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ORIGINAL PAPER

How long are consultations in French

general practice?

Jean-Yves Chambonet, P Barberis, V Péron

Background: Studies describing GP consultation have
identified duration of consultation as an important
marker of patient satisfaction. Duration of consult-
ation differs between countries.

Objective: The aim of this study was to measure the
duration of consultations and the different segments of
the consultation in a representative sample of GPs in
the Nantes district (France).

Material and methods: 150 GPs in the Nantes district
were randomly selected from the telephone directory.
A letter of explanation was sent, followed up by a
telephone call asking the GPs to receive an observer
into their surgery. The observer timed consultations
and the different segments of the consultation.
Results: 30 out of 150 GPs contacted agreed to partici-
pate. 329 consultations were observed. Average dura-
tion of consultation was 14 min and 24 s; it was 15
min in non-computerised practices and 12 min and 50
s in computerised practices. Consultations for psycho-
logical problems or with many reasons for consulting
took longer. Doctors usually talked more than
patients, except during long consultations. Patients
were not examined in only 2% of consultations.
Trainers in general practice had longer consultations.
Discussion: Many GPs refused to receive the observer;
the ratio of trainers within the group of respondents
(40%) was higher than in the general GP population
(7-10%). As in other studies, female GPs were overre-
presented as active participants. In our sample, the
average duration of consultation was longer than in
other studies. The finding regarding the duration of
consultation in computerised practices may need vali-
dation in other studies.
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Introduction

Whenever a patient and a doctor meet within the frame-
work of practice, we can call it a general practice consult-
ation. It arises from a perception that there is an anomaly
relating to someone' who, either on his or her own
initiative or after advice from family or friends, decides to
go and see a doctor.

For most doctors,?* the consultation is a communication
process comprising a common ritual. It consists of a first
meeting after which the practitioner tries to define the
patient’s reason for consulting and to find clinical signs
in confirmation of his initial hypothesis; possibly, then,
further examinations and/or a treatment are proposed.
After the mode of follow-up care has been defined, the
consultation ends with a ritual of separation. The patient
is generally looking to get a name for his problem and
wants to put on his best behaviour to appease or make that
abnormal feeling disappear.

If a skilled professional is quick in making good decisions,®
time given to the consultation remains an important
criterion of satisfaction for patients.” It is worth men-
tioning that, in France, general practitioners are paid a fee
for each medical consultation, according to a scale of fees
determined by the health insurance funds. French GPs do
not have patient lists.

The secretary (receptionist) welcomes patients and takes
appointments by telephone, types letters and carries out
some administrative tasks. There is neither an assistant nor
a nurse in the consulting room to provide care or assist
with investigation or observation. In general, the doctor
is on his own with the patient, except for trainers
accompanied by a trainee.

According to Byrne and Long,’ in 8% of consultations
another reason for the visit is expressed by the patient at
the end of consultation, and in 5% of consultations no
concrete reason for consultation emerges. They also noted
a focus on the doctor who is fairly directive, a focus on the
patient when the doctor tries to gain access to his world,
and, finally, a possible negative reaction with a refusal of
the different offers proposed.
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The average time spent on each patient varies from country
to country.*™ British and Spanish doctors have short
consultations of approximately 6 min. For most general
practitioners, the average duration of a consultation is
around 10 min (the Netherlands, Italy, Belgium, USA,
Portugal, Germany). In some countries, general prac-
titioners have consultations of about 13 min (Norway,
Sweden, Canada, Finland). A French study recorded an
average duration of 15 min," and another study by the
CERC company, 19 min.'

Measurement of consultation time can be direct or
indirect. It can be performed either by the doctor himself
or by a third party, with a chronometer. It can be deduced
from the ratio of the doctor’s daily work time to the
number of patients seen. We may propose that con-
sultation time varies with factors linked to the doctor/
patient dyad, or due to extrinsic factors linked to consult-
ation breaks.

Our main aim was:

o To measure the average duration of a consultation and
its different phases;

e To identify if age, gender, doctor’s length of time in
practice, the presence or absence of a computer in the
practice and the availability of a secretary might alter the
average duration of consultations;

e To determine if age, gender, the reasons for consulting
and their number could affect the duration of con-
sultations;

¢ To determine the average duration of verbal commu-
nication between the doctor and his patients, considering
the reasons for consulting, in a sample of general prac-
titioners from the Nantes region (France).

Means and methods

Nantes and its suburbs have a population of about
500,000 inhabitants, served by 650 general practitioners.
150 doctors were randomly chosen from the listing in the
telephone directory. A meeting was organised to which
doctors were invited by an explanatory letter. This was
followed by a telephone call in order to obtain a decision
and, possibly, to provide further information on the
procedure proposed. Observation took place between
November 1997 and February 1998.

