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Many physicians and health care leaders express concern about the

amount of time available for clinical practice. While debates rage on

about how much time is truly available, the perception that time is in-

adequate is now pervasive. This perception has ethical significance, be-

cause it may cause clinicians to forego activities and behaviors that

promote important aspects of the patient-physician relationship, to

shortcut shared decision making, and to fall short of obligations to act

as patient advocates. Furthermore, perceived time constraints can hin-

der the just distribution of physician time. Although creating more time

in the clinical encounter would certainly address these ethical concerns,

specific strategies—many of which do not take significantly more time—

can effectively change the perception that time is inadequate. These ap-

proaches are critical for clinicians and health systems to maintain their

ethical commitments and simultaneously deal with the realities of time.
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Recommendations of the American College of
Physicians

1. Time is an important element of high quality clinical care,

and a necessary condition for the development of the pa-

tient-physician relationship and trust between patient and

physician. Therefore, efforts to improve how care is deliv-

ered must focus on preserving the patient-physician rela-

tionship, with an emphasis on fostering trust, maintaining

fidelity, demonstrating patient advocacy, exhibiting respect

for the patient as a person, and carrying out the individual

and collective ethical obligations of physicians.

2. Effective communication, especially active listening by the

physician, and the provision of information and recommen-

dations to facilitate informed decision making and patient

education, are critical to the patient-physician relationship

and to respect for patient rights. Health care systems, pay-

ers, government agencies and others should recognize that

these activities require time and be supportive of them.

3. Health plans, institutions, and others should support the

patient advocacy duty and resource stewardship role of the

physician, and minimize barriers to appropriate care, by

recognizing the value of time spent by the physician in his

or her role as patient advocate in an increasingly complex

health care system.

4. Physicians should spend adequate time with patients

based on patient need and uphold their ethical obligations

in doing so. It should be recognized, however, that meas-

ures of ‘‘adequate’’ time for the medical encounter involve

dimensions of caring and trust that are not so easily quan-

tifiable, and that it is not just the actual time a patient

spends with the physician that affects outcomes, but how

the time is used. Research that examines how time is used

and that distinguishes between time spent with patients

(actual care) versus time spent on patient care (tasks asso-

ciated with care) should be encouraged.

Does ‘‘time’’ have ethical significance? Many physicians and

health care leaders talk about time in clinical practice. For in-

stance, a Medline search of the medical subject heading ‘‘time

management’’ returns over 1,500 citations. Most of this liter-

ature concentrates on the practical dimensions of time—how

best to schedule operating room time or to schedule clinic ap-

pointments.1–6 Short of articles in which clinicians complain

about ‘‘not having enough time,’’ however, there is little in the

literature concerning the ethical significance of time.3 A Med-

line search of the combination, ‘‘time management’’ and ‘‘med-

ical ethics,’’ for example, reveals no citations.

We assert that time has ethical significance, with specific

implications for the patient-physician relationship, for respect

of patient autonomy, for promotion of well being, for mainte-

nance of fidelity, and for preserving justice. In the paragraphs

that follow, we will offer both conceptual and empirical defense

of these claims. Once having established the ethical signifi-

cance of ‘‘time,’’ we will then argue that these connections en-

tail important ethical obligations with regard to time for both

physicians and health care systems. These ethical obligations

can and should guide how physicians and health systems

think about and manage time. In the last portion of this paper,

we will outline some specific practical strategies to address
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perceptions and ethical concerns about the ‘‘adequacy’’ of

time.

‘‘TIME’’ VERSUS ‘‘ADEQUATE TIME’’

In our discussion of time, we should clarify the difference be-

tween talking about ‘‘time’’ as a quantity, and ‘‘time’’ as a qual-

ity. In this paper, our concern is the quality of time, specifically

the concept of ‘‘adequate time.’’ To say that there is ‘‘adequate

time’’ is a subjective judgment, as the definition of ‘‘adequate’’

rests heavily on one’s values and perspective. As such, judging

the adequacy of time in clinical practice requires that we call

on the ethical principles and values inherent in medicine. ‘‘Ad-

equate time’’ exists when there is sufficient time for us to meet

our professional ethical obligations with patients to a reason-

able degree.

‘‘Time’’ as a quantity, by contrast, does not always have

ethical significance, with some important caveats. At the ex-

tremes, the quantity of time can have a huge impact on the

perception of ‘‘adequacy.’’ If there is no time, then time is in-

adequate. Conversely, if time constraints disappear, then time

is likely to be judged quite adequate. For instance, a major at-

traction to many patients and physicians of so-called ‘‘con-

cierge’’ or ‘‘retainer’’ practices, in which physicians care for a

relatively small panel of patients for a flat fee, is having more

time.7 Similarly, concerns about the adequacy of time are like-

ly to increase as the quantity of time decreases.

