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Enhancing psychosocial care for people with cancer in 
rural communities: what can remote counselling offer?

Louise Shepherd, David Goldstein, Ian Olver and Michael Parle

Abstract
Rural cancer patients are often disadvantaged in
access to psychological services. We reviewed
remote counselling research for psychological
support using telephone, videoconferencing, and
the Internet as a potential solution. Telephone
counselling is the most extensively researched,
while there are encouraging findings in emerging
research about videoconferencing and Internet-
based psychological care. Where no face-to-face
psychological service exists, these technologies
are promising, yet unproven. Less variable meth-
ods are needed to better assess the technology
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and therapeutic approach for stronger evidence.

THE ADVERSE PSYCHOLOGICAL impact of cancer
has been described clinically for many years, and,
more recently, methodologically sound studies
have confirmed the high prevalence of disorders
such as anxiety and depression.1-3 Encouragingly,
there have been significant advances in the devel-
opment of psychological support strategies for
people with cancer, validated in randomised con-
trolled trials (RCTs) and meta-analyses and rec-
ommended in evidence-based clinical practice
guidelines.4-9 In Australia these recommendations
have been set out in psychosocial clinical practice
guidelines which are being implemented across
diverse treatment settings nationally.6,10 More
than a third of Australians live outside major
cities, with 3% living in only moderately accessi-
ble, remote or very remote areas.11,12 A key
challenge, therefore, is to implement these recom-
mendations to support patients geographically
distant from the major urban treatment centres,
where local psychology services are either
unavailable or under-resourced.

Australia is not alone with challenges of provid-
ing psychological services to regional and remote

What is known about the topic?
There is significant psychological morbidity 
associated with a cancer diagnosis and treatment in 
adults. In recent years evidence-based guidelines, 
with level one evidence recommendations, have 
shaped the provision of psychological and 
supportive care for Australian cancer patients in 
major treatment centres. How best to implement 
these guidelines in geographically remote locations, 
without access to face-to-face specialist 
psychological services, is less well reported.
What does this paper add?
This paper reviews three modalities for providing 
“remote” psychological services for cancer patients, 
by the telephone, videoconferencing and the 
Internet. The paper critiques the available research 
from Australia and internationally to determine how 
feasible the technology is to deliver psychological 
services remotely.
What are the implications for practitioners?
Technology alone does not ensure implementation 
of evidence-based psychological care. The best 
available research supports the telephone, while 
videoconferencing is promising and can facilitate a 
closer liaison between rural health professionals and 
specialist psychological services. The use of the 
Internet is also encouraging yet to be effective it 
requires that the practitioner is clear in the purpose 
and design of the intervention.
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communities. In the United Kingdom for exam-
ple, 11 million people live in rural areas, and in
Scotland specifically, the proportion is more than
30%, with geographic factors limiting access to
mental health services.13,14 In North America
almost a third of the population live in rural areas
and there is an uneven distribution of physicians,
leading to inequalities in accessing appropriate
treatment.15-18

People living in isolated areas with limited
access to health care services have been reported
to be in poorer health than those in metropolitan
areas.19-21 The psychological needs of cancer
patients in rural areas are at least equivalent to, if
not greater than, those of their urban counter-
parts.22-25 There are fewer professionals available
to treat mental health problems, both in absolute
and per capita numbers.26,27

In addition to access to specialist care, rural
patients have fewer alternative supports and face
issues relating to confidentiality and the stigma of
mental health problems in rural communi-
ties.22,28,29 Distance to treatment centres often
means further out-of-pocket expenses associated
with travel and accommodation, and disruption
to family life.19,29

Telephone counselling
The telephone has long been used for counselling
and offers a number of advantages. For example,
it allows access to services and follow-up for
home-bound or physically impaired patients who
would otherwise face geographical or mobility
barriers.30 It may also provide a greater sense of
confidentiality compared with face-to-face serv-
ices, is affordable and widely available.30

A recent review found that telephone help lines
in Australia are widely used for emotional needs
associated with adverse life events such as sexual
assault or cancer.31 Yet despite apparent popular-
ity, the benefits of many services have not been
evaluated.32 Studies have described interventions
combining face-to-face with telephone contact
with positive outcomes.33-35 For instance, in the
UK an RCT with over 300 patients found that a
very brief cognitive behavioural therapy (CBT)

intervention promoted earlier adjustment to ill-
ness among patients at high risk of developing
affective disorders.35

