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ORiGinAL RESEARCH

How well do physician  
and patient visit priorities align?
This study found that there is alignment between  
a patient’s reason for a visit and the physician’s main 
concern 69% of the time. Less than fully aligned priorities 
were associated with insurance status and the number  
of problems addressed.
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ABSTRACT
Purpose u  We undertook this study to ex-
plore the factors associated with differences 
between patients’ stated main reasons for 
outpatient visits and physicians’ main con-
cerns at those same visits.
Methods u This cross-sectional, mixed-meth-
ods study examined 192 outpatient visits 
with 4 physicians at 4 diverse primary care 
practices. During each visit, participating  
physicians elicited the patient’s main reason 
for the visit. immediately after each visit, phy-
sicians documented 1) their understanding of 
the patient’s stated reason and 2) their main 
concern for the patient during that visit, and 3) 
assessed the extent of their alignment with the 
patient’s reason for visit. We assessed bivariate 
and multivariable associations of patient and 
visit characteristics with alignment, and fur-
ther examined cases with unaligned physician-
patient priorities to identify patterns.
Results u  in 69% of visits, the patient’s stat-
ed reason for the visit was completely aligned 
with the physician’s main concern. in 12% of 
visits, we observed totally unaligned priorities; 
19% were only partially aligned. Uninsured or 
publicly-insured patients and visits with more 
problems addressed were less likely to be fully 
aligned. in many visits with unaligned priori-
ties, patients’ stated reason for the visit was a 

self-limiting, symptomatic concern while phy-
sicians prioritized potentially dangerous as-
ymptomatic conditions or ill-managed chronic 
conditions. 
Conclusions u   in diverse family medicine 
practices, lack of alignment between physician 
and patient visit priorities reflects differing 
prioritization processes. patients presenting 
with concerns unaligned with their physician’s 
priorities may require more time or differ-
ent approaches to ensure the relevance and 
patient-centeredness of their care. These find-
ings may inform the design of systems of care 
that promote mindful attention to patients’ 
priorities while addressing medically urgent 
or preventive services delivery.

Today’s family physicians must bal-
ance patient’s acute concerns with 
chronic disease management, health 

promotion, and disease prevention. It’s not 
easy. As the content of outpatient visits ex-
pands and available time contracts,1 patients’, 
clinicians’, and payers’ agendas compete for 
attention. From a patient experience per-
spective, the health care encounter may seem 
diminished when guideline-driven agendas 
championing chronic disease management 
and preventive service delivery appear to take 
precedence over their personal concerns.2-4
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In the matter of physician-patient align-
ment of visit priorities, prior research5,6 inade-
quately reflects current practice realities such 
as increased time pressure,7 greater chronic 
disease prevalence,8 growing expectations 
for preventive care,1 and increasing physi-
cian proactivity in longitudinal care.9-12 With 
so much to do and so little time and mount-
ing pressure to deliver patient-centered care 
and patient satisfaction, it would be helpful 
to have a better understanding of how often 
and with whom physicians choose to depart 
from a patient’s explicitly stated reasons for a 
visit and instead prioritize other concerns.

We sought to examine alignment be-
tween patients’ stated main reasons for a visit 
as understood by the physician and the phy-
sician’s main concern during that same visit. 
Using a diverse sample of family physician-
researchers to serve as data collectors and 
analysts, this study aimed to identify patient 
and visit characteristics associated with dif-
fering physician-patient visit priorities.

METHODS
Study design and sample
Four family physicians participating in a 
research fellowship undertook this cross-
sectional descriptive study of a sample of 
their outpatient encounters. Each physician’s 
practice was unique: a free clinic, an inner 
city family practice within a teaching hospi-
tal, a geriatric home visit practice, and a sub-
urban pediatric practice. Using the card study 
method pioneered by the Ambulatory Senti-
nel Practice Network,13,14 physicians collected 
observational and reflective data on a sample 
of 50 consecutive patients seen at his or her 
primary care practice. The University Hospi-
tals Case Medical Center Institutional Review 
Board approved the study protocol.

