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Abstract
Background The COVID-19 pandemic has resulted in radical changes in the delivery of healthcare worldwide. Our oncology
service (at an Irish national cancer centre) rapidly transitioned to the use of telemedicine or virtual clinics (VC) to minimise
potential risk of exposure to COVID-19 amongst an immunosuppressed, high-risk population. Our study aimed to evaluate the
use of VC in this setting.
Methods An 18-point questionnaire was designed to investigate the patient experience of VC during the COVID-19 pandemic in
Ireland and compliance with guidelines developed in Ireland to conduct VC and the role of VC in the future. Questionnaires were
distributed following the receipt of verbal consent from patients during the VC. Descriptive statistics were utilised for data
analysis using SPSS®.
Results One hundred and four patients returned completed surveys (n = 104/164, 63% response rate). Overall satisfaction levels
were high with most patients (n = 58/100, 58%; no answer provided (NAP), n = 4) equally satisfied or nearly equally satisfied
withVC in comparison to a usual clinic encounter. Themajority of patients felt that there should be a role for VC in the future (n =
84/102, 82%; NAP, n = 2). The majority of patients (n = 61/99, 61%; NAP, n = 5) were very relieved to avoid a hospital visit due
to perceived risk of potential exposure to COVID-19.
Conclusion The majority of oncology patients were satisfied with a VC encounter. VC may have a role in the future of medical
care in Ireland post the COVID-19 pandemic.
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Introduction

The COVID-19 pandemic has placed unprecedented de-
mands on healthcare services worldwide and has necessitat-
ed rapid changes in how healthcare is delivered [1, 2].
Clinicians have been asked to balance the risk to benefit ratio
of diagnostics, therapeutics and in-person reviews.
Balancing these benefits and risks for patients with cancer
poses unique challenges. Clinicians need to minimise risk of
infection for this vulnerable population while continuing

their cancer treatment.National guidelines have been rapidly
developed and shared with broad advice on minimising
spread of COVID-19, how and when to screen and test for
the virus and support for rationalising routine hospital visits
where possible [3, 4]. It is evident that stringent infection
prevention and controlmeasureswill need to be incorporated
into the delivery of healthcare for the foreseeable future. In
our hospital and others, this includes the provision of ade-
quate physical distancing for our patients and staff wherever
possible with ensuing restructuring of clinics. Due to the
recent resurgence of COVID-19 in Ireland, healthcare prac-
tices need to be flexible to accommodate fluctuating de-
mands and minimise infection risk [5]. Guidelines issued
by the National Cancer Control Programme (NCCP) in con-
junction with the HSE recommend that VC are conducted
with access to patient notes. They also recommend that the
doctor confirms at least two details of the patient, that the
doctor explains the advantages and disadvantages of VC
and that they verbally consent patients for the VC [3, 4].
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The Mater Misericordiae University Hospital is a National
Cancer Control Programme-designated cancer centre that pro-
vides tertiary medical oncology services. In an average week,
the hospital accommodates approximately 150 clinic appoint-
ments and 300 systemic anti-cancer treatment (SACT) ap-
pointments to ambulatory patients. Virtual clinics (VC) or
telemedicine have been introduced for medical oncology out-
patient clinics in the Mater Hospital since March 2020.

Clinics are prepared in advance of scheduled appointments
and patients deemed suitable for virtual review are called in
advance of their scheduled outpatient appointment via phone.
Video conferencing software has been not utilised widely at
our institution to date; efforts are under way both locally and
nationally to improve clinician access to video conferencing
facilities [5]. If clinical issues arise in the course of the con-
sultation warranting an in-person review, an appointment is
arranged. During the period of March to June of 2020, an in-
person clinical appointment was provided to a minority (ap-
proximately 20-40%) of oncology patients at our hospital
where, in the opinion of the supervising physician, such a
review is deemed clinically essential. Guidelines have been
developed to assist clinicians in conducting safe and clinically
useful VC [4, 6, 7]. These include verification of patient with
at least two identifiers, patient acknowledgement of the limi-
tations of VC, availability of complete medical record and
provision of correspondence to the patient’s general practi-
tioner following the VC.

Virtual clinics may provide certain advantages for patients
including the ability to avoid the hospital and associated risks
of contamination with infection and reduced travel costs; how-
ever, we hypothesized that patients might miss in-person in-
teraction with their physician, in particular if they were receiv-
ing difficult or upsetting information.

