
Key points 
The spectrum of disease seen by health 
services has changed over time, but in many
cases the mode of consultation has remained
the same.
Patients can be encouraged to attend either
by making consultations more convenient or
by using reminders.
Preparation and follow-up are vital aspects 
of a successful consultation.
Patients who are helped to understand their
treatment may be more compliant.
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Over the past few decades, there has been
a gradual change in the health burden

from infectious to non-infectious diseases and
an increasing focus on long-term care [1].
Increasingly, health services need to focus
upon the delivery of chronic care for long-term
disorders such as diabetes, hypertension,
asthma, chronic obstructive pulmonary dis-
ease (COPD) and sleep apnoea syndromes.
The management of long-term conditions
necessitates more emphasis during follow-up
consultations upon:

• the selection of effective and easy-to-use
treatments and regimens;

• self management advice;
• enhancing compliance; and
• providing alternative and new methods

of follow-up.

At the same time, patients are being

encouraged to take more responsibility for
their own care, with the development of
health policies designed to empower patients
[2]. As a consequence, patients may become
more vocal about preferences regarding treat-
ment and care. 

Owing to the rising pressures on the
healthcare system there is also a need for spe-
cialists to see more new patients. However, cli-
nicians' time is often constrained by govern-
ment policies [3], and competing demands for
time, such as management and administra-
tion tasks, or research and clinical governance.
Therefore, both healthcare professionals and
patients need to optimise follow-up care so
that it is as efficient and productive as possi-
ble. This report will discuss ways of recognising
the problems and limitations of consultations
and introduce new alternatives for improving
respiratory care.
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Educational aims
To increase awareness of the need for specialist consultation clinics to be configured in a 
manner that is convenient for patients with long-term respiratory conditions. 
To encourage clinicians to consider the problems associated with non-attendance of 
patients in specialist clinics.
To provide clinicians with the necessary knowledge to improve patient satisfaction with  
specialist outpatient consultations.

Summary
Consultations with those with respiratory disease increasingly involve those with long-
term conditions. Such conditions merit greater attention being paid to the selection of
simple treatment regimens, self-management education, enhancing compliance and
good communication. The design and running of a respiratory consultation service can
be enhanced by addressing the best use of the time before the consultation, the consul-
tation itself and methods for reinforcing messages during follow-up. 
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Prior to the
consultation
In the UK in 2004–2005, there were 13.1 million
new outpatient attendances for a specialist opin-
ion and 31.6 million subsequent attendances for
follow-up appointments [4]. More than 75% of
these were referred by primary care practitioners
for advice or consultation; approximately 4%
were referred for a specific procedure [4].

During 2004–2005, national "did not
attend appointment" rates in England were 9.1%
and 11.3% for first attendance and follow-up
appointments, respectively [5]. However, these
figures were much higher for respiratory medi-
cine: 14.2% of patients missed their first consul-
tation and 14.8% missed their follow-up

appointment. Many studies have examined why
patients do not attend hospital appointments.
Reasons include long intervals after referral,
spontaneous improvement of condition and dis-
illusionment with care [6]. A number of studies
reported forgetfulness to be a common reason
[7, 8]. Others include family or personal illness
[8], or family and other commitments [9, 10].
Specifically, in asthma clinics, low perception of
severity of disease, impaired mobility and frus-
tration with long waiting times in outpatient
clinics contributed to non-attendance [11, 12].

Improving the attendance rate can be
achieved in several ways. Studies have shown the
benefit of reminder telephone calls, and sending
information to patients prior to the appointment
can also significantly improve attendance
[13–16]. Several studies have suggested benefits
from using e-mail and SMS text messaging to
provide reminders to patients [17, 18].

The problems of non-attendance may have
been addressed partially in the UK with the new
Choose and Book system (www.chooseand-
book.nhs.uk), which gives patients more flexibil-
ity, allowing them to pick convenient times and
dates for their consultation. However, most
outpatient consultations still take place during
working hours between 09:00 and 17:00,
Monday–Friday. Studies have shown that patients
would like to have their appointments "out of
hours" [19, 20]; one study showed that 62.5% of
cardio-respiratory patients wanted weekend or
evening clinics [20]. Considering the fact that
some patients live with a long-term respiratory
condition for 40–50 years, we need to consider
greater flexibility in clinic hours to reduce the
need for patients to take time off work.

