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A B S T R A C T   

Introduction: There is an increasing affinity for remote health consultations (including telephone and virtual 
platforms), enabling new models of accessing services to evolve. Whilst many key skills are transferable from 
traditional to remote consultations, there is even greater emphasis on verbal communication skills during these 
interactions. 
Purpose: This masterclass considers the communication skills required for delivering remote health care con
sultations, in particular focussing on: 12 interactional features in an opening sequence of a remote call; active 
listening; how to offer advice using the Ask-Offer-Ask framework; and subtleties in phrasing and prosody when 
closing a call that may indicate a level of satisfaction (or otherwise). 
Implications: In planning for digitally-enabled services to become mainstream, the differences in communication 
between remote and face-to-face consultations must be recognised and embraced.   

1. Introduction 

As society becomes more digitalised, there is a strong drive in health 
care from clinicians, service users, commissioners, and industrial part
ners to use technologies that support alternatives to traditional face-to- 
face consultations, improve the acceptability and efficiency of services, 
and promote self-management. The speed of implementation acceler
ated rapidly with the suspension of traditional consultations due to 
COVID-19 (Gilbert et al., 2020), and required clinicians to deliver 
remote consultations, often at short notice and with little training or 
consideration of any differences in delivery. The purpose of this mas
terclass is to discuss communication skills in remote healthcare 
interactions. 

With growing demand for health services and finite resources, digital 
health services are one of the fastest growing areas of health care pro
vision, with a market potential that is expected to grow at a compound 
annual rate of 14% in the coming years (European Commission, 2018). 
This is recognised to be of global importance in the World Health Or
ganization’s recently published draft strategy for 2020–25, which ad
vocates people-centred health systems, enabled by digital health, as one 
of its four strategic objectives (WHO, 2020). In the UK, the National 
Information Board argued the need for a different kind of health service, 
in which the traditional outpatient consultation will become 

increasingly obsolete (National Information Board, 2014), and the NHS 
Long Term Plan stated that digitally-enabled primary and out-patient 
care will be mainstream within five years (NHS, 2019). Whilst opinion 
may be divided about the future, it is recognised that remote consulta
tions, using digital technologies, can offer a partial solution to these 
challenges (Shaw et al., 2018). 

Among the alternatives to traditional consultations are telephone, 
text messaging, email consultations, online portals, telemedicine and 
telehealth. ‘Telemedicine’ has been defined as “The delivery of health care 
services, where distance is a critical factor, by all health care professionals 
using information and communication technologies for the exchange of valid 
information for diagnosis, treatment and prevention of disease and injuries, 
research and evaluation, and for the continuing education of health care 
providers, all in the interests of advancing the health of individuals and their 
communities” (WHO, 2010). This evolved into ‘telehealth’, with a 
broader scope that includes health promotion and disease prevention 
(Koch, 2006), and often involves the exchange of data between a patient 
at home and their clinician (Shaw et al., 2018). Then came ‘eHealth’, 
defined as ‘referring to health services and information delivered or 
enhanced through the Internet and related technologies’ (Eysenbach, 2001). 
Applying telehealth to the home environment has been described as 
‘telehomecare’, or more recently, ‘home telehealth’ or ‘home based 
eHealth’ and may comprise anything from email consultations and 
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educational programmes, to advanced sensor surveillance and clinical 
robots placed into patients’ homes (Koch, 2006). In this article, ‘remote’ 
consultations will be used to cover non-face-to-face health care 

interactions. 
High-quality evaluations of remote encounters are rare, and Table 1 

summarises the evidence reviewed by Shaw et al. (2018). 
Within the literature, the advantages and disadvantages of remote 

consultations and meetings, have been reported from the perspecive of 
the patient, their family and the service (Table 2), and the environ
mental and technological practicalities of setting up a service have been 
reported elsewhere (Cottrell and Russell, 2020; Gilbert et al., 2020; 
Greenhalgh et al., 2018; NHS, 2019; NHSX, 2020; Wherton et al., 2020). 
The focus for this paper is on the communication skills needed to deliver 
these complex interactions. 

