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Abstract

Objectives. The COVID-19 pandemic has widened the funded use of telehealth in Australia
to support telehealth delivery to all patients in any setting. Increasing the use and experience
of telehealth brings to light unique insights into the advantages and challenges of this new
model of healthcare delivery This study aimed to qualitatively explore the experiences of
both palliative care physicians and patients setting, including their views on its future
role in healthcare.
Methods. This qualitative study was conducted across three metropolitan tertiary palliative
care centers in Victoria, Australia between November 2020 and March 2021. Purposive sam-
pling identified 23 participants (12 physicians and 11 patients). Semi-structured interviews
focused on the last telehealth consultation, thoughts and impressions of telehealth, and the
possibility of telehealth remaining in palliative care. A thematic approach was adopted to
code and analyze the data.
Results. Telehealth transformed the ways physicians and patients in this study perceived and
engaged with outpatient palliative care across the entire continuum of care. Four key themes
were identified: (1) access to care; (2) delivery of care; (3) engagement with care; and (4) the
future.
Significance of results. This study provides novel data bringing together the perspective of
patients and physicians, which confirms the utility of telehealth in palliative care. Its conve-
nience enables more frequent review, enables reviews to occur in response to lower levels
of concern, and adds toward enhancing the continuity of care across and between settings.
Moving forward, support seemed strongest for a hybrid model of telehealth and face-to-
face consultations guided by key parameters relating to the level of anticipated complexity.

Introduction

The use of telehealth has long been advocated as a mechanism to increase access to health care
for rural and remote communities (Blandford et al., 2020). In these settings, multiple studies
have detailed high levels of patient and physician satisfaction, with telehealth cited as permit-
ting effective communication, access to specialist opinion, and continuity of care, while signif-
icantly reducing cost and travelling effort (Jennett et al., 2009; Sevean et al., 2009; Sabesan
et al., 2011). Since the COVID-19 pandemic, the use of telehealth has expanded rapidly to
involve many areas of healthcare including oncology and palliative care (Meti et al., 2020;
Knudsen et al., 2021).

Cormi et al. have noted that the term telemedicine covers a range of situations including a
“teleconsultation (clinician to patient); tele-expertise (clinician to clinician); telemonitoring
(remote collection of data for simultaneous or later interpretation), or teleassistance (a health-
care professional remotely advises another when carrying out a procedure” (Cormi et al.,
2021). In Australia, the use of the term telehealth has become synonymous with the telecon-
sultation or clinician to patient interaction using online electronic visual platforms or, in some
instances, telephone only. Throughout this study, the term telehealth was used to refer to this
clinician to patient consultation.

In Australia, specific funding models to support telehealth delivery were introduced during
the pandemic in order to reduce patient risk through minimizing hospital attendances.
Previously in Australia, telehealth would have attracted publicly funded subsidized support
only if: (1) there was use of an audio/visual link and (2) the patient was located in a
residential-aged care facility OR lived in an area classified as remote and more than 15 km
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from the physician. The new, expanded funding models resulted
in substantially increased use of telehealth, including telephone
only, regardless of the location of residence — essentially for
any patient in any setting.

Overall, studies have reported broad satisfaction with this
form of care delivery during the pandemic (Yildiz and
Oksuzoglu, 2020; Hasson et al., 2021; Darcourt et al., 2021).
Steindal and colleagues highlighted that telehealth appears feasi-
ble, facilitated access to health professionals, and provided an
enhanced sense of security for palliative care patients at home
(Steindal et al., 2020). A systematic review of palliative care care-
giver outcomes following telehealth intervention revealed that
satisfaction was improved, although there was no substantive
change in measured outcomes overall (Zheng et al., 2016).
Meanwhile, a systematic review of eHealth interventions and
information provision for palliative care patients revealed no
overall improvement for patient, caregiver, or health professional
outcomes, though the authors reported marked heterogeneity in
the study design and the outcomes measured (Capurro et al.,
2014). Several studies have highlighted certain scenarios where
telehealth was less suitable such as first consultations and a
number noted a wish to return to in-person consultations
when the pandemic resolves (Rodler et al., 2020; Yildiz and
Oksuzoglu, 2020; Zimmerman et al., 2020; Tevaarwerk et al.,
2021; Wehrle et al., 2021). Some physicians raised concerns
about equitable access using this medium, particularly for
those patients from lower socio-economic status groups,
non-English speakers, and elderly patients (Burbury et al.,
2021; Darcourt et al., 2021; Knudsen et al., 2021). By contrast,
others have highlighted the opportunity that telehealth raises
for greater patient access and great opportunities for continuity
of care and follow-up, including for those who may be consid-
ered vulnerable and who, over time, have demonstrated greater
willingness to engage with electronic platforms of healthcare
delivery (Calton et al., 2019).

