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Abstract

With the aging of the population and continuing advances in health care, patients seen in the 

primary care setting are increasingly complex. At the same time, the number of screening and 

chronic condition management tasks primary care providers are expected to cover during brief 

primary care office visits has continued to grow. These converging trends mean that there is often 

not enough time during each visit to address all of the patient’s concerns and needs, a significant 

barrier to effectively providing patient-centered care. For complex patients, prioritization of which 
issues to address during a given visit must precede discrete decisions about disease-specific 

treatment preferences and goals. Negotiating this process of setting priorities represents a major 

challenge for patient-centered primary care, as patient and provider priorities may not always be 

aligned. In this review, we present a synthesis of recent research on how patients and providers 

negotiate the visit process and describe a conceptual model to guide innovative approaches to 

more effective primary care visits for complex patients based on defining visit priorities. The goal 

of this model is to inform interventions that maximize the value of available time during the 

primary care encounter by facilitating communication between a prepared patient who has had 

time before the visit to identify his/her priorities and an informed provider who is aware of the 

patient’s care priorities at the beginning of the visit. We conclude with a discussion of key 

questions that should guide future research and intervention development in this area.
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Patient Vignette. A 73 year old man with type 2 diabetes, hypertension, coronary 

artery disease, and benign prostatic hypertrophy comes to see his primary care 

physician for a regularly scheduled visit. His lower back has been causing him pain 

that is interfering with his ability to get out of the house and he is sleeping poorly. 
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He has been a widower for several years and has recently started a new 

relationship. Reviewing her previous progress note before entering the exam room, 

his physician recalls that he still smokes, his hemoglobin A1c has been mildly 

elevated, he is overdue for a pneumonia vaccination, and he has not yet filled his 

statin prescription. On entering the exam room, she also finds that her patient’s 

blood pressure is elevated.

In this visit vignette, the patient and provider encounter each other with a distinct 

set of priorities that are not necessarily aligned. Because the number of areas 

deserving attention exceeds the available time during the visit, the decision of 

which concerns to address first will determine the content of the visit and the 

subsequent trajectory of care.

1. Background

1.1. Patients are more complex

The aging of the primary care population coupled with better disease prevention and 

treatment efficacy means that more patients are living longer with multiple comorbidities 

that require complicated medical regimens.1 By 2020 there will be an estimated 130 million 

Americans with one or more chronic conditions.2 Patients with multiple chronic conditions 

have more outpatient visits per year, are prescribed multiple medications, generate more 

health care costs, have more adverse events, and have lower health-related quality of life.3 

Many of these complex patients do not receive the full potential benefit of available health 

care interventions, often due to competing health demands, cost or other access barriers, 

medication side effects, and sub-optimal adherence to prescribed medicines.4–6 Effective 

management of these complex patients represents a major challenge in our current primary 

care system.

1.2. Visits are more packed

A concurrent trend has been the growing complexity of guideline-based primary care. The 

standard visit is increasingly defined by a long “laundry list” of best practice 

recommendations and quality measures involving disease management, preventive 

screening, and behavioral counseling. Abbo et al., for example, found that the number of 

clinical items addressed during a primary care visit increased from 5.4 in 1997 to 7.1 in 

2005 (p<0.001),7 resulting in a decrease in minutes spent per clinical item from 4.4 to 3.8 

(p=0.04). Ostbye et al. estimated that the time required to deliver high-quality care increases 

three-fold if a chronic condition such as diabetes is poorly controlled.8 Primary care 

providers report that they consider one-fourth of their patients to be complex, and that these 

patients tend to have more comorbidities but also mental health and socio-economic barriers 

to care.9 This confluence of increasing patient complexity and increasing primary care tasks 

places significant stress on the traditional primary care visit and creates barriers to 

productive interactions. Without new approaches to support the primary care of complex 

patients, millions of Americans will continue to receive sub-optimal care despite the 

availability of effective therapies and interventions that reduce health risks and improve 

health. Optimizing care for this growing patient population is therefore a national priority.
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2. Methods

In this review, we present a synthesis of recent research on how patients and providers 

negotiate the visit process and describe a conceptual model to guide innovative approaches 

to more effective primary care visits for complex patients based on defining visit priorities. 

