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B

eing a physician always has been a busy job. This is
especially true for primary care physicians who set as
their goal the delivery and coordination of comprehensive
care for patients. Achieving such a goal requires availability, a broad spectrum of medical knowledge, effective use
of the local health care system, and attention to both the
“big picture” and the details of a patient’s life and health.
The technical resources that go into the delivery of
health care have been studied extensively. Major advances are frequent in the arenas of diagnostic testing,
therapeutics, and pharmaceuticals. Modern information
transfer technology has made physicians’ ability to access
information about these advances easier and contributed
to patients being more aware of changes in many aspects
of health care. At the same time, physicians may be called
on to limit utilization of health care resources to services
that are judged to be “medically necessary.”
There has been relatively little study of physician
time as a resource.1 Yet both as a contribution to health
care costs and as a key element in patient-doctor relationships, there is reason to believe that it deserves more attention. Furthermore, with an increasing emphasis on
value and efficiency in health care delivery, quality time
between physician and patient is an increasingly valuable
resource. Physicians spend time in face-to-face contact
with patients gathering information, and developing a relationship, doing administrative work related to visits,
and maintaining their knowledge base. Importantly, time
is always finite: no matter what demands a physician
faces, there are only 24 hours in a day.
In the current practice environment, physicians face
mounting demands on their time. Increasing administrative requirements for health care delivery (e.g., service
and authorization requests, utilization review processes)
encroach on time spent with patients. The 1995 Commonwealth Fund survey found that 41% of physicians
noted a decline in the amount of time spent with patients
and 43% noted a decline in the amount of time spent with
colleagues between 1992 and 1995.2 Because of social
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and demographic changes in the physician workforce,
many physicians have family responsibilities that reduce
their time available for work. These factors have moved
time management for physicians, in their practices and in
their lives, to the forefront as a critical issue.
In this article we examine the effects of limiting time
on the patient-doctor relationship. We review the effects
that are attributable to managed care. Finally, we offer
recommendations for teaching medical students and residents skills that will help establish and maintain their
patient-doctor relationships in the face of time pressure.

EFFECTS OF TIME ON PATIENT CARE
Although all practicing physicians can think of cases
in which they wished they had more time for a given patient visit, systematic study of the relation between the
time spent in a patient visit and outcome variables has
been scant. However, it has been examined in the areas
listed in Table 1 and discussed below.

Patient Satisfaction
Although patient satisfaction with outpatient care is
associated with activities that are time-intensive, the association with visit length is less clear. Robbins et al. studied patient satisfaction in an academic family medicine
practice and found that time the physician spent in health
education and the effects of treatment had an important
bearing on patient satisfaction.3 In a study of communitybased general internists, Laine et al. found that patients
ranked the importance of providing health-related information second only to clinical skill.4 Their analysis did
not explicitly include factors related to visit length.
Kaplan et al. studied general internists and family
physicians as part of the Medical Outcomes Study (data
from 1986).5 They had previously found that patients of
physicians with a “participatory decision-making style”
had better health outcomes and were more satisfied. They
found that physicians with a more participatory decisionmaking style were 30% less likely to have patients leave
their care. In addition, physicians with a practice volume under 70 visits per week tended to have a favorable
decision-making style. Kaplan et al. did not, however, report actual visit lengths.5
Like and Zyzanski studied determinants of patient
satisfaction in a university-based family practice in Cleveland.6 They found that patients who stated they wished
they had spent more time with the physician were less
satisfied. Other studies of patient satisfaction and visit
length have come from Great Britain. Morrell et al.7 and
Ridsdale et al.8 both found a greater likelihood of patients
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Table 1. Components of Care Affected by Time
Patient satisfaction
Outcomes of chronic diseases
Prescribing practices
Physician satisfaction
Risk of malpractice claims

feeling they had inadequate time with their physician in
visits scheduled to last 5 minutes compared with visits
scheduled to last 10 and 15 minutes, respectively.