As new models of care delivery are considered both during and
beyond the pandemic, it is important to understand the experi-
ences of telehealth of both palliative care patients and their phy-
sicians. We therefore aimed to explore in depth the experience of
telehealth in outpatient palliative care delivery according to
patients and physicians. In particular, we sought to understand
the patients’ and clinicians’ experiences of all aspects of the tele-
health consultation from the experience of using the technology
in this setting, the quality of the interaction and impact on rela-
tionships within this format, as well as their views on its future
role in healthcare.

Methods

Study design and setting

This study, utilizing an exploratory qualitative design, involved
semi-structured interviews conducted with participants across
three metropolitan tertiary teaching hospitals in Victoria,
Australia. The study was part of a larger mixed-methods study,
which also included a cross-sectional exploratory survey to assess
matched patient and clinician-reported acceptability and satisfac-
tion with the use of telehealth in the specialist palliative care out-
patient setting — the results of which are reported elsewhere
(Philip et al., 2022). All participating hospitals utilized the
HealthDirect platform for audio-visual telehealth consultations,
while the telephone alone was available if using audio only. The

study received ethical approval from the Institutional Human
Research Ethics Committee (LRR 096/20).

Participants

Purposive sampling was used to identify and recruit a total of 23
participants including 12 physicians and 11 patients. All palliative
care physicians who worked in outpatient settings of the three
hospitals and who undertook telehealth consultations were
invited to participate via email. Patients from the cross-sectional
survey (Philip et al., 2022) who opted in to this study component
were sampled to according to a range of socio-demographic char-
acteristics with the potential to influence experiences of telehealth
such as gender, age, stage of cancer illness, and distance of home
residence from the hospital. Patients were eligible if they were: (1)
receiving specialist palliative care at a participating hospital; (2)
participated in a specialist palliative care outpatient telehealth
appointment; and (3) able to understand English without the
aid of an interpreter. Given the opt-in recruitment, no patients
subsequently refused participation. For the purpose of this
study, telehealth was defined as a medical consultation delivered
via an audio (telephone) or audio-/video-link.

Data collection

Individual semi-structured interviews were conducted between
November 2020 and March 2021 via telephone or Zoom Video
Communications, Inc. by author, LP, a clinical researcher trained
in qualitative interviewing and experienced in patient-reported
outcome data who was not previously known to patient partici-
pants and independent to their treating health team. The
researcher informed participants of the study aim to evaluate tele-
health models of care in the oncology palliative care setting. The
telehealth consultations referred to in the participant interviews
occurred during a 15-week period when the state of Victoria
was in “lockdown”, with severe restrictions upon movement out-
side the home other than for a few specified purposes which
included access to medical care. Attendance at medical appoint-
ments was permitted with certain restrictions including an inabil-
ity to be accompanied by carers, and limits on waiting room
occupancy and other forms of consultation such as telehealth
were encouraged. All interviews were conducted within three
weeks of the telehealth consultation, and most were within the
lockdown period.

A qualitative inquiry was chosen to prompt more in-depth
data about participants’ experiences of telehealth in the context
of palliative care. While both the patient and clinician cohorts
were asked to recount their most recent telehealth appointment,
clinicians were also probed about their experiences of telehealth
palliative care more generally. An interview schedule included
the following broad areas of enquiry: (1) Can you tell me about
your last telehealth consultation; (2) What are your general
thoughts and impressions of telehealth in palliative care delivery;
and (3) How would you feel about the possibility of telehealth
remaining a part of the delivery of palliative care in the future?
A series of prompts under these topics were used to encourage
participant reflection, importantly maintaining some flexibility
to allow the interviewer to follow new lines of enquiry raised by
the participants as they emerged. Interviews ranged from 12 to
33 min. Collection, coding, and analysis of data occurred simulta-
neously and recursively, ceasing once no new codes were arising
from the interviews.
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Data analysis

All interviews were audio recorded and transcribed verbatim using
an independent transcription service. The interviewer (LP)
de-identified and checked the transcriptions for accuracy. All 23
transcripts were coded manually by two researchers, independently
(LP and RLG— a postdoctoral qualitative analyst). First-stage anal-
ysis involved careful reading of individual transcripts multiple
times, with the coding schemes informed by themes outlined in
the interview schedule. Both researchers met weekly during the
coding process to discuss and resolve discrepancies across the data-
set. Drawing on grounded theory approach, second-stage analysis
involved inductively identifying additional themes and sub-themes,
which were further refined through an iterative process of interpre-
tation with the investigator group, comprising palliative care physi-
cians and researchers. No participant member-checking was used.

Results

Physician interviewees represented all three hospital sites, with all
those who were approached participating. Recruitment for patient
interviews continued until after 11 interviews when it was noted
no new themes or ideas were emerging. Among the patient
cohort, all had a cancer diagnosis and lived in all areas of the
state — both remote and metropolitan (Table 1). Of the 11
patients interviewed, 64% (n = 7) would not have been eligible
to receive care via telehealth without the altered funding support
systems introduced during the COVID-19 pandemic. Previous
models of telehealth delivery were supported only for those resid-
ing in remote regions. Among the patient interviewees, most
(n = 9) had audio-only appointments with palliative care.

