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abstract

The core pillars of multimodal care of patients with cancer are surgical, radiation, and medical oncology. The
global pandemic of coronavirus disease 2019 (COVID-19) has suddenly resurrected a new pillar in oncology
care: teleoncology. With oncologists reaching out to patients through telemedicine, it is possible to evaluate and
fulfill patients’ needs; triage patients for elective procedures; screen them for influenza-like illness; provide them
with guidance for hospital visits, if needed; and bridge oral medications and treatments when a hospital visit is
not desirable because of any high risk-benefit ratio. Teleoncology can bring great reassurance to patients at
times when reaching an oncology center is challenging, and more so in resource-constrained countries.
Evidence-based treatment protocols, dispensable by teleoncology, already exist for many sites of cancer and
they can provide a bridge to treatment when patients are unable to reach cancer centers for their standard
treatment. The young pillar of teleoncology is going to remain much longer than COVID-19.
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INTRODUCTION

Cancer is one of the leading cause of disability and
death worldwide. An estimated 18.1 million people are
diagnosed with cancer each year, of which 9.6 million
die of their disease.1 India is inhabited by.17% of the
world’s population. An estimated 1.1 million people
are diagnosed each year with cancer in India. Unlike
the populations in Western countries, patients are
diagnosed at later stages and a decade younger.2 The
10 topmost cancers affecting the disability-adjusted
life years in India are those of the stomach, breast,
lung, lip and oral cavity, pharynx other than naso-
pharynx, colon and rectum, leukemia, cervix, esoph-
agus and brain, and nervous system.3

MULTIMODAL CARE IN ONCOLOGY

As medicine evolved, solid tumors that were amenable
to resection were attempted to be managed by in-
creasingly aggressive surgeries. In the 19th century,
William Halsted, from John Hopkins University in the
United States, established such procedures as rad-
ical mastectomy, in which breast, muscles, and even
ribs were removed in pursuit of control of breast
cancer.4 The high rates of relapse, despite suchmorbid
procedures and challenges to manage the dissemi-
nated disease, prompted clinicians involved in the
care of patients with cancer to incorporate other evolv-
ing modalities, such as radiation therapy, hormo-
nal therapy, and chemotherapy. Bertrand Fischer

proposed the systemic paradigm of cancer and, in
a series of meticulous landmark studies, increased the
survival of patients with breast cancer using multi-
modal care and less morbid surgeries.5Gradually, the
three pillars of oncology were identified as surgical
oncology, dealing with surgeries; and other two non-
surgical pillars of radiation oncology and medical
oncology, making use of local radiation therapy and
systemic therapies, respectively. Almost all patients
with cancer need multimodal care with complex se-
quencing and synergistic combinations as laid down
by biological rationale or evidence from clinical trials.
Systems evolved in various hospitals in which either
the patients are seen jointly by clinicians from all
contributing specialties or, if seen already, are dis-
cussed and amultimodal care plan is formulated at the
tumor boards. Tumor boards are multidisciplinary
team meetings in which all contributing clinicians
make decisions and chart the care plan of the patient.
As demonstrated by numerous systematic reviews, the
multidisciplinary team approach is the best strategy for
the care of patients with cancer.6-8

CORONAVIRUS DISEASE 2019 AND PROBLEMS IN
CANCER CARE

Novel coronavirus disease 2019 (COVID-19) caused
by SARS-CoV-2 appears to have originated in De-
cember 2019 from Wuhan, Hubei, China, and in
January 2020, WHO declared the same a global
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pandemic. The pandemic brought a Pandora’s box of
problems. There was a problem of travel and resources
because of lockdowns imposed to control the spread of
disease. The rapid wave of the infection consumes
hospital resources, including both the workforce,
which is either diverted to take care of patients with
COVID-19 or gets quarantined thereafter, and equip-
ment and beds, which cannot be shared with non-
infected patients. Patients with cancer are being
affected by all the problems posed by COVID-19 and, in
addition, are a high-risk population for the disease
because of their immunocompromised status. Al-
though the world saw the plight of China in advance,
populations of most countries have gradually become
affected at different rates and at different times.9-12

