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Objective. In Korea, short physician consultation time has been a cause of concern as it compromises the care provided. This 
study was aimed at finding the actual and optimal consultation time per patient for rheumatology outpatient clinic in Korea. 
Methods. The surveys were prepared based on a study of the literature and consisted of multiple-choice questions as well as 
additional open questions. Surveys were conducted from November to February, 2018∼2019. Rheumatologist members of 
the Korean College of Rheumatology were invited to complete the web-based survey as well as paper survey. Results. The mean 
duration of consultation allocated to a new and an established patient was found to be 12.3 and 4.8 minutes, respectively, 
which corresponded to only 22%∼35.3% of perceived optimal consultation time. On the other hand, the intrusion of physi-
cian autonomy for optimal patient care by the hospital executive was manifest such that only 4.7% responded discretion in allo-
cating consultation time for patients and that 61.3% replied that they have been restrained from keeping the adequate out-
patient clinic volumes. Sixty six percent of respondents replied that insufficient consultation time affects patient safety including 
errors in prescription. Conclusion. Rheumatology consultation time is very insufficient compared to optimal situation. A drastic 
change in health care policy promoting good quality of care, such as appropriate compensation which guarantees sufficient 
consultation time, as well as strong policy to control excessive profit-driven management policy of the hospitals is urgently 
needed. (J Rheum Dis 2020;27:45-50)
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INTRODUCTION

Physician consultation time is a critical factor influenc-
ing patient and doctor relationship and the quality of care 
that follows. It is a quality indicator used by the World 
Health Organization [1], and several countries following 
the International Network for the Rational Use of Drugs 
guideline set the consultation length as a quality standard 
[1]. A systematic literature review showed that increased 
consultation length is associated with more accurate di-
agnosis of psychological problems [2]. A phase 2 ex-
ploratory cluster randomized controlled trial with eight 
general practices in Glasgow showed that longer con-
sultation is a cost-effective way to protect quality of life 

for multimorbid patients in deprived areas [3]. On the 
other hand, a Cochran review of 7 articles describing five 
UK trials showed that short term changes in the primary 
care consultation time did not lead to consistent differ-
ences in problem recognition, examination, prescribing, 
referral, investigation rates or patient satisfaction [4]. 
The relationship between the quality of care and physi-
cian consultation time would depend on a variety of fac-
tors, such as the patient profile, the specialty and the ab-
solute length of consultation time. The majority of pa-
tients taken care of by a rheumatologist have arthritis, the 
leading cause of disability globally. For example, osteo-
arthritis is the most common form of arthritis affecting 
the elderly, and was ranked as the 11th leading cause of 
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Table 1. Characteristics of the survey respondents and practice
pattern (n=106)

Variable Value

Age (yr) 45.6±7.2
Years of rheumatology practice (yr) 11 (1∼38)
Number of outpatient clinic session/week   5.1±1.5
Hours of outpatient clinic session/week 22 (3∼46)
Number of patients per outpatient clinic 

session 
40 (10∼200)

Number of new patients per outpatient 
clinic session

  5 (2∼12.5)

Time allocated to a new patient (min) 12.3±5.4
Time allocated to an established 

patient (min)
  4.8±1.8

Tertiary hospital 68 (64.1)

Values are presented as mean±standard deviation, median 
(range) or number (%), unless specified otherwise.

years lived with disability (YLD) globally, with higher 
rank (6th) especially among Asian countries [5]. In addi-
tion, autoimmune diseases, such as systemic lupus eryth-
ematosus (SLE) are not only complex conditions with di-
verse constellation of symptoms and signs, but also the 
leading cause of chronic pain, which causes multidimen-
sional problem including psychological and social 
changes. Considering the multi-morbidity inherent in old 
age of patients taken care of by rheumatologists into ac-
count, it seems obvious that rheumatologic care warrants 
a sufficient consultation time.
There is a paucity of data on what constitutes optimal 

consultation time for rheumatologic care, however. In a 
previous report covering 28,570,712 primary care con-
sultations in 67 countries, it was found out that 18 coun-
tries representing about 50% of the global population 
spent 5 minutes or less with their primary care physicians, 
which raised significant concern since such a short con-
sultation length is likely to adversely affect patient health-
care, physician workload and stress [1]. In Korea, how-
ever, consultation time not only for primary care physi-
cian, but also for tertiary care is characterized by its short-
ness and as a result, the unfortunate derision “3-minute- 
consultation” has been widespread for a long time. 
This study was aimed at finding the actual consultation 

time per patient for rheumatology outpatient clinic in 
Korea. The consultation length deemed optimal for 2 ex-
emplar rheumatologic disease, rheumatoid arthritis (RA) 
and SLE, was subsequently assessed by a survey of rheu-
matologists working in hospitals.