Patients and physicians interviewed in this study suggested
ways by which the rapid uptake of telehealth resulting from the
COVID-19 pandemic has, for the most part, transformed the
ways in which they engaged with or delivered specialist palliative
care in the outpatient setting. This was evident across the entire
continuum of care — from how specialist palliative care was
accessed, how it was delivered, as well as the impact upon the
level of engagement between patient–physician relationships
and broader clinical services. These aspects across the continuum
formed the basis of the themes arising from the participants’ per-
ceptions of telehealth in the specialist palliative care outpatient
setting: (1) telehealth changing access to care; (2) telehealth
changing the delivery of care; (3) telehealth highlighted different
levels of engagement with palliative care; and (4) the future of tel-
ehealth in palliative care (Table 2).

Telehealth changing access to care

The broadened access to specialist palliative care afforded by tele-
health was a major “silver lining” of the pandemic, with both
patients and physicians highlighting how the expansion of tele-
health services to metropolitan patients — alongside regional or
rural patients, dismantled barriers that had previously limited
attendance to specialist palliative care. One physician, for exam-
ple, reported that:

“We’ve seen failure-to-attend rates plummet dramatically, which meant
that our clinics have become increasingly busy.” (Physician 7)

This greater access extended beyond the logistical barriers of
distance, travel, and parking that were solved by telehealth —

with both patients and physicians speaking of the benefits in a
setting where “performance status and symptoms” often chal-
lenged patients to attend in-person appointments:

“Telehealth is great because I’ve had such a horrible night. If I’ve had an
[in-person] appointment, I’d probably be ringing to cancel it because I
wouldn’t have felt up to travelling all the way into [hospital] and waiting
in the waiting rooms.” (Patient 11)

Telehealth also increased the access to limited resources such
as specialist palliative medicine advice.

“I think that is just a simple, effective way of providing specialist palliative
care support to far, far, far more people…It [also] allows specialist med-
ical palliative care attention to just be given more.” (Physician)

Table 1. Participant characteristics

Patient characteristics N = 11

Age (years) Median 62 (range:
36–74)

≥60 years
old

6

<60 years
old

5

Gender Female 6

Male 5

Treating hospital Hospital 1 3

Hospital 2 5

Hospital 3 3

Born in Australia Yes 10

No 1

Primary diagnosis Cancer 11

Australian Karnofsky Performance
Status

≥80 8

60–80 2

Unknown 1

Australian Standard Geographical
Classification Remoteness Area
(ASGC-RA)a

RA1 7

RA2–5 4

Physician characteristics N = 12

Gender Female 8

Male 4

Treating hospitalb Hospital 1 6

Hospital 2 4

Hospital 3 3

Years of experience as a Specialist
Palliative Care Physician

<5 years 1

5–10 years 3

>10 years 8

aIncludes a rating of remoteness of geographical location of residence, whereby RA1 is a
major metropolitan area and RA5 is a very remote region.
bOne physician worked across two hospitals.

Leeanne Pasanen et al.982

https://doi.org/10.1017/S1478951522000670 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951522000670


The ease with which telehealth was provided meant greater
willingness to schedule follow-up care. This meant that the level
of concern prompting a review was able to be lesser in magnitude,
since telehealth was readily and easily scheduled. This was seem-
ingly valued by physicians:

“I guess the other thing with the phone is that you can call them up more
frequently because it’s not so dependent on the ability to get out of their
houses to come. So that from a relationship perspective, it seems like they
appreciate that we’re still making the effort.” (Physician 9)

“I work on the inpatient consultation services as well so when I’m dis-
charging someone, I’m much more likely to say ’Oh, I’ll give you a call on
Friday’ and they go ’yay’. I guess I’m more likely to do a follow-up outpa-
tient appointment…because a phone appointment with me is not burden-
some and they have improved continuity of care.” (Physician 10)

Increased access to a video-link telehealth consultation was,
however, contingent. Physicians found that most palliative care
appointments were “skewed more towards telephones” as many
of their patients were “elderly”, “non-English-speaking”, and
not technologically confident. Such observations reflected
patients’ own experiences, as illustrated by the following senti-
ments: “I’m just not good with that sort of thing”, “I wouldn’t

know what to do with the video-link”, or “I found all this technol-
ogy really overwhelming”. Another patient noted:

“I’m currently computer illiterate. The only line I’ve got is in the backyard,
it’s got pegs on it and the only computer I use is the one between my ears.”
(Patient 2)

Unless family members or carers were present to facilitate the
video-link, many patients preferred telephone appointments.

