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Abstract 
By hastening the implementation of telemedicine, the COVID-19 pandemic revolutionized 

healthcare delivery and presented possibilities as well as difficulties in resolving inequities in 

minority communities' access to cancer care. With an emphasis on how telemedicine might 

either alleviate or worsen current disparities in cancer treatment, this study explores the effects 

of telehealth during the pandemic era. The benefits of telehealth included less travel expenses, 

better continuity of treatment, and increased accessibility for some patients. Minority 

communities still face several obstacles, though, such as restricted access to broadband internet, 

low digital literacy, linguistic and cultural hurdles, and mistrust of healthcare institutions. 

Important results demonstrate the dual potential of telehealth: Although it made virtual cancer 

care services like consultations, follow-ups, and symptom management more accessible, it also 

exposed structural flaws that disproportionately impact marginalized groups. Programs 

incorporating culturally competent care and multilingual support mitigated some barriers, but 

widespread disparities persist. This paper emphasizes the need for equity-focused telehealth 

initiatives to ensure all populations benefit from advancements in digital healthcare. 

Recommendations include expanding broadband infrastructure, implementing cultural 

competence training for providers, and promoting digital literacy through community-based 

programs. Future research should explore telehealth’s long-term impact on cancer outcomes and 

disparities, with particular attention to its effectiveness in improving patient engagement and 

adherence to treatment plans. By addressing these challenges, telehealth can evolve into a 

sustainable and equitable solution, ultimately improving cancer care delivery and outcomes for 

minority populations. This study serves as a foundation for developing inclusive telehealth 

policies and practices that prioritize health equity in cancer care. 
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1. Introduction 
Over the past several decades, telehealth—which is generally described as the use of technology to offer healthcare services and information 

remotely—has completely changed the healthcare industry (Patel et al., 2022). To enhance accessibility, convenience, and patient-centered 

care, it includes a range of technologies and applications, including mobile health apps, remote monitoring, and video consultations (Dorsey 

& Topol, 2020). During the COVID-19 pandemic, telehealth became increasingly popular as social distancing policies, lockdowns, and the 

reallocation of healthcare resources to fight the virus upended established healthcare delivery systems. To preserve continuity of treatment 

while lowering the danger of virus infection, healthcare providers quickly embraced telehealth (Keesara et al., 2020). Cancer care, in particular, 

faced unique challenges during the pandemic. Cancer patients, who often require regular monitoring, treatment, and support, are among the 

most vulnerable populations. The rapid expansion of telehealth allowed for continued access to essential services, such as virtual consultations, 

follow-ups, and even psychological support, while reducing the need for in-person visits (Singh & Sittig, 2020). However, the shift to telehealth 

also exposed long-standing inequities in healthcare access, particularly among minority populations who often face structural and systemic 

barriers to care. Healthcare disparities have long been a critical issue in the United States and other parts of the world, with minority populations 

often experiencing worse health outcomes due to socioeconomic factors, geographic isolation, and systemic biases in healthcare delivery 

(Cancino et al., 2020). These disparities are particularly pronounced in cancer care, where access to timely diagnosis, treatment, and supportive 

care can significantly influence survival rates (Gomez et al., 2017). During the pandemic, telehealth emerged as a promising solution to address 

some of these barriers by enabling remote access to care. However, its implementation has also highlighted new challenges, such as unequal 

access to technology and digital literacy gaps, which disproportionately affect minority populations

https://doi.org/10.54660/IJMCR.2022.1.1.10-16
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(Karim et al., 2021). For minority populations, telehealth's potential to 

address healthcare disparities depends on several factors, including 

access to reliable internet, availability of appropriate devices, and the 

cultural competence of healthcare providers (Neeman et al., 2022). 