Primary research articles were drawn from the English-language literature and evaluated by 

the authors for relevance to: patient complexity, differences in how patients and their 

providers prioritize care, and the consequences of these differences. We examined both 

randomized and non-randomized studies (n=78) and reviewed reference lists from identified 

studies for additional studies relevant to our review. These data were incorporated into a 

conceptual model (see figures) designed to inform innovative primary care approaches for 

complex patients.

2.1. The impact of patient complexity on visit content

Recent work investigating the content of primary care visit interactions provides evidence 

for the increasing need for effective prioritization among complex patients. Tai-Seale et al. 

recorded and analyzed primary care encounters and found that the first item addressed 

received the bulk of the attention (5 min vs. 1.1 min for the next 5–6 total topics addressed 

during the typical 15 min visit).10 This study demonstrates the fundamental importance of 

choosing which item to address first. Other studies have shown the consequences of multiple 

competing demands during a clinic visit: preventive screening declines with each additional 

concern brought up by patients,11 and more complex patients with diabetes are less likely to 

have glycemic medications intensified if above goal.12,13 These factors may contribute to 

the lower levels of satisfaction with health care reported by patients with multiple 

comorbidities.14 Parchman et al. directly observed primary office encounters involving 211 

patients with type 2 diabetes and found that acute illness and other competing demands led 

patients and physicians to prioritize immediate needs and defer indicated services to 

subsequent visits.15 These data demonstrate that the choice of which issues to prioritize has 

a major influence on the subsequent content, quality, and decision making during the visit. 

To the extent that effective medical care for clinical problems improves clinical outcomes, 

finding ways to address multiple different problems in complex patients represents a critical 

goal for primary care.

2.2. Provider vs. patient priorities

Given that problems and concerns exceed the available allotted time for a given visit, it is 

clear that decisions must be made at each visit of what to discuss first. However, it is less 

clear how to explicitly define and negotiate the often-times differing priorities of providers 

and patients, and how to accomplish this negotiation in a timely manner during a too-brief 

visit encounter.

There is ample evidence on how patient and provider priorities differ. Physicians are trained 

to address disease prevention and risk reduction, generally with a focus on the highest 

clinical risk problems (e.g. heart disease or diabetes). Some evidence suggests that 

management priorities are also influenced to a certain extent by quality metrics. For 

example, one study found that PCPs may place a relatively higher priority on lower value 
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interventions (e.g. microalbuminura screening) when these are used as performance 

measures.16 One innovative study using unannounced, standardized patients visiting 111 

primary care physicians found that physicians were less likely to probe contextual “red 

flags” (e.g. suggestions from the standardized patients that they had concerns related to 

transportation needs, financial burdens, or caretaker responsibilities) than clinical red flags 

(e.g. descriptions of symptoms that could be attributed to medical problems).17 For more 

complex patients, providers report that they especially struggle with balancing multiple 

evidence-based guidelines when making treatment decisions.18 This challenge was 

underscored by a recent study demonstrating that the application of all relevant guidelines to 

a single complex patient would likely result in potential harm from adverse drug–drug 

interactions.19 Recognizing that guidelines alone are insufficient to guide care helps inform 

our framework by providing further evidence of the need to establish care priorities for a 

given visit.

In contrast to provider priorities, patients often have other concerns that outweigh the 

physician’s treatment goals.20 For example, older patients report valuing functional 

ability 21 and place a high priority on avoiding drug side effects.22 In an analysis based on 

responses from 353 older patients, researchers report that patients’ assessment of disease 

burden incorporates domains such as physical functioning, financial constraints, and self-

efficacy, areas that are not always considered by their treating physicians.23 Other examples 

of prevalent concerns that are frequently unrecognized by providers include sleep or sexual 

function problems, financial problems, and stress related to care-giving.24–27 Knowing the 

patient’s top concerns helps the provider both to more effectively frame management 

decisions and also to activate appropriate members of the available care team.