Measures
Immediately following each patient visit, 
physicians recorded on a standardized data 
card the patient’s characteristics, visit char-
acteristics, the reason for the visit provided to 
the office staff, the reason for visit reported by 
the patient at the beginning of the visit, and 
the physician’s own main concern for the pa-
tient during the visit. Patient characteristics 

included gender, age, race, type of insurance, 
and number of chronic conditions on the 
problem list. Visit characteristics included 
the total number of problems addressed, 
whether a second person (eg, family mem-
ber, caregiver) was present in the exam room 
during the visit, and visit duration. To elicit 
the patient’s reason for the visit, physicians 
systematically asked, “How can I help you to-
day?” If more than one problem was elicited 
from this prompt, the concern expressed as 
most important by the patient was noted. 

In completing the data card, physicians 
also reflected on the extent to which the pa-
tient’s stated reason for the visit aligned with 
their own main concern for the patient during 
the visit, rating the relationship between their 
respective priorities as fully aligned, partially 
aligned, or totally unaligned. Visits were con-
sidered fully aligned if the patient’s reason for 
the visit and the physician’s concern were the 
same, or if the patient’s expressed concern 
was determined to be a symptom related to 
the physician’s main concern. Partial align-
ment occurred when the patient’s concern 
was shared by the physician but was not the 
physician’s main concern. Visit priorities 
were rated as totally unaligned if patient and 
physician concerns were different and deter-
mined not to be medically related.

Data analysis
We computed descriptive statistics and per-
formed bivariate tests of association between 
physician-patient alignment of priorities 
and patient/visit characteristics, using chi-
square statistics for categorical variables and 
analysis of variance (ANOVA) for continuous 
variables. We used logistic regression analy-
sis to identify characteristics independently 
associated with either partially aligned or to-
tally unaligned visit priorities, vs fully aligned  
priorities. 

To better understand the unaligned 
cases, the study team examined all of the 
data cards identified as either only partially 
aligned or totally unaligned and categorized 
the nature of the disparate prioritization in 
each case. Study team members (PT, AW, MR, 
and PDG) individually reviewed and sorted 
the cards into similar observed patterns and 
wrote brief descriptions of those patterns. The 
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Patient  
factors that were 
independently 
associated with 
less than fully 
aligned visit  
priorities  
included having 
more problems 
to address and 
being publicly 
insured or  
uninsured.
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TABLE 1

Patient and visit characteristics, and associations with visit  
priority alignment

 
Variables potentially  
associated with alignment*

 
Total 
(n=192)

fully 
aligned 
(n=133)

partially  
aligned 
(n=37)

Totally 
unaligned 
(n=22)

 
 
P value†

Patient characteristics‡      

chronic conditions 2 (0-25) 3.4 (5.2) 4.8 (4.1) 4.6 (3.6) .001

race      

 caucasian 109 (59%) 76 (60%) 22 (60%) 11 (50%) .002

 hispanic 31 (17%) 13 (10%) 9 (24%) 9 (41%)  

 African American 45 (24%) 37 (29%) 6 (16%) 2 (9%)  

insurance§      

 private 61 (33%) 52 (41%) 7 (19%) 2 (9%) .004

 public 61 (33%) 33 (26%) 18 (49%) 10 (46%)  

 none 63 (34%) 41 (33%) 12 (32%) 10 (46%)  

Age (years) 47 (0-96) 40.8 (30.8) 49.6 (25.4) 57.6 (21.0) .02

prescribed medications 3 (0-21)  3.5 (4.4) 4.8 (3.9) 4.5 (3.7) .03

english, primary language 138 (80%) 100 (84%) 26 (77%) 12 (60%) .04

female 109 (58%) 70 (54%) 26 (70%) 13 (59%) .2

visit characteristics          

Total problems addressed§ 3 (1-10) 2.7 (2.1) 4.2 (2.2) 4.3 (1.8) .001

mD knew patient      

 not at all 61 (32%) 48 (36%) 8 (22%) 5 (23%) .02

 Somewhat 75 (39%) 55 (41%) 10 (28%) 10 (46%)  

 A lot 55 (29%) 30 (23%) 18 (50%) 7 (32%)  

Second person in room 102 (53%) 78 (59%) 16 (43%) 8 (36%) .07

Duration (minutes) 20 (5-90) 26.8 (20.9) 26.8 (12.9) 23.1 (11.5) .3

Time pressure      

 none 107 (56%) 77 (58%) 19 (51%) 11 (50%) .4

 Some 61 (32%) 37 (28%) 14 (38%) 10 (46%)  

 A lot 23 (12%) 18 (14%) 4 (11%) 1 (5%)  

* for continuous variables, we report median (range) for the total sample and mean (SD) for the alignment-stratified 
sample; for categorical variables, we report frequency (percent). 