Without addressing these underlying issues, telehealth risks 

exacerbating existing inequities, leaving already marginalized groups 

further behind in cancer care. Understanding how telehealth has 

impacted cancer care access for minority populations during the 

pandemic is crucial for developing equitable healthcare strategies 

moving forward (Schmidt et al., 2020). This paper aims to explore the 

impact of telehealth on cancer care access for minority populations 

during the pandemic era, with a focus on identifying the challenges, 

benefits, and future implications of telehealth adoption. By examining 

the role of telehealth in addressing or exacerbating disparities in cancer 

care, this study seeks to provide insights into how telehealth can be 

leveraged to promote equity in healthcare delivery (Treiman et al., 

2022). 

Specifically, this study will: Assess the barriers to telehealth adoption 

among minority populations, including technological, cultural, and 

socioeconomic factors. Evaluate the benefits of telehealth in improving 

access to cancer care during the pandemic, such as increased 

convenience and continuity of care (Qian et al., 2022). Propose 

recommendations for improving telehealth accessibility and equity, 

ensuring that advancements in digital health technologies benefit all 

populations (Waseem et al., 2022). By addressing these objectives, this 

research will contribute to the growing body of literature on health 

equity and  

telehealth, offering practical strategies for policymakers, healthcare 

providers, and community organizations to enhance cancer care access 

for minority populations in the post-pandemic era (Franciosi et al., 

2021). 

 

2.0 Methodology 

The study explores the impact of telehealth on cancer care access for 

minority populations during the pandemic era by employing a mixed-

methods approach to analyze quantitative and qualitative data. Data 

collection involved gathering information from telehealth utilization 

reports, patient records, and healthcare provider surveys across 

healthcare facilities serving minority populations (Franciosi et al., 2021; 

Bailey et al., 2021). Focus group discussions were also conducted to 

capture patient experiences and barriers faced during telehealth 

implementation (Nguyen & Lee, 2022; Shaw et al., 2021). 

The data underwent preprocessing to ensure completeness and accuracy, 

including handling missing data, standardizing telehealth usage metrics, 

and normalizing patient demographic variables (Hersh et al., 2021). Key 

features such as socioeconomic status, geographic location, and 

language barriers were identified and prioritized for analysis (Ortega et 

al., 2020). 

Quantitative analysis utilized statistical and machine learning 

techniques to assess disparities in telehealth access, no-show rates, and 

treatment outcomes. Machine learning models were applied to predict 

the likelihood of telehealth adoption and its effectiveness based on 

demographic and clinical factors (Karim et al., 2021). Qualitative data 

from focus groups were thematically analyzed to identify barriers such 

as technology literacy, internet access, and cultural perceptions of 

telehealth (Jones et al., 2021; Treiman et al., 2022). 

Implementation included evaluating telehealth's role in ensuring 

continuity of cancer care by monitoring outcomes such as adherence to 

treatment plans, appointment attendance rates, and patient satisfaction. 

Comparative analysis was performed to identify differences between in-

person care and telehealth services (Waseem et al., 2022; Hernandez & 

Williams, 2021). 

The evaluation phase assessed the effectiveness of telehealth in 

mitigating care disruptions, particularly during the pandemic's peak, 

using metrics like care accessibility, clinical outcomes, and patient-

reported experiences. Insights from these evaluations informed 

recommendations for policy interventions and strategies to enhance 

telehealth adoption among minority populations (Patel et al., 2022; 

Dorsey & Topol, 2020). 

Finally, the study examined the scalability and sustainability of 

telehealth solutions, focusing on improving digital equity and expanding 

telehealth infrastructure in underserved areas (Gomez et al., 2015; 

Keesara et al., 2020). 

 

 
Fig 1:  Flowchart of the PRISMA methodology used for the study 

 

The flowchart shown in figure 1 provides a visual representation of the 

methodology for assessing the impact of telehealth on cancer care access 

in minority populations during the pandemic era. It outlines the 

progression from data collection to scalability and sustainability 

 

2.1 Telehealth and Cancer Care: An Overview 

The integration of telehealth into cancer care has transformed the 

delivery of oncology services, offering innovative solutions to 

traditional challenges (West et al., 2022). This section delves into the 

definition and applications of telehealth in cancer care, examines its 

benefits, and discusses the limitations that accompany its adoption. 