MATERIALS AND METHODS

Survey design and data collection
The surveys were prepared based on a study of the liter-

ature and consisted of multiple-choice questions as well 
as additional open questions. For some questions of the 
survey, participants could indicate more than one answer, 
while for others, only a single answer only was accepted. 
The surveys comprised 32 questions in five sections 
(Supplementary Figure 1). The first section addressed 
physician characteristics (age, years since rheumatology 
specialist certification, and practice site). The second sec-
tion queried practice characteristics, such as the number 
of out-patient clinic sessions per week, and the number of 
patients (total and new) per each clinic sessions, and the 
third section queried actual consultation time allocated 
for each patient (new and established, separately). The 

fourth section enquired perceived appropriate con-
sultation time for RA and SLE, and the fifth, problems 
with patient care arising from current actual consultation 
time including compromise in quality of care and overuse 
of laboratory tests. Additionally, rheumatologists were 
asked about discretion in allocation of consultation time, 
delegation of clinical activity to other health care person-
nel and psychological and physical experience during out-
patient clinics. Informed consent was not obtained and 
survey data were collected anonymously both electroni-
cally and in paper. Pilot paper survey in 16 rheumatologist 
participants, were conducted. Participants filled in the 
survey and wrote their remarks in a survey review report. 
The pilot studies showed good comprehensibility of the 
questions and technical functioning of the surveys. The 
web surveys were created using Google Forms (https:// 
docs.google.com/forms/). 

Inclusion of rheumatologists
Surveys were conducted from November to February, 

2018∼2019. Rheumatologist members of the Korean 
College of Rheumatology (KCR) were invited by email to 
complete the web-based survey (estimated 219 personal 
email invitations). The invitations contained a link to the 
web survey. For the perceived difference in practice pat-
tern, only members who worked in hospitals were 
included. In addition, paper survey was conducted at the 
annual meeting of KCR on the 16th, November 2018. 
Duplicate response was discouraged. 
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Table 2. The response on consultation length

Variable Value

Do you have discretion for allocating the consultation 
time per patients? (n=106)

     Always   5 (4.7)
     Sometimes 32 (30.2)
     Rarely 53 (50)
     Never 16 (15.1)
Does insufficient consultation time affect the quality of 

patient care? (n=96)
     No   1 (1.0)
     Yes 95 (99.0)
Has insufficient consultation time led to any of the 

following? (n=95)
     Unnecessary prescription 47 (49.5)
     Unnecessary test 68 (71.6)
     Unnecessary hospitalization 44 (46.3)
What aspects of patient care is negatively affected by 

insufficient consultation time? (n=106)
     Treatment decision 55 (51.9)
     Doctor-patient relationship 72 (68.0)
     Patient safety (including error in prescription) 70 (66.0)
     Patient education 89 (84.0)
     Proper documentation 81 (76.4)

Values are presented as number (%). Figure 1. The response on consultation length.

Statistical analyses
Descriptive statistics were used to quantify response 

frequencies and means or medians. Unless otherwise 
specified, frequencies are reported relative to the total 
number of respondents completing each question. Analysis 
was performed using Microsoft Excel Version 14.6.7 
(Microsoft Corp., Redmond, WA, USA).

RESULTS

A total of 106 rheumatologists responded (78 online, 28 
paper, response rate 48.4%). Table 1 shows the physician 
and practice characteristics of the respondents. Average 
age of the respondents was 45.6 years (standard deviation 
[SD], 7.2) and median duration of rheumatology practice 
was 11 years (range 1∼38 years). Median number of pa-
tients and number of new patients per outpatient clinic 
session were 40 (range 10∼200) and 5 (range 2∼12.5), 
respectively. Mean duration of consultation allocated to a 
new and an established patients were 12.3 (SD 5.4) and 
4.8 (SD 1.8) minutes, respectively.
Responses about the adequacy of consultation time and 