Outcome of Chronic Diseases
There is no definite association between visit length
and outcomes of chronic diseases. Greenfield et al.
showed that patients who were trained to be more effective eliciting information from their physicians had improvements in their functional status and glycosylated
hemoglobin levels.9 Although the trained patients asked
significantly more questions (1.04 per minute vs 0.30 per
minute), the total visit length with the physician did not
differ significantly (30 minutes for the trained patients vs
32 minutes for the untrained patients).
A similar study, by the same investigators, of patients
with peptic ulcer disease found that patients in the training program asked more questions (5.5 per visit vs 4.0 per
visit), had improved functional status, and were more satisfied with care than the control group.10 However, there
was no difference in the length of the patient–physician
encounter (16 minutes in each group).
Similar results have been obtained by Kaplan et al. in
groups of patients with hypertension and breast cancer.11
They found that patient–physician communication patterns affected the health status of such patients. Office
visits with more effective information gathering by patients, more information provided by physicians, more
conversation by patients relative to the physician, and
more expression of affect were all associated with better
health and functional status.
These studies demonstrate that, for visits between 16
and 30 minutes in length, it is not the actual time spent
with the physician that affects outcome, but rather what
happens during that time. In the trials involving patient
training, the total time patients devoted to their health
care was increased because they spent more time learning the training program. However, the results show that
not all of this time need be with a physician. The potential
effects on these outcome measures of a further reduction
of patient–physician visit time or total patient contact
time with the health care system are not clear.
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New Brunswick, Canada, with a rate of prescriptions for
elderly persons that was above the average also had a
higher visit rate per day (27 vs 22), and a higher number
of work days per year (225 vs 186).12
Grol et al., in a survey of general practitioners in the
Netherlands, found that physicians who expressed feeling
a lack of time in their medical practices had higher rates
of writing prescriptions than physicians who did not feel a
lack of time.13
More recently, Tamblyn et al. studied the appropriateness of prescriptions of anti-inflammatory drugs for
hip pain and assessment of their complications in a cohort of family medicine and internal medicine physicians
in Montreal, Canada.14 They concluded that shorter visits, especially those less than 15 minutes, were a risk factor for inappropriate prescribing and management of gastrointestinal side effects.

Physician Satisfaction
Physicians’ level of satisfaction is connected to their
perception of the amount of time that they have to do
their work. Twenty years ago, Mawardi found that one of
the primary sources of physician satisfaction was patient
relationships.15 She also found that the primary source of
dissatisfaction was “time pressure.” Specifically cited were
continuous on-call responsibilities, pressures of work load,
and too little personal free time. Groenewegen and Hutten
also found that time pressure was an important source of
dissatisfaction in family physicians in the Netherlands
and Great Britain.16
The 1995 Commonwealth Fund survey of physicians
found that 29% of physicians were dissatisfied with the
amount of time they spent with patients and only 31%
were very satisfied.2 Furthermore, 41% reported a decline
in time with patients between 1992 and 1995. Female
physicians had a greater rate of dissatisfaction (35%)
than male physicians (28%). Physicians under 50 years of
age had a greater rate of dissatisfaction (33%) than those
older than 50 (23%). With respect to the influence of managed care, the survey found that physicians with at least
half of their patients in managed care were nearly twice as
likely to be dissatisfied with the amount of time spent
with patients (38% vs 18%).
Physician satisfaction contributes to patient satisfaction. In a qualitative study, Grol et al. found a correlation
between higher physician satisfaction and higher quality
of care as assessed by communication patterns (e.g., explaining care to patients), attention to psychosocial aspects
of care, and prescription rates.13 The degree to which physician satisfaction affects other aspects of the quality of
the patient-doctor relationship has not been studied.