IS THERE ‘‘ADEQUATE’’ TIME IN CLINICAL PRACTICE?

These caveats notwithstanding, most discussion of time in the

literature concerns the quantity of time available in clinical

practice, and as such are debates of facts, not values. Some of

these studies suggest that the quantity of time in the typical

primary care office visit, for instance, has actually increased.

Stafford and colleagues analyzed trends in duration of adult

visits to primary care physicians between 1978 and 1994, us-

ing the National Ambulatory Medical Care Survey database.

This national survey collects data from a random sample of

office-based physicians in a variety of practice settings

throughout the U.S., including patient demographics, reasons

for visits, common diagnosis, and visit duration. Visit duration

was reported as time actually spent in face-to-face contact

with the physician, as determined by retrospective self-report

at the conclusion of the visit. They found that the average visit

increased in length by 18%, from 15.3 minutes in 1978 to 18.1

minutes in 1994. Visits in health maintenance organizations

(HMO) were significantly shorter.8 Another study by Mechanic

et al. 9 showed a significant increase in the average length of an

office visit, from 16.3 minutes in 1989 to 20.4 minutes in 1998

for both prepaid (HMO or capitated health plan) and tradition-

al fee-for-service care.

Empirical studies of the perception of ‘‘adequate time,’’

which we assert is the more ethically relevant concept, paint a

different picture. Such studies show growing perception

among physicians that they do not have ‘‘adequate time.’’ In

1study, investigators asked physicians to report the adequacy

of time, finding that HMO physicians reported being allotted

less time for new patient visits than solo or academic practice

(HMO 31 minutes, solo 39 minutes, academic 44 minutes;

Po.05), and that 61% of HMO physicians reported time

stress.10

Another study found that physicians often believed that

visits with a particular patient group required more time, even

when the quantity of time was identical. Here, visits of non-

English-speaking patients (with interpreters) were compared

with those of English-speaking patients. While physicians per-

ceived that visits with interpreters took longer, there were no

significant differences in quantity of time in the visit.11

In yet another study of physician perception of ‘‘adequate

time,’’ Burdi and Baker12 reported that the percentage of phy-

sicians who perceived freedom to ‘‘spend sufficient time with

patients’’ fell from 83% in 1991 to 70% in 1996. Furthermore,

studies of career satisfaction confirm that many physicians

perceive diminishing control over time management and grow-

ing administrative tasks, factors that may independently relate

to decreasing satisfaction.13–15 This diminished control may

further foster the perception that time is inadequate for talking

with the patient, performing additional physical examination,

contemplating differential diagnosis and treatment options,

addressing prevention and screening interventions, providing

education and counseling, and performing necessary admin-

istrative duties, including completion of billing forms and re-

ferrals. Outside the encounter, perceived time pressure may

hinder the prompt checking of laboratory test results, calling

consultants, arranging diagnostic studies, making or return-

ing patient phone calls, and completing forms and other ad-

ministrative responsibilities.

Perceptions of the adequacy of time bear only a partial

relationship to the quantity of time. In a recent study of patient

perceptions of time in general practice consultations for de-

pression in the United Kingdom, patients were not critical of

short visits (under the National Health Service, an average 5 to

8 minutes). In fact, these patients sympathized with pressures

on their physicians, ‘‘exercising restraint in the demands they

made on the system.’’16 The authors conclude that perceived

quality of time is fundamental to the patient’s experience. This

perception is shaped by effective communication of the doc-

tor’s concern for the patient and openness to flexibility in time

for the patient, and not merely quantity of time.17,18

In summary, our conclusions about the adequacy of time

may be different when we focus on quantity of time rather than

quality of time. Our purpose in what follows is to highlight the

central role that values and subjective judgment play in cre-

ating the sense of time adequacy. These subjective judgments

and values are what give perceptions of time adequacy ethical

significance. For these reasons, we will focus on the concept of

‘‘adequate time.’’