Preparing patients
for their consultation 
Many patients seeing a specialist for the first
time have not been prompted to think through
what they want to obtain from the consultation.
Furthermore, time within a consultation may be
short and sometimes patients have not brought
to the consultation information that would aid
the doctor in their management [21]. For these
reasons, some clinicians have found it useful to
send patients leaflets outlining how they may
prepare for their consultation (figure 1). This may
contain information for the patient about the
whereabouts of the clinic, what they should
bring with them to the clinic (e.g. all their current
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Figure 1
Example of a leaflet for new
patients attending an outpatient
consultation.
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medication), and it may give the patient a space
to record their medical and surgical history, so
that this information is obtained in advance and
time is not wasted during the consultation trying
to recall the details. Such leaflets can also
encourage the patient to list the questions they
wish to ask the doctor. Unexpressed fears and
concerns can act as a barrier to subsequent opti-
mal outcomes. 

It is also important to consider whether all
referrals are appropriate, and specialists may
wish to consider providing easier telephone or
electronic access so that referring physicians can
check the appropriateness of the referral in
advance or ask whether any investigation should
be carried out before referral to the specialist.
Direct access to respiratory investigations by the
general practitioner (GP) may also obviate the
need for a specialist opinion [22, 23].

During the
consultation
Doctors have been shown to be poor at identify-
ing patients' expectations during consultations
[24]. This can lead to patient dissatisfaction
and reduced compliance. However as PECK et al.
[25] have shown, this may be due to patients
presenting at their appointment with vague
expectations.

VAN BAAR et al. [12] showed that patients
have two main motives for attending respiratory
follow-up appointments. These were the wish to
improve disease control and the realisation that

non-attendance might jeopardise their relation-
ship with their doctor. In this study of asthma
patients, patients stated that the follow-up
appointment helped them understand and con-
trol their asthma and keep up to date with new
treatments. 

Increasingly, guidelines suggest that patients
take more control and self-manage their condi-
tions [1]. However whether patients want and
are able to do this is another matter. The first
British Asthma Guidelines in 1990 [26] stated
that, "as far as possible, patients should be
trained to manage their own treatment rather
than be required to consult a doctor before mak-
ing changes". A subsequent Cochrane system-
atic review has shown that patients who self-
manage their asthma have fewer days off work,
lower nocturnal symptoms and fewer hospitali-
sations [27]. A Cochrane review of COPD self-
management has shown that action plans aid
people with COPD in recognising exacerbations
and taking appropriate medication, although
further work is required to assess whether this
improves outcomes in COPD [28]. In the
INSPIRE study [29], 88% of patients with
asthma stated that they were very confident that
they could self-manage their asthma, but using
Asthma Control Questionnaire (ACQ) scores to
classify patients demonstrated that just over half
of the patients had uncontrolled asthma, one-
fifth had "not well-controlled" asthma and only
28% had well-controlled asthma [30]. Patients'
perception of their asthma control during the
previous week was different from the ACQ
results. Patients with uncontrolled asthma
wrongly scored their asthma as being "relatively
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Preparing patients During the consultation Alternative styles
for their consultation of consultation
Telephone reminders significantly Patient motivation to attend Telephone consultations are useful for
increase attendance rates for follow-up includes a desire to suitable patients who have difficulty 
specialist consultations understand how to control their attending hospital follow-up

respiratory condition
Information leaflets and additional Patients may overestimate their Video and telemedicine may be useful
information sent to patients prior to level of asthma control and tools for measuring day-to-day control
their appointment improve attendance specific questions need to be of symptoms

asked
Patients would like the opportunity Eliciting and relieving patients' Tools such as pictograms, cartoons 
to attend consultations "out of hours" fears and concerns is essential and videos are a useful aid for 

reinforcing important messages for 
patients

Patients with functional illiteracy 
may not admit that they do not 
understand treatments or 
investigations