COVID-19 and Cancer Care Guidelines

As the wave of COVID-19 infection swept across countries,
there were many dilemmas. Many elective procedures by
various medical specialties were halted to divert resources
for COVID-19 care; emergency care, however, continued.
Oncology patients of different age groups and different
disease stages occupy a whole spectrum of priority where
their segregation into a simple binary group of elective
versus the emergency need of treatment gets blurred.
Thus, the treatment at most cancer centers has continued,
even though other specialties paused in response to
COVID-19 at most centers. Various oncology societies and
eminent, comprehensive cancer centers rapidly issued
guidelines and are revising them as and when needed
because of evolving scenarios due to COVID-19.13-20 Most
of the guidelines insist on assigning different priorities to
patients, with the highest priority assigned to rapidly pro-
liferating tumors in patients treated with curative intent, and
patients expected to have maximum disease-free status.
The lowest priority is for tumors that either proliferate slowly,
and delay in treatment is not expected to cause any
compromise in outcomes, or advanced stage tumors in frail
and elderly patients in whom any extension of life is highly
improbable.

Oncosurgery and COVID-19

Postoperative outcomes in patients infected with SARS-
CoV-2 are substantially worse than prepandemic baseline
rates of pulmonary complications and mortality.21 Appre-
ciating the highly variable COVID-19 conditions across
different regions, the American College of Surgeons has
proposed three acute phases and two recovery phases, as
follows22:

• Acute phase I: semi-urgent setting (preparation phase):
Surgery restricted to patients likely to have survivorship
compromised if surgery is not performed within the next
3 months.

• Acute phase II: urgent setting: Surgery restricted to
patients likely to have survivorship compromised if
surgery is not performed within the next few days.

• Acute phase III: exhausted setting: Surgery restricted to
patients likely to have survivorship compromised if
surgery not performed within the next few hours.

• Early recovery phase: Past the peak of COVID-19, with
fewer new cases recorded each day.

• Late-phase recovery: Well past the peak of new COVID-
19 cases by at least 14 days.

Besides patient care, all guidelines also emphasized man-
aging of staffing, the preparedness of the hospitals, infection
control, and scheduling.

TELEONCOLOGY, THE YOUNGEST PILLAR IN SUPPORT
DURING CRISIS

The oncology community is armed with various guidelines
that prioritize patient care. However, there are two more
problem groups remaining: (1) the problems due to lock-
down, and (2) issues related to social distancing. The
lockdown affects the travel of patients, and social dis-
tancing affects physical multidisciplinary-team meetings.
Most patients are unable to travel to their primary oncology
centers. In the low- and middle-income countries, often
there are no oncology services near patients’ homes.23-25 A
diagnosis of cancer, treatment interruption, and no contact
with oncologists constitute a cocktail for suffering. Tele-
medicine using various modes of communication between
the patient and health care providers, as well as among
different health care specialists for joint care, has been
promptly resurrected as one of the responses to the COVID-
19 crisis.26-29 Telemedicine has appeared as a strong and
long-lasting pillar of oncology.30-34

