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Abstract
Background: The purpose of this study was to investigate associations between 
self-reported distress (anxiety/depression) and satisfaction with and desire for 
virtual follow-up (VFU) care among cancer patients during and beyond the 
COVID-19 pandemic.
Methods: Breast and prostate cancer patients receiving VFU at an urban can-
cer centre in Toronto, Canada completed an online survey on their sociodemo-
graphic, clinical, and technology, characteristics and experience with and views 
on VFU. EQ5D-5 L was used to assess distress. Statistical models adjusted for age, 
gender, education, income and Internet confidence.
Results: Of 352 participants, average age was 65 years, 48% were women,79% were 
within 5 years of treatment completion, 84% had college/university education and 
74% were confident Internet users. Nearly, all (98%) had a virtual visit via phone 
and 22% had a virtual visit via video. The majority of patients (86%) were satisfied 
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1   |   INTRODUCTION

Breast and prostate cancer are the two most common 
cancers in men and women worldwide.1 Increasing 5-
year survival rates (e.g. 87% and 95% for breast and pros-
tate cancer, respectively)2 have resulted in a growing 
number of cancer survivors with an estimated 158,430 
breast and 176,360 prostate cancer survivors living 
in Canada today.3 This has increased the need for fol-
low-up care services after cancer treatment. Optimal fol-
low-up care involves (1) surveillance for cancer spread, 
recurrences or secondary cancers; (2) prevention and 
management of acute and persistent treatment side ef-
fects and (3) promotion of healthy behaviours to mit-
igate new and ongoing health concerns.4 In order for 
follow-up care to be effective, cancer survivors require 
ongoing assessments and timely referrals to appropriate 
supportive care services to improve quality of life, re-
duce disability and restore function.5,6

In Canada, follow-up care is predominately delivered 
in-person by oncologists in institution-based settings. There 
is considerable evidence to demonstrate that this model of 
care is not working well for patients and is unsustainable.7 
Specialist offices are often overcrowded and far from pa-
tients' homes and often have long wait times, short appoint-
ments and high costs per visit.8 In addition, many survivors 
report unmet practical, physical and psychological support-
ive care needs with this type of model.9–11 Alternatives, such 
as follow-up with primary care providers or at primary care 
practices. Despite the fact that research has shown them 
to be effective in terms of patient satisfaction and disease 
control, many patients still say they prefer to be seen by a 
specialist for their follow-up care.12–14 This may be due to 
beliefs about poorer quality and continuity of follow-up 
care when it is with other care providers.15,16

Virtual care, which is defined as remote interactions 
between patients and their providers using technology, 
has been promoted as a means to improve the experi-
ence and outcomes of follow-up care by providing more 
accessible and patient-centred care.17,18 Prior to the 
COVID-19 pandemic, use of software-based virtual care 
was limited in Canada, as was the evidence on its effec-
tiveness.19–22 Since the COVID-19 pandemic, however, 
there has been a major shift in Canada and elsewhere to 
providing care virtually by telephone, video-conference, 
and online messaging, where possible.23 Emerging evi-
dence on the outcomes of virtual care during the pan-
demic suggests that while the majority of patients have 
been satisfied with it, fewer would want virtual care 
again in the future.24,25

Patient satisfaction is an important measure of 
healthcare quality as it assesses the extent to which a 
patient's needs and expectations were met.26 Limited 
research has examined the factors associated with pa-
tient satisfaction with and desire for virtual follow-up 
(VFU), including the role of distress. Breast and pros-
tate cancer patients commonly experience distress fol-
lowing treatment, and it is one of the most commonly 
reported symptoms by any type of cancer survivor.27–29 
Experiencing distress is associated with poor quality 
of life and unmet needs following cancer treatment.27 
Much of this distress comes from worry about the recur-
rence of cancer as well as long-term side effects, which 
can be managed during follow-up care.29,30 To optimize 
VFU for cancer patients, we need to identify which pa-
tients and contexts would benefit from VFU. Thus, the 
purpose of this study was to investigate associations be-
tween self-reported distress (anxiety/depression) and 
satisfaction with and desire for VFU during and beyond 
the COVID-19 pandemic.

