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Abstract Introduction Advanced cancer patients often require clinic or hospital follow-up for
their symptom control to maintain their quality of life. But it becomes difficult for the
patients to attend the same due to financial, commutation, and logistic issues.
Objective The aim of this study was to audit the telephonic calls of the service and
prospectively collected data to understand the quality of service provided to the
patients at follow-up.
Materials and Methods An ambispective observational study was conducted on the
advanced stage cancer patients referred to the palliative care department at Kolhapur
Cancer Center, Kolhapur, Maharashtra. We conducted an audit of the 523 telephonic
calls of our service—“PALLCARE Seva” from June 2020 to February 2021. Prospectively,
we assessed the quality of service based on 125 telephonic calls (n¼ 125) for this; we
designed a questionnaire consisting of 11 items on the 5-point Likert scale for
satisfaction by the patients or their caregivers at the follow-up. After a pilot study,
the final format of questionnaire was used to collect the data.
Results Of the 523 calls attended, we provided 30.11% patients with dosage change
ofmedications for their symptommanagement, 16.25% patients have liaised with local
general practitioners, and 14.34% of cases had to be referred for emergency manage-
ment to our hospitals. We provided 23.9% of them with emotional and bereavement
support and 6.21% with smartphone-based or video-assisted guidance to the patients
and caregivers.
Conclusions Liaison of general practitioners was possible in more than one-tenth of
cases. The core components of our service were politeness and caring attitude,
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Introduction

Within a short period, the pandemic of coronavirus disease
2019 (COVID-19) emerged to become a public health emer-
gency of international concern.1 As with other healthcare
services, routine oncological practices were also affected.2

Cancer patients per se have a higher risk of contracting
COVID-19 infection and are associated with a poorer prog-
nosis if contracted.3–6 Delay in cancer resection surgeries,
neoadjuvant therapy, radiation therapy, and palliative care
services had started affecting the quality of life of the cancer
patients.7,8 With the progression of the pandemic, an urgent
need for modification in the routine practice was required.
The government of India suggested telemedicine as themode
to provide equitable care to the patients.9 But, there were
some practical challenges like the lack of interaction be-
tween doctor and patient, accessibility issues, regional
effects, care delays, technical issues, and licensing issues
associated with it.10–13 Amid all these challenges, it was
important that patient-centered services had to be provided.
So, we started a telemedicine support service called “PALL-
CARE Seva” for our patients.

With regard to this pandemic situation, a quality pallia-
tive care service is the one that can maintain the continuum
of care throughout the illness trajectory of the cancer pa-
tient.14–16 Most advanced cancer patients prefer to be taken
care of and die at home with family members. Advanced
cancer patients often require clinic or hospital follow-up for
their symptom control to maintain their quality of life.17,18

But, it becomes difficult for the patients to attend the same
due to financial, and logistic issues.19–21 With this back-
ground, we conducted this study intending to audit the
telephonic calls of the service and prospectively collected
data to understand the quality of service provided to the
patients during the follow-up.

Materials and Methods

An ambispective observational study was conducted on the
advanced stage cancer patients referred to the palliative care
department at Kolhapur Cancer Center, Kolhapur, Mahara-
shtra. It was a retrospective audit of our service “PALLCARE
Seva.” PALLCARE Seva is a proactive telephonic follow-up and
consultation service. The patients who consulted the pallia-
tive care physician during the week (Monday to Friday) were
called on Saturday by trained personnel to inquire about the
improvement in symptoms, new symptoms, and any other
issues. This telephonic service line was kept open from 9 AM

to 6 PM on all days except for Sundays. This available line
served as an assistant to the patients if they needed any help.

A specialist palliative care physician supervised the whole
program. Those patients who needed care were requested to
involve their local physicians for any assistance. We also
provided telephonic guidance for local physicians. The main
motto was to provide “right care at the right time.” Primary
outcome measures were demographic distribution of our
calls and quality of service.