1.1. Implications 

The most important determinants of a “good” consultation have been 
described in the literature as: i) the patient’s perception of being taken 
seriously; ii) giving an understandable explanation of the pain; iii) 
applying patient-centred care; iv) reassurance; and v) being told what 
can be done (Lærum et al., 2006). These are all readily achievable in 
remote interactions. 

More research is needed to determine the effectiveness and accept
ability of remote consultations, including the extent of prima facie 
concerns that have been reported, where patients might perceive remote 
consultations to be a form of rationing, or a lower quality of clinical care 
(Ackerman et al., 2020). In primary care, video-consulting has been 
shown to be favoured by those who are young, technologically profi
cient, and more experienced in communicating online (Hammersley 
et al., 2019). Within physiotherapy, it was interesting to note that in the 
rapid implementation of a virtual clinic, the majority of patients chose a 
phone call rather than a video call (83.7%, n = 1359) and the reasons for 
this are unknown and may vary according to the situation (Gilbert et al., 
2020). 

Table 1 
Summary of the state of evidence for alternatives to face-to-face consultations 
(summarised from Shaw et al., 2018).  

Telephone  • The literature largely consists of small, heterogeneous primary 
studies, with methodological flaws.  

• Systematic reviews have concluded that telephone contact may allow 
minor problems to be dealt with (and sometimes with apparent cost 
savings), but may miss rare but serious conditions, and/or lead to 
higher rates of subsequent face-to-face visits.  

• Consultations have a more linear format, a narrow range of pre- 
planned themes and fewer opportunities for patients to raise issues.  

Text and 
email  

• Used to support people with chronic conditions, facilitating 
adherence and/or attendance, conveying test results, or sending 
health promotion messages  

• Systematic reviews have indicated text messaging can be 
effective in facilitating short-term behaviour and medication 
adherence, but the quality of studies is often poor.  

• Popular with varied groups of patients who use it both to send 
questions and to receive messages sent by health professionals 
and administrators. 

Online portals  • Used to facilitate prescription ordering, appointment booking 
and can be used by patients to access their online records  

• Evaluative studies have demonstrated proof of concept. 
Telemedicine  • Many proof of concept studies, especially for use in remote 

regions  
• Issues of cost, patient preferences and impact on professional 

roles, interactions and work routines. 
Telehealth  • Proof of concept studies  

• Some randomised trials, criticised as small, unrepresentative and 
methodologically flawed) have demonstrated improved 
outcomes (reduced hospital admission and mortality rates)  

• Potentially at significant cost.  

Table 2 
Perspectives of remote consultations.  

Reported advantages Reported disadvantages 

Patient and 
family  

• Feasible (Koch, 2006)  
• Safe (Shaw et al., 2018)  
• Time-saving (Greis, 2018)  
• Saving travel time (Gilbert et al., 2020)  
• More convenient (Shaw et al., 2018) and flexible in time and location 

(Greis, 2018)  
• Decreases travel costs and productivity losses (Whited, 2001; Landow 

et al., 2014)  
• Reduced impact of travel on symptoms (Gilbert et al., 2020)  
• Less physically challenging (Shaw et al., 2018)  
• More convenient for those with mobility and/or transport difficulties 

(Richardson, 2017)  
• Quicker response, compared to face-to-face consultations (Greis, 2018)  
• Being able to sit in a private room and be alone made it possible to be 

more honest and specific (Petersson, 2020)  
• Has potential to support patients to communicate in conditions of a 

sensitive or intimate nature, such as urinary incontinence (Jones, 
2018)  

• Patients have an opportunity to have the support of a family member 
being present that would not have been possible otherwise (Petersson, 
2020)  

• More flexibility and freedom for caregivers to be involved in patients’ 
treatment and care (Vestergaard et al., 2019)  