with VFU and 70% agreed that they would like VFU options after the COVID-19 
pandemic. Participants who reported distress and who were not confident using 
the Internet for health purposes were significantly less likely to be satisfied with 
VFU (OR = 0.4; 95% CI: 0.2–0.8 and OR = 0.19; 95% CI: 0.09–0.38, respectively) and 
were less likely to desire VFU option after the COVID-19 pandemic (OR = 0.49; 
95% CI: 0.30–0.82 and OR = 0.41; 95% CI: 0.23–0.70, respectively).
Conclusions: The majority of respondents were satisfied with VFU and would 
like VFU options after the COVID-19 pandemic. Future research should deter-
mine how to optimize VFU options for cancer patients who are distressed and 
who are less confident using virtual care technology.

K E Y W O R D S

cancer, digital health, distress, follow-up care, survivorship care, virtual care
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2   |   MATERIALS AND METHODS

2.1  |  Study design

We conducted a secondary analysis of a single-centre, cross-
sectional virtual care evaluation survey of cancer patients 
who had received VFU (e.g., by phone and/or video confer-
ence) during the COVID-19 pandemic. This study follows the 
STROBE reporting standards.31 This study was approved by 
the University Health Network (UHN) Quality Improvement 
Committee (QIRC) which granted this project a formal ex-
emption from Research Ethics Board review (QI ID: 21-
00148). In the survey cover letter, participants were informed 
about the purpose of the study, what participation in the study 
involved, and how the data would be protected and used.

2.2  |  Setting and participants

The participants in this study included a sub-sample of breast 
and prostate cancer patients who had completed the Virtual 
Care Evaluation Survey at the Princess Margaret Cancer 
Centre (PM) of the University Health Network in Toronto, 
Canada.32 The PM is a tertiary, university-affiliated, teaching 
hospital, where virtual visits rose from 0.8% to 68.4% after the 
declaration of the COVID-19 pandemic.33 To be eligible to 
participate in the survey, patients must have been diagnosed 
with cancer, above the age of 18, had received at least 1 ap-
pointment virtually (e.g. by phone and/or video) at the PM 
in the last 12 months and had a valid email address on file. 
Participants were eligible for the current sub-study if they 
had been diagnosed with breast or prostate cancer, and were 
receiving post-treatment follow-up care at the time of the sur-
vey (i.e. were within 5 years of treatment completion).

2.3  |  Procedures

The PM Virtual Care Evaluation Survey was distributed 
to patients meeting the eligibility criteria between May 
and July 2021. Patients received an email invitation to 
complete the anonymous online survey with a link to 
the secure, web-based REDCap platform hosted at the 
University Health Network. Non-responders were sent 
two follow-up email invitations.

2.4  |  Measures

2.4.1  |  Virtual care

Patients were asked to indicate the type of virtual care 
appointments they had received in the past 12 months 

(e.g. phone, video), their overall satisfaction with the vir-
tual care they had received, their satisfaction with phone 
vs video-based virtual care specifically, and their desire 
for virtual care after the COVID-19 pandemic. The two 
main outcomes of this study were overall satisfaction 
with virtual care and desire for virtual care following 
the COVID-19 pandemic. The former was measured by 
asking “Overall, how satisfied are you with the virtual 
care you received at Princess Margaret?” which included 
a 5-point Likert response option (Very satisfied, satis-
fied, neutral, dissatisfied, very dissatisfied). The latter 
was measured by asking respondents to rate their level of 
agreement with the statement “I would like to continue 
to have virtual options for some of my visits after the 
COVID-19 pandemic ends”. This question also included 
a 5-point Likert response option (strongly agree, agree, 
neutral, disagree, strongly disagree). For this analysis, 
both responses were transformed into binary variables 
(e.g. satisfied/very satisfied vs. neutral/dissatisfied/very 
dissatisfied).