An audit of the telephonic calls is from June 2020 to
February 2021 was conducted. We noted age, gender, area of
residence, type of calls, the caller’s relationship with the
patient, and the site of cancer. In addition, we noted services
like dosage change, medication-related queries, emergency
referrals, emotional support, bereavement support, liaison
with general practitioners, and smartphone-assisted guid-
ance. Prospectively, we assessed the quality of service. For
evaluating the quality of service we provided, we designed a
questionnaire consisting of 11 items (Annexure 1). The items
were related to helpfulness, politeness and caring attitude,
handling doubts and information regarding the illness, patient
listening topersonnel, opportunity to sharepatient’s thoughts,
involvement in decisionmaking, explanation of care, explana-
tion about medication, and circumstances seeking emergency
help and its mode. The last two items were related to their
overall satisfaction level of the service and recommendation of
this service to other patients. All these questions were rated
based on the “5-point Likert scale” for satisfaction by the
patients or their caregivers at the follow-up. This question-
naire was designed by experts in palliative care and quality.
Originallywritten in English, this questionnairewas converted
to Marathi (local language) by a team of expert translators. It
was back-translated and tested on ten caregivers, and we did
final modifications.

Our study population consisted of advanced stage cancer
patients seeking palliative care and patients referred for pain
and symptom management by various departments within
the institute. Of the total 630 calls done throughout 8months,
we excluded 107. The main reasons for exclusion were
connection-related issues and nonreceiving of calls from
the recipient. Hence, the final sample size included in this
study consisted of 523 calls. Assuming the overall quality of
service to be good in 50% of the feedbacks, with 10% absolute
error and 95% confidence interval, we found the minimum
sample size to be 96. Considering the attrition rate of 30%, we
found the final sample size to be 124. But we collected 125
feedbacks about this service. For analysis, the 5-point Likert
scale was categorized into unsatisfactory, satisfactory, and
neutral. All the data collection and phone calls were done by
trainedpersonnel under the supervision of the palliative care
physicians.

helpfulness, handling doubts regarding the illness, and an opportunity to share
thoughts from the patients or caregivers. More than three-fourth of the callers have
rated their experience as satisfactory and would recommend this service to other
patients in need.
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To reduce the recall bias during the feedback, the interval
between the last call and follow-up was kept to a minimum.
Since the prospective feedback was collected from the care-
giver or the patient in random selection, the selection bias
was reduced to the minimum possible extent.

Statistical Analysis
The data was collected and compiled using Microsoft Excel.
The analysis was done using Epi info (Version 7.2; CDC,
Atlanta, Georgia, United States). The qualitative variables
were expressed in terms of frequencies and percentages.

Ethics
For the prospective quality feedback of the service, we took a
written informed consent form from the person who
responded (either the caregiver or the patient). We sought
permission of the ethical committee of Kolhapur Cancer
Center before the start of the study (ECR/523/ Inst/ MH/
2014/ RR-20).

We ensured the anonymity of the participants with their
due permission.

Results

We have included 523 telephonic calls in this study.
The majority of the callers were in the age group of 40 to

60 years and of the male gender. Since the center caters to
majority of rural areas of the district, 53.15%were from rural
areas. About 72.28% of the cases were outgoing calls. Head,
face, and neck cancers were the most common cancers
reported (►Table 1).

Of the 523 calls attended, we provided 30.11% of patients
(n¼157) with dosage change of medications for their symp-
tom management, 16.25% (n¼85) have liaised with local
general practitioners, and 14.34% (n¼75) of cases had to be
referred for emergency management to our hospitals We
provided 10.99% (n¼57) of them with emotional support.
We offered 12.91% (n¼68) of them with bereavement sup-
port, 11.95% (n¼62) with new medication for newly arising
symptoms or some interventionswere advised, and provided
6.21% (n¼32) of these cases with smartphone-based or
video-assisted guidance (►Fig. 1).

Politeness and caring attitude (91.20%), helpfulness
(88.00%), handling doubts and information regarding the
illness (88.00%), and opportunity to share thoughts (88%)
were the most satisfying elements of our service and per-
sonnel (►Table 2).

About 77.60% (n¼97) of the patient’s or caregiver’s
feedback was satisfactory and up to the mark (►Fig. 2).

About 88.00% (n¼110) of the patients would recommend
the service to other patients who require similar type of
assistance (►Fig. 3).