• Barrier in reading body language (Petersson, 2020)  
• Found it complicated the dialogue (Petersson, 2020)  
• Lack of physical contact (Petersson, 2020) – significance of human touch should not 

be overlooked  
• Challenging when dialogue entails bad news (Vestergaard et al., 2019)  
• Inequality of access (Shaw et al., 2018)  
• Low confidence with using technology (both patients and clinicians) (Gilbert et al., 

2020) 

Services  • Can reduce waiting lists and unnecessary referrals (Caffery et al., 2016)  
• Lower health care costs (van Eck, 2014)  
• Quicker than traditional clinics (Gilbert et al., 2020)  

• Technical challenges – equipment issues (Gilbert et al., 2020), typically minor but 
potentially prohibitive (Shaw et al., 2018) eg. patient being left in the virtual waiting 
room (Gilbert et al., 2020)  

• Diagnostic accuracy is better in traditional consultations (Greis, 2018)  
• Palpation is not possible (Greis, 2018)  
• Not as cost-effective as standard care due to greater clinic re-attendances (Jones, 

2018)  
• Establishing services is more complex and expensive than anticipated (Shaw et al., 

2018)  
• Professional uncertainty about safety (van Eck, 2014), workload and ‘rules of 

engagement’ (Shaw et al., 2018).  

L.C. Roberts and L. Osborn-Jenkins                                                                                                                                                                                                         



Musculoskeletal Science and Practice 52 (2021) 102275

3

1.2. Things to consider before starting 

Many patients fail to get the best from their consultations because 
they arrive unprepared, not knowing what the consultation is about, 
what is likely to happen, and that they will be asked to give an account of 
their symptoms, concerns and medical history (Caldwell, 2019). In 
helping them to better prepare, it is essential to consider every aspect of 
communication between the service and the patient, to optimise their 
experience and outcome. Information sent to the patient in advance 
should provide details of the agreed time of the call (and if the caller ID 
will show as ‘withheld’), an estimate of the likely duration, and guidance 
about taking the call in an appropriate physical location. We have 
experienced patients taking calls in supermarkets, while out walking, 
driving, at work, or undertaking home improvements. There is an 
element of educating the patient that it is a health consultation and they 
may be asked to perform certain tasks, or if it is a video call, they may be 
asked to de-robe as part of the examination, as they would in a 
face-to-face interaction. Furthermore, it is important to explain terms 
carefully and not make assumptions, as patients in one study had un
derstood the interaction was being recorded due to the word ‘video’ 
(Petersson et al., 2020) and this may affect uptake. Furthermore, the 
clinician needs to be aware of their own personal appearance, including 
attire (if they do not wear uniform), as well as any background behind 
them that will be visible to the patient on screen, to help create a pro
fessional image and favourable first impression. 

With online consultations, it is important to remember the patient 
may be anxious, not only about their health issue, but also about using 
technology, and so may have logged on early to a virtual platform, to 
avoid feeling under pressure. It is helpful if patients have an opportunity 
to test their equipment and log-in process ahead of the appointment, to 
reduce their anxiety and any ‘digital fumbling’ at the start of the call. 

1.3. Making the call 

In a mixed methods study of Skype consultations in three clinical 
services, Greenhalgh et al. (2018) reported that the opening sequence of 
a video consultation was very different from that of a face-to-face 
interaction, due to the ‘technical phase’, which inevitably preceded 
the clinical talk. Ordinarily, this is the time to make a positive first 
impression and start building rapport, defined as a social phenomenon 
involving mutual attentiveness, positivity and interactional synchrony, 
that results in ‘good chemistry’ (Vicaria et al., 2015) and in a remote 
call, the technical phase adds an additional challenge. Along with 
compassion and empathy, rapport has been described as a cornerstone of 
a positive clinical encounter (Raja et al., 2015) that once lost, is hard to 
regain. In remote consultations (especially by telephone), it can be more 
difficult to build rapport with reduced non-verbal cues. From their work, 
Greenhalgh et al. (2018) concluded virtual consultations appeared to 
work best involving long-term conditions in which the patient and 
clinician had a pre-existing relationship and a high degree of mutual 
trust. 