2.4.2  |  Distress

Distress was measured with the “Anxiety/Depression” 
sub-scale of the EuroQoL (EQ5D-5L)—a widely used 5-
item measure of health-related quality-of-life (1, no prob-
lems, to 5, severe problems).34 Response options included: 
I am not anxious or depressed, I am slightly anxious or 
depressed, I am moderately anxious or depressed, I am 
severely anxious or depressed, I am extremely anxious or 
depressed. For the univariable and multivariable analy-
ses, responses were collapsed into a binary variable: no 
anxiety/depression versus any level of anxiety/depression 
(from slightly to extreme).

2.4.3  |  Sociodemographic, clinical and 
technology characteristics

Sociodemographic characteristics included age (con-
tinuous), gender identity (man, woman, non-binary), 
whether they were born in Canada (yes/no), whether 
they spoke English as a first language (yes/no), race/
ethnicity (10 response options), highest level of educa-
tion (high school or less, college/technical school, uni-
versity undergraduate, postgraduate) and household 
income (less than $60,000, $60,000–$100,000, more 
than $100,000). Health literacy was measured with 
the Single Item Literacy screener to capture functional 
health literacy: How often do you need assistance when 
reading instructions or written material for your doctor 
or pharmacy?35 Response options were: never, rarely, 
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sometimes, often, always. Clinical characteristics in-
cluded phase in the cancer journey (less than 3 months 
after treatment, between 3 months and less than 5 years 
after treatment and more than 5 years after treatment) 
and type of treatment (surgery, radiation therapy, 
chemotherapy, hormone therapy). Technology access 
and literacy were assessed with two questions: do you 
have access to a phone, tablet or computer with Internet 
access (yes/no), and how confident are you using in-
formation from the Internet for health purposes? (not 
confident, somewhat confident, neutral, confident, very 
confident). The latter was adapted from the final item of 
the eHealth literacy scale.36

2.5  |  Data analysis

Participant characteristics and study outcomes (satisfac-
tion with VFU and desire for VFU after COVID-19) were 
summarized using descriptive statistics for the whole 
sample and stratified by cancer type. Univariable logis-
tic regression was used to assess associations between 
participant sociodemographic, clinical and technology 
characteristics identified a priori and each of the two 
outcomes of interest. Multivariable logistic regression 
models were constructed to assess variables that were 
significantly associated with our outcomes of interest 
while adjusting for age, education and income, which 
are known determinants of technology use, as well as 
gender given that coping styles can be influenced by 
gender norms.37,38 A p value of <0.05 is considered as 
statistically significant. All analyses were conducted in 
R version 4.1.2.39

3   |   RESULTS

Of the 2343 participants who had completed the PM 
Virtual Care Survey, there were 633 with breast or 
prostate cancer. An additional 281 individuals were ex-
cluded as they had not finished treatment within the 
past 5 years, or they did not receive any VFU appoint-
ments during the study period, leaving a final sample 
of 352 participants. The mean age of participants was 
64.5 years. Prostate cancer patients made up 51% of the 
sample and breast cancer patients made up 49%, 1% of 
which identified as a man. The cohort was 79% white, 
and the majority had high education, household income 
and health literacy. Just over half (55%) of participants 
indicated that they did not experience any anxiety or 
depression. Detailed participant demographics can be 
found in Table 1.

3.1  |  VFU use

Within the last year, nearly all participants (98%) had at least 
one virtual visit via phone and 22% had at least one virtual visit 
via video. Of the prostate cancer patients, 100% had a virtual 
visit by phone, whereas only 4% had a video visit. In contrast, 
97% of breast cancer patients had a phone visit and 41% had a 
video visit. Of those who received phone visits, only 16% and 
8% of breast and prostate cancer patients, respectively, were 
not fully satisfied. Of those who received video visits, 21% of 
breast cancer patients were not fully satisfied. There were no 
prostate cancer patients who indicated that they were not 
satisfied with video visits, but this may be because very few 
prostate patients received them (n = 8). Detailed descriptive 
statistics for VFU use can be found in Table 2.

