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Abstract
COVID-19 has had an unprecedented effect on healthcare with certain services being altered to minimise face-to-face contact.
This aim of this project was to explore opinions on routine telephone consultations and whether they could be implemented as
COVID pressures change. We randomly selected 100 patients who had a telephone consultation instead of their normal urologi-
cal follow-up and posted them a questionnaire. We also compared the number of consultations and non-attendances with the pre-
COVID era. Seventy percent of patients replied to the questionnaire, and 79% wanted to continue with telephone appointments.
Eighty-two percent felt that despite COVID-19, their urological care was unaffected. Generally, the reason that telephone
appointments were unacceptable for patients was a preference for face-to-face interaction. The majority expressed a lack of
enthusiasm for potential video consultations with only 43% interested in this. Over 95% of patients who required investigations
still had these tests performed. There was a reduction in patients who ‘did not attend (DNAs)’ from 7.5% prior to COVID-19 to
3% during the peak of the pandemic. This study has demonstrated our patients’ satisfaction and acceptance of remote consultation
and its efficiency in reducing missed appointments during the pandemic. It is now an option our patients can now choose as their
mode of follow-up.
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Introduction

On the 23rd of March 2020, as the COVID-19 pandemic
began to put increasing pressure on healthcare services,
outpatient appointments were modified to telephone con-
sultations. New referrals and those who required re-
examination were seen in person, but the majority of pa-
tients were followed up remotely. The telephone appoint-
ments aimed to reduce the risk of transmission of corona-
virus during the outbreak. On average, there are over
twenty patients reviewed on an outpatient clinic list, and

the patients are often elderly with co-morbidities. The risk
reduction protected staff and patients by reducing footfall
in the department.

Naturally there are concerns about widespread integra-
tion of telephone consultations due to some of its limita-
tions. Visual cues from the patient can be as useful as what
is being said, and this is lost when communicating over the
phone. As the clinician conducting the consultation, it can
be harder to transmit empathy from loss of these cues
which is particularly pertinent when breaking bad news.
During the pandemic, it has on occasion been necessary
to give upsetting information over the phone, but it is ques-
tionable how appropriate this is going forwards. A study
done in the primary care setting promotes telephone clinics
as a good alternative for following-up patients but ex-
presses a concern surrounding missing pertinent informa-
tion when still trying to form a diagnosis [1].

Another challenge clinicians face whilst undergoing
telephone clinics is overcoming language barriers. The
use of an interpreter on loudspeaker is possible, but it is
difficult for the clinician to be sure that the correct
message has been conveyed and may break confidenti-
ality. It is a similar principle with patients who are hard
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of hearing with sign language interpretation. These pa-
tients often present with a family member or carer who
can mediate, but a conversation over the phone is a
much more exclusive form of communication.

Video calls have been trialled within our hospital; however,
these are yet to be widely rolled out. Studies looking at the use
of telemedicine have shown it to be an acceptable alternative
by patients and many expressing a preference for remote
follow-up [2].

The aim of this project was to assess whether the follow-up
telephone appointments were an acceptable, appropriate, and
adequate way of following-up urology patients and whether
they should continue as COVID-19 restrictions are lifted.

Participants and Setting

In the month of April 2020, a two-sided questionnaire was
mailed to 100 patients within a week of their urology
follow-up telephone appointment (see Appendix Fig. 6).

This format was felt to be the most appropriate as it allowed
patients who lacked computer skills to respond and hopefully
allowed patients the freedom to answer questions more hon-
estly than if they were asked over the phone. The replies were
returned to us in stamped addressed envelopes.

The first section of the survey was demographic informa-
tion including age, gender, and the requirement for an inter-
preter. This was then followed by 9 questions. The first two
questions assessed patient’s general satisfaction and whether
they felt their problem was adequately dealt with over the
telephone. This was scored from one (poor) to five
(excellent) to assess fitness for purpose.

The next two explored the difficulties patients had with
attending the hospital for appointments and challenges they
experienced with telephone appointments. They could select
from a multiple choice list of common obstacles.

There were then four ‘yes or no’ questions which were:

& In the future would you ever want a video call?