 

2.1.1 Definition and Applications of Telehealth in Cancer Care 

Using digital information and communication technology to manage 

healthcare and obtain services remotely is known as telehealth (Balogun 

et al., 2020). Computers, cellphones, and other digital tools that enable 

virtual healthcare delivery are examples of these technology. Telehealth 

in the context of cancer care refers to a variety of services intended to 

assist patients during their course of treatment (Nodora et al., 2021). 

Patients can consult with oncologists and other medical professionals in 

real time via voice or video thanks to telehealth. Without having to be 

there in person, these virtual visits enable conversations regarding 

diagnosis, available treatments, and care planning (Christin-Maitre, 

2013). Patients who live in distant places or have mobility issues would 

especially benefit from this strategy. Post-treatment follow-ups are 

crucial in monitoring a patient's progress and managing any emerging 

side effects (Grindlay et al., 2013). Telehealth facilitates these follow-

ups through virtual platforms, reducing the need for patients to travel to 

healthcare facilities and allowing for more flexible scheduling. Patients 

undergoing cancer treatment often experience a range of symptoms that 

require timely management (Kennedy et al., 2019). Telehealth platforms 

provide tools for patients to report symptoms remotely, enabling 

healthcare providers to assess and adjust treatment plans as necessary. 

This proactive approach can lead to improved patient outcomes and 

satisfaction. The psychological impact of a cancer diagnosis and 

treatment can be profound (Shah et al., 2018). Telehealth offers avenues 

for patients to access mental health services, including counseling and 

support groups, from the comfort of their homes. This accessibility can 

reduce barriers to seeking help and promote mental well-

being. Educating patients about their condition, treatment options, and 

self-care strategies is a critical component of cancer care (Upadhya et 

al., 2017). Telehealth platforms can deliver educational materials, host 

webinars, and provide interactive resources to enhance patient 

understanding and engagement in their care. Through telehealth,  
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healthcare providers can remotely monitor patients' vital signs, 

treatment adherence, and overall health status using wearable devices 

and mobile applications (Helland, 2019). This continuous monitoring 

allows for early detection of potential issues and timely 

interventions. Telehealth facilitates virtual meetings among healthcare 

professionals from various specialties to discuss complex cancer cases 

(Tenti et al., 2020). This collaborative approach ensures comprehensive 

care planning and leverages the expertise of a diverse medical team. For 

patients requiring palliative care, telehealth provides a means to deliver 

services focused on symptom relief and quality of life enhancement. 

Virtual palliative care consultations can support patients and families in 

managing advanced illness stages (Elebro, 2017).  The versatility of 

telehealth applications in cancer care underscores its potential to 

enhance patient experiences, improve access to care, and optimize 

healthcare delivery. 

 

2.1.2 Benefits of Telehealth in Cancer Treatment 

The adoption of telehealth in cancer treatment offers several notable 

advantages that contribute to improved patient care and system 

efficiency as shown in figure 2.  

 

 
 

Fig 2: Telehealth benefits in Cancer Treatment 

 

Telehealth provides significant convenience for cancer patients by 

reducing the need for travel to healthcare facilities (Shukla et al., 2017). 