† for continuous variables, we computed analysis of variance and report Kruskal-Wallis P-values; for categorical variables, 
exact test P-values are reported.

‡ patient characteristics have minimal missing data (maximum, 10%); valid percentages reported.

§ independently significant in a logistic regression model comparing full alignment with partially aligned/totally unaligned 
visit priorities in which all significant variables were included.
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group refined the preliminary descriptions of 
the overarching patterns and selected several 
cases to represent the patterns. 

RESuLTS
Quantitative findings
We collected data on 192 patients (TABLE 1). 
Median patient age was 47. Median number of 
prescription medications and chronic medical 
conditions were 3 and 2, respectively. Most pa-
tients (80%) primarily spoke English, 58% were 
female, and 59% were Caucasian. Insurance 
status was equally distributed among patients: 
33% held private insurance, 33% had public 
insurance, and 34% were uninsured. 

The majority of cases showed physician-
patient priorities that were fully aligned 
(69%); only 12% were totally unaligned.  
TABLE 1 shows the associations between level 
of alignment and patient and visit charac-
teristics. Patients whose expressed reason 
for their visit was less than fully aligned with 
their physicians’ primary concern were more 
likely to be older, with more chronic condi-
tions, of Hispanic ethnicity, and either pub-
licly insured or uninsured. Patients with some 
degree of unaligned concerns also tended to 
have greater numbers of prescribed medica-
tions and had a primary language other than 
English. Unaligned visit priorities were also 
observed more often when greater numbers 
of problems were addressed during the visit. 
Patients familiar to the physician were also 
more likely to express a reason for their visit 
that differed in some way from the primary 
concern of their family physician.

Multivariable logistic regression analy-
ses showed that having more problems ad-
dressed during a visit and being publicly 
insured or uninsured (compared with having 
private insurance) were each independently 
associated with less than fully aligned visit 
priorities (indicated by § in TABLE 1).

Qualitative findings
Cases classified as partially or totally un-
aligned showed 2 main patterns that reflect 
differences in the ways that patients and 
physicians prioritize problems. First, when 
physician priorities were unaligned with the 
patient’s stated reason for a visit, physicians 

typically focused on treatable, asymptom-
atic conditions that could lead to long-term 
morbidity and mortality or, absent immedi-
ate attention, to a dangerous event. Examples 
include chronic disease management (eg, 
hypertension, diabetes, asthma) and disease 
prevention (eg, smoking cessation, choles-
terol level monitoring, cardiac disease risk 
reduction). Second, in those visits that were 
unaligned, patients tended to show more 
initial concern about symptomatic problems 
(eg, skin rash, upper respiratory infection) 
that would likely resolve with minimal or no 
medical intervention. Most of these condi-
tions were determined by the physician to 
be benign, self-limited, or not worrisome  
(TABLE 2).

DiSCuSSiOn
This study examined the alignment between 
a patient’s stated reason for a visit and the 
physician’s main concern. Physician-patient 
alignment was common, with 69% of visits 
showing full alignment between the patient’s 
reason for the visit and the physician’s main 
concern. While this rate is higher than that 
seen in prior studies,5 our method for data 
collection uniquely reflected how informa-
tion actually is elicited and received during 
outpatient encounters, which likely yielded 
more accurate results. Also, in contrast to 
past approaches, our study equated patients’ 
symptoms to the underlying diagnosis for 
purposes of determining alignment.

Similar to previous studies, alignment 
between patient and physician concerns 
was less likely when the number of items ad-
dressed during the visit increased.5,6 Inter-
estingly, physician-perceived time pressure 
during the visit and lack of an established 
patient-physician relationship were not ob-
served to influence alignment. When time 
is limited, physicians may choose to priori-
tize the patient’s verbalized concern to avoid 
more complex negotiations about the agen-
da. In addition, during an encounter with an 
unfamiliar patient, prevention and chronic 
illness care may be deferred until the rela-
tionship becomes established.15-18

Patient insurance status was also ob-
served to influence alignment. This finding 