Discussion

Telemedicine has become an essential component of the
present oncology care worldwide due to the effect of the
COVID-19 pandemic.11 This “no contact” approach had to be

Table 1 Demographic characteristics of the patients (n¼ 523)

Demographic
characteristics

Frequency Percentage

Age group

<20 16 3.05

21 to 40 105 20.00

40 to 60 212 40.53

>60 190 36.33

Gender

Female 203 38.88

Male 320 61.21

Relationship with the patient

Brother/sister 144 27.53

Parents 16 3.05

Children 129 24.67

Spouse 234 44.75

Area of residence

Rural 278 53.15

Urban 245 46.85

Type of call

Incoming 145 27.72

Outgoing 378 72.28

Site of cancer

Head, face and Neck 276 52.77

Thorax 42 8.03

Gastrointestinal 101 19.31

Genitourinary 62 11.85

Others 42 8.03

0 5 10 15 20 25 30 35

Dosage change

New medication /intervention added

Smart phone or video assisted
guidance

Family physician liaison

Bereavement support

Emotional support

Emergency referrals

30.11

11.95

6.21

16.25

12.91

10.99

14.34

Chart 1: Distribution based on the service 

provided (n=523)

Fig. 1 Distribution based on the service provided (n¼ 523).
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inculcated into the guidelines of routine practice in oncol-
ogical care to break the barrier of transmission of this
deadly infection.12 With this view, we decided to maintain
the quality of care for our advanced stage cancer patients to
the next level with the help of consultations and started the
same over the phone. The basic principles of a palliative
care support helpline are direct communication between
palliative care physicians with the family; staffing expan-
sion along with training; call line supporting clinicians,
families, and the patients; monitoring of call volume
throughout the week; and being an ideal choice for crisis
response. We started our service with these basic principles,
but, unfortunately, due to limited resources, we opened the
call line only during the outpatient consultation hours (2 PM

to 6 PM). Based on the interim audit of these calls (2
months), we decided to open this line from 9 AM to 6 PM

with adequate staff training and tele-help support for any
crisis.

Change of dosage of the medications for pain and other
symptom management was most commonly encountered
over these telephonic calls. The results of our study were
similar to a survey conducted by Adhikari et al.22 This study
unfolded their experience of telemedicine consultations of
their institution. Majority of the calls (63.62%) were related
to uncontrolled symptoms experienced by the patients.
Similar study findings have been reported by Jiang et al23

and Plummer and Allan.24 Due to the ongoing COVID-19
pandemic, patients could not visit in person for any minor
symptommanagement. So, this service helped the advanced
stage cancer patients in this regard.

In 16.25% of the cases, we could liaise with the family
physicians and handle the patient’s issues. These findings
were similar to the integrated model postulated by Atreya
et al25 in their study. Despite the pandemic situation, these
family physicians worked relentlessly to assist in caring for
these patients. Starting frommanagement of minor ailments

2.4

20

77.6

Chart 2: Overall sa�sfac�on about the service 
provided (n=125)

Unsa�sfactory

Neutral

Sa�sfactory

Fig. 2 Overall satisfaction about the service provided (n¼ 125) (%).

3.2
8.8

88

Chart 3: Recommenda�on assessment about the 
service provided (n=125)

Will not recommend

Neutral

Will recommend

Fig. 3 Recommendation assessment about the service provided
(n¼ 125) (%).

Table 2 Prospective feedback of the patient or caregiver about the service provided (n¼ 125)