Traditionally, oncology clinics have been conducted in-
person often with family members present. There is limited
evidence describing the patient experience of VC in oncology
in the pre-COVID era [8]. Furthermore, the patient experience
of VC in oncology during the COVID-19 pandemic is un-
known. The purpose of this study was to gauge patient expe-
rience of VC in oncology conducted during the COVID-19
pandemic, to assess compliance with NCCP guidelines on VC
and to explore the potential role for the use of VC beyond the
pandemic. We hypothesised that the majority of patients
would be equally satisfied or nearly equally satisfied with their
VC encounter in comparison to previous experience of a face-
to-face visit.

Methods

This study was approved by our local audit/service evaluation
committee. A survey was designed to assess the patient expe-
rience of VC which included age category of patient, phase in

treatment plan (active/follow-up), consent process of doctor,
experience of the absence of a physical examination, relief at
avoiding a hospital visit, experience of a hospital appointment
at home, the use of VC beyond the COVID-19 pandemic and
overall patient satisfaction (see Table 1).

The surveywas designedwith the input of all the practicing
medical oncologists at our institution. It included 18 questions
with 10 of those questions including a 5-point Likert scale
customised for each question [9]. This questionnaire has not
been validated. There were no any validated questionnaires
designed to address the purposes of this study available at
the time of the study design, nor is there now to the best of
the authors’ knowledge.

At the time of virtual clinic review, patients were invited to
participate in the survey. If patients consented, they chose to
participate via e-mail invitation or postal. An electronic or
paper survey was distributed with a pre-paid return envelope
included. Inclusion criteria were as follows: recent attendance
at virtual medical oncology clinic, English as first language
and voluntary consent to participation.

Patients were invited to participate over a 7-week period
from the 27th of April until the 12th of June 2020. Data cut-off
was the 3rd of July 2020. Electronic and paper results were
collated. SPSS ® statistics was used for descriptive statistics
and significance testing. Descriptive statistics were used to
present results. A p value of less than 0.05 was considered
significant in formal testing. In a post hoc analysis, a Chi-
square test and a Mann-Whitney U test were used to compare
results for under and over 65 s

Results

A total of 164 patients declared an interest in participating in
the survey and 104 completed surveys were returned
representing a response rate of 63%.

Patients were within the following age categories: over 65
(n = 43/103, 42%); 35-65 (n = 40/103, 39%); < 35 (n = 20/
103, 20%); and no answer provided (NAP) (n = 1). The ma-
jority of patients were on follow-up (n = 61/92, 66%) with a
minority of patients on active treatment (n = 31/92, 34%) and
the remainder provided no answer (n = 12). Follow-up refers
to any patients who is not on active treatment. This may also
include patients with advanced disease who are currently un-
der surveillance. Active treatment pertains only to treatments
which require day-ward attendance (this was clarified for pa-
tients in the questionnaire).

Compliance with NCCP guidelines (questions 2-4, see
Table 1)

The vast majority of patients (n = 78/103, 76%, NAP; n = 1)
recalled being asked to confirm at least one personal identifier
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Table 1 Questions and associated objectives

Objective Question

Q1 Demographic details Which of the following categories are you in? Please mark all that apply.
< 35, 35-65, > 65, on active treatment, not on active treatment but on follow-up

Q2 Compliance with NCCP guidelines When the doctor called you for the ‘virtual clinic’, did s/he confirm two
or more of your personal details? E.g. name, date of birth, address

Yes, two or more No, one No, none at all

Q3 Compliance with NCCP guidelines When the doctor called you for ‘virtual clinic’, did s/he explain the advantages and
disadvantages of being reviewed over the phone compared to in person?

Yes No

Q4 Compliance with NCCP guidelines When the doctor called you for ‘virtual clinic’, did s/he ask for your permission
to review you over the phone?

Yes No

Q5 Patient experience of VC How did you feel about not having a physical examination at the time of your review
with the doctor?

Please rank on a scale of 1–5, 5 being extremely bothered about not being examined,
1 being not bothered at all.

Q6 Patient experience of VC Did you miss having eye contact with your doctor?
Please rank on a scale of 1–5, 5 being missed it a lot, 1 being did not miss it at all.

Q7 Patient experience of VC How did you feel about avoiding a hospital visit given the current circumstances
in particular the risk of infection with COVID-19?

Please rank on a scale of 1-5, 5 being very relieved to avoid the visit and 1 being
not relieved at all.