Counselling via videoconferencing
Videoconferencing, (live, two-way audio and
video transmission) integrates some of the advan-
tages of telephone and face-to-face psychological
intervention. It has been found to be a feasible
and satisfactory means of service delivery which
allows reliable evaluation and yields positive out-
comes in non-cancer populations.36 Wootton and
colleagues have provided a comprehensive over-
view of “telemedicine”,37 and review articles
related to “telepsychiatry”36,38,39 and “telepsy-
chology”40 are also available.

Videoconferencing technology has been avail-
able for many years, yet the quality of research to
date has been disappointing.39 Most studies have
been descriptive, or have methodological prob-
lems, including very small sample sizes.38 Fur-
thermore, a range of financial, technical,
administrative, political and clinical barriers can
impede successful program implementation and
sustainability.41 Current research does not fully
resolve whether patients would prefer the use of
videoconferencing over face-to-face services.39,42

Counselling via the Internet
Internet counselling or online therapy has been
defined as “synchronous and asynchronous com-
munication online or through email between a
counsellor and a user” and is currently a smaller,
newer support technology than telephone coun-
selling.32 Fee-based Internet counselling, often
provided by private practitioners, is readily avail-
able and predicted to increase.43,44

Because of its diverse capabilities, specific con-
sideration needs to be given to the intended
therapeutic purpose of the Internet in providing
support. The Internet has been used to provide
passive information, structured treatment pro-
grams, individual and group therapies and sup-
port groups. Research related to the effectiveness
of and methods used in Internet counselling is
424 Australian Health Review August 2008 Vol 32 No 3
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sparse, paralleling the novelty of the field and
difficulties in evaluating interactions.43 Online
support groups for a range of mental and physical
health complaints have been studied, although
sample sizes have been small, making results
difficult to generalise.43

The current review
In this review we summarise the research on
remote counselling technologies that have been
trialled to provide psychosocial support for adults
with cancer. “Remote counselling” is defined here
as psychological counselling provided by health
professionals at a distance using telephone, video-
conferencing and the Internet. The use of remote
support to provide information counselling or to
obtain information is reviewed elsewhere,45-48 as
are models which combine the different technolo-
gies, and where treatment is triaged according to
patient need.49-51 There are many potential appli-
cations of remote technologies. Our experience
has prompted us to focus on the potential options
in non-metropolitan settings.

Methods
For each of these remote technologies we asked:
■ What empirical research is available using this

“remote counselling” technology for cancer
patients with regard to acceptability, feasibility
or utility?

■ Where there are few available studies in oncol-
ogy, we ask what research from other health
populations may assist in relation to using this
“remote counselling” technology for cancer
patients?
We reviewed the literature for remote counsel-

ling for people with cancer between 1966 and
March 2007 by searching the Medline, PsychInfo,
Embase and Cochrane Library databases using
the key words: neoplasms, videoconferencing,
telepsychiatry, telepsychology, teleconferencing,
telephone, communication, remote consultation,
Internet, web, online, psychological, psychother-
apy, cognitive behavioural therapy, outcome. Rel-
evant articles were identified by combining the

term neoplasms with terms related to psychother-
apy and combining these terms with terms related
to the type of technology. Reference lists from
these sources were searched for additional trials.

Our primary focus was on studies involving
rural participants, however, where there were few
such trials, we included all outcomes-based work
on each technology and where possible provide
details of location of participants. Review papers
and articles on remote counselling for other
populations were included where the technology
had little oncology research available. Cost effec-
tiveness analyses are not included, and studies
were excluded if they reported on outcomes from
less than 10 participants.

Results

Telephone counselling
An earlier review found that telephone interven-
tions resulted in positive feedback from patients
and general improvement in psychosocial status
over time, but with no statistical differences
between experimental and control groups.52

Studies reviewed include telephone or face-to-
face contact and vary in the timing and duration
of the intervention, individual and group pro-
grams, and different therapeutic interventions
(Box 1).