3.2  |  Satisfaction with VFU

Eighty-six per cent (82% of breast cancer patients and 89% 
of prostate cancer patients) were satisfied/very satisfied 
with virtual care overall. In the univariable analysis, sat-
isfaction with VFU was associated with having anxiety or 
depression and confidence using the internet. Those who 
indicated that they experienced anxiety or depression had a 
lower odds of being satisfied with VFU compared to those 
who did not have anxiety or depression (OR = 0.37; 95% CI: 
0.19–0.68). In addition, those who felt neutral, somewhat 
confident, or not confident using the internet for health-
related purposes had a lower odds of being satisfied with 
VFU compared to those who felt confident or very confident 
(OR = 0.21; 95% CI: 0.11–0.38). The results of the multivari-
able analysis were very similar; having anxiety/depression 
and low confidence using the internet for health-related 
purposes were the only two factors significantly associated 
with lower satisfaction with VFU (OR = 0.4; 95% CI: 0.2–0.8 
and OR = 0.19; 95% CI: 0.09–0.38, respectively). The results 
of these models are displayed in Table 3.

3.3  |  Desire for VFU after COVID-19

Seventy per cent (66% of breast cancer patients and 70% 
of prostate cancer patients) agreed or strongly agreed that 
they would want VFU appointments to continue after 
COVID-19. In the univariable analysis, less desire for VFU 
after COVID-19 was associated with the same factors as sat-
isfaction with VFU: having anxiety/depression and being 
neutral, somewhat confident or not confident using the 
internet for health-related purposes (OR = 0.45; 95% CI: 
0.28–0.72 and OR = 0.39; 95% CI: 0.23–0.64, respectively). 
A multivariable analysis was performed using the same 
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variables that were included in the multivariable analysis 
of satisfaction with VFU, and the results were the same; 
having anxiety/depression and low confidence using the in-
ternet for health-related purposes were the only two factors 
significantly associated with higher satisfaction with desire 
for VFU after the COVID-19 pandemic (OR = 0.49; 95% CI: 
0.30–0.82, and OR = 0.41; 95% CI: 0.23–0.70, respectively). 
The results of these models are displayed in Table 3.

4   |   DISCUSSION

During the COVID-19 pandemic virtual care went from 
being rare in Canada to being a necessity. This experience 

T A B L E  1   Frequency and prevalence of patient 
sociodemographic and clinical characteristics.

Characteristics

Count (%) (unless otherwise 
specified)

Full 
population

Breast 
cancer

Prostate 
cancer

n = 352 n = 172 n = 180

Sociodemographic characteristics

Age, mean (SD) 65.4 (10.7) 60.3 (11.1) 70.2 (7.6)

Gender identity

Man 180 (52) 2 (1) 178 (100)

Woman 169 (48) 169 (99) 0 (0)

Born in Canada

Yes 214 (61) 110 (64) 104 (58)

No 137 (39) 61 (36) 76 (42)

English as a first language

Yes 261 (75) 124 (73) 137 (77)

No 89 (25) 47 (27) 42 (23)

Race/Ethnicity

White/Caucasian/
European

278 (79) 130 (76) 148 (82)

East Asian 25 (7) 17 (10) 8 (4)

Black/African 16 (5) 9 (5) 7 (4)

Other 33 (9) 16 (9) 17 (9)

Highest level of education

University 137 (39) 65 (38) 72 (40)

Postgraduate 98 (28) 47 (27) 51 (29)

College 61 (17) 35 (20) 26 (15)

High school or less 53 (15) 24 (14) 29 (16)

Household income

Less than $60,000 62 (18) 33 (19) 29 (16)

$60,000–100,000 68 (19) 34 (20) 34 (19)

