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Telemedicine refers to the provision of healthcare via 
electronic communicative devices such as telephones, 
when doctors and nurses are in different locations to their 
patients.1, 2 These devices can be used to consult, triage or 
follow a patient up after they have been discharged post-
operatively.3 The use of telecommunication to consult 
and triage is to assess the patient’s complaint, categorise 
them based on the urgency of the call and then formulate 
a plan of action, for example either arrange a face-to-face 
consultation to allow appropriate examination or refer 
them on to a suitable specialist.3, 4 Such practice has been 
developing over several years, and the purpose of it was 
to relieve pressure on doctors, decrease hospital activity 
and reduce unnecessary demands on other healthcare 
services.5 Several studies suggest that one half of the 
telephone consultations could be managed with advice 
over the telephone alone, making it an effective method 
of consultation.6, 7, 8

 The use of teleconsultation in ENT was fi rst suggested 
by Murthy et al.10 He proposed elimination of routine face-
to-face follow up appointments in uncomplicated nasal 
surgery following a study, which found more than 75% 
of patients were satisfi ed post-surgery; many such fi ndings 
have been reported since.10  A quality improvement survey 
exploring the use of telephone follow ups (TFU) in 
post-surgical ENT patients was conducted.9 The survey 
reported that the quality of ENT outpatient clinics had 
declined, as many patients were asymptomatic at the time 
of their appointment and so did not fi nd it necessary to 
attend them.9 Therefore, this study was performed to 
explore an alternative to face-to-face appointments. TFU 
was found to be effective, with 90.5% of the patients not 
requiring face-to-face follow up.9 

The purpose of this report is to explore the ethical 
implications when using TFU in post-surgical ENT 
patients. This report will use the four ethical principles 
plus scope tool to explore this method of doctor-patient 
communication and attempt to gauge whether it is 
ethically acceptable. 

Septoplasty is a common ENT procedure that is performed 
to treat nasal obstruction caused by septal deviation.11 
Distortion of the nasal septum which is the midline 
cartilaginous portion of the nose can be congenital or more 
commonly, caused by trauma.12 An article reported the 
indications for Septoplasty, highlighting the importance 
of the procedure not only due to its medical benefi ts but 
also in some cases, its cosmetic advantage.13 Septoplasty is 
extensively performed as it is considered a straightforward 

procedure with a high success rate; one study reported 
that 71% of the patients had shown signifi cant clinical 
improvement and another reported more than two thirds 
of the patients had been relieved of long term nasal 
obstruction.14, 15, 16 Patients can be discharged on the same 
day following septoplasty and other ENT procedures such 
as grommet insertion.17 
 The four ethical principles plus scope is a tool that 
has been developed to serve as a guide when faced with 
ethical dilemmas in healthcare.18 Primarily, the role of the 
tool is to act as a framework for healthcare professionals 
to refer to when dealing with moral issues. It claims to 
be universal, providing common guidelines for healthcare 
ethics worldwide. 
 The fi rst principle is respect for autonomy which 
refers to the patient’s right to deliberate and make 
decisions about their own health.18 The second principle 
is benefi cence or the act of doing ‘good’ and providing 
an overall benefi t when they are under our care. This 
is directly associated with non-malefi cence which is the 
third principle and refers to the act of doing no harm. One 
must weigh out risks and benefi ts when planning patient 
care and refrain from anything where the outcome will 
harm, rather than help the patient.18 Justice is the fourth 
principle which denotes the act of being fair and treating all 
patients equally and it has been further divided into three 
subsections – distributive justice, legal justice and rights 
based justice.18 Scope is the ability of the four principles to 
be applied to ethical scenarios; with regards to benefi cence, 
for example, who are we obliged to help and when is it not 
unethical to not show a duty of benefi cence?18 There may 
be situations when the principles cannot be integrated and 

this will be explored further.