Fig. 1 Bar chart showing
feedback on telephone
appointments

Fig. 2 Bar chart to show
difficulties patient have in
attending hospital appointments
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& Were you expected to have any tests/investigations before
your appointment?

& If yes, did the telephone appointment stop you getting
these tests?

& Would you like your next appointment to be via the
telephone?

The final question was whether the patient felt that COVID-
19 has had a negative impact on their urological treatment. This
was a scale from 1 (negative impact) to 10 (positive impact).

Alongside this survey, a record of missed appointments
was kept for 7 weeks from a single consultant’s clinic during
the peak of COVID-19. This was compared with 7 weeks
from December before the implementation of telephone ap-
pointments for follow-up.

Results

We received 70 responses to our postal questionnaire with 59
males and 11 females. The median age of the patient who
received our survey was 73 years old with a wide age range
of 24 to 93. Only one patient noted a requirement for an
interpreter.

There was a very positive response for the outcomes in the
telephone follow-up clinic. When asked how they regarded
the telephone appointment, over 95% score it four or five
(on a scale of one to five with five being excellent).
Similarly, over 95% of patients felt listened to and that their
problem was adequately addressed over the telephone (see
Fig. 1).

The follow-up to this addressed any specific points which
might deter people from engaging with telephone follow-up
and any features that could allow flexibility patients. When

Fig. 4 Pie chart to show whether
remote clinic points will deter
patients from getting their
investigations

Fig. 3 Bar chart to show
difficulties patients have using
telephone appointments
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asked if the patients had any difficulty in attending the hospi-
tal, 48/70 reported they had none. The most common problem
people have when attending hospital appointments was
parking; however, there were also difficulties with work com-
mitments and health problems (see Fig. 2). The results suggest
that the main reason people would not want to continue with
telephone appointments is a preference for face-to-face ap-
pointments (see Fig. 3). This strongly correlated with the re-
sponse to the final question on whether the patient would be
happy with a telephone appointment next time.

The results of this section were reassuring with only two
patients (< 5%) stating that the new system was a barrier to
them undergoing the investigations. Figure 4 demonstrates
this.

Regarding future video consultations, 57% of patients
would choose not to have follow-up in this manner. Table 1
demonstrates patient opinion on video calls and their age. The
least positive about the idea were the respondents over the age
of 80. Of note, there were only two patients within the 20–40
age group.

Seventy-nine percent of patients wish to continue with tele-
phone consultations as part of their long-term follow-up. One
hundred percent of female patients wish to continue with tele-
phone appointments and 76% of men. The table below dem-
onstrates the split of opinion by age (see Table 2).

When comparing the pre-COVID-19 outpatient sessions to
the COVID-19 sessions, there was a decrease in missed ap-
pointments by 4.5%. Prior to the virus outbreak, on average
7.5% of follow-up patients did not attend which was reduced
to 3% of patients not contactable by telephone during the
pandemic.

As a final point, we asked patients whether they felt that the
COVID-19 outbreak had negatively affected their urological
treatment. The graph below shows the spread of responses
from the visual analogue scale (see Fig. 5). The spread of
answers was fairly even with some patients at the extremes
having had poor/excellent experiences, but the majority of
people feeling a normal standard were maintained.

Conclusions

Our survey showed that over 95% of patients responded very
positively to the telephone follow-up and 79% asked for their
next appointment to continue this way. Another paper pub-
lished during the COVID outbreak was similar at 83% [3].
The findings suggest it is appropriate to integrate this format
of outpatient clinic for patients who are amenable to it. It can
be reviewed at the end of the appointment if the patient is
happy to proceed with future telephone appointments. This
is part of empowering patients to be involved in their own
decision-making.

It was important to hear what challenges people experi-
enced as part of their ongoing follow-up. The wide age range
of urological patients means that there are different barriers for
different groups. Work commitments in the under 70s cohort
and disabling health issues in comorbid elderly patients can
make follow-up less straightforward. These are also issues
which can potentially be sidestepped by offering more remote
clinics. This will allow frail patients to engage with the service
from home and cause minimal scheduling disturbances for
working patients.