Telehealth changing the delivery of care

Central to most physicians’ accounts was the role of telehealth in
facilitating the continuity of care, which, as one physician
described, has been a “gamechanger”. Prior to COVID-19, palli-
ative care appointments were commonly organized around
other hospital appointments to reduce the burden of patients hav-
ing to travel into the hospital multiple times. Doing so, however,
meant “trading off against continuity of care” where patients
attending on different days would see different palliative care phy-
sicians at each appointment. The wide adoption of telehealth ser-
vices during the pandemic significantly changed these practices

Table 2. Themes arising from the interviews

Theme Exemplar quotation

Telehealth changing
access to care

Telehealth increased the convenience
of clinic attendance including for
people with advanced illness and
poor performance status.
Telehealth improved clinic attendance
as it was easier for patients to “come”
to clinic.

“Telehealth certainly has a big role in reducing the inconvenience for patients, especially
when our cohort of patients [are] very likely to die in the next 12 months. They don’t want to
be waiting around in the clinic room …if they can avoid it. If they can have a longer nap at
home or schedule in something else that’s fun for them rather than spending the day focusing
on this one clinic appointment.” (Physician 9)
“Where you’ve got people that are quite frail…the effort to come into hospital is quite
significant…If it’s a telehealth interaction they’re much more…likely to have that
consultation.” (Physician 12)

Telehealth changing the
delivery of care

Telehealth improved the continuity of
clinician relationship.
Telehealth facilitated joint
multidisciplinary consultations.

“I guess the other thing with the phone is that you can call them up more frequently because
it’s not so dependent on the ability to get out of their houses to come. So that (is helpful) from
a relationship perspective.” (Physician 9)
I’ve got patients who I see who are out in regional Victoria and now I just do telehealth with
them and their GP or community nurse.” (Physician 11)

Telehealth highlighted
different levels of
engagement with
palliative care

The value of initial consult in person
then telehealth.
Telehealth especially telephone
appointments lack the usual formality
and structure of face-to-face clinic
appointments.
Mixed views of importance of physical
touch/presence in palliative care
• Some believed that this was central
and telehealth was therefore
lacking.

• Others were surprised that
personalised care could be achieved
with telehealth.

“That’s part of why it felt like a successful discussion because I had previously met my doctor
in person. I suspect if [telehealth] was the very first appointment, then it may not have felt
quite so comfortable and relaxed.” (Patient 1)
“Normally with face-to-face appointments, new appointments are generally seen as
something big for the patient and their family. Usually there’s a few people coming in for a
first appointment at pall care clinic […] But with telehealth, half of them forget their
appointment when you call them.” (Physician 9)
““The inability to examine a patient through telehealth […] I find very challenging. There’s
nothing like putting your hand on a patient’s belly when they have pain in that area to make
sure there’s nothing acute in that area.” (Physician 4)
“So pain, nausea, fatigue is something that comes across quite easily on telehealth,
especially if you’ve got the visual component to it […] I think the area that’s more challenging
to address by telehealth is probably the psychosocial domains.” (Physician 5)
“Well, I’d like to make the telephone that’s going to be able to take my blood pressure, have a
look at the rash roaring up my legs or down my back […] the telephone is not going to tell the
doctor.” (Patient 2)
“It’s much better when you’ve got the video so you can see body language and facial
expressions from both sides. That works out quite well. We were able to achieve everything
that we would normally in face-to-face." (Patient 4)

The future of telehealth
in palliative care

Telehealth should continue and be
delivered in a hybrid form with:
• an initial in-person appointment
and

• telehealth follow-up, but alternating
at regular intervals with face-to-face
clinic attendance.

“It’s pretty important to develop some rapport and to examine the patient in the flesh and lay
those foundations.” (Physician 2)
“You might have every alternate appointment as telehealth.” (Patient 1)
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and opened new opportunities for delivering specialist palliative
care:

“I’m always amazed when I say to a patient, ’You’ve got a couple of
options. We can get someone else to see you on Friday when you come
in. Or I can see you again via telehealth if you’re happy with that […]
Every single person said, ’Oh no, I’d much prefer [you]…They don’t
want to tell a story for the ninth time to a different clinician.”
(Physician 3)

Some physicians also reported that compared to in-person
appointments, which are often circumscribed by physical and
logistical barriers, using telehealth meant there was less urgency
to “discharge” patients from further outpatient clinic appoint-
ments — thus allowing the continuity of specialist palliative
care alongside other specialist and community-based health ser-
vices including community palliative care:

“[Patient] was deteriorating towards the end of life and she’d not con-
nected particularly well with community palliative care […] Telehealth
allowed me to…have continuity of care and to gradually chip away at
her ability to let the community [palliative care] team in, which she even-
tually did do.” (Physician 7)

“I think the infrastructure is certainly a lot better [for] coordination
between the teams – pharmacy, GP, community palliative care and the
hospital specialty teams.” (Physician 7)

Of the few patients who had no pre-existing relationships with
their physician prior to the telehealth appointment, all but one
reported “no issues” — with one patient expressing, “I would
opt for telehealth every single time”.