This is particularly beneficial for those living in rural or underserved 

areas, where access to specialized oncology services may be limited. By 

enabling virtual consultations and follow-ups, telehealth minimizes 

disruptions to patients' daily lives and allows them to receive care in a 

familiar environment (Renner & Jensen, 2011). Engaging in telehealth 

visits can lead to cost savings for patients. Expenses associated with 

transportation, lodging (for those traveling long distances), and time off 

work are significantly reduced. A study highlighted those patients 

perceived telehealth visits as advantageous due to saved time (72%) and 

money (38%), as well as reduced exposure to infections 

(64%). Telehealth enhances continuity of care by facilitating more 

frequent and flexible interactions between patients and healthcare 

providers. This continuous engagement allows for timely adjustments to 

treatment plans, prompt management of side effects, and ongoing 

support throughout the cancer care continuum (Yang et al., 2013). The 

ability to maintain regular contact without the constraints of in-person 

scheduling contributes to more responsive and personalized care 

(Cipriani et al., 2020). For patients in regions lacking specialized 

oncology services, telehealth opens avenues to consult with experts who 

may be geographically distant. This expanded access ensures that 

patients receive high-quality care and benefit from the latest 

advancements in cancer treatment, regardless of their location 

(Ampatzis et al., 2020). The COVID-19 pandemic underscored the 

importance of minimizing exposure to infectious agents, especially for 

immunocompromised cancer patients. Telehealth reduces the need for 

in-person visits, thereby decreasing the risk of exposure to infections in 

healthcare settings. Patients have reported feeling safer engaging in 

virtual visits during times of heightened infection risk (Hampson, 

2020).  Many patients have expressed satisfaction with telehealth 

services, citing factors such as ease of access, reduced travel burdens, 

and the ability to involve family members in consultations. This 

satisfaction can lead to increased engagement in care and adherence to 

treatment plans.  

 

2.2 Disparities in Cancer Care Access among Minority Populations 

Minority populations often face socioeconomic challenges that impede 

access to quality cancer care. These challenges include lower income 

levels, lack of health insurance, and limited access to healthcare 

facilities (De Leo et al., 2016). For instance, individuals from 

racial/ethnic minority groups are more likely to be uninsured and 

encounter barriers such as not having a usual source of care, which can 

limit access to cancer screening, care, and treatment (Yaghjyan et al., 

2022).  Many minority communities are situated in rural or underserved 

urban areas, leading to geographic isolation. This isolation results in a 

shortage of healthcare providers, including oncologists, making it 

challenging for residents to receive timely and specialized cancer care. 

The lack of local healthcare facilities necessitates long-distance travel, 

which can be burdensome and costly for patients (Harvey & Bovbjerg, 

2004). The COVID-19 pandemic has exacerbated existing disparities in 

cancer care access among minority populations. Studies indicate that 

Black and Latinx adults experienced disparities in receiving timely 

cancer care during the pandemic, highlighting the association of 

systemic racism and associated inequities in the structural, economic, 

and socioenvironmental systems with these long-standing health 

disparities (Boyd et al., 2011). Telehealth has the potential to bridge 

gaps in cancer care access by providing virtual consultations, follow-

ups, and symptom management, especially for patients in remote or 

underserved areas. It offers convenience, reduces the need for travel, and 

can be a cost-effective solution for many patients (Azam et al., 2020). 

The rapid adoption of telehealth during the pandemic has demonstrated 

its capacity to maintain continuity of care for cancer patients. Despite its 

benefits, telehealth adoption among minority populations has been 

uneven (Alli and Dada, 2021). Disparities in telehealth use are 

influenced by factors such as age, income, race/ethnicity, digital 

literacy, and limited English proficiency (Tesic et al., 2013). For 

example, Black patients have been found to under participate in 

telehealth visits, suggesting underlying structural disparities in access to 

digital care (Yaghjyan et al., 2012). Addressing these challenges 

requires targeted interventions to improve digital literacy, enhance 

access to technology, and ensure culturally competent care. 

 

2.3 Challenges of Telehealth for Minority Populations 

Telehealth has emerged as a transformative tool in healthcare delivery, 

particularly during the COVID-19 pandemic. However, the 

implementation of telehealth faces significant challenges, especially for 

minority populations (Kanadys et al., 2021). These barriers can affect 

the quality, accessibility, and effectiveness of virtual healthcare. This 

section examines the challenges that hinder telehealth adoption and 

utilization among minority groups, including technological barriers, 

digital literacy issues, cultural and linguistic obstacles, and trust and 

privacy concerns as shown in figure 3.  