It is reassuring to see the majority of people felt their on-
going care was maintained at a high standard throughout the
pandemic and most felt their health did not suffer as a result of
this. Continuing high volume clinics through the use of phone
calls was possibly a contributor to this satisfaction as it
allowed the department to honour previously organised ap-
pointments and avoid rescheduling/delaying patients.
Anecdotally, patients were very thankful for continued contact

Table 1 Difference in opinion regarding video follow-up divided into
age categories

Age group Total number Amenable to video follow-up (%)

20–39 2 50%

40–59 6 66%

60–79 49 41%

80+ 13 38%

Table 2 Difference in opinion regarding telephone follow-up divided
into age categories

Age group Total number Amenable to telephone follow-up (%)

20–39 2 100%

40–59 6 83%

60–79 49 80%

80+ 13 77%
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This being said, around two-thirds of our patients were still
required to access some form of physical health service to get
investigations done. This was hypothesised potentially problem-
atic with remote clinics because patients may not get investiga-
tions donewhen theywere not attending the hospital that day. An
example of this is a test such as X-ray kidney, ureters, and blad-
der (KUB) for patients under stone surveillance. It was very
reassuring to see that over 95% of the required investigations
were still done prior to the clinic appointment. As a way of
reducing the risk of infectious transmission, this still worked as
it reduced the amount of time spent in the hospital and the num-
ber of staff interactions. For many patients, the investigations
could also be done in the primary care setting forgoing the need
for any trip into the hospital.



Fig. 5 Bar chart showing the
impact that COVID-19 had on
patient’s urological care
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during the pandemic as there is often a lot of anxiety, partic-
ularly in patients who are under cancer surveillance. This does
bring to light the issue of breaking bad news over the phone
and whether this is an appropriate way to communicate upset-
ting news. During the pandemic, it was an unfortunate neces-
sity, but moving forwards, clinicians should be mindful of
whether it would be more appropriate to organise physical
appointments. It can be easy to forget the impact of seeing
the patient in person to ensure clear and empathetic lines of
communication.

There was a less positive response to video consultations with
the majority of patients expressing that they would not be inter-
ested should that resource be widely rolled out in the future. This
is in contrast to other studies which show patient groups
responding positively to the integration of video consultations
(a). There may be unfamiliarity with the technology as when
the responses were sorted into age, the least receptive to the idea
were the patients over 60. With the average age of the patients in
this study being 73, it sheds some light onwhy the overall verdict
was only 43% of people considering this an acceptable form of
review. The number of patients asked who were aged between
20 and 40 was two, so the 50% response is likely non-
representative of the cohort which have been raised with this
technology, and a larger study into this cohort would need to
be done.

It is no secret that funding in the NHS is stretched, andmissed
appointments contribute to a proportion of wasted spending. In
one clinic, there were 95 patients followed up from December
and 93 patients fromApril/May, so the number of patients sched-
uled was the same which reflects no loss of efficiency. The
number of patients not attending their face-to-face appointments
in the months leading up to the start of the outbreak was 7.5%
which is almost one in ten patients. As a contrast, only 3% of
patients were uncontactable during the peak of COVID-19. From

our experience, many patients who were spoken to had forgotten
they had an appointment, and these are the people that telephone
consultations can capitalise on. Hopefully this will save the de-
partment money and make most effective use of clinician’s time.
There is a risk that over time, patients may begin to devalue their
clinic appointments forgetting they still require clinician’s time,
and this may be reflected in a rise of missed appointments. As a
department, the aim is to continue through the COVID pandemic
with follow-up telephone consultations unless clinically indicat-
ed or a patient expresses a strong desire otherwise. When we
begin to see a decline in positive COVID-19 cases, there will
need to be decisions made regarding which patients return to
face-to-face appointments. What will be most telling is when
restrictions are lifted and there is reduced risk in visiting the
hospital, howmany patientswill still prefer remote appointments.
On the whole, patients have adapted well to the new format of
outpatient follow-up; however, in the post-COVID landscape,
we should not forget that this is not a ‘one size fits all’.
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Appendix

Fig. 6 Feedback form sent to the patient
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Fig. 6 (continued)
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