A recurring observation is that treatment cen-
tres participating in trials have comprehensive
psychosocial support as part of their standard
care, making it difficult to demonstrate any
advantage of the trial technology.53,54 For exam-
ple, a large, well designed RCT of 222 women
with breast cancer tested two brief therapies
provided by telephone: breast cancer health edu-
cation or emotional expression against usual
care.55 No treatment effects were found for either
mood or quality of life. The authors reasoned that
participants were mostly rural Caucasian adults
with a fairly good prognosis and that a policy of
screening before enrolment may have identified
those most in need of assistance. An additional
limitation was that a further 69 women declined
participation and yet there are few details why.
Australian Health Review August 2008 Vol 32 No 3 425
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Rehabilitation, Disability and Ageing
Similarly, in a large RCT of early-stage breast
cancer patients following adjuvant treatment, the
intervention group showed lower levels of dis-
tress, depression and sexual dysfunction at 18
months follow-up than controls. The effect sizes
were small.56,57 Given the duration of treatment
and adequate methodology used this may indi-
cate that usual care was of a high standard.
Targeting those in need of intervention at baseline
(as determined by clinically significant levels of
distress) may have led to larger effect sizes.

Promising results have emerged when specific,
evidence-based therapies have been trialled. For
example, a pilot study aiming to reduce psych-
ological distress and to enhance coping during
treatment found that interpersonal psychother-
apy by telephone for cancer patients and their
partners is feasible during oncology treatment.58

More specifically, accrual, participation and par-
ticipant satisfaction ratings indicated the feasibil-
ity of this intervention. A complex relationship
between psychological distress scores and efficacy
was found, possibly due to treatment occurring
during chemotherapy, which is generally
expected to be a time of increased distress. A
larger, randomised controlled trial comparing
standard telephone and videophone to a control
group for women with advanced lung cancer has
been conducted and the data collection phase has
been completed (Jimmie C Holland, MD, Chair-
man of Department of Psychiatry and Behavioural
Sciences, Memorial Sloan-Kettering Cancer Cen-
tre, personal communication, May 2006).

The telephone has been used less frequently for
group interventions in oncology. In a pilot study,
66 women with stage I or II breast cancer were
recruited to an RCT of telephone group counsel-
ling compared with “routine psychosocial care”.59

Each telephone counselling group was led by two
experienced professionals and met via a 90-
minute telephone conference call weekly for 6
weeks. Measures of quality of life and mood
improved during the intervention, yet were not
maintained after the 6-week intervention con-
cluded. The study nevertheless provided data to
aid further development of remote counselling on
a group basis.

Acceptability of telephone counselling
More than a decade ago, 80% of breast and
prostate cancer patients stated that they would
contact a telephone counselling service for indi-
vidual support,52 and both individual and group
telephone counselling services specifically for
cancer patients have been reported as feasible and
acceptable.53

Remote counselling via videoconferencing
The efficacy or acceptability of remote counsel-
ling using videoconferencing for cancer patients
has yet to be established. Four published pilot
studies provide some guidance to the feasibility
and acceptability of the approach for the cancer
population (Box 2).

Olver and colleagues trialled videoconferencing
in oncology and the use of videophones to sup-
plement palliative care outreach.60,61 The video-
phones were easily transported to patients’ homes
and connected via the existing home phone line.
The service was not designed to replace visits,
but, in areas difficult to access frequently, it
increased contact and support between specialist
palliative care nurses and patients between visits,
with positive evaluations by the nurses.60

An American group reported on the delivery of
breast cancer support groups run by an oncology
social worker via videoconferencing which dem-
onstrated acceptability, feasibility and significant
decreases in depressive and traumatic symptom-
atology from pre to post-treatment.62 Another
study described remote counselling via videocon-
ferencing for terminally ill cancer patients who
had difficulty accessing standard services because
of their physical condition and distance from the
treatment centre.63 A psychiatrist treated 10
patients individually for six sessions of cognitive
therapy. Sessions alternated, however, between
face-to-face sessions and remote sessions using
videoconferencing equipment (a module combin-
ing a telephone and a three by four inch video
monitor). Participants were positive about the
service.