Q8 Patient experience of VC How did you feel about avoiding a hospital visit to avoid the cost and time savings
associated with the travel to hospital?

Please rank on a scale of 1-5, 5 being very relieved to avoid the visit and 1 being
not relieved at all.

Q9 Patient experience of VC How did you feel about the doctor not being able to show you your scan results
on the computer?

Please rank on a scale of 1–5, 5 being extremely bothered by not being able to
see the scan, 1 being not bothered at all.

Q10 Patient experience of VC Did you receive good or bad news during your virtual clinic?

Good Bad

Q10b Patient experience of VC If you received bad news during your phone/video clinic, were you more
comfortable to be in your home rather than hospital? Please rank on a
scale of 1-5, 5 being more comfortable and 1 being much less comfortable.

Q11 Patient experience of VC How comfortable did you feel discussing symptoms over the phone? Please
rank on a scale of 1-5 how comfortable you were, 5 being very comfortable,
1 being not comfortable at all.

Q12 Patient experience of VC Were you concerned that a family member might hear your conversation with
the doctor? Please rank on a scale of 1-5 how concerned you were about the above,
5 being very concerned and 1 being not concerned at all.

Q13 Patient experience of VC Did you feel in any way rushed by the doctor on the phone?
Please rank on a scale of 1-5, 5 meaning feeling very rushed and 1 being not rushed at all.

Q14 Patient experience of VC Have you had any experience being called by a doctor via video call?

Yes No

Q15 Role of VC in the future Following the COVID-19 crisis, do you think there should be a role for phone/video clinics?

Yes No

Q15b Role of VC in the future If yes to the above, would you like to have the choice of attending in person or
having a ‘virtual’ visit?

Yes – I would like the choice. No – I would like my doctor to decide if I
would be best suited to a phone/video call.

Q16 Patient experience of VC In contrast to a regular outpatient clinic encounter, how satisfied have you been by
the experience of phone/video clinic encounters?

Please rank on a scale of 1-5, 5 being equally satisfied to a face-to-face encounter,
1 being not satisfied at all.
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prior to proceeding with the VC. Most consultations (n = 79/
103, 77%, NAP, n = 1) involved a discussion of the advan-
tages and disadvantages of a virtual clinic review. Almost all
consultations (n = 98/102, 96%, NAP; n = 2) included consent
from the patient for the virtual review to be conducted over the
phone.

Patient experience of VC (questions 5-14, 16, see
Table 1)

The majority of patients were very relieved to avoid a hospital
visit due to the perceived risk of contamination with COVID-
19 (n = 61/99, 62%, NAP; n = 5) with only a small minority
not relieved at all by this (n = 4/99, 4%, NAP; n = 5). Almost
one-third of patients (n = 32/103, 31%, NAP; n = 1) were very
relieved to avoid a hospital visit due to the cost and time
savings; however, some patients (n = 24/103, 23%, NAP; n
= 1) were not relieved by this at all. Two-thirds of patients (n =
67, 67%, NAP; n = 4) felt that they were very comfortable
discussing symptoms over the phone, and most patients (n =
74, 74%, NAP; n = 4) had no concerns that their family at
home may overhear their consultation. Less than half of pa-
tients (n = 36/98, 37%, NAP; n = 6) were not bothered at all by
not being examined by a doctor. Only a small minority (n =
13/98, 13 %, NAP; n = 6) of patients were extremely bothered
by this. Over one-third (n = 36/98, 37%, NAP; n = 6) of
patients did not miss eye contact at all and only a few patients
(n = 14/98, 14%, NAP; n = 6) were extremely bothered by
this. Almost half (n = 45/102, 44%, NAP; n = 2) of patients
were not bothered at all by not being able to review their scan
results on the computer and with just a small minority (n = 12/
102, 12%,NAP; n = 2) of patients were extremely bothered by
this. The majority of our patients (n = 88/100, n = 88%, NAP;
n = 4) felt in no way rushed by the doctor on the phone. Only a
small minority of patients (n = 7/100, n = 7%, NAP; n = 4)
experienced bad news in virtual clinic. Even less patients (n =
4/100, 4%, NAP; n = 4) experienced virtual clinic with the
assistance of video conferencing software.