Prescribing Practices
Two studies have found an association between
shorter visits and increased rates of medication prescriptions. Davidson et al. found that family practitioners in

Risk of Malpractice Claims
A physician’s risk of malpractice claims is associated
with visit length. Levinson et al. studied 59 primary care
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physicians in Oregon and Colorado by audiotaping 10
consecutive office visits.17 The physicians were classified
as having fewer than two lifetime malpractice claims (“no
claims physicians”) or two or more lifetime malpractice
claims (“claims physicians”). Primary care physicians
from the “no-claims” group had longer routine visits than
“claims” primary care physicians (18.3 vs 15.0 minutes).
In addition, the length of the physician’s visits was an independent predictor of the physician’s malpractice claim
status.
In a patient survey study, Hickson et al. found, by
surveying patients, that patients of obstetricians with malpractice claims were more likely to report feeling rushed
and spending less time during routine visits than patients
of obstetricians with no previous claims.18 One third of
patients of physicians with a high rate of malpractice
claims felt that they had spent less than 10 minutes with
the physician compared with only 12% of patients of physicians with no history of malpractice claims. However,
only the patients’ perceptions of the time spent during
visits were measured rather than actual time spent.

OPTIMAL VISIT LENGTH
According to the information presented above, determining the optimal visit length for patients and physicians would have the potential to improve our health care
system. However, limited data are available to allow conclusions about optimal visit lengths. In all studies cited,
many factors influence actual visit length, and many factors are likely to affect optimal visit length.
Visit length varies greatly between countries. For example, in Great Britain, average visit lengths for general
practitioners are between 5 and 8 minutes,16 whereas in
the United States and Sweden, they are 10 to 20 minutes
or more.1,19,20 However, in Great Britain, many visits are
strictly for medication refills and sicker patients are visited at home. In the United States, home visits are substantially less common, even for the sickest patients. Visit
lengths vary significantly by specialty, even among primary care disciplines. In 1993, the average visit length for
family practitioners in the United States was 20 minutes,
while it was 26 minutes for general internists.21
In a British study by Roland et al., physicians who
increased their average office visit length from 6.7 minutes to 7.4 minutes (face-to-face time) asked more questions related to health history and psychosocial concerns.22 In addition, physicians with longer visits made
more statements about health education and prevention.
Using the same study group, Morrell et al. found a greater
likelihood of detecting psychosocial concerns in the group
with longer visits.7 In another British study, Wilson et al.
found that physicians who increased their average visit
length from 7.1 to 8.2 minutes increased their rates of hypertension screening and health education activities.23
Camasso and Camasso studied a cohort of family
practitioners in publicly supported primary care centers
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in the United States.19 They found that the performance
of immunizations, the taking of medical history related to
cigarettes, alcohol, and social or family history, and preventive care aimed at females were significantly less frequent when the visit rate was above 3 per hour. They also
found that physicians with visit rates of over 3.8 per hour
were more likely to make referrals to specialists and to
use ancillary staff for procedures.
Beisecker and Beisecker surveyed patients attending
a U.S. university-based rehabilitation medicine clinic regarding attitudes toward information gathering during
their visits and their effectiveness of information seeking.24 For patients with a visit length below the median of
18 minutes, substantially less information seeking occurred, even for patients who rated their interest in information high. For visits longer than 18 minutes, the patient’s interest in information became an important
determinant of how much information seeking occurred.
Thus, longer visits seem to allow for more attention to
several aspects of care, including increased patient participation, patient education, preventive health, and performance of immunizations. It appears that in the United
States visit rates above 3 to 4 per hour are associated
with suboptimal visit content. Because patient satisfaction is increased by increased patient participation and
patient education activities,4,5,11 it is plausible that a visit
rate above 3 to 4 per hour would be associated with decreased patient satisfaction.