$100,000 or more 150 (43) 71 (41) 79 (44)

Prefer not to say 72 (20) 34 (20) 38 (21)

Need of assistance when reading instructions/written material 
from doctor or pharmacy

Often/Always 16 (5) 5 (3) 11 (6)

Sometimes/Rarely/
Never

336 (95) 167 (97) 169 (94)

Clinical characteristics

Phase in cancer journey

Less than 5 years 
after treatment

223 (63) 118 (69) 105 (58)

More than 5 years 
after treatment

72 (20) 20 (12) 52 (29)

Less than 3 months 
after treatment

57 (16) 34 (20) 23 (13)

(Continues)

Characteristics

Count (%) (unless otherwise 
specified)

Full 
population

Breast 
cancer

Prostate 
cancer

n = 352 n = 172 n = 180

Type of treatment

Chemotherapy 93 (26) 86 (50) 7 (4)

Hormone therapy 125 (36) 71 (41) 54 (30)

Radiation therapy 224 (69) 140 (81) 104 (58)

Surgery 227 (64) 143 (83) 84 (47)

Anxiety/Depression

I am not anxious or 
depressed

194 (55) 78 (46) 116 (64)

I am slightly 
anxious or 
depressed

109 (31) 58 (34) 51 (28)

I am moderately 
anxious or 
depressed

40 (11) 28 (16) 12 (7)

I am severely 
anxious or 
depressed

6 (2) 5 (3) 1 (1)

I am extremely 
anxious or 
depressed

2 (1) 2 (1) 0 (0)

Technology characteristics

Access to a phone tablet or computer with internet at home

Yes 345 (99) 170 (99) 176 (98)

No 5 (1) 1 (1) 4 (2)

Confidence using the internet for health-related purposes

Confident/very 
confident

259 (74) 122 (71) 137 (76)

Neutral/somewhat 
confident/not 
confident

91 (26) 49 (29) 42 (24)

T A B L E  1   (Continued)
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has demonstrated the possibilities for system-wide change 
and the opportunity to sustain virtual care options.40 This 
study has demonstrated that there is considerable patient 
interest in sustaining VFU options. However, breast and 
prostate cancer patients who were distressed and those 
less confident using the Internet were less likely to be 
satisfied with VFU during the COVID-19 pandemic and 
less likely to desire VFU options after the COVID-19 pan-
demic. Cancer-related distress is highly prevalent across 
the cancer continuum and strategies for early and ongo-
ing intervention are critical.29 These findings highlight the 
need to optimize the delivery of VFU for patients who are 
distressed or provide alternative options for care.

Although the majority (86%) of breast and prostate 
cancer patients were satisfied with VFU, 16% fewer would 
want VFU in the future. While these findings align with 
trends in Canada and elsewhere, the proportion of can-
cer patients who reported that they would be interested 
in VFU beyond COVID-19 is higher than that reported 
in other studies.33,41,42 For example, of 343 breast cancer 
survivors receiving telephone-VFU during the COVID-19 
pandemic in Italy, 80.3% were satisfied, but only 43.8% 
would want it in the future.24 Likewise, in study of 155 
cancer patients receiving virtual cancer rehabilitation 
during the COVID-19 pandemic in the U.S., 94.8% agreed 

that it was good experience, but only 63.1% reported that 
they would be interested in using it the future.43 These 
findings suggest that virtual care during a pandemic is ac-
ceptable to cancer patients but may be a less ideal form 
of care when there are no safety concerns associated with 
in-person appointments.