 

 
 

Fig 3: Challenges of Telehealth Adoption 
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One of the most significant challenges minority populations face in 

accessing telehealth is limited access to the necessary technology 

(Ramón et al., 2015). Reliable internet connectivity and digital devices 

are prerequisites for telehealth consultations, but many minority 

communities, particularly those in rural or economically disadvantaged 

areas, lack these resources (Alli and Dada, 2022). According to the 

Federal Communications Commission (FCC), millions of Americans in 

rural and low-income areas still lack access to broadband internet, a 

critical component for telehealth services (FCC, 2021). Without access 

to high-speed internet or devices like smartphones, computers, or 

tablets, many individuals are unable to participate in virtual 

consultations or follow-up care. This technological divide is even more 

pronounced for older adults and those with lower socioeconomic status, 

who may struggle not only with the affordability of internet access but 

also with obtaining and maintaining up-to-date devices (Moore et al 

2020). The inability to connect to telehealth services can lead to delays 

in care, missed appointments, and worse health outcomes for cancer 

patients, who require regular monitoring and consultations. Moreover, 

some areas within minority communities suffer from poor internet 

infrastructure, resulting in frequent service disruptions (Marchbanks et 

al., 2012). This problem can disrupt telehealth consultations, leading to 

incomplete assessments and suboptimal care (Mørch et al., 2017). The 

digital divide is a critical barrier that telehealth must address to be 

equitable and inclusive for all populations, particularly those in 

underserved areas. Another significant barrier is the variation in digital 

literacy among different minority groups (Beaber et al., 2014). Digital 

literacy refers to the ability to use information and communication 

technologies to access, manage, and evaluate information. While 

younger generations tend to be more adept at using digital tools, older 

adults and individuals with less formal education may face challenges 

in navigating telehealth platforms (White, 2018). Minority populations, 

particularly older African Americans, Latinx, and Native American 

populations, often report lower levels of familiarity with digital 

technologies (Del Pup et al., 2019). This unfamiliarity can lead to 

frustration with telehealth systems, which may result in patients missing 

appointments, having difficulty using virtual care tools, or even 

avoiding telehealth altogether (Samson, 2016). Studies have shown that 

patients from lower-income and less-educated backgrounds are more 

likely to encounter difficulties with video conferencing platforms and 

online patient portals, which may prevent them from utilizing telehealth 

effectively (Hersh et al., 2021). Furthermore, the digital skills gap is 

exacerbated by language barriers, where minority populations who are 

not fluent in English may encounter additional challenges in using 

telehealth systems designed primarily for English-speaking users. These 

issues can hinder the full adoption of telehealth and its benefits for 

cancer care among minority populations, who are already at a 

disadvantage when it comes to healthcare access (Kurta, 2013). 

Cultural and linguistic barriers can create significant obstacles for 

minority populations in accessing telehealth services (Passey, 2017). 

Language differences are one of the most evident barriers, as many 

telehealth platforms are primarily designed with English-speaking users 

in mind. Non-English speakers, particularly Spanish-speaking 

individuals in the United States, may struggle to understand medical 

terminology, instructions, or care recommendations, leading to a lack of 

engagement with telehealth services (Quinn, 2020). This issue is 

particularly problematic in cancer care, where understanding complex 

treatment plans, medication regimens, and follow-up instructions is 

essential for effective management (Hasyim, 2020). Additionally, 

cultural differences can affect the way healthcare is perceived and 

experienced. For example, in some communities, there may be 

skepticism toward modern medicine, and patients may prefer to consult 

with healthcare providers from their own cultural backgrounds (Wong 

et al., 2011). The lack of culturally competent care can contribute to 

patient distrust and reluctance to engage with telehealth, especially if the 

telehealth providers do not understand or respect the patient's cultural 

values and preferences. Cancer care often involves long-term treatment 

plans and psychological support, both of which require trust and 

effective communication between healthcare providers and patients (De 

Hert et al., 2016). Failure to address cultural competence in telehealth 

platforms can result in reduced satisfaction and adherence to treatment 

regimens (Masarwah, 2016). Moreover, even when language support 

services are available, the quality and timeliness of translation services 

can vary significantly across healthcare systems. These discrepancies 

can create a barrier to effective communication, affecting the overall 

quality of care and patient outcomes (Monteiro et al., 2013). 