The observer

The observer was a young practitioner who sat in on

consultations in the consulting room. Patients’ consent was

obtained. The observer was positioned in such a way, ac-

cording to the consulting room’s arrangement, that he

could continuously observe both the doctor and the

patient. He was required to:

e Time the different stages of the consultation;

¢ Observe the quality and quantity of verbal exchanges
between the doctor and his patient;

¢ Note the reason(s) for encounter;

e Gather, with the help of the doctor, the sociodemo-
graphic characteristics of patients.
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Table 1. Distribution of patients by age.

Age group (years) n %

<2 21 6.4
2-15 43 13.1
16-39 116 353
40-64 85 258
65-79 62 18.8
>80 2 0.6
Total 329 100

Observation tools

The general practitioner’s own demographic character-

istics were obtained by means of a questionnaire. The

observer filled in a schedule of observation during all the
consultation time. A recording was carried out every §
seconds. It focused on:

 Statement of reason for consulting and the order in
which it had been put forward by the patient;

® The anamnestic phases, clinical examination, synthesis
and conclusion of the consultation;

o The communication phases between the doctor and the
patient, verbal exchanges between doctor and patient,
their timing and the speech content of the doctor: simple
conversation, asking for details, prescription and state-
ments of advice.

The chronometer was started at the beginning of the

consultation; the duration of any breaks, for whatever

reasons they happened, were deducted.

Two time periods were determined:

o Measured duration=total duration of consultation inclu-
sive of breaks;

e Calculated duration=total duration of consultation ex-
clusive of breaks.

Timing was focused on the duration of the different phases
of the consultation, the possible breaks and the events that
occurred. Furthermore, the observer would write down on
a notepad the sociodemographic characteristics of the
patient; this was filled in together with the doctor. Whether
patients were new or coming for follow-up consultation
was not noted.

The data were collected using Microsoft Works computer
application programme.

The ¥>-test was used to determine whether any differences
were statistically significant.

Results
The observer
Only six patients refused to have an observer present at

their consultation (these patients were consulting their doc-
tor for either psychological or gynaecological reasons). The
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Table 2. The reasons for consulting.

Reason for consulting* %

Musculoskeletal (L) 15.8
Respiratory (R) 15.2
Circulatory (K) 125
General (A) 10.6
Administrative 9.0
Psychological (P) 8.0
Metabolic (T) 6.7
Digestive (D) 5.7
Pregnancy (N} 47
Skin (S) 33
Ear (H) 24
Neurology (N) 1.8
Female genital (X) 18
Others 2.4

* Letters betwseen brackets are the keyletters of the chapters of the ICPC classification

observer did not have any material difficulty in gathering
observation data.

Doctors

Out of 150 doctors contacted, only 30 agreed to
participate in the study, resulting in a participation rate
of 20%. There were 13 female (43%) and 17 male GPs
(57%). The average age was 45 years. Doctors in the age
group from 35 to 44 years represented 65% of the total
number of participants. Forty per cent of doctors partici-
pating were trainers. Sixty-six per cent had a secretary/
receptionist available to welcome patients, answer the
phone and look after the mail. Thirty per cent of the par-
ticipants had a computer.

Patients

329 patients had their consultation observed; this comes
down to approximately 11 patients per doctor per half
day. Two hundred women and 129 men were observed;
i.e., 61% of patients were women. Patients in the age

group from 16 to 39 years (35%) were overrepresented
(table 1).

Reasons for consulting
The main reasons for consulting the general practitioner

Table 3. Patients’ age and average
duration of consultation time.

Age group (years) Average duration

of consultation time

<2 16 min 40 s

2-15 12 min 48 s

16-39 13min42s

40-64 15min40s

65-79 14 min 18

=80 16 min 45s
90

were related to the musculoskeletal system (15.8%), the
respiratory system (15.2%) and the cardiovascular system
(12.5%; table 2). Sixty-six per cent of patients had one
reason for consulting, 30% had two reasons, and the rest
had three reasons or more.

Consultations

The measured time was, on average, 15 min and 28 s
{range 4-37 min). The calculated time was, on average,
14 min and 24 s (range 2 to 35 min). The average duration
of breaks was 1 min and 10's.

There was no significant difference in the duration of
consultations with regard to gender, age or length of doc-
tor’s time in practice. There was no significant difference
in the presence or absence of a secretary. The average
consultation time of trainers was calculated at 15 min, but
this was not significantly different from other doctors. On
the other hand, the average duration of consultations of
doctors working with a computer was 12 min and 40 s,
significantly shorter than consultation time of doctors who
had no computer (p<0.001).