related issues are shown in Table 2 and Figure 1. For new 
and established patients, 78.1% and 83.1% of re-
spondents responded that the consultation time is 
insufficient. On the other hand, only 4.7% responded that 
they always have autonomy for the allocation of con-
sultation time for patients. A majority of respondents 
(61.3%) replied that they have been restrained from 
keeping the adequate outpatient clinic volumes by the 
hospital executive. More than half of respondents re-
sponded that they experienced the following: allocation 
of more than one patient at the same time (66%), alloca-
tion of less than 5 minutes for a new patient (64.2%), al-
location of more than 10 patients in an hour (73.5%). 
Most of the respondents (99.0%) who responded that the 
consultation time is inadequate replied that short con-
sultation time leads to low quality of patient care. Sixty 
six percent of respondents replied that inadequate con-
sultation time affects patient safety including errors in 
prescription, while 71.6% replied that it leads to un-
necessary tests. 
Table 3 shows perceived ideal consultation time for RA 

and SLE patients. On average, optimal consultation time 
for new and established RA patients were 34.8 and 17.6 
minutes, respectively. That for new and established SLE 
patients was 38.8 and 21.6 minutes, respectively. Thus, 
rheumatologists were allocated only 22%∼35.3% of op-
timal consultation time during actual practice. 
Table 4, Figure 1 and Figure 2 show responses on actual 

outpatient practice environment. Only 15.7% and 18.6% 
responded that they have enough time to wash hands and 
to go to bathroom between patients. Thirty five percent 
responded that their outpatient clinic never finishes be-
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Table 3. Perceived ideal duration of consultation time (minutes)

Variable Value

Rheumatoid arthritis (new patient)
   Pre-consultation review 7.9±10.4
   History taking 7.3±4.6
   Physical examination 5.1±3.1
   Treatment planning and prescription 4.1±2.9
   Education 5.9±3.8
   Documentation 4.6±2.8
Rheumatoid arthritis (established patient)
   Pre-consultation review 2.9±2.0
   History taking 3.2±2.0
   Physical examination 3.0±2.3
   Treatment planning and prescription 2.6±1.3
   Education 3.3±2.3
   Documentation 2.6±2.0
Systemic lupus erythematosus (new patient)
   Pre-consultation review 8.1±5.7
   History taking 8.3±5.1
   Physical examination 5.3±3.4
   Treatment planning and prescription 4.4±2.6
   Education 7.6±4.4
   Documentation 5.1±4.2
Systemic lupus erythematosus (established patient)
   Pre-consultation review 3.6±2.6
   History taking 3.8±2.4
   Physical examination 3.8±5.9
   Treatment planning and prescription 3.2±2.3
   Education 4.1±2.6
   Documentation 3.1±2.1

Values are presented as mean±standard deviation.

Figure 2. The response on the practice environment.

Table 4. The response on the practice envirornment

Variable Value

Does your hospital administration force you to increase 
patient volume? (n=102)

     No   29 (28.4)
     Yes   73 (71.6)
Do you rest between 1 hour of patient care? (n=102)
     No 100 (98.0)
     Yes     2 (2.0)
Do you have enough time to go to bathroom during patient 

care? (n=102)
     No   83 (81.4)
     Yes   19 (18.6)

Values are presented as number (%).

fore lunch time. About the subjective problems experi-
enced during outpatient clinics, 62.9% responded that 
they experience problems in decision making because of 
exhaustion, while 33.3% responded that they experi-
enced anxiety. About seven percent reported panic attack 

during practice. 

DISCUSSION

In this study of hospital-based rheumatologists, the 
mean duration of consultation allocated to a new and an 
established patient was found to be 12.3 and 4.8 minutes, 
which corresponded to only 22%∼35.3% of perceived 
optimal consultation time. The majority of respondents 
reported that they did not have discretion in allocation of 
consultation time for each patient nor in keeping the ad-
equate outpatient clinic volumes. Insufficient con-
sultation time was found to have negative impact in a vast 
array of patient care including errors in prescription and 
overuse of laboratory test.
Although it is generally believed that a sufficient con-

sultation time has a positive influence on patient sat-
isfaction, consultation length often represents how 
physicians balance contradictory concerns such as pro-
ductivity and quality of care. Most previous reports on 
consultation length and its influence on patient care de-
rive from primary care, while scare data exist on specialty 
care including rheumatology. In addition, it is not known 
what is the minimum length of consultation that does not 
compromise patient care. A recent study suggested that 5 
minutes may be the limit below which consultations 
amount to little more than triage and the issue of pre-
scriptions [6]. In that regard, mean consultation time of 
4.8 minutes for established patients with rheumatologic 
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disease in our survey of rheumatology specialist is of great 
concern. Consultation length depends on many variables 
including both patient-related and practitioner-related 
ones. A study of Swedish general practitioners showed 
that short consultations were often made by younger 
male patients about physical problems, while long con-
sultations often were made by older patients about prob-
lems with both psychological and physical dimensions 
[7]. A study of UK general physicians showed that female 
patients and physicians were significantly more likely to 
have longer consultation time. Aside from the intrinsic 
complexity of rheumatologic diseases, these demographic 
features fit the majority of patients seen by rheumat-
ologists. In our study, rheumatologists responded that ad-
equate consultation time for new and established RA pa-
tients were 34.8 and 17.6 minutes, respectively, and 38.8 
and 21.6 minutes, for new and established SLE patients. 
As much time for pre-consultation review, education and 
documentation was needed as for history taking, physical 
examination, treatment planning and prescription.
Excessively short consultation leads to numerous prob-