As the remote encounter starts, the patient may have been on hold 
for a while, had to endure piped music, and so is likely to be aware if the 
clinician is running even a few minutes late. In that case, it is essential 
for the clinician to offer an apology early, to minimise losing rapport at 
the outset. 

Table 3 shows the start of a remote call in a musculoskeletal service, 
and is a composite of our telephone and online calls. It is neither perfect, 
nor designed to be a script, as no one size fits all however, it does include 
some key interactional features that will be discussed. The 12 stages of 
starting this remote consultation are summarised in Fig. 1. 

Greeting: In turn 2 of Table 3, the clinician identifies the intended 
recipient through the form of a request. Both the patient’s forename and 
surname are used, to increase the likelihood of speaking to the correct 

Table 3 
Starting the call (*can also add ‘see’ if video consultation).  

Turn Speaker  Feature 

1 Patient: Hello?  
2 Physio: Hello. Please can I speak with Mr Stuart Evans? Greeting 
3 Patient: Speaking.  
4 Physio: My name’s Katie Clifton. I’m a senior physiotherapist at the Woodgate Health Centre. Introduction 
5 Patient: Oh yes, hello, I was expecting a call  
6 Physio: Is now a good time? Courtesy 
7 Patient: Yes, it’s fine.  
8 Physio: Can I just check that you can hear* me OK? Equipment check 
9 Patient: Yep  
10 Physio: And just in case we lose connection for any reason, which rarely happens, is it OK to call you back straight away on this number?  
11 Patient: Yes, that’s OK  
12 Physio: Good. So, is this the first time you’ve had a physiotherapy consultation by phone? Establish experience 
13 Patient: Yes  
14 Physio: Well, the content will be similar to as if we were in the health centre, and just to let you know, all your information is treated confidentially and 

stored securely, as normal. Are happy to go ahead with this by phone? 
Reassure  

Consent (x 2) 
One thing that is different, you might well hear me tapping my keyboard as I’ll be making some notes as we go, to capture important things 
you’re saying. 

Signpost 

So, is there anything you need to get before we start (e.g. pen and paper)? Preparation check 
15 Patient: No, I’m good to go.  
16 Physio: That’s good. I just need to check a couple of details to confirm I have the correct records open: Please could you tell me your date of birth? ID check 
17 Patient: [patient gives details]  
18 Physio: and the first line of your address?  
19 Patient: [patient replies]  
20 Physio: Thank you. Right, I’ve seen from the referral that you’ve been having some problems with your left knee which I’d like to ask you about. Please 

do let me know if there’s anything in particular you want to cover today. [Pause] 
Orient to reason for call 
[K + ]  

Agenda setting 
21 Patient: OK. Will do  
22 Physio: So to start with, can you tell me about the problem you’re having with your knee? Key clinical question  
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person without making assumptions, as there may be more than one Mr 
Evans at the location. 

Introduction: In turn 4, equally the clinician introduces herself with 
her forename, surname and a simplified job title. From earlier work we 
undertook improving patient experience, patients most wanted to know 
the name of their clinician AND their level of experience, or as one pa
tient put it “Are they any good?” (Roberts, 2006). Patients are unlikely to 
be familiar with, or impressed by, unclear or jargonistic job titles. (For 
junior staff in the UK for example, introducing yourself as a ‘Qualified’ 
or ‘Chartered’ Physiotherapist is preferable to terms like band 5 or 
‘Rotational’ Physiotherapist.) 

Courtesy: In turn 6, the clinician checks if it is convenient for the 
patient to take the call at this time. This courtesy also gives the patient 
an opportunity to say if they have any time restrictions. 