Younger patients’ (<2 years) average duration of con-
sultation time was longer (16 min and 40 s), as was that of
very elderly patients (16 min and 45 s for those >80 years),
but these differences were not statistically significant (table
3). Patient gender did not have any influence on the
average duration of consultations.

The calculated consultation time increased in relation to
the number of reasons for consulting {p<0.001, table 4).
Table § presents the duration of consultation time with
respect to the first diagnosis.

The different stages of consultation

In nine consultations (2%), there was no clinical exam-
ination of the patient. The lack of clinical examination was
related to a longer consultation time (average calculated
consultation time 16 min and 10 s). The conduct of a
complete clinical examination was related to an average
calculated consultation time of 15 min and 26 s. An
average clinical examination took approximately 4 min
and 29 s. Clinical examinations taking >7 min were related
to longer consultation times (p<0.0001). The different
phases of consultation were divided according to figure 1.
On average, the general practitioner was talking during
nearly half of the consultation time (46%), the patient
during a third of it (33%), and during 21% of the time,
both parties were silent.

On average, doctors talked more after the clinical

Table 4. Calculated duration of consultation time in rela-
tion to the number of reasons for consulting (p<0.001).

Number of reasons
for consulting

Average calculated
consultation time

1 13min Ss
2 16 min10s
23 21 min 16
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Table 5. Duration of consultation time in
relation to assessment of first diagnosis.

Duration of
consultation time

Field of first diagnosis*

Ear (H) 19min10s
Psychological (P) 17 min 47 s
Female genital (X} 16 min33s
Pregnancy (N) 16min Os
Circulatory (K) 14 min48s
General (A) 14min41s
Musculoskeletal (L) 13min33s
Administrative 13min 55
Digestive (D) 12min52s
Neurology (N) 12 min 38s
Metabolic (T) 12min 165
Respiratory (R) t1min48s
Skin (S) 11 min43s
Others 12min25s

* Letters between brackets are the keyletters of the chapters of the ICPC dlassification

examination (75% of their speech time) than before. The
patient also talked more after the clinical examination
{66%), but relatively even more than the doctor before the
clinical examination. Conversely, consultations during
which the doctor talked rather less (<34% of the con-
sultation time) took a calculated 17 min (p<0.001) on
average. These consultations were generally about psycho-
logical problems.

Discussion

It cannot be ruled out that the observations described may
be somewhat biased and that there could be mistakes or
omissions in the database, given that there was only one
observer. Our resources did not permit video recording,
which could have been used subsequently to validate any
findings by using several different observers. We do not
have data on ranges and times of speech and exchanges
between doctor and patient outside the surgery (e.g., hall
or exit),

There was a considerable rate of refusal by doctors (80%),
and the trainers among participants (40%) are over-
represented in relation to their share among general
practitioners {10%). This may be explained by the fact that
most doctors usually consult on their own. Frequently, the
proposal to introduce an observer appeared disconcerting
and led to a refusal. The rate of participation might have
been higher if we had used a different methodology, e.g.
if doctors had noted consultation times themselves. This
argument is supported by the level of participation by
trainers who are used to consulting in the presence of a
trainee. Presence of an observer may have modified the

" attitudes of the doctors in our sample.

In our sample, female doctors were overrepresented
(43%), for a general proportion of 26 %. This greater level
of participation by female doctors has also been found in
other studies.”® The proportion of doctors who were
computerised was in keeping with the general figure. The
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Figure 1. Relative mean duration of different
stages of consultation.

small numbers of doctors and patients observed constitute
a bias in our study. We observed half a day’s activity of
consultations in the surgery. The rather short time of
observation of each participant is due to the absence of any
funding for this study. This may explain some of the
differences compared with other French studies.!*"”

The average number of eleven patients met for con-
sultation during half a day’s work is comparable to the
data in the literature.”” In that survey, twice as many
children <2 years were observed, and patients >80 years
were six times less numerous in our study than in previous
studies.”*” Doctors are inclined to visit elderly patients at
home, which may explain the very low proportion ob-
served. Other studies mentioned did record all GP activities
(doctors’ visits to patients and surgery consultations).
These difficulties and points limit the conclusions that may
be drawn from this study.

In Porter’s study," the calculated duration of consultation
time was 2 min shorter (12 min and 235 s) than in this study
(14 min and 24 s). The CERC study' demonstrated that
consultations of female doctors took longer, even for
newly settled people and for young doctors. In our sample,
we did not find similar results.

In our survey, calculated consultation time of com-
puterised doctors was 12 min and 40 s, being 1 min and
44 s less than the general average. This observation
appears at variance with many other studies. In most
studies,* the presence of a computer is considered to be
time-consuming. Pringle’s study showed that consultations
with a computer took more time (7 min and 45 s vs 6 min
and 58 s without a computer). The full significance of this
observation is not clear because of the small sample
observed. It would be interesting to check this out in a rep-
resentative sample of doctors and, possibly, a multicentre
study.
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Wilson’s study' has shown that English doctors being
members of the Royal College of General Practitioners had
longer consultations. We can compare these results with
consultations of trainers who spent about 1 min more per
patient.