Telemedicine involves the use of any audiovisual in-
formation technology for interaction or monitoring of in-
dividuals or communities for health purposes. WHO has
adopted the definition of telemedicine as “The delivery of
health care services, where distance is a critical factor, by
all health care professionals using information and com-
munication technologies for the exchange of valid in-
formation for diagnosis, treatment and prevention of
disease and injuries, research and evaluation, and for the
continuing education of health care providers, all in the
interests of advancing the health of individuals and their
communities”35. Laws in most countries had some re-
strictive attitude toward telemedicine, with an apprehen-
sion to protect people frommedical errors in the absence of
direct interaction. However, with the embracing of tele-
medicine borne out of urgent need due to COVID-19, there
have been rapid changes in such laws, with the adoption of
various frameworks of telemedicine.28,33,36 The information
technology paraphernalia is flooded by multiple tools like
android and iOS applications for chatting and video calls,
chatbots with artificial intelligence, and various software
(eg, Apple’s Facetime; Apple, Cupertino, CA), Skype
(Microsoft, Richmond, WA), and Cisco Webex (CISCO, San
Jose, CA), among others).
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The telemedicine technological base cannot be generalized
and is best chosen by the bottom-up approach: when
providing services to the patient, always choose what
the patient can access. Hospitals or health care profes-
sionals using their superior technological tools with pa-
tients is often a reason for poor compliance of patients to
telemedicine.37,38 Simple phone calls, text messages, and
popular android applications readily available to patients
should be used for audio-, text-, or video-based services in
telemedicine. Any multidisciplinary team discussions and
academics can use higher technologies with video con-
ferencing, and often presentation and screen sharing,
available to health care workers and medical trainees. A
uniform and ethical structure of telemedicine consultation
and prescription usually takes care of the prevention of
errors. Telemedicine guidelines issued by various medical
council and regulatory authorities have drafted mandatory
structure of such prescriptions like a clearly written name,
age, drugs prescribed, date of prescription, and doctor’s
name with certification and registration details, and so
forth.36

Teleoncology during COVID-19 is serving multiple objec-
tives (Table 1). Patients planned for hospital admission and
procedures can be screened by teleoncology for any signs
and symptoms of influenza. They can be guided toward the
hospital protocol for treating patients suspected of having
COVID-19 instead of a surprise finding in busy day care
scheduled for the next cycle of chemotherapy or radiation
therapy. Those who are not suspected of having influenza-
like illness can often get baseline investigations done close
to their home and then get instructions on how to visit in the
hospital and schedule their appointments. Patients re-
ceiving routine follow-up who usually do not need radi-
ology investigations, unless symptomatic, can avoid hospital
visits, and teleoncology can suffice.

Prioritizing can also be done through a teleoncology con-
sultation. Patients who require active oncology treatment
but are either unable to visit the hospital or stay for the
required period close to the hospital can be often pre-
scribed bridging multimodal treatments like metronomic
oral chemotherapies and hormone therapies before they
can finally visit the cancer center for the standard-of-care
treatment of their particular cancer. Where treatments can
be safely deferred, like postoperative adjuvant radiation in
hormone-positive early breast cancer, the same can be
communicated and counseled using teleoncology. Patients
treated with palliative intent who travel unnecessarily during
the time of COVD-19 have a high risk-benefit ratio. It
perfectly justifies treating these patients and issuing pre-
scriptions by teleoncology except when the patient needs
to visit the hospital for short procedures like tapping of
effusions, insertion of a nasogastric tube, or palliative ra-
diation therapy, which can be delivered as a single or
hypofractionation to reduce their visits to the hospi-
tal. Palliative metronomic chemotherapies can also be

prescribed through teleoncology. Extremely emotionally
challenging tasks such as communicating bad news and
even providing bereavement care may also be done
through teleoncology.39,40

TELEONCOLOGY ADVANTAGES AND LIMITATIONS

In addition to being a strategic tool for infection control for
patients, caregivers, and health care professionals, tele-
oncology saves the cost of traveling and lodging near
hospitals.30 On a teleoncology platform, caregivers and
relatives who are staying at different places and even
specialists who are otherwise not available in the parent
cancer center may be invited for joint care-plan formula-
tions and counseling.41 Systematic reviews, although un-
able to identify studies with large numbers of patients, did
show that the cost of consultation was reduced with no
perception of impaired ability to decide on care plans.42

