
Unresolved questions
in telephone consulting

Improving access to healthcare is a major priority for both
patients and the UK National Health Service (NHS).1

Increasingly and internationally, many traditional services
once transacted face to face (e.g. banking and shopping) are
transacted by telephone and electronically. Starting in the
USA this trend has been mirrored in healthcare where in
many countries the telephone has now often become the
first point of contact.

While initially utilized in the UK mainly for advice out-
of-hours both from general practitioners (GPs) and nurse-
led services such as NHS 24 and NHS Direct, increasingly it
has been used as a means of optimizing available resources
for the management of in-hours work—particularly
requests for same-day appointments, but with increasing
enthusiasm and evidence for its use in other types of
consultation such as chronic disease management.2,3 Despite
the apparent opportunities in terms of access to care and
potential cost and time savings,4 a recent randomized
controlled trial of telephone triage5 reignited practitioner
reservations about telephone consulting, including:

. whether GP workload is altered

. whether patients and practitioners perceive the
telephone as an appropriate vehicle to conduct different
types of consultation5,6

. whether or not some groups who have difficulty using
the telephone may be disadvantaged

. the impact on quality of care and opportunistic health
interventions.5

Little is known about the content of telephone consultations
used for different purposes (e.g. acute triage, follow-up
consultations, chronic disease management) or the quality
of the advice given by telephone in comparison with face-
to-face consulting.7 Recent systematic reviews8,9 have
shown that most studies comparing face-to-face consulting
to telephone consultation have used purely observational
methods. However, observational methods suffer from
difficulty in eliminating systematic bias. While several of
these studies have demonstrated that telephone consulta-
tions are briefer than face-to-face consulting,3,5,10 and may
be cost effective4 the only controlled trial5 of day-time
telephone triage by GPs demonstrated that patients

managed in this way were 50% more likely to re-consult
within 2 weeks than those who had been seen face-to-face.

It is not clear why telephone consultations are briefer,
i.e. if it is due to loss of physical examination time,
discussion of fewer problems, less health promotion, less
social speech or if it is achieved at the expense of patient-
centredness or holistic care. There is a dearth of studies
exploring the content of telephone consultations in relation
to face-to-face consulting and measures of quality have
largely been restricted to patient satisfaction outcomes
either by questionnaire or qualitative interviews that are
insensitive to clinical quality issues. In a recent pilot study
of out-of-hours telephone consultations (Heaney D,
personal communication 2005) clinical quality, while
difficult to measure reliably, appeared worryingly poor.

With both telephone consulting and any future
utilization of newer technologies there is the potential
problem of inequity. While most patients have access to
telephones, the most disadvantaged may only have access to
expensive mobile devices. In addition, some minority
groups such as those who are hard of hearing (43% of those
over 70 years11) and those who do not use English as a first
language may be disadvantaged by systems that insist on
the telephone being the first point of contact. However, the
advantages to others, e.g. to the housebound, the
geographically isolated and those whose jobs take them
away during normal working hours, need also to be
considered.

Currently, telephone consulting appears to be rather
indiscriminately used for many very different problems,
presentations and patient groups despite scant information
on quality of care, patient acceptability and impact on
workload. Particularly as this form of consultation appears to
be increasingly used and in new ways it is important to
establish for which types of consultation and problems and for
which patients it is most appropriate. There is a need therefore
for rigorous qualitative and trial research in this area.
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Shock absorbing insoles
and lower limb injury

Achilles, the mythical Greek warrior who fought in the
Trojan Wars, was supposedly immortalized by his mother,
Thetis, as she dipped him in the river Styx. However, his
invincibility had a flaw—his mother failed to dip the heel
she held into the sacred waters. Thus, the heel that was not
immersed in the river was Achilles’ eventual downfall. An
arrow was shot into the heel and he ultimately succumbed
to the wound. Like Achilles, foot orthoses and shoe insoles
have experienced an invincible run in the sports and
exercise arena. However, the Achilles heel of orthoses is
that they lack rigorous evaluation of their effectiveness in
preventing or treating injuries.

The manufacture and supply of foot orthoses or insoles
is a multi-million dollar industry. Prescriptions of these
devices are made under the assumption that they realign the
foot and leg or provide increased shock-absorption during
activity. By doing so, it is believed that they reduce
undesired stress or strain on bodily structures involved in
standing and ambulation. The literature is abundant with
poorly controlled studies and expert opinion on the benefits
of orthoses.1 However, there is little in the way of good
quality randomized trials evaluating the effectiveness of such
devices. It is pleasing, therefore, to see the inclusion of a
high quality trial evaluating shoe insoles in this issue of the
journal [see Withnall et al., p. 32].

The randomized trial on page 32 by Withnall,
Eastaugh and Freemantle evaluates the effectiveness of
different types of shock absorbing insoles in reducing the
rate of injuries in military recruits undergoing basic

training. Trials such as this are important given that the
burden of musculoskeletal disease has been known for some
time, but is not well represented in national health
priorities.2 Good quality randomized trials are paramount
to advancing our understanding of prevention and treatment
of musculoskeletal disorders. Without rigorous application
of methodology and controls to clinical trials, we are, due
to inherent bias, left uncertain of the validity of the
results.3,4 Withnall et al. should be commended for
undertaking their trial, which is one of the largest of its
kind. They have answered a clinically worthwhile question
that has the potential to be economically important as well.
The findings of the study reveal that there are no differences
between shock absorbing and non-shock absorbing insoles in
reducing lower limb injuries during basic training for
military recruits.

Interestingly, a number of other randomized trials have
investigated the effectiveness of foot orthoses in reducing
injury in military populations. The results of those that have
evaluated shock absorbing insoles are equivocal; some found
no benefit, while others observed a reduction in stress
fractures in particular.5–8 Generally, however, these studies
were not as well designed and controlled as the trial by
Withnall, Eastaugh and Freemantle which provides a far
superior level of evidence; that shock absorbing insoles do
not reduce the rate of injury in military recruits.

Despite these findings, it remains to be seen whether
different orthosis designs (e.g. more biomechanically-
orientated devices) are more effective than simple shock
absorbing insoles. Although generally of low quality, the
randomized trials undertaken thus far9–11 suggest that
biomechanically-orientated foot orthoses may reduce the
incidence of injuries, specifically stress fractures and medial
tibial stress syndrome (shin splints). However, further high 3
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quality randomized trials, such as the one published in this
issue of the journal, are needed to confirm these findings.
Only then will the Achilles heel of orthotic therapy be
somewhat addressed.
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