Patients were asked how satisfied they were by the virtual
clinic experience in contrast to a regular clinic encounter (see
Fig. 1). They were asked to rank their encounter on a scale of
1–5, 5 being equally satisfied to a face-to-face encounter, 1
being not satisfied at all. The results were as follows: rank of 5
(n = 43/100, 43%); rank of 4 (n = 15/100, 15%); rank of 3 (n =
32/100, 32%); rank of 2 (n = 4/100, 4%) and rank of 1 (n =
6/100, 6%); NAP (n = 4). Patients on active treatment were
more likely to be equally satisfied; rank of 5 (n = 17/31, 55%);
rank of 4 (n = 2/31, 6%); rank of 3 (n = 10/31, 32%); rank of 2
(n = 0) and rank of 1 (n = 2/31, 6%). Amongst patients on
follow-up, patients were less likely to be equally satisfied; 5 (n
= 26/61, 43%); rank of 4 (n = 13/61, 21%); rank of 3 (n = 22/
61, 36%); rank of 2 (n = 4/61, 6%) and rank of 1 (n = 4/61,
6%).

Role for VC in the future (question 16, see Table 1)

The vast majority of patients (n = 84/102, 82%, NAP; n = 2)
felt there should be a role for VC following the COVID-19
pandemic. In that event, over two-thirds of patients (n = 58/83,
70%, NAP/not applicable; n = 21) would like their doctor to
decide if their consultation was appropriate to be conducted
via phone with the remainder preferring to have the choice
themselves (n = 25/83, 30%, NAP/not applicable; n = 21).

Although subgroups were small, there were no significant
differences between patients over and under 65 with regard to
overall satisfaction (Mann-Whitney U test, p = 0.47), relief at
avoiding a hospital visit (Mann-WhitneyU test, p = 0.48) and
the role of VC in the future of oncology clinics (χ2 = 0.3, p =
0.58) (see Tables 2 and 3).

Discussion

Our study is the first, to the best of our knowledge, to describe
the oncology patient experience of VC during the COVID-19
pandemic. It also provides the first experience of Irish patients

n = 100 (No answer provided, n =4)

Fig. 1 Question 16. In contrast to
a regular outpatient clinic
encounter, how satisfied have you
been by the experience of phone/
video clinic encounters? Please
rank on a scale of 1-5, 5 being
equally satisfied to a face-to-face
encounter, 1 being not satisfied at
all
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of VC during the COVID-19 pandemic. Overall patient satis-
faction levels with VC were high.

The majority of our patients were relieved at avoiding a
hospital visit (mostly not only due to perceived risk of in-
creased potential exposure to infection, but also due to time
and cost savings). Contrary to our expectations, the majority
of patients were not concerned at some of the practical diffi-
culties of conducting virtual clinics. These include missing
eye contact, the absence of a physical examination, not being
able to review scans visually, discussing symptoms over the
phone and discussing symptoms in the presence of their fam-
ily. These results suggest that there may be opportunity to
explore the role of VC beyond the pandemic. It is particularly
encouraging that many of these disadvantages could be over-
come with the use of video conferencing software.

We discovered that the patients over 65 s were equally
satisfied with their VC experience and equally likely to rec-
ommend the use of VC in the future. Additionally, older pa-
tients were also not more likely to be relieved at avoiding a
hospital visit compared to younger patients.

The overall high satisfaction level amongst patients is con-
sistent with previous work in tele-oncology. Two early studies
from the USA concluded that patient satisfaction levels were
high [10–12]. Tele-oncology was initially designed to mini-
mise travel time and costs as opposed to infection risk. This
high satisfaction in our study is despite this policy being im-
plemented rapidly without patient consultation, without pa-
tient choice in the matter and without access to video confer-
encing software. With ever-increasing subspecialisation in
medicine, telemedicinemay allow access to speciality services

Table 2 Questions 5, 7 and 8

n = 104 1 2 3 4 5 No answer provided

Q5 How did you feel about not having a physical examination at the time of your review with the doctor?
Please rank on a scale of 1–5, 5 being extremely bothered about not being examined, 1 being not bothered at all.

36 (37%) 11 (11%) 33 (33%) 5 (5%) 13 (13%) 6

Q7 How did you feel about avoiding a hospital visit given the current circumstances in particular the risk of infection with COVID-19?
Please rank on a scale of 1-5, 5 being very relieved to avoid the visit and 1 being not relieved at all.

4 (4%) 9 (9%) 13 (13%) 12 (12%) 61 (62%) 5

Q8 How did you feel about avoiding a hospital visit to avoid the cost and time savings associated with the travel to hospital?
Please rank on a scale of 1-5, 5 being very relieved to avoid the visit and 1 being not relieved at all.