MANAGED CARE AND VISIT LENGTH
When considering the effect of managed care on visit
length, a major concern is that economic or administrative forces may lead to an inappropriate reduction in the
time available to see a patient. Managed care has been
blamed for shorter patient visits. Capitated managed care
provides incentives to care for the greatest number of patients and reduce the overall use of resources. Physicians’
time is one potentially constrainable resource. This can
be accomplished by reducing access to physicians or by
reducing time spent with physicians once the patient has
gained access. However, it is also plausible that an increased use of physicians’ time could lead to equal or
greater savings in other areas such as inpatient services.
Noncapitated managed care is often provided in the context of a discounted fee-for-service arrangement. As fees
become more discounted, income preservation demands
that a greater patient volume be accommodated. This
accommodation can be done by physicians increasing
their number of working hours or by scheduling working
hours more densely with work that generates revenue.
However, the same financial consequences occur under a
fully nonmanaged but heavily discounted fee-for-service
arrangement.
Managed care may encourage the delegation of certain tasks to nonphysician providers, which may reduce
the time patients spend with their physicians. However,
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few physicians question the benefit of having office staff
place a patient in an examination room and collect routine information related to the reason for the visit and selected vital signs. Furthermore, care such as counseling
about medication side effects or monitoring of medication
compliance or effect may be better performed by a clinical
pharmacist than a physician. Thus, while such efforts
may reduce the patient–physician visit time, if they are
made without a reduction in the quality of care or quality
of the patient visit, there should be no cause for concern.
Some limited data link reduction of visit length to the
managed care setting. In his ground-breaking work conducted in the early 1970s, Mechanic compared physicians in prepaid practices with those in nonprepaid practices.25 He found that 32 patients were seen per day in
each setting. However, general practitioners in prepaid
settings reported seeing patients 40 hours per week, while
the nonprepaid physicians reported seeing patients 49
hours per week. He concluded that prepaid practice physicians responded to increased patient demand by processing patients more quickly, whereas nonprepaid physicians responded by working longer hours.
In 1993, Blendon et al. conducted a nationwide telephone survey of 1,000 randomly selected adults.26 With
respect to “adequacy of time spent” and “explanation of
what was done” in the primary care setting, patients in a
managed care plan had significantly lower scores than
patients in Medicare or fee-for-service plans. The differences were even more pronounced in specialty care. However, actual visit lengths were not assessed.
In summary, although it is plausible that a managed
care model would reduce physician visit lengths, the extent to which this actually occurs because of managed
care remains unclear. It may not be managed care per se,
but rather economic issues associated with managed care
(primarily income preservation) that lead physicians or
health care organizations to schedule shorter visits.

PRACTICAL STRATEGIES
Regardless of visit length, physicians must develop
strategies to enhance the quality of care with the amount
of time available. Some of the research discussed above
points to physician and patient behaviors that can improve outcomes and satisfaction. These behaviors, along
with strategies from the patient-doctor relationship and
time management literature, can be effective tools for
dealing with shorter visit times. Strategies can be considered in relation to the individual patient encounter, the
practice environment, and the health care system.

Individual Patient Encounter
In the context of the individual patient encounter, the
most productive technique for time management is to improve the physician’s communication skills. Ample data
show that patient-doctor communication factors affect
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patient satisfaction and outcomes such as medication
compliance.3–6,9,10 Patient-doctor communication is enhanced by the use of the patient-centered approach to interviewing,27 which considers the patient’s perspective of
illness on equal ground with the physician’s diagnostic
imperative. Practicing physicians can learn these techniques,28 and such training results in a better use of
time.29 Although it may at first seem that an approach
that emphasizes physicians listening and asking openended questions would require more time, Stewart et al.30
found that this is not the case if physicians follow specific
strategies (Table 2):
Set an agenda early in the visit. This helps avoid latearising concerns that may be the most important issues
to the patient (“by the way, I’ve been having these chest
pains . . .”).31 By not interrupting the patient’s opening
statement, and by using facilitating comments (also called
“continuers,” e.g., “is there anything else” or “uh-huh”),
rather than immediately pursuing details of individual
symptoms, the physician will have a better opportunity to
discover the full range of patient concerns. This process
rarely takes more than 2 to 3 minutes.32
Listening actively to the patient’s story in his or her
own terms rather than attempting to control the interview
facilitates assessing the patient’s emotional agenda.33,34
Use of continuers and open-ended questions rather than
closed-ended questions helps establish symptom content
and emotional context.
Paying attention to the emotional agenda presented by
the patient leads to enhanced opportunities to support
and encourage the patient.35–37
Use empathic statements (Table 3) to assist therapeutic support of the patient.38
Solicit patient attribution. This helps manage uncertainty without wasting time. Ask the patient “what do you
think is going on,” or use other statements to solicit the
patient’s viewpoint.34 This also allows for better understanding of how much uncertainty in the diagnosis of a
symptom is acceptable to a patient and a more direct assessment of the patient’s true concern (“does this abdominal pain mean that I have cancer?”).
Take advantage of the patient’s personal knowledge
developed through continuity in the relationship.39
Establish agreement on goals of individual visits and
medical care by involving patients in their care.34