Physician-
perceived time 
pressure during 
a visit and lack 
of an established 
patient-physician 
relationship did 
not influence  
priority  
alignment.
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Physicians tend 
to evaluate risk 
factors for future 
disease, while 
patients focus on 
symptomatically 
troublesome—
though self- 
limiting— 
conditions. 

could reflect socioeconomic or access is-
sues among uninsured or publicly-insured 
patients that contribute to more complex 
visits.19-21 To shed further light on this find-
ing, further research is needed that includes 
indicators of education or income and that 
separately examines Medicaid vs Medicare 
enrollees.

z Possible study weaknesses. A poten-
tial weakness of this study is that alignment 
was rated by the physicians who elicited and 
recorded their patients’ reasons for the visit. 
It is possible that the central role of the physi-
cian as observer and analyst may have intro-
duced bias and that an outside observer may 
have come to different conclusions about the 
extent to which priorities were aligned. How-
ever, by placing the physician-researcher at 
the center of both data collection and analy-
sis, our study method reflects the realistic 
constraints of limited information on the pro-
cesses of clinical discovery and sense-making 
that physicians regularly undertake with their 
patients, which we believe to be a strength 
of this study. While the inclusion of pediat-
ric visits in the sample is another possible 
weakness, we believe that the diverse clini-
cal settings and diverse patient populations 
potentially strengthen the findings. Replica-
tion with different samples of clinicians and 

patients is needed to assess the robustness of 
the findings.

z Root differences in physician and pa-
tient perspectives. Collectively, these find-
ings suggest that patients’ and physicians’ 
differing approaches to prioritization may 
limit alignment. In general, physicians tend to 
evaluate the full scope of the patient’s health 
and risk factors for future disease, while pa-
tients more often focus on symptomatically 
troublesome—though often self-limiting—
conditions. Physicians have the knowl-
edge and clinical experience to prioritize or  
deprioritize patient concerns based on an as-
sessment of long-term risks of morbidity and 
mortality, yet the future-orientation of treat-
ments and surveillance for insensible condi-
tions (like hypertension) is less likely to align 
with the immediately painful or worrisome 
symptoms of patients. This highlights the 
importance of patient education on chronic 
disease management and disease preven-
tion, and cooperative agenda-setting. Further 
work needs to be done to examine the differ-
ences in patients’ and physicians’ cognitive 
processes of prioritization, with the ultimate 
goal of providing patient-centered care 
through shared decision-making.

z Take-home messages for all stake-
holders. Amidst growing time pressures and 

TABLE 2

Patterns and examples of unaligned primary care encounters

Unaligned priority patterns

1.   physicians were more concerned than patients about treatable asymptomatic conditions that could 
lead to long-term morbidity and mortality or a dangerous health event without immediate  
attention.

2.   patients prioritized symptomatic or worry-provoking problems that physicians determined  
to be benign, self-limited, or not worrisome.

examples

A 95-year-old homebound woman complains of pain in her right foot, which turns out to be caused  
by a bunion. however, her blood pressure is 210/110 mm hg and her physician hospitalizes her  
immediately.

A 30-year-old woman presents with a painful boil on her back. her physician notes diabetes, obesity, 
and a fatty liver that have not actively been managed.

A 57-year-old man complains of insomnia. his physician notes his anxiety, but is most concerned about 
his uncontrolled hypertension and smoking.
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Patients who 
are less likely 
to share the 
physician’s 
prioritization of 
their concerns 
may require 
more time 
and effort on 
the part of 
the physician 
to create a 
mutually 
acceptable 
agenda for  
the visit.
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guideline-driven protocols for care, it is im-
portant to attend to the intersecting and di-
verging patient, physician, and payer agendas 
that drive the content of the visit. Patients who 
are less likely to share the physician’s prioriti-
zation of their concerns—including individu-
als with no insurance or public insurance and 
those with multiple medical problems—may 
require more time and additional effort on 
the part of the physician to create a mutu-
ally acceptable agenda for the visit. Attempts 
at pay-for-performance should consider pa-
tients’ priorities and preferences for care, par-
ticularly when those preferences differ from 
the priorities of physicians or health insur-

ance plans. A more thorough understanding 
of patient and physician prioritization during 
primary care visits could potentially guide the 
organization of outpatient care and inform the 
mindful physician’s patient-centered practice 
to maximize patient benefit.                          JFP
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