Questions Unsatisfactory Neutral Satisfactory

Number % Number % Number %

1. Helpfulness 4 3.20 11 8.80 110 88.00

2. Politeness and caring attitude 3 2.40 8 6.40 114 91.20

3. Handling doubts and information regarding illness 5 4.00 10 8.00 110 88.00

4. Patient listening 6 4.80 12 9.60 107 85.60

5. Opportunity to share thoughts 6 4.80 9 7.20 110 88.00

6. Involvement in decision making process 6 4.80 11 8.80 108 86.40

7. Explanation of care 5 4.00 32 25.60 88 70.40

8. Explanation about medication 5 4.00 26 20.80 94 75.20

9. Explanation about circumstances seeking
help and its mode

4 3.20 14 11.20 107 85.60
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with injectable medication to terminal care of these patients
with appropriate help by the specialist palliative care physi-
cian over the phone. The family physicians were vigilant in
managing the symptoms, and in case of crisis, they did
emergency referrals to our institute for furthermanagement.
Emergency referral cases usually involved uncontrolled se-
vere pain despite providing essential medications. These
cases also suffer from spinal cord compression, intestinal
obstruction, abnormalities in levels of electrolytes, and con-
vulsions. It is imperative to integrate these family physicians
into the training of palliative care to strengthen this service
in the future. One of the crucial recommendations is the joint
statement of the Indian Association of Palliative Care and the
Academy of Family Physicians of India to integrate palliative
care at all levels of healthcare and liaise with general
practitioners and family physicians.26

Bereavement support is one of the crucial components of
palliative care service. In approximately 12.95% of cases, we
provided this support over the phone. In caseswith crises such
as death of patients causing grief in caregivers or a medical
condition hindering the caregiver’s health, we offered thebest
possible support through the specialists over the phone. A
retrospective study conducted on the out-of-hoursphone calls
by Jiang et al23 reported that 17.8% cases mentioned distress
due to the death of the patient over telephonic support and
here bereavement support was provided. Emotional support
to the patients and their caregivers was provided by letting
them ventilate and express their concerns in 10.99% of cases.
Mandal 27described that their telephonic serviceprovidedhad
advantages of providing regular physical and emotional sup-
port, reducing problems regarding finance andhuman resour-
ces, and thus improving their quality of life. Jiang et al23

reported that in 3.5% of their patients, they could provide
emotional support over the phone.

As a part of clinical governance, we took feedback from a
small sample (n¼125) of the patient or caregivers who
visited us during follow-ups. We found that politeness and
caring attitude (91.20%), helpfulness (88.00%), handling
doubts and information regarding the illness (88.00%), and
opportunity to share thoughts (88%) were the most satisfy-
ing elements of our service and service personnel. Further,
approximately 77.40% of the patients were satisfiedwith the
service provided, and 88% reported that they would recom-
mend it to other patients in need. Similar feedbacks were
taken by Adhikari et al22 in their study and found that more
than 70% of their patients were satisfactory about the tele-
health service provided. Compared with their research, we
used video consultations (6.12%) in a minor set of patients
due to logistic issues. Also, Plummer and Allan24 reported
that 66% of patients claimed to have a high satisfaction rate.

This study had some limitations. First, even though it was
a retrospective study, we took the necessary feedback
through follow-ups prospectively in our research. Due to
issues regarding logistics and loss of follow-up of the
patients, we could only obtain and analyze a subset of the
original sample size. The second limitation was that the
study design was of observational type. Feedback, complaint
redressal, and feedback mechanisms must be set as a quality

control check in such services. Future studies should target
integrating general practitioners and family physicians into
palliative care, education of informal caregivers about the
management ofminor ailments, etc. The cost-effectiveness of
such services has to be evaluated in the future.

Conclusion

Change in dosage and addition of new medication were the
most common issues handled over the phone. Liaison of
general practitioners was possible in more than one-tenth of
cases. We successfully provided both bereavement and emo-
tional support for the patients and their caregiverswhenever
appropriate. We could also use newer technologies such as
video consultation and smartphone-based assistance for
patient care in a few cases. The core components of our
service were politeness and caring attitude, helpfulness,
handling doubts regarding the illness, and an opportunity
to share thoughts with the patients or caregivers. More than
three-fourth of the patients were satisfactory and would
recommend this service to other patients in need.
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‘PALLCARE Seva’-A pharos amidst the catastrophic COVID times: An cross sectional study
from rural oncology institute in Western Maharashtra Confidential

Audit: (To be filled by the in charge person of the calls)
Patient’s details:
Age:
Gender: Male/Female
Residence:
Phone number:
Type of calls: incoming/outgoing
Caller’s relationship with the patients:
Site of cancer:
Quality of service provided by us during telephonic consultation (Patient/ caregiver feedback)
Marathi version of the questions for feedback of the service:
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