However, there may be patients as well as health care
professionals who may be unable to perceive empathetic
communications using only electronic tools, as compared
with personal contact.43 Patients with cognitive disabilities
may not be best suited for any telemedicine assessment
but, at the same time, may benefit by avoiding unnecessary
travel.44Moreover, the most important objective of tele-
oncology is triage of suitable patients. In the absence of
proper triage, patients in real need of a personal visit to the
cancer center may swap spaces with patients not requiring
the same and this may waste time and resources of all
stakeholders. In low- to middle-income countries, the
pharmacy chains are complicated and usually not elec-
tronically linked to hospitals. There is lack of trained
pharmacists and, in remote areas, often untrained per-
sonnel may be at the retail counters of pharmacies.45 An
uneducated patient with an untrained pharmacist may not
be the best combination for dispensing telemedicine pre-
scriptions; thus, misadministration of drugs and dosages is
a real challenge.46,47

TELEONCOLOGY IN COMMON CANCERS

Patients with cancers of the breast, lung, and head and
neck constitute a large portion of patients who require
recurring care and visits to the oncology centers. Besides
triage, counseling and follow-up, as listed in Table 1, there
are an abundance of evidence-based oral medication
protocols that may be used for radical and palliative care
and as bridging prescriptions through teleoncology. In
patients with hormone receptor–positive breast cancer, oral
hormonal therapies can be a safe substitute for neo-
adjuvant and adjuvant chemotherapy.48,49 Similarly, for
hormone receptor–negative breast cancers, oral chemo-
therapies may be used.

In oral cancers, all efforts are to be made to provide the
definitive treatment modality without unnecessary delay.
The guidelines on the management of head and neck
cancers during COVID-19 by American and European
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societies like the American Society for Radiation Oncol-
ogy and the European Society of Therapeutic Radiology
and Oncology suggest that no delay is acceptable in
initiating radical treatment.50 For patients who are unable
to reach the hospital to receive intravenous chemother-
apy, which might be the case in low- to middle-income
countries where patients are unable to travel during
COVID-19, oral methotrexate is an attractive option. In
a matched-pair analysis done at Tata Memorial Hospital,
metronomic methotrexate as a neoadjuvant therapy in
head and neck cancers resulted in an improvement in
disease-free survival.51 Similarly, patients with metastatic
lung cancer with epidermal growth factor–receptor mu-
tations and patients with chronic myeloid leukemia with
BCR-ABLmutations can receive oral targeted agents and
be easily monitored by teleoncology. Thus, evidence-

based interventions are available for patients who are
either unable or are not required to visit the cancer cen-
ter in person.In conclusion, the treatment of patients
with cancer has evolved gradually to be multimodal care.
The COVID-19 pandemic has suddenly resurrected a new
pillar of oncology care—teleoncology—proving a novel
way to ensure patients’ and health care providers’ needs
are met. With the oncologists reaching patients at home
via telemedicine tools, it is possible to evaluate patients’
needs; triage patients for elective procedures; screen
them for influenza; provide them guidance for hospital
visits, if needed; and bridge oral medications and treat-
ments when a hospital visit is not desirable because
of any high risk-benefit ratio. The rules of various regu-
latory bodies have become supportive regarding tele-
medicine, and this often can bring great reassurance to

TABLE 1. Objectives Served by Teleoncology
No. Patient Subset Objectives Achievable Through Teleoncology

1 All patients Screening for symptoms of influenza

Counseling and guidance

Measurement of some symptom scores

Assessment of QOL and subjective surrogate markers of response

Prioritizing and scheduling of any hospital visits, if required

2 Follow-up patients with low probability of recurrence Follow-up only by teleoncology if patients are asymptomatic

Patients requiring simple investigations (eg, prostate-specific antigen for
patients with prostate cancer) can be asked to have tests done close to
home and rediscuss at next teleoncology sessions

3 Curative-care patients for whom procedures in
hospital outweigh the risk of COVID-19 due to hospital visit

Patients can be screened for any influenza-like symptoms and guided
according to the hospital protocol for suspected COVID-19