In the fourth pilot study, two of us (L S, D G)
examined the feasibility and acceptability of this
mode of treatment delivery in rural Australia.64 In
Australian Health Review August 2008 Vol 32 No 3 427
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Rehabilitation, Disability and Ageing
a single group design, 25 cancer patients with
varying diagnoses and stages of disease received an
average of 3 sessions with a clinical psychologist
providing brief CBT. The results indicated that
patients experienced significant changes, with
reduced anxiety and improved quality of life.

As there are few studies on the use of videocon-
ferencing for people with cancer, we consulted
the broader mental health literature on videocon-
ferencing. A number of studies have found evi-
dence to support the efficacy and acceptability of
videoconferencing for psychiatry.38,40,65-67 The
clinical outcomes literature, although currently
small, indicates that telepsychiatry may improve
outcomes or stabilise patients with chronic,
deteriorating courses.37 American researchers
presented data to demonstrate equivalence in
symptom reduction in depression treated by
videoconferencing compared with face-to-face
treatment.67

In a small number of reports specifically involv-
ing a psychologist, CBT was provided to isolated
Scottish communities via videoconferencing.68,69

Most patients were satisfied with the approach,
although there were complaints that poor sound
and picture quality distracted from the communi-
cation. Similar treatment outcomes are reported
with face-to-face, two-way audio and videocon-
ferencing.40 Videoconferencing appears to be a
feasible option to provide psychological interven-
tions for patients in rural health services.40

Acceptability of videoconferencing
A systematic review of telemedicine found a mean
overall patient satisfaction rating of 92% based on
38 studies.70 The authors cautioned, however,
that findings from the available research (mostly
pilot and feasibility studies) do not easily apply to
situations where telemedicine may become a sub-
stitute for standard health care delivery. Multiple
barriers to the implementation of telemedicine
have also been noted in relation to technical
knowledge, economics, organisational factors and
behavioural knowledge.71

In mental health, there have been high patient
and professional satisfaction and acceptance rat-
ings for the use of videoconferencing for treat-

ment and assessment, including for elderly and
rural patients.39,72 Most patients are able to speak
freely using the equipment, rate their preference
for using it on subsequent visits, positively rate
the experience with the specialist and prefer
videoconferencing (with visual cues) to consulta-
tion by telephone.37

Satisfaction with remote counselling via video-
conferencing is not universal.67 Concerns
reported include confidentiality, perceived imper-
sonal nature of contact, lack of knowledge about
the technology, or problems with hearing or
vision and age, however the latter may also reflect
a general reluctance of older adults to use mental
health services.73

Satisfaction with videoconferencing varies
among health professionals. Clinicians report
being highly satisfied with videoconferenc-
ing;42,74,75 satisfaction seems to increase with
familiarity,76,72 and is higher for rural providers.76

In contrast, health professionals reported that
videoconferencing hinders communication and
interferes with the ability to form a therapeutic
alliance.60 Previous studies have reported that
stakeholder consultation at the introduction of
videoconferencing technology may assist imple-
mentation.77,78

Remote counselling via the Internet
More people with cancer are considering the
Internet in relation to their illness, including
information and support needs.79,80 Owen and
colleagues found that of 136 women with breast
cancer, 70% had access to the Internet and two-
thirds felt that Internet-based psychological ther-
apy would be as helpful as face-to-face treat-
ment.81 We were unable to identify existing
research specifically in the oncology literature
regarding the provision of individual counselling
via the Internet.

We identified multiple studies on remote coun-
selling for people with cancer via the Internet, all
of which were online support groups (OSGs)
(Box 3).

OSGs can take different forms including: news-
groups (in which messages appear as running lists
of comments or questions), listservs (which auto-
Australian Health Review August 2008 Vol 32 No 3 429
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matically distribute messages via email to names
on a list), and chat rooms (communication in real
time through messages posted to registered
users).