Where patients are in the cancer journey influences 
their preferences for virtual care. In a study of 397 can-
cer patients receiving virtual care during the COVID-19 
pandemic in Alberta Canada, patients receiving follow-up 
care were more satisfied with virtual care than those on 
treatment (83.6% vs. 73.2%, p < 0.05).41 Similarly, of 2343 
patients and 100 physicians participating in the parent 
PM Virtual Care study, patients who recently completed 
treatment were two times more likely to prefer in-person 
visits compared to those in long-term (5 or more years) 
follow-up.32 Additionally, long-term follow-up care was 
selected by both patients and physicians as the most ap-
propriate type of visit for virtual visits.32 Given the urgent 
need to find alternatives to in-person specialist follow-up 
care, these findings are promising and suggest that virtual 
care may be more acceptable to patients in the follow-up 
care phase of the cancer trajectory.

Breast and prostate cancer patients who reported dis-
tress (which corresponded to 45% of the sample) were 

Characteristics

Count (%) (unless otherwise specified)

Full population
Breast 
cancer

Prostate 
cancer

n = 352 n = 172 n = 180

Type of appointment received in the past 12 months

Phone 346 (98) 166 (97) 180 (100)

Video 78 (22) 70 (41) 8 (4)

Overall satisfaction with virtual care

Satisfied/very satisfied 296 (86) 139 (82) 157 (89)

Neutral/dissatisfied/very 
dissatisfied

50 (14) 30 (18) 20 (11)

Overall satisfaction with phone visits

Satisfied/very satisfied 302 (88) 138 (84) 164 (92)

Neutral/dissatisfied/very 
dissatisfied

42 (12) 27 (16) 15 (8)

Overall satisfaction with video visits

Satisfied/very satisfied 62 (81) 55 (79) 7 (100)

Neutral/dissatisfied/very 
dissatisfied

15 (19) 15 (21) 0 (0)

Agreement with the following statement: I would like to have virtual options for some of 
my visits COVID-19

Agree/strongly agree 247 (70) 113 (66) 134 (70)

Neutral/disagree/strongly 
disagree

103 (30) 59 (34) 45 (25)

T A B L E  2   Virtual care characteristics.
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about 63% less likely to be satisfied with VFU and 55% 
less likely to want VFU in the future. Two other studies 
have reported an association between cancer patient dis-
tress and satisfaction with or preferences for VFU. In a 
multi-centre study of virtual care during the COVID-19 
pandemic involving 1299 breast cancer survivors from 
18 hospitals in France and Italy, having minimal to se-
vere anxiety (as measured by HADS) was associated with 
significantly lower levels of virtual care satisfaction.44 
Likewise, in a study of 1382 cancer patients in British 
Columbia Canada, having low mental health scores (as 
measured by the VR-12 MCS sub-scale) was associated 
with lower preferences for virtual visits if offered after 
the COVID-19 pandemic.42 The association between in-
creased distress and less satisfaction with VFU may be 
due to the perception that physicians provide better emo-
tional support during in-person visits, which is important 
to those experiencing anxiety or depression. A subsequent 
qualitative investigation involving a sub-group of survey 
respondents found that patients feel more comforted 
during in-person visits because they have more time to 
discuss personal or emotional topics with their physician 
compared to virtual visits, as well as the ability to read vi-
sual cues and body language.45 In addition, patients may 
rely on physical exams during in-person appointments to 
lessen their anxiety and fear of recurrence.

Screening for distress is widely recognized as a standard 
component of quality cancer care, along with referral to 
relevant supportive care programming.46 As those who ex-
perienced distress were less likely to be satisfied with VFU 
and therefore may not be a good candidate for this type 
of care, it is important to ensure individuals are properly 
screened in advance. Problematically, screening for distress 
was disrupted with the transition to virtual visits during the 
COVID-19 pandemic, as many centres depend on in-person 
workflows to implement patient-reported outcomes. For 
example, a review of administrative data in the province 
of Alberta in Canada revealed that distress screening rates 
dropped from 70% pre-pandemic to 15% during the pan-
demic, and supportive care referral rates dropped from a 
ratio of 5 to 1.47 Screening for distress may be even more im-
portant in virtual visits as clinicians have fewer non-verbal 
cues at their disposal to help them assess the wellbeing of 
the patient.47 This may in part explain why only 31.5% of 
396 Alberta healthcare providers surveyed reported feeling 
confident meeting patients' emotional needs virtually, and 
why patients report dissatisfaction with the lack of emo-
tional support provided during virtual visits.41