TIME AND THE PATIENT-PHYSICIAN RELATIONSHIP

The ethical significance of adequate time begins with the ob-

servation that time is a necessary precondition for communi-

cation needed to promote a strong patient-physician

relationship. The connection between ‘‘adequate time’’ and

the patient-physician relationship operates through several

mechanisms, including: time spent in building a therapeutic

relationship and fostering rapport, time spent in acknowledg-

ing and demonstrating empathy for patients’ psychosocial

concerns, time spent eliciting patients’ concerns and negoti-

ating an agenda for the visit, and time spent in counseling

and wellness activities or in motivating behavior change. The

value of building the therapeutic relationship cannot be over-

emphasized, as there is growing data on the impact of these
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relationship-building activities and patient satisfaction, trust,

and outcomes of medical care.19–21

The patient-physician relationship continues to be a cen-

tral concern in medicine and bioethics, and there are numer-

ous models of the ‘‘idealized’’ relationship in the literature.22

Whatever their differences, all these models share the senti-

ment that building a therapeutic relationship has intrinsic

ethical value.23,24 While we have long acknowledged this in-

trinsic ethical value, we also have growing empirical evidence

that the patient-physician relationship has instrumental val-

ue, enhancing patient satisfaction, improving adherence to

treatment regimens, and fostering better health outcomes.25,26

Many strategies for effective patient-physician interac-

tions recognize the importance of time, particularly having ad-

equate time to engage in those activities that foster a strong

relationship. For example, techniques of patient-centered in-

terviewing emphasize the importance of judicious use of time,

in order that the business of the medical interview is accom-

plished while creating a supportive and caring climate. Exam-

ples suggested by several authors include taking the time to let

the conversation evolve and resisting the temptation to inter-

rupt prematurely. 27–29 These and other patient-centered com-

munication strategies have been shown in increase patient

satisfaction and trust in primary care office visits. These same

studies have established a link between patient-centered com-

munication, trust, and time. In one study, each additional

minute of the office visit increased patient trust as measured

by the 8-item trust subscale of the Primary Care Assessment

Scale (PCAS), a valid and reliable measure of trust.20,30,31

In terms of adverse effects of time pressure, the physician

working under the perception of inadequate time may exhibit

signs of stress or annoyance that, while not directed at the

patient, can nonetheless be perceived so. Patients may ques-

tion whether the physician really cares if the physician seems

annoyed, rushed, or inattentive. These same feelings in the

physician may over time lead to burnout, a clinical syndrome

that is underrecognized in clinical practice.10,32

Another important dimension of the relationship between

perceived adequacy of time and the patient-physician relation-

ship is trust. Although the perception of adequate time has not

been specifically examined as a predictor of patient trust, sev-

eral other associations suggest that such a relationship could

is likely to exist. For example, there is data showing that fee-

for-service visits are slightly longer that with other forms of

insurance, and that as a result trust in the physician is higher

under fee-for-service indemnity health insurance.33,34 Simi-

larly, patient’s assessments that their physician had excellent

communication skills and was attentive to interpersonal treat-

ment were both highly correlated to trust in one study.35 It is

certainly plausible that having the kinds of interactions asso-

ciated with increased trust will be more feasible when time is

perceived to be adequate.

TIME AND PATIENT AUTONOMY

One of the most important ways in which physicians demon-

strate respect for autonomy is in decision making. The practice

of informed decision making, in which the physician fosters

the patient’s informed participation in clinical decision mak-

ing, is enhanced when there is more time for it. In one study,

investigators analyzed the quality of informed decision making

by coding audiotapes of office visits. They found that when

physicians spent more time with the patient, patients were

more involved in decision making.36

Other studies support the link between how time is spent

and outcomes. For instance, several studies have established

a connection between patient-centered communication styles,

which includes ‘‘finding common ground,’’ and enhanced pa-

tient satisfaction and trust.30,37

TIME AND BENEFICENCE

Adequate time is a necessary precondition for promoting pa-

tient well-being, embodied in the ethical principle of benefi-

cence. This entails a positive obligation of the physician to act

in ways that benefit the patient’s health and welfare.38

The ethical argument in support of these assertions rests

on recognizing that as one adopts a broader view of benefit,

there will follow the need for more extensive exploration of the

patient’s opinions on what constitute health concerns and

health benefits. Moving from a situation in which the physi-

cian adopts a narrowly biomedical definition of benefit, into

one that includes the patient’s opinions may require more in-

quiry—and more time.

There is empirical support for this argument. For exam-

ple, studies in which physicians were trained in ‘‘agenda-set-

ting,’’ communication tactics designed to better elucidate

patients’ health concerns, show that such techniques had a

positive impact on patient satisfaction and clinical outcomes,

with a modest increase in visit length.39 These findings high-

light the importance of ‘‘adequate’’ time; a small increase in

actual time may equate to a large increase in the perception

that time is adequate.