24 (23%) 10 (10%) 25 (24%) 12 (12%) 32 (31%) 1

Table 3 Under and over 65 s

Over 65 s – n = 43
Under 65 s – n = 60
Q7 How did you feel about avoiding a hospital visit given the current circumstances in particular the risk of infection with

COVID-19?
Please rank on a scale of 1-5, 5 being very relieved to avoid the visit and 1 being not relieved at all.

1 2 3 4 5 No answer provided

Over 65 s 1 (2%) 2 (5%) 14 (34%) 5 (12%) 19 (46%) 2

Under 65 s 5 (8%) 3 (5%) 17 (29%) 10 (18%) 25 (44%) 3

p = 0.46 (Mann-Whitney U test)

Q8 Following the COVID-19 crisis, do you think there should be a role for phone/video clinics?

Yes No No answer provided

Over 65 s 32 (80%) 8 (20%) 3

Under 65 s 50 (83%) 10 (17%) 0

χ2 = 0.3, p = 0.58

Q16 In contrast to a regular outpatient clinic encounter, how satisfied have you been by the experience of phone/video clinic
encounters?

Please rank on a scale of 1-5, 5 being equally satisfied to a face-to-face encounter, 1 being not satisfied at all.

1 2 3 4 5 No answer provided

Over 65 s 2 (5%) 1 (2%) 14 (34%) 4 (10%) 20 (49%) 2

Under 65 s 4 (7%) 3 (5%) 16 (28%) 11 (19%) 24 (41%) 2

p = 0.47 (Mann-Whitney U test)
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at significant distances including telegenetics, telepathology,
remote chemotherapy supervision and clinical trial enrolment
[8, 13–16]. Patient satisfaction may be improved in the future
with access to video conferencing software and utilising the
above more modern applications of teleoncology.
Teleoncology has been demonstrated to be cost-effective
[17, 18]. A recent study demonstrated that patients save, on
average over $300,000, over the course of their treatment [18].
In Ireland, the travel costs may not be so significant but it does
highlight the issue on a global scale. A PubMed search re-
vealed no other studies which investigated patient experience
of VC in oncology during the COVID-19 pandemic.
However, high patient satisfaction levels (90%) were identi-
fied amongst patients who attended orthopaedic outpatient
appointments during the COVID-19 pandemic [19].

Our study has several limitations. This was a selected pop-
ulation of patients felt to be suitable for a virtual clinic assess-
ment. No new patients were included and the vast majority of
patients receiving challenging results were not included in the
study as they were invited by their physician for an in-person
review. Significantly, the study questionnaires were distribut-
ed and completed during the initial wave of COVID-19 in
Ireland and at this time the country was in the early phase of
national restrictions which included a policy of ‘cocooning’
for at-risk patient populations (such as all those with active
cancer) [20]. It is possible that patient opinion may change
over the coming months or at a time of perceived lower risk
of exposure to COVID-19. The majority of patients are satis-
fied with their VC experience. While satisfaction levels are
high, patients are divided in their level of satisfaction and how
they would ideally like a VC to be conducted.

Our research informs us that we need to tailor our clinical
visits to each individual patient. While a majority of patients
were satisfied with their encounter, a significant minority were
not. Additionally, some patients did miss eye to eye contact
and physical examination. Future work could focus on
collecting more clinical data to identify patients who may
benefit fromVC. For example, patients with a history of breast
cancer may be more appropriate to attend a face-to-face visit
to allow for clinical examination. Clinicians and patients need
to work in a collaborative manner to decide on the most ap-
propriate patient, clinician and clinical appointments that are
suitable for VC. We also learned that only a very small pro-
portion of patients had experienced video consultations which
may enhance the patient experience. Clinicians should work
with stakeholders within their organisation to ensure adequate
access to IT infrastructure. Future work could focus on eval-
uating more complex outcomes of care including quality, ap-
propriateness, sustainability and the impact of VC on patient
outcomes.

The findings of our study encourage the further develop-
ment and utilisation of VC for oncology patients during and
beyond the COVID-19 crisis. Telehealth solutions should

continue to evolve to best accommodate individual patient,
clinician and cultural needs. The recent resurgence of
COVID-19 infection in Ireland means many services will re-
turn to VC, and it is paramount that we continue to optimise
the patient experience at this challenging time for our patients.
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