Table 2. Elements of Patient-Centered Communication
Set agenda for a visit early in the visit
Pay attention to a patient’s emotional agenda
Listen actively
(rather than the physician controlling the interview)
Solicit patient attribution
Communicate empathically
Sources: White et al.31; Beckman and Frankel32; Brown et al.33;
Beckman et al.34; Weston et al.35; Matthews et al.36; Suchman and
Matthews37; and Cohen-Cole.38
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Table 3. Elements of Empathic Communication*
Element
Reflection
Legitimization
Respect
Support
Partnership

JGIM

Table 4. Recommendations for Improving Medical Care in
a Time-Constrained Environment

Example
“You’re really feeling overwhelmed
by these problems.”
“It must be upsetting to have
these problems.”
“You’ve been doing your best to cope.”
“I’d like to help.”
“Maybe we can work on these together.”

*Source: Cohen-Cole.38

Practice Factors
Increasing physicians’ control over their schedules
can allow more flexibility to meet patient needs. This will
also enhance physicians’ sense of autonomy and control
over their work environment and is likely to improve physician’s motivation, morale, and satisfaction. Attention to
these issues is important because satisfied physicians are
more likely to have satisfied patients. Specific strategies
might include appointment slots of variable lengths, blocks
of time for patient care rather than assigning a specific
appointment time to each patient, and building into the
schedule “catch-up” time and time for same-day appointments. A system to minimize the visit “no-show” rate will
reduce physician “down-time” and promote more effective
scheduling.
A team approach may help manage a physician’s time
more effectively. This strategy involves the efficient use of
support staff to reinforce the physician’s message and
elicit patients’ needs. However, delegation of small tasks
(e.g., brief counseling about medications) may increase
inefficiency through task shifting. For more complex
tasks, especially ones for which physicians may not be
well trained, the use of nonphysician practitioners such
as nurses, dietitians, clinical pharmacists, social workers,
and case managers may improve physicians’ efficiency.

Health Care System Factors
There are several steps that a health care system can
take to promote quality in the face of time constraints (Table 4). In measuring physician productivity, a system that
uses visit length (total time scheduled for patient care is a
common measure) or number of visits is at least partially
driven by the fact that they can be measured easily. Other
measures of greater interest (such as health status, cost,
or satisfaction) may be harder to track but are more important, and their assessment is an important safeguard
for patients. Furthermore, incentives, when used, should
be designed to enhance continuity, outcomes, and patient
retention. Also of great interest are overall measures of
patient panel health and quality of care. Finally, managed
care organizations should adjust physicians’ panel sizes
for relevant health risk factors in order to facilitate optimal workloads.

Limit visit rates to no more than 3 to 4 per hour
Flexibility in scheduling to accommodate varying patient
needs
Improve training in patient-doctor communication skills
Include time management and practice of team-building skills
in training curricula

Physician time should be considered a resource just
like other components of the health care system. For nonprocedural providers, it is the predominant source of income. Health systems should make efforts to understand
how to allocate time according to patients’ needs rather
than on a fixed visit schedule and to include patients’ input in these decisions. Many patient visits may be facilitated if it is made clear how patients can schedule longer
appointments if this is desired or needed.
The positive potential of managed care should be explored and exploited to the maximum extent possible. By
establishing a population for which a physician is responsible, capitation may allow a rethinking of the system to
respond to patient needs more readily. For example,
follow-up can often be done by telephone or home visits or
by nonphysician providers. It is important, however, to include these types of activities when assessing a physician’s workload and time allocation.
Information systems should be designed to facilitate
the flow of work. Examples include online prescription and
diagnostic test ordering, online referral processes, and online insurance-specific formulary information. Investments
in clinical information systems should be made to optimize the use of scarce resources such as physician time.