TIME AND FIDELITY

Fundamentally, the virtue of fidelity refers to the obligation on

the part of the physician to be faithful to the vows and prom-

ises that are both implicit and explicit to the patient-physician

relationship. There are several expressions of this faithfulness:

maintaining confidence, fulfilling promises, advocating for the

patient’s welfare, and avoiding conflicts of interest. These vir-

tues support the trust and confidence that patients place in

the physician.38

Perhaps the best example of the relationship between ad-

equate time and fidelity is in examination of the physician’s

role as patient advocate.40 Given the variety and complexity of

current health insurance payment arrangements, today’s ad-

vocacy role has grown more complicated. So has the amount of

time spent on advocating for sufficient resources for patient

care, so-called ‘‘economic’’ advocacy. In an analysis of the ob-

ligation for physicians to advocate for patients’ needs with

health plans, ethicist Haavi Morreim argues that fidelity re-

quires reasonable—although not endless—efforts by the phy-

sician. Making phone calls, completing appeal forms, and even

writing letters to suggest changes to coverage policies are all

activities that fall on this continuum between ‘‘advocacy and

tenacity.’’41 As physicians engage in more activities to strive

toward this ideal of economic advocacy, they may worry more

about the adequacy of time.

JUSTICE AND ADEQUATE TIME

Limitations of time are a resource allocation problem. Physi-

cians have a finite amount of time to spend with each patient,
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and there are other activities that compete for that time. Prin-

ciples of distributive justice address the problem of fair distri-

bution of resources when resources are scarce and there is

competition for their use. Hence, tradeoffs made under the in-

fluence of time pressure need scrutiny to see if they satisfy

criteria of ethically justifiable resource allocation. While there

are numerous frameworks for evaluating the fairness of re-

source allocation, the core question is determining whether

the considerations that support allocation decisions are ethi-

cally relevant.38,42

Most often the amount of time allocated to each patient is

arbitrary, determined by preset appointment length and other

practice constraints. Allocating time to patients on this basis

may not meet our measure of fairness, particularly upon rec-

ognition that some patients may need more time, for medical

or other reasons, than allocated in a fixed time schema. Allo-

cating time in this way may lead to some patients unfairly get-

ting ‘‘inadequate time.’’

Allocating time based on patient need would more closely

reflect an equitable distribution, because it would acknowl-

edge that medical need would be a more ethically justifiable

criteria by which to allocate the scare resource of time. Difficult

questions remain, such as what counts as ‘‘need.’’ Also, as a

practical matter, it could prove challenging to create a patient

visit schedule flexible enough to be adapted to visits of varying

length. Nevertheless, scheduling decisions such as the revisit

interval and determining how much time is adequate for a

particular patient, count as explicit strategies to allocate a

scarce resource, and therefore have ethical significance.

The perception of inadequate time threatens the fairness

of allocation of the scarce resource of physician time. If the

physician feels rushed and unable or unwilling to devote time

to addressing patient needs, then time is not being allocated

justly. Similarly, physicians who do not exercise due diligence

in managing their time outside of direct clinical activities may

find it difficult to complete other tasks that support patient

care, such as returning phone calls and following up on diag-

nostic tests. In addition to failing to meet the obligations of

patient advocacy, these shortcomings also can be seen to rep-

resent breaches of the obligations to justly allocate physician

time.

PRACTICAL STRATEGIES FOR MAKING ‘‘ADEQUATE’’
TIME

Given that time has ethical significance, what are the practical

implications for how we manage time? The overarching impli-

cation of ‘‘adequate time’’ is the need to develop strategies and

approaches in physician behavior and health system structure

that minimize the concerns over adequacy of time. This allows

physicians to better meet their ethical obligations for the pa-

tient-physician relationship, respect for autonomy, promotion

of patient well-being, maintenance of fidelity, and honoring

justice.

STRATEGIES FOR CLINICIANS

There is a rich literature on communication techniques and

strategies, such as patient-centered interviewing, many of

which have been shown to enhance patient satisfaction, trust

in their physician, or clinical outcomes.19,31,37,43–45 Among the

strategies that clinicians can use to preserve the patient-phy-

sician relationship even in the face of perceived time inade-

quacy are appropriately pacing dialogue and explicit focus on

‘‘agenda setting.’’ ‘‘Agenda setting’’ refers to a collection of com-

munication strategies designed to actively solicit all of the pa-

tient’s concerns through the use questions such as, ‘‘anything

else?’’ These strategies have been shown to gather more pa-

tient concerns and improves patient satisfaction, while not

adding significantly to visit length.39 Similarly, active listening

skills have been shown to improve the physician’s ability to

elicit emotional concerns without lengthening visits.46

Clinicians should also adopt strategies that foster the in-

formed participation of patients in clinical decision making.