lems that negatively affect patient care. For example, in a 
study in Pakistan involving 996 encounters between chil-
dren with diarrhoea, general practitioner who spend on 
average 3±2 minutes were far more likely to prescribe an-
tibacterials, antidiarrhoeals and antiamoebics compared 
to pediatricians who spend 9±4 minutes [8]. Another 
study from India showed that short consultation length 
was responsible for driving polypharmacy, and poor com-
munication with patients [9]. On the other hand, an asso-
ciation between longer consultation length and reduction 
in hospitalization for diabetes was reported [1]. In line 
with these result, a significant proportion of the re-
spondents in our survey replied that they have experi-
enced prescription of unnecessary medication and tests 
and even unnecessary hospitalization. In addition, in-
sufficient consultation time negatively affects patient 
safety as well as doctor patient relationship, which all in 
all leads to huge wastes in healthcare. Short consultation 
also takes its toll on physicians. Short consultation length 
related with physical burnout of primary physicians is re-
ported, which may indicate that doctors feel less pro-
ductive and competent at managing complex multi-
morbid patients [1]. In a study investigating the amount 
of physician workload in the outpatient practices of 339 
urologists, rheumatologists, and general internists, visits 
with shorter encounter times were found more labor-in-
tensive than longer ones, such that reduction of a 15 mi-

nutes-consultation for an established outpatient to a 10 
minutes one led to 26% increase in workload [10]. It is of 
no surprise that a significant number of respondents in 
our survey reported physical symptoms such as anxiety 
and even panic during outpatient clinic session. All of 
these negative aspects on physicians undoubtedly affect 
patient care.
It was of great concern that despite the extremely in-

sufficient consultation length and overbooking of out-
patient clinic in hospitals, the majority of respondents re-
plied that they were forced to increase patient volume in 
the clinic by the hospital executives. This behavior on be-
half of hospital executives not only undermines care qual-
ity, which should be the priority in the tertiary hospitals, 
but also is detrimental to health care delivery system of 
the nation as a whole, which is already distorted to a wor-
risome extent. Currently, very low compensation for 
physician cognitive service such as consultation com-
pared to laboratory and imaging is considered one of the 
culprits perpetuating this problem. For example, com-
pared to consultation fee, laboratory fee such as hemoglo-
bin A1c is very high in Korea (at 50% of consultation fee 
compared to 10% and 17% in the US and Japan, un-
published data). A study comparing physician wages re-
flected in the Korean relative value unit system with the 
Korean hourly minimum wage showed that Korean physi-
cian fees are 2.8∼3-fold higher than the minimum wage 
[11]. As a reference, physician consultation fee for US 
Medicare and Medicaid, which defines a minimum flat 
physician fee publicly, are on average 22.4∼22.9 fold. On 
the other hand, they are on average 9.2∼9.8 fold higher 
than minimum wage in Australia, Germany and France. 
Low level of compensation for physician consultation 
leads to distortion of health care service that depend on 
better compensated services, such as laboratory tests and 
imaging. Appropriate compensation which guarantees 
sufficient consultation time, as well as strong policy to 
control excessive profit-driven management policy of the 
hospitals would be the only way to solve the current 
problem.
Our study has limitations. First, despite all the efforts to 

increase response rates, the overall response rate was less 
than half of eligible subjects. Second, only rheumatolo-
gists working in a hospital setting were included, because 
of the perceived difference in practice pattern and autono-
my in practice.



Hyun Ah Kim and Min Gwan Kim

50 J Rheum Dis Vol. 27, No. 1, January, 2020

CONCLUSION

Our results showed that rheumatology consultation 
time is very insufficient compared to what rheumatolo-
gists perceive as adequate.  A drastic change in health care 
policy promoting good quality of care is urgently needed.
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