The observations made regarding the duration of clinical
examination are fairly similar to those found in litera-
ture.lllj

Longer consultations with doctors using less speaking time
were related to taking care of psychological problems.

Conclusion

Considering the complexity of consultation contents in
general practice, an adequate analysis must make use of
sophisticated tools and a multidisciplinary team of re-
search workers. This study does begin to shed some light
on the situation in France, but it also stresses the need for
more and better-funded research in this area.

Acknowledgement

The authors wish to extend their thanks especially to those
general practitioners who made possible the realisation of
this study: Auriacombe, Bolo, Cancouet, Chotard, Clouet,
Comte-Sanson, Croize, Destrube, Dutertre, Feuvrier,
Fribault, Gevart, Gillier, Grob, Grolleau, Guillemin, Hery,
Kayser, Kergrohan, Lagrue, Marques, Najid, Panhaleux,
Pezier, Poirier, Senand, Séragé, Supiot, Urion, Uzan, Van
Wassenhove, Weltzer. B

References

1 Canguilhem G. Le normal et le pathologique. Paris: PUF, 1966.

2 Buijs R, Sluijs M, Verhaaak PF. Byrne and Long; a classification for
rating the interview style of doctors. Soc Sci Med 1984;19:683-90.

3 Byrne PS, Long B. Doctors talking to patients: A study of the verbal
behaviour of general practitioners consulting in their surgeries. Lon-
don: HMSQ, 1976.

4 Corraze ]. Psychologie et médecine. Paris: PUF, 1992.

5 White ], Levinson W, Roter D. ‘Oh, by the way ...": the closing mo-

92

ments of the medical visit. ] Gen Intern Med 1994;9:24-8.

6 Le Boterf G. De la compétence. Paris; Les Editions d’organisation,
1994.

7 Leblanc B. La médecine générale de demain. FMC Hebdo 2000;58:
44-6.

8 Andersson SO, Mattsson B. Features of good consultation in general
practice: is time important? Scand J Prim Health Care 1994;12:227-32.

9 Andersson SO, Ferry S, Mattsson B. Factors associated with consult-
ation length on characteristics of short and long consultations. Scand
] Prim Health Care 1993;11:61-7.

10 Grol R, De Maessener . Disease-centred versus patient-centred atti-
tudes: comparison of general practitioners in Belgium, Britain and the
Netherlands. Fam Pract 1990;7:100-3,

11 Wilson A. Consultation length in general practice: a review. Br | Gen
Pract 1991;41:119-22.

12 WHO, Regional office for Europe. General practice profile Denmark,
Finland, France, Germany, Greece, Hungary, Israel, Italy, the Nether-
lands, Poland, Portugal, Spain, Sweden. Copenhagen, August 1985.

13 Boyer F. L’informatisation des cabinets médicaux [thése med.]. Nan-
tes, 1997.

14 Marsh GN, Wallace RB, Whewell J. Anglo-American contrasts in
general practice. Br Med ] 1976;1:1321-5.

15 Gallais JL. Actes et fonctions du médecin généraliste. Paris: SFMG,
1994:45.

16 Centre d’Etudes des Revenus et des Coiits. Le revenu des médecins
libéraux et ses déterminants. Paris: La documentation frangaise, 1994.

17 Aguzzoli F, Le Fur P, Sermet C. Clientéle et motifs de recours en mé-
decine libérale. Paris: CREDES, 1994,

18 Le Brech L, Chambonet JY, Lemort JP. Coté patients, image du remp-
lagant. Exercer 1997;NSR:30-1.

19 Porter AM, Porter JM. Anglo-French contrast in medical practice.
Br Med ] 1980;280:1109-12,

20 Als AB. The desk-top computer as 2 magic box: patterns of behaviour
connected with the desk-top computer; GPs’ and patients’ percep-
tions. Fam Pract 1997;14:17-23.

21 Greatbatch D, Heath C, Campion P, Luff P. How do desk-top com-
puters affect the doctor-patient interaction? Fam Pract 1995;12:32-
6.

22 Pringle M, Robins S, Brown G. Timer: a new objective measure of
consultation content and its application to computer assisted con-
sultation. Br Med ]| 1986;293:20-2.

23 Ridsdale L, Morgan M, Morris R. Doctors’ interviewing technique
and its response to different booking time. Fam Pract 1992;9:57-60.

European Journal of General Practice, Volume 6, September 2000



