cancer care during the pandemic may have prefer-
ences for returning to usual care [45]. This suggests patients 
should be offered a choice for modality of service, assuming 
appropriate care can be provided.

Conclusion

Oncology patients in this study generally rated their com-
munication with clinicians favorably since the start of the 
pandemic and thought communication in telehealth sessions 
was “about the same” as in in-person visits with respect 
to overall communication and getting needed information, 
care, and support. However, certain groups of patients had 
very different communication experiences. Racial and ethnic 
minority groups and male patients reported receiving less 
patient-centered communication during the pandemic. Yet, 
these same patients were more likely to evaluate commu-
nication favorably in telehealth sessions than in in-person 
visits. Future research should explore the extent to which 
and why oncology patients who report less patient-centered 
communication with clinicians may in turn respond more 
favorably to telehealth sessions as compared with in-person 
visits. Clinicians should consider patient preferences for tel-
ehealth care as compared with in-person care, which may be 
particularly important for racial and ethnic minority patients.
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