Equipment check: When using virtual platforms, it is important to 
check the patient can see and hear the caller, (turn 8). This provides an 
opportunity in online interactions to ask a patient to adjust their light
ing, screen angle etc. and vice versa. At this point it is worth establishing 
what would happen if the technology fails, especially in a telephone call, 
so that the patient’s phone is not permanently engaged as both parties 
try to re-establish contact, which it is easier for the clinician to initiate. 

Establish remote experience: It is useful to know if this is the patient’s 
first experience of a remote consultation (turn 12), to orient the clinician 
to the amount of explanation and signposting required. Moreover, it can 
provide an opportunity to show empathy and build rapport if the patient 
expresses anxiety with their IT skills. 

In turn 14, the clinician indicates that the consultation will be 
thorough and provides assurances that the data will be treated 
confidentially. 

Consent: With remote consultations, as it is the clinician who has 
made the call and the patient has not attended in person, there is not the 
degree of implied consent that is afforded to traditional consultations. 
Therefore in turn 14, the clinician seeks express consent for a remote 
consultation. Table 4 summarises the key consent issues. 

Gaining express consent is necessary if any other staff may be 
involved in the call, for example a student. It is essential that the clini
cian explains who the person is, and why they may be present. Where 
possible, the patient’s permission should be asked in advance, by the 
clinician alone, as the power differential in a clinician–patient rela
tionship already makes it difficult for a patient to decline. It is essential 
that the patient’s autonomy be respected, and they are given an op
portunity to decline without prejudice, without needing to give a reason, 
and without feeling coerced. 

Signposting: In turn 14, the clinician signposts to the patient that they 
may hear (or see) her using the keyboard. When a recipient hears a caller 
typing, they commonly assume the caller is otherwise engaged and 
therefore, not listening. Moreover, it can be helpful in building rapport 
for a clinician to feedback to a patient that what they are saying is 
important and worthy of recording. 

Preparation check: At the end of turn 14, the clinician shows 
consideration by providing an opportunity for the patient to get any
thing they need, such as glasses, pen and paper, list of medications, or as 
we have found, this may include inviting a partner to join them. 

ID check: In turn 16, the clinician uses two short pieces of personal 
data to confirm that she is speaking to the intended recipient. This must 
be done before any health information is given about the reason for the 
call, to maintain confidentiality and prevent a data breach, in line with 
professional codes of conduct (CSP, 2019; HCPC, 2013). 

Reason for the call: Having confirmed the clinician is speaking with 
the intended recipient, she then orientates to the reason for the call (turn 
20). There are several different approaches to this, and she chooses this 
opportunity to display prior knowledge of the patient’s symptoms, (a 
problem with their left knee), in what Heritage calls a more knowl
edgeable (K+) epistemic status (Heritage, 2012). This shows an element 
of preparation for the call. Sometimes instead, clinicians choose to shift 
the balance of power to the patient using an open question such as “How 
can I help?” which is an example of an epistemic K- question. 

Agenda-setting: The clinician completes turn 20 with an agenda- 

Fig. 1. Stages for starting a remote consultation.  

Table 4 
Types of consent in health care consultations (1For further detail about 
material risk, see MDU, 2018. 2This does not cover treatments within the 
consultation, as express consent is required for these.).  

Type Definition Example of use Example in remote 
consultation 

Express When a patient 
explicitly indicates 
their agreement, 
either verbally or 
in writing. 
This should be 
obtained for any 
procedure that 
requires material 
risk1, before the 
procedure starts.  

• Prior to an invasive 
technique such as an 
injection, 
acupuncture etc. 

See turn 14: ‘Are you 
happy to go ahead 
with this by phone?’ 

Implied When a patient 
performs an action 
that suggests they 
consent.  

• Patient physically 
attends an 
appointment (consent 
for consultation2).  

• Patient rolls up their 
sleeve to have their 
blood pressure taken 
(consent for process). 