Previous studies of cancer patients' experiences 
with virtual care during the COVID-19 pandemic in-
dicate that it may disproportionately benefit more ad-
vantaged patients and widen the digital divide. In this 
study, cancer patients who were less confident using the C
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Internet for health-related purposes, were less likely to 
be satisfied with VFU during the pandemic and to desire 
VFU after the pandemic, however, no other sociodemo-
graphic variables were significant. In their study of can-
cer patients in British Columbia, Izadi-Najafabadi et al. 
found that lower perceived ease of use of telehealth and 
less education were associated with cancer patients' 
satisfaction with virtual care across the continuum of 
care.42 Additionally, older age, female sex, non-white 
race, lower education, and living in an urban environ-
ment were associated with a lower likelihood of want-
ing telehealth after the pandemic. An earlier study by 
Berlin et al. of patients at various phases of the cancer 
journey recruited from the same institution found that 
patient satisfaction with virtual care was associated with 
sex and income, but not with age or equity indexes.33 
However, ethnocultural composition (self-identification 
as a visible minority, foreign-born, linguistic isolation 
and recent immigration) was associated with a lower 
likelihood of requesting future virtual care in the future. 
In addition, a study of individuals with hematological 
malignancies reported that the use of virtual care was 
associated with higher residential stability (e.g. owning 
versus renting a home).48

Optimization of virtual care infrastructure, provision 
of virtual care technology options, and technical sup-
port are needed to ensure that all patients have access to 
high-quality VFU if desired. This includes the continued 
use of the more familiar and accessible telephone fol-
low-up visit, which was used by 98% of the study sam-
ple, in comparison to video visits which were used by 
only 22%. However, changes to the virtual care funding 
model in Ontario (where this study took place) aim to 
limit telephone-based care by reducing the amount phy-
sicians get paid for telephone visits to 85% of the fee they 
can bill for an in-person visit for patients with an existing 
relationship with a physician, while video visits can be 
billed at the same amount.49 This will likely cause some 
providers to limit their use of telephone-based follow-up. 
These changes will make it difficult for people without 
high-speed Internet and who cannot afford the technol-
ogy required for video visits to access virtual care. While 
universal broadband, is a strategic priority in Canada,50 
only 59.5% of rural and remote communities and 42.9% 
of indigenous communities have access to high-speed 
Internet51 which would be required for a video visit.

4.1  |  Study limitations

This study has some important limitations. We recruited 
from a single urban North American cancer centre, lim-
iting generalizability. In addition, the study sample has 

predominantly consisted of white, English-speaking, and/
or highly educated individuals, which may introduce 
a potential bias and limit the applicability of our results 
to other populations. The survey was distributed online 
and patients had to have an email address to participate, 
which may have introduced selection bias towards can-
cer patients who are more confident in using the Internet. 
The abbreviated EQ5D-5L measure was used to assess 
distress, instead of a more robust multi-dimensional 
measure; though the findings align with previous studies 
using other measures of distress. As the survey was cross-
sectional, information on baseline distress was not avail-
able and timing of distress with receipt of VFU was not 
possible.

4.2  |  Conclusion

The forced transition to virtual care during the 
COVID-19 pandemic provided an excellent opportunity 
to assess the feasibility and acceptability of VFU among 
cancer patients. The high proportion of breast and pros-
tate cancer patients in this study who were interested 
in VFU after the pandemic, provides evidence in favour 
of sustaining VFU options post-pandemic to address the 
challenges with the current model of in-person follow-
up care delivered by oncology specialists. Future efforts 
should determine how to optimize VFU for cancer pa-
tients who are distressed and who are less confident 
using virtual care technology and ensure virtual care 
funding policies enable all patients to have access to low 
and high-tech VFU when needed.
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