The opportunity for joint consultation by telehealth also
served to increase the continuity of care as patients moved
between specialist craft groups as well as between the hospital
and the community.

“I’ve done a little more joint working with GPs or other professionals,
even oncologists, because we’ve been able to actually just all join via tele-
health.” (Physician 11)

“Part of the reason we’ve also been holding onto some of these patients
for longer is because our community services were really struggling, par-
ticularly during the second wave of COVID-19.” (Physician 12)

In this way, telehealth provided a means of ensuring continuity
as the locus of care moved to the home as the illness progressed,
providing continued hospital-based support at a period of the
pandemic when community palliative care services were experi-
encing extremely high demand — consequently constraining the
capacity for timely responsiveness.

Telehealth highlighted different levels of engagement with
care

Alongside accounts of access and the continuity of care were
reflections upon how telehealth transformed the nature and the
level of engagement with specialist palliative care. What emerged
from these discussions was a more layered and nuanced under-
standing of the role of telehealth in responding to patient and
physician needs.

Both patients and physicians pointed to the centrality of visual
cues in guiding the physiological and psychosocial dimensions of
palliative care, with most expressing a strong preference for initial
reviews to be conducted face to face to perform comprehensive

physical assessments and establish rapport. Doing so, not only
instilled confidence in management plans but also laid the rela-
tional foundation for “successful” care via telehealth:

“I feel like for patients I already know and I have already assessed
face-to-face and I’m doing a follow-up by telehealth that’s much more
acceptable to me than the new patients who nobody from our team has
met.” (Physician 11)

For specific patient cohorts such as those with low levels of
English proficiency, several physicians questioned the appropri-
ateness of telehealth — regardless of form (audio and/or visual)
and frequency. The barriers around language, combined with
the lack of visual cues, often precluded the capacity to build
any meaningful engagement and rapport, and it is within this
context that the role of family became salient. While some physi-
cians reported that telehealth facilitated better family engagement
in patient care and “added a richness to the review”, most found
that the involvement of family or carers over telehealth negatively
impacted how they engaged with patients. Woven into these
accounts were physicians’ accounts of patients who did not con-
sider phone appointments as “real appointments” and delegated it
to their carers:

“It’s not as formal [as in-person], it’s just a phone call so it’s not as big a
deal. And more often, they will hand the phone over to the carer.”
(Physician 10)

“His wife did most of the talking and I think her agenda was different
from my agenda. And it was difficult to get the conversation back to the
actual patient without him being there.” (Physician 8)

Mirroring physician concerns, most patients also perceived tele-
phone appointments as less formal than in-person appointments
— with one patient explaining that “we’re not often primed for
phone calls because we haven’t specifically gone out and geared
ourselves up (like) for a face-to-face meeting.”

Without the physical rituals surrounding in-person appoint-
ments, patients can often “forget” about their palliative care
appointments — especially if they’re “having so many appoint-
ments and so many consultations.” Insights from patients’
accounts illustrates how this has negatively impacted their pallia-
tive care experience:

“I had the wrong time and I left home and did some shopping […] the
consequences were that I was having a conversation [with the physician]
on the main street.” (Patient 9)

“The reality is that phone calls are so much more casual in that regard.
So consequently, any sort of negative information might just be a real
bombshell hitting us.” (Patient 1)

The ethos of palliative care — as perceived by both patients
and physicians, is built upon a foundation of “connection”, “per-
sonal touch”, and “therapeutic relationships”, but the procedural
nature of telehealth, according to some participants, diminished
such values:

“We’re all a bit scared at the end of life and you know, some reassurance
[…] looking into somebody’s face or even a touch on the shoulder or
shake of the hand makes a huge difference.” (Patient 6)

“It’s sort of a transactional sort of thing […] [telehealth] can diminish
that therapeutic relationship to be sort of making you feel like a vending
machine […] rather than a good therapeutic consultation.” (Physician 12)
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Not all patients and physicians shared these concerns. One
physician, for example, was pleasantly surprised by the capacity
of clinicians to build rapport with patients over the phone and
video: “I think I have been proven more and more wrong”.
Others reported that the advent of telehealth to a broader patient
population helped patients achieve “the best quality of life” as the
“flexible” and “light touch” nature of phone calls allowed “fre-
quent reviews” without “disrupting [patients’] day very much”.
Similarly, some patients were not troubled by the lack of visual
information over telehealth. One patient, for example, explained
that in the palliative care setting, it is sufficient for physicians to:

“Just go by what you’re telling them” because “they’re not going to wave a
magic wand and fix [you] all of a sudden.”(Patient 11)

Another found that:

“Telephone makes it easier to talk about intimate or personal subjects
because you’re not looking at someone staring back at you.” (Patient 3)