Key aspects in improving outpatient consultation
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good". RABE et al. [31] found, in a study of 2,803
subjects, that 46% had daytime symptoms,
30% experienced sleep disturbance one a week
and 63% reported limitation in activities includ-
ing sports, household activities and jobs [31].
This illustrates that patients' beliefs that their
asthma is well controlled may differ from physi-
cians' goals. In consultations, physicians need to
ask questions designed specifically to objectively
assess whether a condition is being optimally
managed. An example, for asthma, is the Royal
College of Physicians' "Three Questions" [32].

A vital part of the consultation is the
exchange and reinforcement of information
between clinicians and patients. Good commu-
nication has been related to greater satisfaction
for both doctors and patients [33] and also bet-
ter compliance [34]. 

Clinicians and healthcare professionals may
also have difficulty recognising which patients
have reduced literacy skills and may thus fail to
modify their consultation to ensure full patient
understanding. Studies in the US among asthma
patients, and studies in the UK in other patient
groups, have shown unexpectedly high levels of
functional illiteracy (approximately 15%) [35,
36]. As a consequence of low literacy skills,
health information is often not understood by
patients, which results in patients knowing and
understanding less about their disease [35, 37,
38] and having poorer health outcomes [39–41].
Patients with health illiteracy have been shown to
have more difficulty understanding and using
medication properly [35]. It is important to
remember that patients with low literacy skills
often feel there is some stigma associated with

this and have often not even confided in family
members. Sometimes they will make excuses
about written material, claiming that they have
forgotten their spectacles, or they will say that
their writing is messy and ask for help. 

Two tools have been widely used with
patients to measure literacy levels objectively.
The first is the Rapid Estimate of Adult Literacy
in Medicine test [42], which is a medical word-
recognition and pronunciation test. Patients
read three lists of words, which increase in com-
plexity. They receive a score from 0–66 and an
American school grade level. The second is the
"TOFHL" (test of functional health literacy in
adults) test, which measures numeracy and
reading comprehension [43]. However, while
useful in research, these tools sometimes dis-
tress patients, and in clinical practice a realisa-
tion of the size of the problem of functional
illiteracy is probably all that is needed to
ensure that other methods are used to reinforce
advice. These may include tools such as pic-
tograms, leaflets or videos [44–49]. Pictorial
representations have been shown to improve
recall of medical instructions in a clinical set-
ting [47], and pictograms have been shown to
be an effective tool, enhancing consultations
and aiding understanding [50]. Figure 2 shows
an example of a pictorial asthma treatment
plan that can be used as an alternative to a
written plan. These tools are useful for reinforc-
ing important messages in all patients, not just
those with reduced literacy skills. Any informa-
tion given out during a consultation should be
easily understood and useable. Patient infor-
mation leaflets should be as simple as possible,
well designed and suit their purpose [51]. The
"reading age" should be checked and targeted
at the appropriate patient group. Flesch read-
ing ease and Flesch Kincaid reading grades can
be determined using software available on
most desktop computers.

Time constraints often limit the effective-
ness of consultations, but doctors frequently do
not give patients enough time to discuss their
problems and air their fears and concerns. In
some studies, doctors have been shown to
interrupt patients within 18 seconds of the
patient starting to talk [52], even though
patients will often only talk spontaneously for,
on average, 92 seconds [53]. Patients generally
want to see the same doctor each time they
come for a consultation and they want the doc-
tor to give them enough time to say what they
want to say [54]. 
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Figure 2
An example of a pictorial asthma
treatment plan for metered-dose
inhalers.
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Specifically, patients with respiratory disease
are reported to want information about their
medications, side-effects, any new treatments,
what causes the disease and what will happen
in the future [55]. In the UK's National Patient
Survey, only 42% of patients stated that some-
one had told them enough about the side-effects
of their medication [56]. 