Patient removes 
their clothing to 
show their range of 
movement in a 
virtual consultation.  
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setting item that evokes preference, helps tailor the consultation to the 
patient’s needs and align with their expectations. It is important to give 
sufficient time for the patient to respond, as they may not have been 
asked this before in consultations. 

Key clinical question: In turn 22, the key clinical question gives control 
to the patient, as they are invited to talk about their presenting condi
tion. As Robinson and Heritage observed (2006), this is the only time in 
consultations when patients are given the opportunity to share infor
mation in their own words and according to their own agenda. Giving 
the patient an opportunity to direct the conversation has been shown to 
increase adherence to treatment (Zolnierek, and Dimatteo, 2009) and 
improve patient ‘satisfaction,’ (Robinson and Heritage, 2005; Heritage 
and Robinson, 2006). This act of delegating control is especially 
important in remote consultations, where rapport is impeded by reduced 
non-verbal cues. In this case, the clinician orients the talk towards the 
patient’s knee symptoms, by inviting a narrative, using the open ques
tion “Can you tell me … ?” We have previously undertaken research 
exploring clinicians’ preferences for opening encounters in consulta
tions between physiotherapists and patients with back pain (Chester 
et al., 2014) and the preferred choice was the open-focussed question: 
“Do you want to just tell me a little bit about [problem presentation] first of 
all?” (See Table 5). 

Having asked the key clinical question, the clinician needs to listen to 
the patient’s account without interruption. Langewitz et al. (2002) re
ported that patients take 92 s on average to explain their problem in an 
outpatient setting if they are not interrupted. Without non-verbal cues to 
help identify when a turn will end, the likelihood of overlapping or 
interrupting a patient during a remote consultation is increased. In
terruptions can occur at any time during the encounter and by either the 
patient or clinician (Beckman and Frankel, 1984) and it has been re
ported that interruptions may lead to delays in patients expressing their 
concerns (Irish and Hall, 1995) and missed opportunities to gather 
relevant information (Marvel et al., 1999), resulting in incomplete or 
improper medical advice (Irish and Hall, 1995). In our work observing 
15,489 turns taken during initial consultations in a primary care setting 
for patients with low back pain (Roberts and Burrow, 2018), we reported 
physiotherapists (especially female) were 7 times more likely to inter
rupt than patients. 

Questioning styles: Throughout the interaction, the clinician needs to 
keep questions simple, ideally addressing a single issue. Asking closed 
questions, e.g.: ‘Is this your first online consultation?’ is likely to proffer a 
yes/no response, whilst open questions will invite patients to give a 
more detailed account that can ensure their agenda is addressed. 
Throughout history-taking, using open questions with a ‘TED’ stem, (i.e. 
questions that seek to ‘Tell’, ‘Explain’, or ‘Describe’), can provide rich 
information e.g: ‘Can you explain how your knee pain is affecting your life at 

the moment?’ Such questions can aid flow in the consultation, and save 
the clinician needing to ask multiple questions, which in turn, reduces 
the risk of interruptions. 

Active listening: Patients often report they don’t feel listened to 
following health care consultations and it is worth remembering that 
LISTEN also spells SILENT! At the end of history-taking, delegating 
control again to the patient, with a question like: ‘Before we go on to have 
a look at your knee, is there anything else that we haven’t talked about that 
you think is important and want to raise?‘, can provide another opportu
nity to ensure their agenda is addressed. This recognises their issues may 
be multifactorial, as evidenced by the EPaC (Elicitation of Patient 
Concerns) study in the UK, where an analysis of 185 primary care 
traditional video-recordings with GPs revealed an average of 2.1 con
cerns were raised per 10-min scheduled appointment (Stuart et al., 
2019). Seeking any additional issues at this point in the consultation 
may help prevent ‘door-knob concerns’, where the patient is meta
phorically on their way out with their hand on the door knob, and an 
additional concern surfaces, often the most important one (Finset, 
2016), or they leave with unmet needs. In primary care, unvoiced health 
concerns have been associated with worsening of symptoms, increased 
patient anxiety, the need for additional visits and increased burden and 
costs (in time and resources) both for patients and the service (Heritage 
et al., 2007; Stuart et al., 2019). 