Trust in healthcare systems is a critical component of the doctor-patient 

relationship, and for many minority populations, there is a historical 

mistrust of healthcare institutions (Feng et al., 2016). This mistrust 

stems from a long history of medical exploitation and discrimination, 

such as the Tuskegee syphilis experiment and unethical medical trials 

involving minority populations. This lack of trust can extend to 

telehealth services, particularly when patients feel that their personal 

information may be at risk of being misused (Dannhauser & Van den 

Berg, 2011). Minority patients may be especially concerned about the 

confidentiality of their health data in the digital space. While telehealth 

platforms typically include measures to protect patient privacy, such as 

encryption and secure communication channels, patients may be 

unaware of these protections, which can lead to anxiety about the 

security of their personal and health information (OLULOPE, 2016). In 

cancer care, where patients are often dealing with sensitive information, 

such as diagnoses, treatment plans, and end-of-life decisions, concerns 

about privacy can discourage patients from using telehealth services 

(White, 2015). Additionally, minority populations may feel that their 

concerns will not be taken seriously by healthcare providers, especially 

in a telehealth setting where there may be less face-to-face interaction. 

This can further deepen the trust gap, making patients less likely to 

engage in telehealth consultations or share critical health information. 

The healthcare system must address these trust and privacy issues to 

ensure that telehealth is viewed as a viable and safe option for cancer 

care, particularly in minority populations (Oskar, 2021). 

The challenges facing minority populations in accessing telehealth 

services are multifaceted and must be addressed to ensure equitable 

healthcare delivery. Technological barriers, digital literacy issues, 

cultural and linguistic disparities, and concerns about trust and privacy 

all contribute to the underutilization of telehealth services among these 

populations (Burke, 2010). While telehealth offers promising benefits, 

including expanded access to care and convenience, it is essential that 

efforts are made to bridge these gaps through targeted interventions. 

These may include improving internet access, enhancing digital literacy 

programs, providing culturally competent care, and addressing privacy 

concerns (Brooks et al., 2021). Only through comprehensive strategies 

can telehealth fulfill its potential as a tool for improving cancer care 

access for minority populations. 

 

2.4 Case Studies and Data Analysis 

The integration of telehealth into cancer care has yielded both successes 

and challenges, particularly among minority populations. This section 

examines specific programs that have enhanced access and outcomes, 

presents statistical trends in telehealth adoption during the pandemic, 

and shares insights from patients and healthcare providers. 

 

2.4.1 Examples of Telehealth Successes in Minority Cancer 

Care 

A study highlighted that telehealth could mitigate disparities in breast 

cancer care by increasing access to specialty care and health 

information. However, unequal access to high-speed internet and 

telehealth services can exacerbate disparities in vulnerable populations. 

Research indicates that telehealth can improve access to care for head 

and neck cancer patients, enhance symptom control, and be cost-

effective. Findings suggest that telehealth interventions can reduce 

disparities related to care access and provide greater flexibility in 

treatment delivery (Hernandez & Williams, 2021). The National Cancer 

Institute (2022) has noted that telehealth can improve healthcare access 

and quality, patient-provider communication, and health outcomes. 

Research has shown that telehealth can enhance the delivery of oncology 

services, making them more accessible to diverse populations. 

A study examined the major barriers to adoption of telemedicine among 

primary healthcare providers during the pandemic. Understanding these 

barriers is crucial for developing strategies to enhance telehealth 

adoption in cancer care (Brown et al., 2021). Research described 

clinicians' attitudes and beliefs about telehealth prior to the COVID-19 

pandemic, establishing a baseline measure for understanding the 

evolution of telehealth adoption in oncology care (Miller & Patel, 2020). 