Patient autonomy is the fi rst principle and a crucial factor 
to consider during TFU. Visual prompts such as body 
positioning, facial expressions and eye contact aid face-
to-face consultations and cannot be assessed with TFU. 
Visual prompts allow one to assess patient satisfaction. 
Patient satisfaction is an important indicator of patient 
autonomy. Reports suggest that patients are more likely 
to adhere to treatment if they are satisfi ed and feel 
autonomous.18 A study of instruments used to measure 
patient satisfaction was carried out to assess the patient’s 
opinion on the quality of TFU.3 The purpose was to 
reveal the level of autonomy patients believed they had, 
however fi ndings were inconclusive.3 Studies also found 
that telephone consultations are generally shorter than 
face-to-face consultations.19 Consequences of a shorter 
TFU could mean a smaller chance for patients to convey 
their concerns, reduced satisfaction as a result, leading to 
reduced patient autonomy.19 
 Confi dentiality has been an implicit expectation of all 
healthcare professionals in recent decades. It is especially 
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relevant as it can reveal the level of autonomy one has 
been granted. By keeping information confi dential a 
healthcare professional is respecting autonomy. Therefore, 
confi dentiality is an important ethical consideration when 
applied to teleconsultation. Not only this, the culture of 
maintaining confi dentiality makes autonomy applicable to 
this ethical scenario which, as discussed, is a requirement 
when using this tool. 
 Other ethical diffi culties, such as patient identifi cation, 
may arise when considering confi dentiality with regards 
to TFU. During a traditional TFU, patient identity 
is confi rmed by asking the full name, date of birth and 
fi rst line of the address. Although it may be argued that 
these checks are suffi cient in a face-to-face consultation, 
information can be falsifi ed over the telephone, especially 
when you are unable to see who you are speaking to.20, 21

This raises not only ethical but also legal implications. 
A study investigating telephone consultations in general 
practice disclosed that patients were identifi ed only 
by their name or simply voice recognition.22 A similar 
discovery was made whilst observing the ENT nurse-led 
TFU clinics in the University Hospitals of Morecambe 
Bay Trust (UHMBT). Parallel to the fi ndings of the above 
study, basic information was requested before divulging 
confi dential information. However, a pilot performed 
by an ENT ANP included a questionnaire suggesting 
patients were given a specifi c date and time of the TFU.23 
This attempted to maintain confi dentiality by ensuring 
the patient would be on the receiving end when the ANP 
called (Appendix). 23

 These fi ndings violate the NHS Confi dentiality Code 
of Practice which instructs all health care professionals to 
check all ‘patients are who they say they are’; some practical 
suggestions were proposed to eliminate the problem.24 The 
emerging proposal was one of an individualised password 
on each patient record.24 This would be required from the 
patient before disclosing any information. Such policies 
can be considered by the ENT department to uphold 
confi dentiality. All the same, the code of practice can be 
criticised for providing advice but no action plan, and 
trying to strictly abide by it could result in violating other 
ethical principles. For example, using the appointment 
time to confi rm patient identity instead of addressing 
patient concerns would be a breach of benefi cence.25

 Teleconsultations can be viewed to fulfi l both 
benefi cence and non-malefi cence. TFU provides medical 
access for patients at a different geographical location to 
the healthcare facilities. The use of TFU post-operatively 
can benefi t patients by allowing them to access the relevant 
healthcare professional for expert advice, and immediately 
if necessary.25 It is benefi cial for patients in rural areas with 

poor access to hospitals. In UHMBT, the responsibility 
of ENT patients alternates between Royal Lancaster 
Infi rmary and Furness General Hospital each weekend.  
TFU post ENT surgery holds value here, as non-local 
patients can be assessed over the phone and transfer 
arrangements can be made. This allows physicians to act 
in the patient’s best interest by preparing in case of post-
surgical complications. Septoplasty has been reported to 
be low risk for post-operative complications; however a 
marginal risk of complications, such as septal haematoma 
remain26. The provision of TFU 6 weeks post-operatively 
demonstrates benefi cence as patients are being checked 
for post-surgical complications.
 Although less likely, a small percentage of patients 
who have a TFU require an out-patient appointment 
(OPA).9 Findings from the 6 month pilot study mentioned 
earlier are presented in table 1.23 The provision of TFU 
meant concerns could be escalated sooner, providing a 
net benefi t. Conversely, TFU may be classed as a process 
that fails to uphold the act of benefi cence and non-
malefi cence. A physician is unable to see the patient when 
consulting over the telephone and consequently may 
miss a post-operative complication. This way, the patient 
may unintentionally be harmed, defying the principles of 
benefi cence and non malefi cence. Nonetheless, one may 
argue that patients with post-operative complication will 
have physical symptoms compelling them to consult a 
doctor even if this has been missed during the TFU; as 
stressed however, this is not always the case. TFU post 
ENT surgery has scope for application of the two ethical 
principles.