Consultations can be stressful events for
patients and they take place in an environment
that is often perceived to be alien. One study, by
FALVO et al. [57], has shown that after their con-
sultation, patients remember very little (less than
50%) of what they were told. Another study has
shown that patients and doctors often have dif-
ferent views regarding the key messages that
should be taken away from a consultation [58].
This situation can be improved in several ways:
by giving the patient an information leaflet with
details of their individual medication, for
instance [59]. As part of the UK National Health
Service plan [2], letters sent from a specialist to
a patient's GP are now routinely copied to the
patient. A further step is to dictate these letters
in front of the patient so that the patient can
highlight any discrepancies [60]. However,
patients often do not fully understand the ter-
minology within the letters they receive and let-
ters to the referring doctor have been shown to
be quite difficult for patients to read [61]. We
have designed a respiratory glossary (figure 3)
and shown that this seems to be a useful tool in
aiding respiratory patients' understanding of let-
ters sent to their GP [62].

Are there alternatives to the traditional face-
to-face consultations? Traditional face-to-face
consultations can be difficult for patients to
attend, and often mean taking time off work or
school. Previous studies have shown that
patients would like the opportunity to attend
"out of hours" or weekend clinics. However, this
is not always possible, especially for patients
who also require additional investigations, such
as X-rays, at the same time. Some patients' con-
ditions, though, are such that it is suitable for
them to have a telephone consultation with the
doctor (figure 4).

Telephone consultation has been used exten-
sively for asthma reviews in primary care and has
increased the number of patients reviewed [63].
Our experience is that such telephone consulta-
tions have few drawbacks, are more convenient
for appropriate patients and produce patient
satisfaction equivalent to that recorded after
face-to-face consultations. Patient confidentiality

is one of the key issues with telephone consulta-
tions, and it is important to check that you have
the correct person when starting the call, that it
is still convenient to have a telephone consulta-
tion and that the patient is in a suitable
confidential environment. It is necessary to have
reviewed the case notes fully prior to making the
call as it is difficult to read the notes during a
telephone consultation and gaps or silences may
be confusing to patients. It is also important to
review and summarise what the patient has said
at a few points throughout the consultation, in
order to ensure there has been no misunder-
standing. At the end of the consultation it is use-
ful for both the patient and clinician to sum-
marise and repeat any key points and for the
clinician to inform patients of what will happen
next, regarding the organising of the next
appointment or investigations, for instance.

Other new technologies for medical consul-
tations also merit consideration. Studies of video
consultations have been carried out, especially
in dermatology in New Zealand. Such strategies
may need to be trialled in respiratory clinics [64].
Mobile phone monitoring systems are now
being used, which report patients' day-to-day
symptoms back to the clinician [65]. E-mail con-
sultations and other methods of telemedicine
are also increasing in popularity and need eval-
uation [17, 66–68].

Specialist outreach clinics as part of a multi-
dimensional intervention can improve access,
use of services and other outcomes [69].
However, one study has shown they provide lim-
ited interaction between specialists and practice
staff, and have little educational impact [70]. In
practice, the improvements in patient satisfaction
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Figure 3
A respiratory-specific glossary
booklet produced for patients
attending respiratory clinics. It is
sent to patients, along with a copy
of a letter to their GP, to aid under-
standing of the letter.

Figure 4
Telephone consultations may be
suitable for about one-third of
patients needing follow-up for 
respiratory conditions.
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and reduced waiting lists are offset by the
increased travelling times and time spent away
from secondary care for those hospital specialists
participating in programmes. The cost benefit of
providing outreach clinics as an alternative to
hospital outpatient consultations is probably
minimal.

Conclusion
Much medical care is still delivered in the same
manner that it was 30, 40 or more years ago.

Whilst there is no need to change a system that
delivers good results, the system has to recognise
that the types of illnesses we see are now very
different to those seen previously, and that
patients are increasingly as busy as doctors are.
Long-term supervision of long-term respiratory
conditions will be most satisfactory for doctor
and patient when both arrive optimally pre-
pared, at mutually convenient times and have a
discussion that reflects a partnership of care,
whether that is undertaken face-to-face, on the
telephone or using new technology.
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