Research using patient–provider pairs also has found only modest concordance in how 

patients and their providers prioritize medical issues. For example, one study of 127 patients 

with type 2 diabetes and their PCPs found low agreement on the top 3 specific diabetes 

treatment goals and strategies for that patient (all kappas were less than 0.40).28 In 

multivariable analyses, patients with more education, greater belief in the efficacy of their 

diabetes treatment, and who shared in treatment decision making with their providers were 

more likely to agree with their providers on treatment goals or strategies. This finding 

supports the hypothesis that enhancing patient–provider communication on both overall 

treatment goals and specific strategies to meet these goals may lead to improved patient 

outcomes. In a similar study involving 92 providers and 1169 patients with elevated blood 

pressure, patients were more likely than providers to prioritize symptomatic conditions such 

as pain, depression, and breathing problems. Concordance on health priorities was lower 

when patients had poor health status or other, non-health-related competing demands.29

2.3. Consequences of concordance

Improving communication during the visit is posited to improve clinical outcomes through 

multiple mechanisms, including higher quality of medical decisions, increased trust, and 

enhanced therapeutic alliances.30 Indeed, the lack of adequate communication and 

concordance about medication management has been associated with decreased medication 

adherence, particularly among complex patients facing financial stresses.31 In a study of 660 
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patients with chronic illnesses, for example, Piette et al. found that nearly one-third of 

patients who had difficulty affording their medicines did not discussed this problem with 

their physician.32 Among 912 patients with diabetes, the likelihood of patients forgoing their 

medications because of cost was significantly higher when patients’ trust in their physicians 

was low.33 This relationship between trust and medication adherence has also been seen 

with persistence with statin therapy.34 In our conceptual framework, efforts to improve 

communication about priorities can also improve communication about other barriers to 

care, leading to greater trust in the relationship and more effective medication-related 

management.

Effectively recognizing and working to align these sometimes discordant priorities 

represents a critical first step towards establishing an effective framework for care decisions. 

Indeed, studies have shown that PCPs can substantially improve their assessments when 

patients more effectively and pro-actively communicate their preferences.35,36 In Piette’s 

study cited earlier, for example, 72% patients who did discuss medication cost barriers with 

their providers found the conversation helpful.32 Current data suggest that patient–provider 

interactions could become significantly more effective if providers had a better 

understanding of the patient’s current priorities37–41 and were more aware of “unvoiced” 

agendas from the very beginning of the clinic visit.42,43 Indeed, in a study of 1065 patients 

with diabetes, Lafatta et al. found that patient-reported use of more collaborative goal setting 

was associated with greater perceived self-management competency and increased level of 

trust in the physician (p<0.05), which in turn were associated with improved glycemic 

control (p<0.05).44 Because high quality primary care is by definition longitudinal, patients 

and providers also have multiple opportunities over time to identify and address care 

priorities, and indeed these priorities may change over time as issues are addressed or 

circumstances change.

2.4. Conceptual model for prioritization

Truly patient-centered care requires that care interactions include consideration of patient 

priorities. In Figs. 1 and 2 we present a conceptual model for the primary care of complex 

patients. Fig. 1 graphically represents the conceptual interaction of longitudinal primary care 

with the episodic nature of this care. The figure illustrates the concept that key interactions 

occur in the “pre-visit”, “visit”, and “post-visit” contexts. Different modes of 

communication are possible in different contexts, although for non-visit interactions, these 

are often asynchronous (i.e. secure e-mail communications) and can be one-directional (i.e. 

mailed letters). One key point of this figure is that for complex patients and their primary 

care physicians, circumstances change over time, diseases progress and are managed in a 

step-wise fashion, and non-medical issues can intervene and must be addressed over time.

Within this longitudinal temporal framework, it is important to recognize that actual care 

interactions are by definition episodic. While medical systems have increasingly evolved to 

enable non-visit based communications (such as e-mails, automated and nurse-initiated 

phone calls, and traditional letters), for most complex patients the in-person visit will 

continue to represent a critically important interaction point where two-way communication 

and negotiated decision-making can best be implemented. Face-to-face visits combine 
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verbal and non-verbal cues, allow for focused discussions that lead to collaborative goal 

setting, and are often an ideal setting for translating plans into actions (e.g. writing 

medication orders, scheduling tests and making referrals). These in-person interactions also 

have intrinsic value in the longer-term goal of establishing trust and rapport between patient 

and provider. For this reason, innovative approaches to maximizing the value of these visits 

are needed.