 Justice can be divided into three categories; 
distributive, legal and rights based. Due to ongoing strains 
on NHS resources face-to-face consultations have become 
harder to access, and where appointments are available 
there is usually a waiting list. Distributive justice can be 
applied to TFU here; by organising nurse-led TFU clinics 
the pressure can be reduced for doctors.5 Not only does 
this allow post-surgical patients to be followed up quicker, 
but enables doctors to use their time where a more expert 
opinion is required. For instance, in the case of post-
operative ENT patients, advanced nurse practitioners 
(ANP) can be trained to recognise problems and plan 
for optimal patient care.27, 28 One study comparing a 
conventional follow up with nurse-led follow up showed 
more patients felt the need for a further appointment 
with the ENT specialist after the conventional follow 
up. Comparatively those who had been consulted by the 
nurse felt content with their meeting and did not require a 
further appointment.29

 Contrary to the fi ndings displayed above, patients who 

Number of TFU 
referrals post-
septoplasty

Number receiving 
TFU

Number discharged 
following fi rst TFU

Number referred 
for second TFU

Number referred 
for an OPA

17 13 
3- not contactable
1- Admitted

9 2 2

Table 1: Results from TFU conducted by ENT ANP in UHMBT over a 6 month period
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are followed up by ANP may feel that they have not had 
equal care in comparison to the patients who are reviewed 
by doctors. This will burden the NHS as patients will 
want additional appointments to see a doctor and increase 
the backlog of waiting lists. However, reports have been 
published indicating the complexity of patient satisfaction 
and the many factors that encompass it; the problem may 
not lie in the actual consulting, but a completely different 
matter such as the patient’s personal and psychosocial 
issues.30, 31

 TFU implicate rights based justice as some patients 
may argue that they have the right to be seen by a doctor 
immediately rather than having a TFU fi rst or to speak 
to a doctor rather than a nurse. However, in UHMBT, 
post-operative patients are issued with ANP number 
post-discharge, at this point they may request to speak 
to or see a doctor instead and this would be respected.23 
By informing the patient of the follow up procedure and 
giving them a chance to dispute it, their rights are being 
respected.
 Legal justice comprises a signifi cant ethical role in 
telephone consultations, due to the patient identity check 
dilemma. Through TFU healthcare professionals lack the 
ability to confi rm patient identity and this can become 
legally unjust when patients falsify information over the 
telephone.25 Potential policies and their ethical fl aws and 
benefi ts were discussed earlier in this paper. Malpractice 
is an ethico-legal concern regarding teleconsultations. In 
the USA complaints have been fi led against health care 
professionals for providing an inadequate level of care 
during teleconsultations.32, 33 Such accusations warrant 
caution as patients may be dishonest about their care, to 
gain compensation. When applied to ENT consultations 
observed in UHMBT, the legal-justice scenario is plausible, 
especially with the lack of strategies in place to confi rm 
patient identity. This has the potential for personal and 
confi dential information to be disclosed, forming the basis 
of a legal encounter between the doctor and patient.

TFU have proven successful in specialties such as 
gastroenterology.9 A project on patients with infl ammatory 
bowel disease showed the use of an annual nurse-led TFU 
resulted in satisfaction rates of up to 85%.9 From the 
literature review it is clear that these fi ndings apply to ENT. 
TFU provide easy patient access to healthcare services 
and earlier identifi cation of post-operative complications 
providing a net benefi t for patients and avoiding harm. 
They relieve pressure on doctors and reduce unnecessary 
demands, allowing fair allocation of healthcare resources. 
Comparatively, TFU could be criticised for poor patient 
identifi cation, poor satisfaction and confi dentiality issues 
which could lead to legal implications.
 A robust patient identifi cation method could make 
TFU more ethical. The use of password protected access 
to patient notes could ensure correct patient identifi cation 
so confi dentiality is not breached.24 In UHMBT 
questionnaires were used to gauge patient satisfaction 
following TFU (table 1). However, this measure implicitly 
maintained confi dentiality as patients were given a specifi c 
time, ensuring their availability when called. Not only 
this, patient autonomy was implied through the result of 

the questionnaires as patients were given a time and date, 
but also the opportunity to dispute and request and OPA. 
Such questionnaires should be used more widely due to 
the ethical benefi ts.
 In conclusion, TFU has allowed healthcare to become 
more accessible. Patients are generally satisfi ed with this 
and their care, and if the ethical issues discussed above can 
be addressed, TFU can become an asset in all healthcare 
domains in coming years.
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