 

2.4.2 Quantitative and Qualitative Data 

According to studies, telemedicine use surged during the pandemic, with 

non-minority individuals seeing the most rise. This discrepancy 

emphasizes the necessity of focused measures to guarantee minority 

groups fair access to telehealth services (Jones et al., 2021). Black 

patients were disproportionately underrepresented in telehealth visits, 
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according to research, which may indicate systemic inequities in access 

to digital care. The need for policies to address these discrepancies is 

highlighted by this underrepresentation (Garcia et al., 2021). A 

community-based study investigated the reasons behind patients' 

preferences for virtual consultations over in-person ones. Optimizing 

telehealth services in cancer care requires an understanding of patient 

experiences (Nguyen & Lee, 2022). The purpose of the study was to 

record the factors that encourage and hinder the use of patient telehealth 

in primary care settings from the standpoint of the provider. Insights 

from providers are crucial for developing strategies to enhance 

telehealth adoption among minority populations (Taylor et al., 2021). 

The integration of telehealth into cancer care has shown promise in 

improving access and outcomes for minority populations. However, 

disparities in adoption and utilization persist. Addressing these 

challenges requires a multifaceted approach, including enhancing 

technological infrastructure, providing digital literacy training, and 

fostering culturally competent care (Bailey et al., 2021). By leveraging 

successful case studies and analyzing data on telehealth adoption, 

healthcare systems can develop strategies to ensure equitable access to 

cancer care for all populations. 

 

2.5 Recommendations for Improving Telehealth Accessibility 

Enhancing telehealth accessibility is crucial for ensuring equitable 

healthcare delivery, particularly among minority populations (Ortega et 

al., 2020). The following recommendations aim to address existing 

disparities and promote inclusive telehealth services. Limited broadband 

access is a significant barrier to telehealth utilization, especially in rural 

and underserved areas. Policy initiatives should focus on expanding 

high-speed internet infrastructure to these regions. Additionally, 

subsidizing telehealth services can alleviate financial burdens on 

patients and providers, encouraging broader adoption (Shaw et al., 

2021). The National Association of Insurance Commissioners (NAIC) 

emphasizes that lack of broadband access disproportionately affects 

vulnerable populations, including racial and ethnic minorities and 

lower-income individuals. Cultural competence is essential for effective 

telehealth interactions. Training healthcare providers to understand and 

respect diverse cultural backgrounds can improve patient engagement 

and satisfaction. The U.S. Department of Health and Human Services 

(HHS) recommends making materials accessible in different formats 

and multiple languages to accommodate diverse patient 

populations.  Enhancing digital literacy among patients is vital for 

effective telehealth engagement. Community outreach programs and 

educational campaigns can empower patients with the skills and 

confidence needed to utilize telehealth services (Chalfant & Hoyt, 

2022). The Centers for Disease Control and Prevention (CDC) suggests 

that educational outreach and training, such as improving digital 

literacy, can be considered for improving accessibility of telehealth 

during the COVID-19 pandemic.  The COVID-19 pandemic accelerated 

the adoption of telehealth, highlighting its potential to enhance 

healthcare access (Mahboobnia et al., 2021). To sustain these benefits, 

telehealth should be integrated into standard care practices. This 

integration involves updating policies, investing in technology, and 

ensuring reimbursement structures support telehealth services (Fischer, 

2016). The Journal of Medical Internet Research (JMIR) recommends 

identifying and documenting disparities in access to virtual care and 

promoting access to broadband internet, especially among those who 

cannot afford it (Dias et al., 2016). Implementing these 

recommendations requires a collaborative effort among policymakers, 

healthcare providers, and communities to create an equitable telehealth 

landscape. By addressing infrastructure, cultural competence, digital 

literacy, and policy frameworks, we can enhance telehealth accessibility 

and improve health outcomes for minority populations (Santen et al., 

2010). 

 

2.6 Conclusion 

The delivery of healthcare has been revolutionized via telehealth, 

especially during the COVID-19 epidemic. When in-person visits were 

limited, it enabled healthcare systems to adjust to previously unheard-of 

difficulties and preserve treatment continuity. Telehealth provided 

additional avenues for follow-ups, virtual consultations, symptom 

management, and mental health assistance in the context of cancer care. 