The future of telehealth in palliative care

Based on patients and physicians’ diverse experiences and percep-
tions of telehealth in the specialist palliative care outpatient set-
ting — both individually and collectively, it was unsurprising
that most have proposed a hybrid mix of telehealth and in-person
appointments moving forward. Among physicians, a key concern
was ensuring that evidence-based processes and guidelines are set
in place to identify “which sorts of appointments are suitable and
not suitable” and that the provision of telehealth is “not detriment
to [patients’] care” (Physician 10). As one physician described it:
“it feels like we’re building a plane while flying and we’re kind of
learning the processes as we go — what suits and what doesn’t
suit.” (Physician 7)

As noted, physicians positively reported that telehealth has
facilitated the expansion of specialist palliative care into other
healthcare settings such as residential aged care, general practice,
and community palliative care services. However, with these and
other plans for ongoing telehealth use, the issue of “job satisfac-
tion” was raised, which is associated with “that relationship we
develop with patients and feeling like we have done the best job
we can”. Physicians noted that “we don’t feel that with telehealth
and so it is less rewarding”. To overcome this, both physicians and
patients suggested that initial consults should be conducted
in-person and telehealth appointments considered thereafter:

“The initial should be done in person…. But if it’s mutually decided
between the practitioner and the patient that it works better for them to
have telehealth in the future, then that could be agreed to.” (Physician 2)

“If you had regular appointments, you might have every alternate
appointment as telehealth because I would argue that you need to be
seen […] you need to reconnect in a physical way to help maintain a
strong tie […] it’s obviously really sensitive information that you’re dealing
with and you want to be comfortable to open up about it all.” (Patient 1)

Discussion

This study provides novel data bringing together the perspective
of patients and physicians to highlight the benefits and advan-
tages as well as limitations of telehealth in the specialist palliative
care outpatient setting that, pre-pandemic, would not have been
fully captured or understood. Both patients and physicians
embraced the opportunities that telehealth presented — from

reducing logistic barriers of consultations through continued
and more frequent care as a person’s illness progresses. Given
that such enthusiasm for telehealth was expressed during a time
of low vaccination levels, alongside acute fears of infection in
both the community and health services, there is — to some
degree, a level of uncertainty around whether the attitudes
expressed here would be maintained in the future beyond the pan-
demic. That said, the opportunities highlighted by participants
were less focused on COVID-related issues and more focused
on how the integration of telehealth as part of health service pro-
vision positively altered the operation of specialist palliative in the
outpatient setting.

The present findings provided key insights into how the con-
venience of telehealth delivery not only facilitated more frequent
reviews but also enabled reviews to occur in response to lower lev-
els of concern than that would be considered the “norm” in the
context of scheduling face-to-face reviews. This was exemplified
by one physician’s willingness to schedule a follow-up appoint-
ment by telehealth as it was less “burdensome” for the patient
to attend. Non-attendance at palliative care clinic appointments
is a common occurrence and is often associated with deteriorating
performance status (Porta-Sales et al., 2005). This, along with a
series of other factors including the level of distress, stability of
symptom/illness, likelihood of anticipated and unanticipated
problems, as well as needs for further conversation and/or
decision-making play a key role when scheduling such appoint-
ments (Porta-Sales et al., 2005; Smith et al., 2013; Finlay et al.,
2018). Moreover, these dynamic factors are weighed in the context
of the point in the illness course and the difficulty or ease with
which reviews occur. Telehealth tips this balance substantially,
such that reviews can now occur more frequently without posing
much burden to patients and in the setting of lower levels of con-
cern. The enhanced access to care through telehealth described by
patients and clinicians alike (Head et al., 2017) appears to not
only be concerned with how care is delivered, but also, as evident
in our study, to whom care is delivered given an expanded cohort
of patients can now receive and continue to receive outpatient pal-
liative care.

In this study, accounts of the benefits of telehealth were often
juxtaposed alongside preferences for first reviews to be
face-to-face to perform comprehensive assessments as well as
establish the relational foundation for ongoing (telehealth) care.
While medical oncologists in recent qualitative research strongly
regard telehealth as the second best compared to face-to-face
reviews (Aung et al., 2022), palliative care physicians in this
study appeared not as determined to endorse telehealth as inferior.
Perhaps, this is confirming the patient’s view who implied that
much of palliative care could be done by “talking” since there is
not a magic wand to be waved for cure. Or perhaps it is the oppor-
tunity afforded by telehealth for greater continuity of care and eas-
ier follow-up, all of which enhances overall care and thus mitigates
against the disadvantages of the transactional nature of telehealth.

Other studies have found that changing physical status and
needs of the patient considerably influences the perceived value
of telehealth (Philip et al., 2022). Survey responses from the quan-
titative dimension of this study found that patients with a greater
need for urgent symptom control or discussions of goals of care
rated telehealth less favorably and expressed a preference for
face-to-face reviews (Philip et al., 2022). Similarly, palliative care
physicians less frequently endorsed telehealth consultations for
patients with unstable symptoms or who required discussions
around goals of care as well as those who were older or for
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whom English was not their preferred language (Philip et al.,
2022). Furthermore, palliative care physicians are much less likely
to find the consultation satisfactory if the telehealth review was
telephone only, without visual media (Eastman et al., 2021;
Philip et al., 2022). It is possible that the addition of visual
media to these consultations would enhance the information
available as well as the perceived adequacy of the consultation.