1.4. Offering advice 

In considering offering advice to a patient, using the ‘Ask-Offer-Ask’ 
approach, based on the Ask-Tell-Ask framework (Barnett, 2001), can 
help build a two-way conversation to share health information. The first 
‘ask’ establishes what information and strategies the patient is aware of 
e.g. ‘Can you tell me what you already know about ways you can manage 
your knee pain and what else you would like to know?’ Giving patients this 
opportunity to raise their own ideas, provides a basis to tailor and 
endorse activities that interest them. This collaboration strengthens 
self-efficacy and is reported to have positive effects on pain and physical 
activity engagement (Degerstedt et al., 2020), while also providing an 
opportunity to address any unhelpful beliefs that may exist. 

A focus on ‘offering’ advice, rather than ‘giving’ or ‘telling’, is likely 
to be better received by the patient, to avoid psychological reactance, a 
term used to describe the feelings and thoughts that occur with per
ceptions of threat to freedom (Dorrance Hall, 2019), and can be ach
ieved by asking ‘Would you like me to suggest some other ideas that might 
help you manage the pain?’ Care is required to ensure any advice offered 
is patient-centred and specific, and avoids vague terms such as ‘often’ 
and ‘frequently’. 

The ‘2nd ask’ empowers patients to reflect on their understanding 
and consider any barriers they can identify with the advice e.g. ‘Can you 
tell me how you might be able to fit this in with your day and any difficulties 
you see with trying this?’ Giving mixed messages is common, and this 
second ask allows the clinician to clarify understanding and summarise 
the advice at the end of the consultation, so that the patient leaves the 
call with a clear message. This is a good time to signpost online resources 
and check the patient’s access to these, which may involve following-up 
by email or text, with specific links or exercises. 

As health services make better use of digital technologies, the public 
are consuming more digital advice and done well, this provides more 
opportunities for much-needed health promotion, which has been 
identified as inconsistent in consultations (Lowe et al., 2018). The 
inequity in access, or digital divide, does however, favour patients with 
higher digital literacy and educational attainment and clinicians need to 
think about how they compensate for the reduced shared activities, such 
as explanations using anatomical models etc., often present in tradi
tional encounters. 

Table 5 
Results from our national survey showing the preferred phrasing of the key 
clinical question in initial consultations between physiotherapists and patients 
with low back pain (Chester et al., 2014).  

Preferences Phrase 

1st Do you want to just tell me a little bit about [problem presentation] 
first of all? 

2nd I’ve had this referral through. Tell me what’s happened. 
3rd The referral says you’ve got [problem presentation] is this correct? 
4th How can I help you today? 
5th What we’ll do today is just have a bit of a chat about [problem 

presentation], I believe it is. All right? 
6th It’s your [problem presentation — knee, back etc.] that you’re here for 

is it? 
7th What problem are you having at the moment? 
8th Do you want to tell me your story? 
9th Do you want to start off by telling me whereabouts you’re getting your 

pain at the moment? 
10th I know a little bit from the GP, when did this start? 
11th How long have you had [problem presentation] for?  
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1.5. Closing 

Sensitively closing a remote conversation can be challenging. Early, 
influential work on closing conversations by Schegloff and Sacks (1973) 
identified the ‘closing problem’, when the usual format of turn-taking is 
suspended. Once both speakers have displayed a readiness to close, for 
example if a health professional asks a patient if they have any questions 
and they decline, this creates a ‘warrant’ for closing, as there is nothing 
further to discuss (Schegloff and Sacks, 1973). Button explored this 
further in a comprehensive analysis of conversational practices 
including ‘minimal’ and ‘drastic’ closings, where in the former, the 
conversation closes after a brief move is made, in contrast to a ‘dramatic’ 
close, where the talk re-opens and the close may not occur until much 
later (Button, 1987, 1991). 