Baseline investigations can be done close to home before coming to
hospital

Patients can be prioritized and tentative multidisciplinary care plans can
be made in advance

Counseling for steps to prevent infection, such as wearing mask, social
distancing, and using private vehicles, if possible

Helping patients receive permission to travel, and so forth, where
demanded by authorities during traveling in a lockdown area

Schedule appointment to prevent overcrowding

4 Curative-care patients for whom treatment
at the hospital can be deferred

Counseling for any apprehension regarding the deferred treatment

Starting and continuation of any multimodal treatment, such as hormone
therapy, for patients with breast cancer

5 Curative-care patients who cannot come
to the hospital because of lockdown and other reasons

Bridging therapies, such as oral metronomic chemotherapy, targeted
therapy, or hormonal therapies, can be prescribed

6 Palliative-care patients Assessments of key problems, pain assessment, and suitable
prescriptions can be dispensed using teleoncology

Palliative metronomic chemotherapies, or targeted therapy or hormone
therapies, can be prescribed, if required

Breaking of bad news may be done

Caregivers can be counseled and trained using telemedicine and
teaching videos or demonstrations

Those needing short hospital visits for tapping of effusions or palliative
radiations can be scheduled and guided accordingly

Abbreviations: COVID-19, coronavirus disease 2019; QOL, quality of life.
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patients at times when reaching the oncology center is
challenging, and even more so in resource-constrained
countries.

Interestingly, evidence-based treatment protocols already
exist for many such bridge treatments, which can be

prescribed through teleoncology. The judicious use of such
teleoncology protocols becomes a part of personalized
oncology care. Oncologists are integrating the teleoncology
pillar to strengthen support to their patients—a pillar that is
going to be around longer than COVID-19.

AFFILIATIONS
1Department of Radiation Oncology, All India Institute of Medical
Sciences, Jodhpur, India
2Department of Surgical Oncology, All India Institute of Medical
Sciences, Jodhpur, India

CORRESPONDING AUTHOR
Puneet Pareek, MD, DNB, MAMS, Department of Radiation Oncology, All
India Institute of Medical Sciences, Basni Industrial Area, Phase II,
Jodhpur 342005, India; e-mail: drpuneetpareek@gmail.com.

AUTHOR CONTRIBUTIONS
Conception and design: All authors
Provision of study material or patients: Sanjeev Misra
Collection and assembly of data: Sri Harsha Kombathula
Data analysis and interpretation: Puneet Pareek
Manuscript writing: All authors

Final approval of manuscript: All authors
Accountable for all aspects of the work: All authors

AUTHORS’ DISCLOSURES OF POTENTIAL CONFLICTS OF
INTEREST
The following represents disclosure information provided by authors of
this manuscript. All relationships are considered compensated unless
otherwise noted. Relationships are self-held unless noted. I = Immediate
Family Member, Inst = My Institution. Relationships may not relate to the
subject matter of this manuscript. For more information about ASCO’s
conflict of interest policy, please refer to www.asco.org/rwc or ascopubs.
org/go/site/misc/authors.html.
Open Payments is a public database containing information reported by
companies about payments made to US-licensed physicians (Open
Payments).

No potential conflicts of interest were reported.

REFERENCES
1. Bray F, Ferlay J, Soerjomataram I, et al: Global cancer statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185

countries. CA Cancer J Clin 68:394-424, 2018 [Erratum: CA Cancer J Clin 70:313, 2020]

2. Mallath MK, Taylor DG, Badwe RA, et al: The growing burden of cancer in India: Epidemiology and social context. Lancet Oncol 15:e205-e212, 2014

3. Dhillon PK, Mathur P, Nandakumar A, et al: The burden of cancers and their variations across the states of India: The Global Burden of Disease Study 1990-
2016. Lancet Oncol 19:1289-1306, 2018