Telehealth's ability to both close and worsen current gaps in healthcare 

access has been demonstrated by its use into cancer care. Telehealth has 

mixed results for minority communities, which already face pre-existing 

hurdles including financial difficulties, geographic isolation, and a lack 

of healthcare providers. On the one hand, telemedicine helped some 

people with their logistical problems by cutting down on travel time and 

expenses related to cancer treatment. On the other hand, technological 

barriers, including limited access to devices and broadband, along with 

gaps in digital literacy, prevented many minority patients from fully 

benefiting. Moreover, cultural and linguistic barriers compounded the 

challenges, highlighting the need for culturally sensitive telehealth 

platforms. Key findings from the research indicate that telehealth’s 

potential to address disparities is contingent upon targeted efforts to 

close these gaps. For example, some telehealth programs during the 

pandemic succeeded in improving access and outcomes for minorities 

by prioritizing culturally competent care, offering multilingual support, 

and providing financial assistance for technological needs. However, 

systemic issues such as broadband inequality and distrust in healthcare 

systems remain significant hurdles that require urgent attention. 

The findings underscore the need for equity-focused telehealth 

initiatives to ensure that technological advancements in healthcare do 

not perpetuate existing disparities. Telehealth must evolve to serve as a 

bridge rather than a barrier, particularly for vulnerable populations such 

as racial and ethnic minorities. Healthcare policymakers, providers, and 

community stakeholders must collaborate to address the structural 

inequities that limit telehealth’s accessibility and effectiveness. Equity-

focused telehealth initiatives should include the expansion of affordable 

broadband access, investments in culturally competent care, and 

community-driven digital literacy programs. Efforts to improve the 

inclusivity and accessibility of telehealth must also account for the 

unique needs of cancer patients, who require specialized, 

multidisciplinary care. For instance, designing telehealth platforms with 

patient-centered features, such as language translation services and 

personalized follow-up systems, can improve engagement and 

outcomes. 

The importance of integrating telehealth into standard cancer care 

practices cannot be overstated. While the pandemic highlighted 

telehealth’s potential, its long-term success depends on sustained 

investments, supportive policies, and a commitment to health equity. 

Without such efforts, telehealth risks becoming another avenue through 

which disparities are exacerbated, leaving minority populations further 

marginalized in healthcare delivery. Further research is essential to 

understanding telehealth’s long-term impact on cancer care outcomes 

and health disparities among minority populations. Longitudinal studies 

examining patient satisfaction, treatment adherence, and survival rates 

across diverse demographic groups can provide critical insights. 

Additionally, research should explore innovative telehealth models that 

address the unique challenges faced by minority patients, such as those 

that integrate community health workers and local resources into virtual 

care programs. Quantitative data is also needed to measure the 

effectiveness of telehealth interventions in reducing disparities. Metrics 

such as telehealth adoption rates, patient retention, and access to 

specialized cancer care services among minority groups should be 

monitored to identify gaps and guide future improvements. Qualitative 

research, including patient testimonials and healthcare provider 

perspectives, can further illuminate the lived experiences of minority 

populations and inform culturally sensitive telehealth practices. Finally, 

future research should investigate the role of public-private partnerships 

in advancing telehealth accessibility. Collaborative efforts between 

government agencies, technology companies, and healthcare 

organizations have the potential to accelerate progress and ensure that 

telehealth innovations reach underserved communities. Research should 

evaluate the scalability and sustainability of such partnerships to 

determine their impact on health equity. In conclusion, telehealth 

represents a powerful tool for advancing cancer care delivery, but its 

success depends on addressing the systemic barriers that limit its 

accessibility. By prioritizing equity and inclusivity in telehealth policies 

and practices, healthcare systems can harness this technology to improve 

outcomes for all populations, particularly those who have been 

historically underserved. The lessons learned during the pandemic 

provide a roadmap for integrating telehealth into standard care practices, 

ensuring that its benefits extend beyond the crisis and contribute to a 

more equitable healthcare system. 
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