Soliciting whether the patient has any other concerns near the end of 
the consultations is a commonly-used strategy in consultations, and 
Robinson and Heritage (2016) showed in the US that this was under
stood by patients to bring the appointment to a close. Research has 
found that if the question is phrased ‘Is there anything else I can help you 
with?’ the turn design ‘anything else’ can impede patients raising addi
tional concerns, as this is negatively polarised to prefer a ‘no response’ 
(Heritage et al., 2007). Meanwhile, replacing ‘anything else’ with 
‘something else’ is positively polarised and favours a ‘yes’ response 
(Heritage et al., 2007). Furthermore, it has been found that using ‘con
cern-seeking’ questions to elicit patients’ agendas (‘Do you have other 
concerns?‘) resulted in patients being more likely to volunteer a new 
health concern than if ‘question-seeking’ questions were used (‘Do you 
have other questions?‘), (Robinson et al., 2016). Other forms of closing 
sequences may include offering to send a patient some materials, such as 
an information booklet, exercise sheet etc., similar to the ‘closing offers’ 
described by Sacks (1992). 

1.6. Evaluating the interaction 

During closing sequences, patients often display a sense of gratitude 
for the service they have received, and clinicians need to listen carefully 
for any subtle displays of dissatisfaction that they may wish to try and 
rectify before the consultation closes. In a study of telephone calls to a 
cancer helpline looking at how callers convey their satisfaction or 
otherwise with the service provided during the call, Woods et al. 
focussed on endogenous indications of caller satisfaction displayed 
through the closing stages of calls and found that patients may display 
dissatisfaction by downgrading their appreciation with phrases like ‘all 
right then’, or using flat, unenthusiastic prosody, suggesting the patients’ 
expectations have not (yet) been fulfilled (Woods et al., 2015). 

Determining the ‘success’ of remote consultations can be difficult to 
gauge (Leydon et al., 2019), especially if there is no spontaneous feed
back from the recipient. In a study evaluating the success of calls to three 
UK cancer helplines, call handlers described a successful call as one in 
which the caller’s expressed needs have been clearly met (Leydon et al., 
2019), again highlighting the importance of agenda-setting. 

When evaluating clinical services, the validity and appropriateness 
of using the concept of ‘satisfaction’ has been questioned, as it has been 
shown that expressions of satisfaction do not appear to relate to actual 
processes of care (Avis et al., 1997). Due to the ‘serious limitations’ with 
the consumer model of patient satisfaction, Avis et al. suggest that 
qualitative approaches be used in preference to satisfaction surveys 
(Avis et al., 1997). Furthermore, the term ‘patient experience’ is often 
erroneously used interchangeably with ‘patient satisfaction’, however 
they are not reporting the same construct. ‘Patient experience’ seeks to 
determine whether something that should have happened did in fact 
happen (according to the patient), whereas ‘satisfaction’ seeks to 
determine whether a patient’s expectations about their care were met. 
Moreover, in evaluating services, the context is key. For example, asking 
patients to evaluate remote consultations at a time when no face-to-face 
consultations were possible is likely to yield a different response to 

evaluating their acceptability when there is a free choice of service 
delivery. 

2. Conclusion 

Remote consultations can be seen as a way of improving access and 
delivery of health care. This paper considers the communication skills 
that clinicians need to deliver these complex interactions and focuses on 
12 interactional features in an opening sequence of a telephone or video 
call. As alternatives are found to traditional face-to-face consultations, 
preparation is needed to: 1) educate patients that these consultations 
must take place in an appropriate physical location; and 2) support 
clinicians to further develop their communication skills in interactions 
where building rapport is impeded by reduced non-verbal cues and the 
technical focus at the start of the call. Therefore in scaling-up and 
optimising digital health services, the differences in communication 
between remote and face-to-face consultations must be recognised and 
embraced. 
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