OSGs may be unfacilitated, peer support
forums or structured, professionally moderated
groups. While the emerging definitions of “online
therapy” and “online therapist” are a source of
debate,44 in this review our focus is on remote
counselling by professionals. While there are
likely social support benefits of online peer-to-
peer groups there are also potential shortcomings.
For example, key cues, such as a participant
expressing fears relating to death, have been
observed to go unacknowledged in such
forums.82

Technology can be adaptively used to either
“dampen” interpersonal communication or to
“heighten” intimacy and solidarity.83 The disin-
hibiting effect of online communication may
encourage therapeutic expression and self-reflec-
tion such that participants may “cut to the chase”
with the potential for a speedier improvement in
distress.44 Other advantages of OSGs over face-
to-face groups include the absence of geographi-
cal and mobility barriers, anonymity for sensitive
issues and the possibility of patients with rare
conditions finding peers.84

Disadvantages of the OSG vary from the vol-
ume of email received to lack of in-person con-
tact. In some circumstances, OSGs may
exacerbate a participant’s feelings of social isola-
tion and reduced psychological wellbeing instead
of strengthening a sense of social support.84 One
study reported significantly higher levels of
depression in oncology patients who take part in
OSGs compared with those who attended face-to-
face support group meetings.85 This uncontrolled
cross sectional study had methodological con-
straints and the extent to which the Internet plays
a causal or contributory role in the association
with depression was not demonstrated. It may
well be that depression affects a selection bias for
Internet over face-to-face contacts. Nevertheless,
“heavy use” of the Internet has been found in
general community studies to contribute to social
isolation and higher levels of depression by users

who become less engaged in interpersonal and
social contacts outside their Internet interac-
tions.84

The possibility of adverse outcomes of Internet
use reinforces the need to develop psychologi-
cally therapeutic interventions that may be deliv-
ered using remote counselling technology, rather
than a reliance on a technology providing thera-
peutic remote counselling by virtue of its techni-
cal capabilities. It has also been noted that
remotely delivered therapies may work best when
those involved have met face-to-face at some
stage.60 A survey conducted among Australian
health professionals identified a perceived imper-
sonal characteristic of videoconferencing as a
potential problem and led to the supplementation
of video calls with face-to-face visits at least
annually.60

An early example of online support for cancer
patients was the Comprehensive Health Enhance-
ment Support System (CHESS), which contained
integrated information, referral and a newsgroup-
based social support program monitored by a
facilitator.86 A health professional checked daily
that important messages (eg, “call for help”) were
responded to and that “suicide-type messages”
were referred to an expert (Professor David H
Gustafson, Founding Director of Center for
Health Sciences and Analysis, University of Wis-
consin, Madison, May 2006; personal communi-
cation). Research indicates that CHESS is easy to
use and valuable for women with breast cancer
and their families and of benefit for women of low
socioeconomic status.87-89 An RCT of newly diag-
nosed breast cancer patients using the CHESS
system showed mixed results, with stronger
short-term benefits but limitations for less literate
participants.90

In one study, 72 women were randomly
assigned to either a 12-week web-based social
support group for women with breast cancer
(with a semi-structured, asynchronous news-
group format moderated by a health care profes-
sional) or waitlist control.91 Effect sizes were
moderate and participants perceived a variety of
benefits and high satisfaction with the group. A
similar study reported on the clinical outcomes
Australian Health Review August 2008 Vol 32 No 3 431
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for 32 women with breast cancer who partici-
pated in professionally facilitated and “closed”
OSGs for 1.5 hours weekly over 16 weeks.92

Improvements were made in depression and reac-
tions to pain. Half were unable to participate due
to scheduling difficulties. However, no compari-
son group was used so it is not possible to make
clear conclusions about these results.

Other advantages of OSGs compared with face-
to-face contact include anonymity, lower out-of-
pocket expenses, and the potential therapeutic
benefits of emotional disclosure through writ-
ing.93 Difficulties and barriers must also be con-
sidered, most notably computer ownership and
Internet access, computer literacy and familiarity
in using the Internet.93

Outcome studies of online therapy have yielded
relatively consistent and encouraging findings for
participants seeking help for a range of clinical
concerns; including panic disorder, eating disor-
ders, posttraumatic stress and grief.44 Health psy-
chology research has investigated Internet
counselling for headache, insomnia, tinnitus,
breast cancer and chronic pain.94 Overall these
studies support the Internet as a medium for the
provision of psychological treatment, and in partic-
ular cognitive behavioural interventions.94

An advantage of online interventions is that
time constraints are removed and communica-
tion can be carried out asynchronously when
face-to-face therapy is not usually available.94