4. Halsted WS: I. The results of operations for the cure of cancer of the breast performed at the Johns Hopkins Hospital from June, 1889, to January, 1894. Ann
Surg 20:497-555, 1894

5. Fisher B: From Halsted to prevention and beyond: Advances in the management of breast cancer during the twentieth century. Eur J Cancer 35:1963-1973,
1999

6. Specchia ML, Frisicale EM, Carini E, et al: The impact of tumor board on cancer care: Evidence from an umbrella review. BMC Health Serv Res 20:73, 2020

7. Petty JK, Vetto JT: Beyond doughnuts: Tumor board recommendations influence patient care. J Cancer Educ 17:97-100, 2002

8. van der Velden DL, van Herpen CML, van Laarhoven HWM, et al: Molecular tumor boards: Current practice and future needs. Ann Oncol 28:3070-3075, 2017

9. Mei H, Dong X, Wang Y, et al: Managing patients with cancer during the COVID-19 pandemic: Frontline experience from Wuhan. Lancet Oncol 21:634-636,
2020

10. Indini A, Aschele C, Cavanna L, et al: Reorganisation of medical oncology departments during the novel coronavirus disease-19 pandemic: A nationwide Italian
survey. Eur J Cancer 132:17-23, 2020

11. Buckstein M, Skubish S, Smith K, et al: Experiencing the surge: Report from a large New York radiation oncology department during the COVID-19 pandemic.
Adv Radiat Oncol 5:610-616, 2020

12. Tata Memorial Centre COVID-19 Working Group: The COVID-19 pandemic and the Tata Memorial Centre response. Indian J Cancer 57:123-128, 2020

13. Zaorsky NG, Yu JB, McBride SM, et al: Prostate cancer radiation therapy recommendations in response to COVID-19. Adv Radiat Oncol 5:659-665, 2020

14. Coles CE, Aristei C, Bliss J, et al: International guidelines on radiation therapy for breast cancer during the COVID-19 pandemic. Clin Oncol (R Coll Radiol)
32:279-281, 2020

15. Braunstein LZ, Gillespie EF, Hong L, et al: Breast radiation therapy under COVID-19 pandemic resource constraints-approaches to defer or shorten treatment
from a comprehensive cancer center in the United States. Adv Radiat Oncol 5:582-588, 2020

16. Janssens GO, Mandeville HC, Timmermann B, et al: A rapid review of evidence and recommendations from the SIOPE Radiation Oncology Working Group to
help mitigate for reduced paediatric radiotherapy capacity during the COVID-19 pandemic or other crises. Radiother Oncol 148:216-222, 2020

17. Burki TK: Cancer guidelines during the COVID-19 pandemic. Lancet Oncol 21:629-630, 2020

18. You B, Ravaud A, Canivet A, et al: The official French guidelines to protect patients with cancer against SARS-CoV-2 infection. Lancet Oncol 21:619-621, 2020

19. Thomson DJ, Palma D, Guckenberger M, et al: Practice recommendations for risk-adapted head and neck cancer radiation therapy during the COVID-19
pandemic: An ASTRO-ESTRO consensus statement. Int J Radiat Oncol 107:618-627, 2020

20. ESMO: Cancer patient management during the COVID-19 pandemic. https://www.esmo.org/guidelines/cancer-patient-management-during-the-covid-19-
pandemic

21. COVIDSurg Collaborative: Mortality and pulmonary complications in patients undergoing surgery with perioperative SARS-CoV-2 infection: An international
cohort study. Lancet 396:27-38, 2020

22. American College of Surgeons: COVID-19: Elective case triage guidelines for surgical care. https://www.facs.org/covid-19/clinical-guidance/elective-case