Overall, patients and clinicians appear to support the ongoing
use of telehealth in the future, beyond COVID-19 (Steindal et al.,
2020; Eastman et al., 2021; Philip et al., 2022). Based on this
study, such support seemed strongest for a hybrid model of tele-
health and face-to–face consultations with key parameters provid-
ing guidance. These would include first consultations being held
face to face, and subsequent telehealth consultations punctuated
with face-to-face contact at key illness points such as when signif-
icant conversations or goals of care discussions are required or
patients experience rapidly changing symptom status. The ability
to formally undertake joint telehealth consultations at times of
transition between new treating teams or when moving to pre-
dominantly community delivered care offers new opportunities
to enhance care. However, to realize such opportunities, support
for patients to increase confidence using audio-visual platforms
is required, and specific attention must be given to identifying
those groups who are at risk of being disadvantaged by telehealth
such as those from non-English speaking backgrounds (Porta-
Sales et al., 2005). The alternative of exclusively face-to-face care
delivery must be available in future models of care.

The study has some limitations. Firstly, the findings were set
against a time of high community anxiety about COVID-19 trans-
mission — which may not be enduring in the future when vacci-
nation levels are high and the pandemic wanes. Secondly, the
interviews were held only with those who had participated in tele-
health appointments and so did not garner the views of all
patients. Those who participate in telehealth already demonstrate
a willingness to engage on these platforms thus representing a
selected sample. Moreover, those who do not speak English were
not included in the sampling, again revealing a selection bias. A
specific approach to those who choose not to participate in tele-
health would form the basis of a useful complementary study.

Nevertheless, the findings of this study confirm the utility of
telehealth in palliative care according to both patients and physi-
cians. The opportunities to enlist telehealth to enhance the conti-
nuity of care across and between settings, as well as the way
telehealth “lowers the bar” to provide follow-up represent an
enriched understanding of its role. Future models of telehealth
delivery that incorporate face-to–face reviews at key times or in
the event of particular circumstances with ongoing telehealth
delivery in between times may represent an enhanced approach
to care which enlists the advantages of both forms of care delivery.
Such a model would require prospective evaluation specifically at
a time beyond the pandemic to understand its full potential.
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Acknowledgments. The authors wish to acknowledge the support for data
collection by the Western Central Melbourne Integrated Cancer Service team.

Author contributions. JP, SS, AC, OW, and LP contributed to the design
and methodology of the study. LP and AW undertook data collection. LP
and RLG undertook the initial data analysis. All authors reviewed and further
refined the data analysis. All authors contributed to the manuscript prepara-
tion and editing.

Funding. This research received no specific grant from any funding agency in
the public, commercial, or not-for-profit sectors.

Conflict of interest. The authors have no conflicts of interest to declare in
relation to this work.

References

Aung E, Pasanen L, LeGautier R, et al. (2022) The role of telehealth in oncol-
ogy care: A qualitative exploration of patient and clinician perspectives.
European Journal of Cancer Care, e13563. doi:10.1111/ecc.13563

Blandford A, Wesson J, Amalberti R, et al. (2020) Opportunities and chal-
lenges for telehealth within, and beyond, a pandemic. The Lancet Global
Health 8(11), e1364–e1365.

BurburyK,WongZW,YipD, et al. (2021) Telehealth in cancer care: During and
beyond the COVID-19 pandemic. Internal Medicine Journal 51(1), 125–133.

Calton BA, Rabow MW, Branagan L, et al. (2019) Top Ten tips palliative care
clinicians should know about telepalliative care. Journal of Palliative
Medicine 22(8), 981–985. doi:10.1089/jpm.2019.0278

Capurro D, Ganzinger M, Perez-Lu J, et al. (2014) Effectiveness of eHealth
interventions and information needs in palliative care: A systematic litera-
ture review. Journal of Medical Internet Research 16(3), e72. doi:10.2196/
jmir.2812

Cormi C, Petit M, Auclair J, et al. (2021) Building a telepalliative care strategy
in nursing homes: A qualitative study with mobile palliative care teams.
BMC Palliative Care 20(1), 156. doi:10.1186/s12904-021-00864-6

Darcourt JG, Aparicio K, Dorsey PM, et al. (2021) Analysis of the imple-
mentation of telehealth visits for care of patients with cancer in Houston
during the COVID-19 pandemic. JCO Oncology Practice 17(1), e36–e43.
doi:10.1200/op.20.00572

Eastman P, Dowd A, White J, et al. (2021) Telehealth: Rapid adoption in
community palliative care due to COVID-19: Patient and professional eval-
uation. BMJ Support Palliative Care. doi:10.1136/bmjspcare-2021-002987

Finlay E, Rabow MW and Buss MK (2018) Filling the gap: Creating an out-
patient palliative care program in your institution. American Society of
Clinical Oncology Educational Book 38, 111–121. doi:10.1200/edbk_200775

Hasson S, Waissengrin B, Shachar E, et al. (2021) Rapid implementation of
telemedicine during the COVID-19 pandemic: Perspectives and preferences
of patients with cancer. The Oncologist 26, e679–e685.