This can also be done without adding significantly to actual

time. When time is perceived to be inadequate, patients may

not have an opportunity to gain understanding sufficient to

truly exercise autonomy, or not have a chance to express their

own views and values. Several studies have shown that phy-

sicians who grow busier decrease the time they spend with

each patient, resulting in a less a participatory decision-mak-

ing style.47,48 Furthermore, patients rate clinical encounters

more favorably when they are able to spend more time with the

physician, particularly when the time is focused on informa-

tion exchange and shared decision making.49

Failing to keep to appointment times or return phone calls

when promised are examples of small acts that do not com-

municate respect nor demonstrate fidelity. When unable to

keep to the appointment time, an apology such as ‘‘I may be

late, but I will give you my full attention and interest now,’’ may

go a long way (Table 1). ‘‘Running late’’ is understandable to

most patients if not a frequent occurrence, particularly if they

feel that their needs will nonetheless be addressed.

Viewing clinician time as a scarce resource highlights the

need to revise the goals for the clinical encounter, so as to

minimize the feeling that there is not adequate time. Once

again, agenda setting can foster this prioritization of issues.

Similarly, spreading discussions of complex issues such as

advance care planning and end-of-life care over a few visits,

can be an effective use of time and enhance the patient-phy-

sician relationship.50,51

STRATEGIES FOR HEALTH SYSTEMS

Health systems can also strive to address the climate of inad-

equate time, even beyond the obvious strategy of granting

more time per visit. An initiative that warrants mention is the

Idealized Design of Clinical Office Practices project by the In-

stitute for Healthcare Improvement (IHI). This project created a

conceptual framework for achieving efficiencies in office prac-

tice, organized around themes that emphasize preserving

the clinician-patient relationship and fostering trust and ef-

fective communication. A specific example is ‘‘open access’’

scheduling. Instead of having staff triage patient requests for

Table 1. On Running Late and Maintaining the Patient-Physician
Relationship

Acknowledge the lateness
Consider an apology to the patient
Pause to offer the patient an opportunity to voice concerns
Reassure the patient that lateness will not decrease their time with you
Reevaluate clinic systems and other issues if this is a frequent

occurrence
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appointments into ‘‘urgent’’ or ‘‘nonurgent’’ appointment slots,

open access scheduling allows the patient to indicate whether

they want to see their physician that day or wait for a future

appointment. Practices using open access scheduling find no

difference in the number of patients seen, but significant im-

provements in staff and patient satisfaction.52–54 Such initia-

tives are a constructive response to time pressure, altering

office practice in support of the patient-physician relationship.

‘‘Group visits’’ may also be appropriate in certain circum-

stances. While not a total replacement for private appoint-

ments, group visits can be important tools, providing health

education, group support, and an open forum for patient ques-

tions, if privacy concerns are appropriately addressed.55

One response to perceived inadequate time, the emer-

gence of retainer fee practice arrangements—sometimes called

‘‘boutique’’ or ‘‘concierge’’ medicine—raises a number of un-

ique ethical concerns. Proponents of this type of practice mod-

el highlight the ability of the physician to spend more time with

fewer patients and thereby improve the quality of care provided

to those patients. To do so, the patient population of the prac-

tice is limited, and patients in the practice are charged an up-

front yearly fee or premium. By limiting their patient

populations in this way, however, such practices may discrim-

inate against classes or categories of patients. Physicians in

these practices risk failing to carry out the professional obli-

gation to do their fair share to provide services to the unin-

sured or underinsured.

CONCLUSION

Is there adequate time in clinical practice for physicians to

meet all their ethical obligations? This is an empirical point in

one sense, but also a point that rests heavily on values, and

perceptions. Historical and societal forces on the practice of

medicine continue to give patients and physicians the percep-

tion that time may not be adequate. We have tried to show the

ethical significance of these perceptions, and outline some

practical and ethically justifiable responses to the perceived

inadequacy of time.

Specific initiatives are needed to redesign how care is de-

livered, yet these should be examined to assure that they do

not magnify existing ethical concerns surrounding perceived

adequacy of time, nor create new ones. All such efforts should

begin with a focus on preserving the patient-physician rela-

tionship, with an emphasis on fostering trust, maintaining fi-

delity, demonstrating advocacy, exhibiting respect for the

patient as a person, and carrying out the individual and col-

lective ethical obligations of physicians. Finally, careful atten-

tion to fairly allocating time is another important dimension to

what has become a critical balancing act for the contemporary

physician. That we devote attention to this is consistent with

the central importance of the patient-physician relationship to

medical practice.
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