By enabling patients to review and consider their health priorities prior to their next PCP 

visit and by informing providers of these priorities, the negotiation and decision-making 

process during primary care visit is facilitated, thereby reducing “discordant” decisions in 

which, for example, a medication is prescribed that the patient decides not to fill. Fig. 2 

provides a graphic illustration for how we conceptualize the process of patient–provider 

prioritization. As reviewed above, patients and providers often (but not always) have 

different perceptions of relative health priorities. In an ideal setting for the primary care of 

complex patients, each visit could be used to identify the top priorities of both patient and 

physician, with priorities changing over time as circumstances change (e.g. symptoms 

resolve). Even in innovative systems that are experimenting with increased visit lengths for 

a small subset of the most complex patients, patients and providers can still only focus on a 

limited number of issues at each visit. By explicitly highlighting priorities, the stage is set 

both for negotiated goal setting and for maximizing the efficiency of the time-limited visit. 

This approach may be particularly effective in the context of clinical changes, such as a new 

diagnosis or addition of a new medication.

While theoretically a risk-based prioritization approach would focus management on the 

most clinically important issues, truly patient-centered care requires that patient priorities be 

recognized when considering multiple evidence-based options. If the patient has other, more 

pressing concerns, addressing these issues first may then lead to more successful 

management of the “higher risk” medical issues. Patient-level prioritization represents an 

alternative communication strategy that begins upstream from shared decision making, with 

the goal of facilitating individual decision-making by narrowing the field of potential 

decisions for each primary care visit. This patient-centered care model has the potential to 

significantly improve the design of primary care systems responsible for providing patient-

centered care and offers an innovative approach to improving the care of increasingly 

complex patients.

2.5. The role of health IT

When patients have multiple diagnoses, symptoms, and concerns, it is clearly not possible to 

elicit preferences, discuss options, and plan goals for each of a dozen or more separate 

decisions during each face-to-face visit. Moreover, many of these are chronic or recurrent 

rather than discrete one-time choices. Because time constraints are the major barrier to 

negotiated partnerships and shared decision-making, simple tools to facilitate patient–

provider communication may help to overcome these time constraints in primary care. The 

Chronic Care Model, a highly successful overarching model for chronic care, emphasizes 

the need to create “informed, activated patients” and “prepared, pro-active” care teams 

through innovative delivery system re-design.45 We build on this model of productive visit 
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interactions by extending the original visit interaction concept to include IT-supported pre-

visit prioritization by patients. Novel applications of health IT tools present an especially 

promising avenue to achieving this goal. By leveraging the ability to collect actionable 

patient data before the visit and ensuring that these data are easily available during the visit, 

asynchronous use of health IT tools has the potential to improve the quality of care 

interactions for complex patients. In this model, technology supplements care rather than 

substituting for care.

2.6. Applying the pre-visit prioritization model to the patient vignette

We began this review by presenting the fairly typical case of a complex patient with 

multiple health-related concerns. Here we envision how the visit interaction might proceed 

in the “usual care” setting and with IT-supported pre-visit prioritization.

2.6.1. Usual care—Patient-related issues alluded to in the vignette included back pain, 

sleep disorder, and changes related to sexual activity. As described earlier, pain in older 

patients frequently interferes with healthy behaviors,13 and concerns related to sleep and 

sexual activity are frequently not discussed.24–27 While patients prioritize symptoms, we 

know that providers are trained to focus on high-risk conditions, and we can predict that this 

patient’s provider may be particularly concerned about his smoking and she may wish to 

make medication changes to address his elevated blood pressure, glycemia, and/or 

hypercholesterolemia. With at least 8 or 9 issues identified in this vignette, it would not be a 

surprise if several if not the majority of them remain un-discussed or unaddressed by the end 

of the visit.46 Moreover, the evidence we presented on discordance suggests that if the 

provider does not acknowledge the patient’s most pressing concerns, she may be less 

successful in her efforts to convince him to stop smoking47 or make changes to his medical 

regimen.