Head BA, Schapmire TJ and Zheng Y (2017) Telehealth in palliative care: A
systematic review of patient-reported outcomes. Journal of Hospice &
Palliative Nursing 19(2), 130–139.

Jennett P, Smith E, Watanabe M et al. (2009) Adopting and implementing
telehealth in Canada. In Tan J (ed.), Medical Informatics: Concepts,
Methodologies, Tools, and Applications. Calgary: IGI Global, pp. 1222–1231.

Knudsen K, Willman C and Winn R (2021) Optimizing the use of telemed-
icine in oncology care: Postpandemic opportunities. Clinical Cancer
Research 27(4), 933–936.

Meti N, Rossos PG, Cheung MC, et al. (2020) Virtual cancer care during and
beyond the COVID-19 pandemic: We need to get It right. JCO Oncology
Practice 16(9), 527–529. doi:10.1200/op.20.00281

Philip J, Wawryk O, Pasanen L, et al. (2022) Telehealth in outpatient delivery
of palliative care: A prospective survey evaluation by patients and clinicians.
The Internal Medicine Journal. doi:10.1111/imj.15721

Porta-Sales J, Codorniu N, Gómez-Batiste X, et al. (2005) Patient appoint-
ment process, symptom control and prediction of follow-up compliance
in a palliative care outpatient clinic. Journal of Pain and Symptom
Management 30(2), 145–153. doi:10.1016/j.jpainsymman.2005.03.008

Rodler S, Apfelbeck M, Bastian Schulz G, et al. (2020) Telehealth in
Uro-oncology beyond the pandemic: Toll or lifesaver? European Urology
Focus 6(5), 1097–1103.

Sabesan S, Simcox K and Marr I (2011) Medical oncology clinics through
videoconferencing: An acceptable telehealth model for rural patients and
health workers. The Internal Medicine Journal 42(7), 780–785.

Sevean P, Dampier S, Spadoni M, et al. (2009) Patients and families experi-
ences with video telehealth in rural/remote communities in northern
Canada. Journal of Clinical Nursing 18(18), 2573–2579.

Leeanne Pasanen et al.986

https://doi.org/10.1017/S1478951522000670 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951522000670
https://doi.org/10.1017/S1478951522000670
https://doi.org/10.1017/S1478951522000670


Smith AK, Thai JN, Bakitas MA, et al. (2013) The diverse landscape of pal-
liative care clinics. Journal of Palliative Medicine 16(6), 661–668.
doi:10.1089/jpm.2012.0469

Steindal S, Nes A, Godskesen T, et al. (2020) Patients’ experiences of tele-
health in palliative home care: Scoping review. Journal of Medical
Internet Research 22(5), e16218.

Tevaarwerk A, Osterman T, Arafat W, et al. (2021). Oncology Provider
Perspectives on Telemedicine for Patients With Cancer: A National
Comprehensive Cancer Network (NCCN®) Survey JNCCNV, 19(3.5).

Wehrle CJ, Lee SW, Devarakonda AK, et al. (2021) Patient and physician
attitudes toward telemedicine in cancer clinics following the COVID-19

pandemic. JCO Clinical Cancer Informatics 5, 394–400. doi:10.1200/
cci.20.00183

Yildiz F and Oksuzoglu B (2020) Teleoncology or telemedicine for oncology
patients during the COVID-19 pandemic: The new normal for breast cancer
survivors? Future Oncology 10, 2217.

Zheng Y, Head BA and Schapmire TJ (2016) A systematic review of tele-
health in palliative care: Caregiver outcomes. Telemedicine and e-Health
22(4), 288–294. doi:10.1089/tmj.2015.0090

Zimmerman B, Seidman D and Tiersten A (2020) Patient perception of telehealth
services for breast and gynecologic oncology care during the COVID-19 pandemic:
A single center survey-based study. Journal of Breast Cancer 23(5), 542–552.

987Palliative and Supportive Care

https://doi.org/10.1017/S1478951522000670 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951522000670

	Telehealth in outpatient delivery of palliative care: A qualitative study of patient and physician views
	Introduction
	Methods
	Study design and setting
	Participants
	Data collection
	Data analysis

	Results
	Telehealth changing access to care
	Telehealth changing the delivery of care
	Telehealth highlighted different levels of engagement with care
	The future of telehealth in palliative care
	Discussion
	Acknowledgments
	References