EDUCATIONAL APPROACHES
Some of the major challenges that we face in the
changing medical marketplace are how to teach medical
students and residents about patient-doctor relationships
in managed care environments, and how to teach about
time management in all clinical arenas. We believe, first
and foremost, that making explicit the need for these
items as curricular elements will have a beneficial effect
on trainees. Some institutions already offer courses on
patient-doctor relationships to students, but they are often in the preclinical years. We believe that residents and
advanced students should receive follow-up training in
patient-doctor relationship issues. Finally, we believe that
enough role models (i.e., experienced, efficient clinicians)
should be available in training environments—without
this, educational efforts will be significantly hampered.

Communication Skills
Creating the best possible patient-doctor relationship
requires many skills. Managed care environments present
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more challenges to and opportunities for effective communication and maintenance of patient–physician relationships.40–42 Emphasis should be on teaching these skills
effectively using seminars, videotaped reviews, direct observation of visits, standardized patients, and other strategies whose effectiveness are based on evidence.

Time Management
For trainees trying to learn the biomedical issues that
are relevant to patient care, attention to more nebulous
issues such as time management may seem misplaced.
Although time management is a vital part of how we
handle all of our work, we believe that teaching it is
best suited to the outpatient setting. As part of the curriculum for trainees, consideration of how to use time
most efficiently is important. In the context of a patient
visit, this includes using the face-to-face time and the
non–face-to-face time efficiently. We believe that the most
effective tool for the former is enhanced patient–physician
communication. The latter component, which includes
activities such as charting, finding visit-related information, and communicating with other providers is not well
suited to generalizations. However, we believe that the
fundamental principles are ready access to information
and the elimination of work that has little or no value.

Managing Inefficiency
One way to learn efficiency is to follow an experienced, efficient clinician. Specific focus areas include efficiency in the documentaton and use of information. For
example, trainees should be taught to increase efficiency
when dealing with laboratory reports and other clinical
material by touching each piece of paper only once—reading it and acting on it. Another learning strategy is to videotape selected trainee visits and review them with an
emphasis on efficiency and time management.

members to help trainees build patient-doctor relationships. It is also vital to consider physician time as a resource whose efficient use must be taught. A teaching
clinic should have the teaching room located centrally
and staffed with enough faculty to minimize waiting time
for trainees. The discussion of patients should be tailored
to the time available and the level of the learner. Finally,
enough role models (i.e., experienced, efficient clinicians)
should be available—without this, educational efforts will
be significantly hampered.

QUESTIONS AND RECOMMENDATIONS
In spite of a significant amount of research, there are
many unanswered questions about time and the patient–
physician relationship. Particularly important are how to
determine the optimal visit length for a given patient and
clinical problem and the optimal visit frequency for patients with chronic diseases. The question of how managed care influences visit length is also very timely, and
the answer is far from clear. Finally, the best ways to educate trainees and reeducate practicing physicians in time
management remain unknown. All of these areas, and
others, are fertile ground for future research.
Nonetheless, we feel that certain recommendations
can be made. It appears that, in the United States at
least, visit rates above 3 to 4 per hour may lead to suboptimal visit content, decreased patient satisfaction, increased patient turnover, or inappropriate prescribing. To
make the most of whatever visit time is available, we recommend that medical training contain improved instruction in patient-doctor relationships. Furthermore, this
training should be extended to all levels of practitioners
including students, residents, and practicing physicians.
Based on limited data,28 we believe that this training is
best conducted in a workshop setting rather than a didactic setting but acknowledge that the best training methods have not yet been determined.

Managing Uncertainty
Many of the clinical problems that we face have inherent uncertainty. Uncertainty is a difficult concept for
trainees to come to terms with, yet this must be accomplished to allow them to become efficient practitioners. Efforts to assist trainees in this area should be concentrated on biomedical issues that allow assessment of the
risk of uncertainty and on training physicians how to help
patients deal with uncertainty. We believe that helping
patients deal with uncertainty is best facilitated by a
strong patient-doctor relationship and good communication skills.

Precepting Issues
Outpatient teaching carries with it additional and
unique time-management issues.43 It is vital for faculty
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