Teleoncology: The Youngest Pillar of Oncology

JCO Global Oncology 1459

mailto:drpuneetpareek@gmail.com
http://www.asco.org/rwc
https://ascopubs.org/go/site/misc/authors.html
https://ascopubs.org/go/site/misc/authors.html
https://openpaymentsdata.cms.gov/
https://openpaymentsdata.cms.gov/
https://www.esmo.org/guidelines/cancer-patient-management-during-the-covid-19-pandemic
https://www.esmo.org/guidelines/cancer-patient-management-during-the-covid-19-pandemic
https://www.facs.org/covid-19/clinical-guidance/elective-case


23. Roy N, Khajanchi MU: A hospital too far--access to surgical facilities in India. Lancet Glob Health 3:e587-e588, 2015

24. Zubizarreta EH, Fidarova E, Healy B, et al: Need for radiotherapy in low and middle income countries – the silent crisis continues. Clin Oncol (R Coll Radiol)
27:107-114, 2015

25. Cazap E, Magrath I, Kingham TP, et al: Structural barriers to diagnosis and treatment of cancer in low- andmiddle-income countries: The urgent need for scaling
up. J Clin Oncol 34:14-19, 2016

26. Contreras CM, Metzger GA, Beane JD, et al: Telemedicine: patient-provider clinical engagement during the COVID-19 pandemic and beyond. J Gastrointest
Surg 24:1692-1697, 2020

27. Bianchi MG, Santos A, Cordioli E: Benefits of teledermatology for geriatric patients: Population-based cross-sectional study. J Med Internet Res 22:e16700,
2020

28. Shore JH, Schneck CD, Mishkind MC: Telepsychiatry and the coronavirus disease 2019 pandemic—current and future outcomes of the rapid virtualization of
psychiatric care [published online ahead of print May 11, 2020]. JAMA Psychiatry

29. Ghosh A, Gupta R, Misra A: Telemedicine for diabetes care in India during COVID19 pandemic and national lockdown period: Guidelines for physicians.
Diabetes Metab Syndr 14:273-276, 2020

30. Elkaddoum R, Haddad FG, Eid R, et al: Telemedicine for cancer patients during COVID-19 pandemic: Between threats and opportunities. Future Oncol 16:
1225-1227, 2020

31. Omboni S: Telemedicine during the COVID-19 in Italy: A missed opportunity? Telemed E-Health 26:973-975, 2020

32. Sharma DC: India takes to telemedicine for cancer treatment. Lancet Oncol 2:128, 2001

33. Dorsey ER, Topol EJ: Telemedicine 2020 and the next decade. Lancet 395:859, 2020

34. Webster P: Virtual health care in the era of COVID-19. Lancet 395:1180-1181, 2020

35. World Health Organization: Telemedicine: Opportunities and Developments in Member States: Report on the Second Global Survey on eHealth. Geneva,
Switzerland, World Health Organization, 2010

36. Board of Governors, Medical Council of India: Telemedicine Practice Guidelines. Enabling Registered Medical Practitioners to Provide Healthcare Using
Telemedicine. (Appendix 5 of the Indian Medical Council [Professional Conduct, Etiquette and Ethics Regulation, 2002]). https://www.mohfw.gov.in/pdf/
Telemedicine.pdf

37. Källander K, Tibenderana JK, Akpogheneta OJ, et al: Mobile health (mHealth) approaches and lessons for increased performance and retention of community
health workers in low- and middle-income countries: A review. J Med Internet Res 15:e17, 2013

38. Aranda-Jan CB, Mohutsiwa-Dibe N, Loukanova S: Systematic review on what works, what does not work and why of implementation of mobile health (mHealth)
projects in Africa. BMC Public Health 14:188, 2014

39. Holstead RG, Robinson AG: Discussing serious news remotely: Navigating difficult conversations during a pandemic. JCO Oncol Pract 16:363-368, 2020

40. Wallace CL, Wladkowski SP, Gibson A, et al: Grief during the COVID-19 pandemic: Considerations for palliative care providers. J Pain SymptomManage 60:370-
e76, 2020/
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