2.6.2. IT-supported pre-visit prioritization—In our conceptual model, the time before 

the visit is an opportunity to prepare for and optimize the up-coming patient–provider 

interaction. We envision an IT tool, such as an on-line portal linked to the medical record 

that the patient can access prior to his visit. Integrated care systems are increasingly 

including such on-line portals as tools for communicating with patients. Prior work focused 

on diabetes has shown that patients who review their current diabetes goals are more likely 

to have medication changes if above goal at their next visit.48 Generalizing this disease-

focused approach to the complex patient, we can envision a pre-visit prioritization tool that 

our vignette patient could use to prioritize and highlight the severe impact of his back pain 

and his anxiety about erectile dysfunction given his new romantic relationship. We 

hypothesize that if his provider knew of these 2 concerns prior to entering the exam room, 

she could directly and efficiently address them while leaving sufficient time to then turn to 

managing his more chronic conditions. Indeed, this type of concordant communication 

would be expected to improve the trust and rapport of the relationship. This strengthened 

relationship could in turn, for example, help catalyze more effective smoking cessation 

counseling at the next visit.
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2.7. Challenges to the patient-centered pre-visit prioritization model

Prioritization may be more difficult for some patients, based on their level of health literacy, 

the complexity of their medical and socio-economic challenges, and their degree of 

willingness to engage in their own care. Patients may embrace efforts to engage them 

actively in helping identify and negotiate priorities to varying degrees based on their age and 

personal or cultural backgrounds leading to different attitudes towards care.49 Thus, efforts 

to support patient prioritization must acknowledge that not all patients will want to take an 

active role. Nonetheless, even among less engaged patients, identifying their primary 

concerns remains a key step when planning care and can lead to improved patient 

satisfaction, even among patients who report not wanting to be involved in decisions.50 In 

addition, the technology to enable pre-visit prioritization may also present a barrier, 

although national surveys continue to show rapidly increasing rates of Internet usage by all 

segments of society, including the elderly and lower income adults. In our vignette we 

described an on-line portal, but other options should also be developed and evaluated, such 

using a waiting room computer or touch-screen pad. Other patients could benefit from 

having clinical staff call them by phone to identify their priorities for the upcoming visit.

Challenges to this model of care may also exist from the provider’s side, as there may be 

some reluctance to address certain issues (e.g., chronic pain, depression) when there is a lack 

of available resources to help the provider effectively manage the problem. Explicitly 

eliciting non-medical concerns before the visit, however, may provide sufficient opportunity 

to arrange for other staff (e.g. social workers) to communicate with the patient. Our patient–

provider dyad model can also be extended to include the patient’s family and community, as 

appropriate.51

Finally, although we focus in this review on the importance of the primary care visit as a 

critical opportunity to catalyze changes in care, patients spend the vast majority of their time 

not at doctor’s offices. Moreover, patients’ successful self-management of their chronic 

conditions (taking prescribed medications, self-monitoring, eating a healthy diet, engaging 

in physical activity) is essential to improved outcomes. To be successful, the shared 

priorities discussed at the visit must be implemented by the patient through their self-

management activities.

3. Summary

The primary care of complex patients often falls short of ideal care. Innovative approaches 

to patient-centered care for complex patients are needed to address these shortcomings. 

Given the limited time during primary care visits to address the extensive list of patient- and 

provider-generated issues, interventions that can help patients and providers prioritize the 

top issues to address at a given visit provide a novel approach to the problem of patient 

complexity. Within this conceptual framework for re-designing care interactions, health IT 

tools may serve a potentially valuable role for helping to create productive interactions 

between prepared patients and informed providers by helping complex patients identify their 

top priorities prior to an upcoming primary care visit.
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Fig. 1. 
Patient-centered care for complex patients.
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Fig. 2. 
Conceptual model for how patient and provider prioritization can support more productive 

visit interactions.
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