Disadvantages include lack of visual cues, mis-
interpretation of information and time delays as
well as the need for reasonable computer liter-
acy.44 Suicide risk and complicated problem
presentations bring other difficulties, however,
patients are more likely to disclose suicidal
plans to a computer than to a human being.95

Patients who have severe psychiatric disorders
and/or are hospitalised are not appropriate for
online therapy.44,96

Psychological therapy
A recent review of 15 randomised trials of Inter-
net interventions for mental disorders and related
conditions (many of which are identified in can-
cer patients) concluded that interventions were

effective in reducing risk factors or improving
symptoms.97 Many of the studies had methodo-
logical limitations such as small sample sizes,
short follow-up periods, failure to conduct inten-
tion-to-treat analyses, problematic randomisation
procedures, and failure to control for amount of
contact by the group receiving the Internet pro-
grams.97

CBT has most frequently been the intervention
trialled using different Internet formats. In differ-
ent studies it has been compared with routine
care, face-to-face therapy, or the self-directed use
of self-help books or manuals (ie, bibliotherapy).
It has been argued that CBTs are compatible with
the text-based medium of the Internet as they rely
heavily on conscious processes and thinking.83

This has some supporting evidence. In a
community-based RCT, results indicated that
CBT delivered interactively via the Internet was
more effective than a credible control intervention
in reducing depressive symptoms.98

In Sweden, several studies assessed CBT deliv-
ery via the Internet for anxiety and depression.99-

101 Two direct comparisons between Internet and
face-to-face delivered interventions identified in
literature both found no difference between the
two modes.101,102 A systematic review of 16 stud-
ies of computerised CBT concluded that this
technology was potentially useful, particularly in
the treatment of anxiety disorders, depression
and phobias, but results were inconclusive
because of methodological deficiencies in the
studies.103 Notably the review concluded that
computerised CBT was equally effective to thera-
pist-led CBT in several studies.

Discussion
Research on remote counselling for adults with
cancer is still developing. Researchers have
reported supportive results with regard to accept-
ability and satisfaction for each technology, and
many report improvements in the outcome meas-
ures. Few substantive conclusions, as yet, can be
drawn with confidence about treatment effective-
ness using these remote counselling modalities.
The following themes emerged.
432 Australian Health Review August 2008 Vol 32 No 3
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Research into remote counselling by telephone
far exceeds that of the two other technologies in
volume and quality. Videoconferencing, and to a
greater extent Internet counselling, are emerging
technologies that have yet to establish an evi-
dence base in their role as a way of conducting
psychological therapies to adults with cancer.

There is no a priori reason to assume that the
availability of a telephone alone improves one’s
psychological wellbeing, nor can we assume that
a poor therapy, or a poor therapist providing a
therapy will achieve better outcomes via tele-
phone, videoconferencing or the Internet com-
pared with a face-to-face session. In the studies
reviewed, across all three technologies, when
efforts are made to control the therapeutic pur-
pose or standardise the psychological treatment
employed as part of the trial, the research focus is
more clearly on the effects of the technology. As a
trend, results in these better controlled studies
indicate that remote counselling can achieve
equivalent outcomes to a face-to-face treatment
option.

Methodological concerns are common in this
area of research. Small sample sizes and a lack of
experimental designs limit conclusions and the
ability to generalise findings. When a comparison
group has been employed in the research design,
the definition of “usual care” has been poorly
described, making comparisons between studies
difficult.

Standardisation of the therapy, the control
group and outcome measures would be beneficial
to allow greater comparisons between studies.
Identifying potential variables that may affect
treatment outcomes, including disease and treat-
ment details, differential effects of cues (visual,
auditory, text) as well as geographical factors (eg,
distance from treatment centre) will also assist.
Specific observations about each modality are set
out below.

Telephone counselling is well accepted and
feasible. It is widely available and it has everyday
familiarity. There are mixed findings about how
well telephone interventions reduce psychologi-
cal morbidity in cancer settings and it is likely to
depend more upon the nature of the psychologi-

cal therapy employed than the use of the tele-
phone per se. It is premature to recommend the
telephone as a proven way to provide psychologi-
cal support for adults with cancer. As well as
more specific therapies for specific problems, the
use of combined strategies with initial face-to-face
contact and follow-up telephone contact may
assist in the treatment of psychological problems.

Videoconferencing is a novel technology in
remote counselling for cancer patients, with few,
but encouraging, studies. For people with cancer
in rural areas access to psychological interven-
tions via videoconferencing is likely to assist
adjustment to the emotional difficulties com-
monly associated with cancer. Limitations of vid-
eoconferencing may include service delivery cost
and disruption to the therapeutic relationship,
which may be balanced against the already dem-
onstrated benefits of a patient’s reduced out-of-
pocket expenses, travel time, and confidentiality.
Clinicians do struggle with videoconferencing.
Training to optimise the use of the equipment for
professionals may enhance the satisfaction levels
with this technology.

Internet counselling has not been adequately
evaluated for cancer patients. There are, however,
a number of well designed studies on Internet
counselling using CBT for mental health prob-
lems, conducted outside the area of psycho-
oncology.

While adults with cancer present with diverse
psychological needs, a helpful starting place may
be to replicate, in oncology settings, the success-
ful Internet-based CBT protocols from mental
health research. Additionally, it will be useful to
establish the role that age plays in acceptability of
this technology, as many cancers affect older
adults.

The Internet continues to develop as a complex
and multifaceted communication medium. Like
the telephone and videoconferencing, the success
of the Internet, in research and clinically, in
facilitating effective psychological support
remotely, will be in part contingent upon the use
of well defined and psychologically sound inter-
ventions. Careful consideration of the Internet’s
complexity as a communication medium is also
Australian Health Review August 2008 Vol 32 No 3 433
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recommended in attempts to design and imple-
ment Internet-delivered psychological interven-
tions for remote counselling for cancer patients.

To progress remote counselling for cancer
patients who are unable to access face-to-face
psychological services, better research is needed.
From our review we suggest the following issues
require additional research.

The use of comprehensive, individualised
needs assessments is an important component of
providing comprehensive psychosocial care. We
were unable to locate any specific studies on
remote assessment in cancer patients. Most
papers in this review have not attempted to
screen patients at enrolment based on psycholog-
ical need. While the assessment of psychological
needs in both inpatient and outpatient settings is
gradually improving, the use of online technolo-
gies to provide screening questionnaires for those
in remote locations merits study.

One or more of face-to-face, telephone, video-
conferencing and Internet services could be inte-
grated and offered to patients as deemed
appropriate. As suggested elsewhere, it may be
feasible for some patients to receive information
plus minimal therapist contact via the Internet or
telephone.50 Given these different possible
options, consultation to ascertain the unique
needs of the remote areas will enhance the proba-
bility of a program being successfully imple-
mented.

Comparison across technologies of established
tailored treatment for specified problems (eg,
coping with fatigue or anxiety) would enable
incremental differences to be identified, as well as
assessing service costs and out-of-pocket
expenses. There is also the option of trialling
“primed” remote counselling, that extends an
initial face-to-face contact made during inpatient
treatments at major centres with continuing
remote care.

There is a potential for treatment innovation
using these technologies, including the use of
multi-media resources, such as other patients’
stories or access to prior audio recordings of one’s
own sessions. For example, patients with phobias
about needles or treatment could have guided

exposure to appropriate stimuli via an Internet or
video feed.

Another important area of inquiry is the extent
to which the individual clinician is an important
determinant of outcome. In one meta-analysis it
was argued that intense, shorter interventions
carried out by more experienced and more highly
trained clinicians may be more effective than
lengthier interventions offered by less psychologi-
cally trained staff.9

There is a debate regarding the optimal length
of psychological treatment.104 It would be useful
to evaluate whether different modes of treatment
require different time commitments for optimal
benefit. In addition there are obvious differences
between time allocated per person in individual
versus group treatment, and these differences
need to be more clearly understood.

In conclusion, as noted by Winefield and col-
leagues,93 the key questions that remain to be
answered are “Who benefits?” and “How can we
scientifically evaluate this technology for the
future benefit of cancer patients?” The modes of
communication reviewed represent potentially
useful tools to enhance the quality of life of
patients with cancer in non-metropolitan settings.
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