
“The importance of an intimate relationship between patient and physician can never be overstated, because in most 
cases an accurate diagnosis, as well as an effective treatment, relies directly on the quality of this relationship”.1  

Introduction 
Over the years, payers and regulators have tried any number of provider reimbursement arrangements, 
incentive programs, quality bonuses, etc. with the goal of steering physicians to make the most cost-effective 
healthcare decisions for their patients.
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1Hellín, T. (2002). The physician–patient relationship: recent developments and changes. Haemophilia.



2

Yet most of the systems and strategies put into place with the intent of managing or manipulati ng the 
healthcare decision-making process have not succeeded – why not?

Healthcare decision making is complex – there are rarely black and white / right and wrong answers. 
Fostering a quality relati onship between a pati ent and a physician is fundamental to a successful 
healthcare system because that’s where the decisions are made. In discussions between a pati ent and his 
physician, data is gathered (medical history, symptoms, concerns), diagnoses are made, treatment plans 
are developed, support and informati on is provided, personal situati ons and values are considered, etc.2

This arti cle looks more deeply at the components of a successful pati ent/physician relati onship (PPR) and 
how to address some of the challenges that exist in fostering those components.

Components of a Successful PPR
A number of forces, both technological and social, have evolved the PPR in recent years, presenti ng both 
challenges and opportuniti es.  Up unti l the last 20-30 years, a paternalisti c PPR was fairly typical, where 
the physician’s role was seen as “doing to” or “telling” and the pati ent’s role was that of “following”.   
However, in more recent years, with the introducti on of the internet the widespread availability of 
clinical arti cles and other on-line advice, a more informed and autonomous pati ent has emerged, 
seeking, desiring and oft en demanding a more collaborati ve PPR.  

Within this new collaborati ve culture, the key elements of a successful PPR are:

1. A payment structure with limited impact on provider decision making

2. Access to comprehensive informati on on the pati ent

3. Physician knowledge/experti se to diagnose and treat/refer

4. Trust and open communicati on

5. Focused ti me

While advancing technology, access to informati on, and pati ent engagement has created a number of 
opportuniti es for improved care, a number of challenges have also arisen. 

Physician-side Challenges
With rising healthcare costs, multi ple players trying to get providers to manage care at lower cost, and 
“enlightened” pati ents among other things, physicians are facing increasingly complex challenges as they 
try to treat their pati ents. While a doctor may know what an ideal PPR looks like, any number of issues 
can make that diffi  cult to foster. 

• Lack of pati ent face-ti me due to other responsibiliti es

• Lack of acti onable informati on on their pati ents

• Mixed and/or misaligned fi nancial incenti ves

• Informed, empowered, and demanding pati ents

2Lipkin M Jr, Putnam SM, Lazare A, editors. The Medical Interview: Clinical Care, Education, and Research. New York, NY: Springer-Verlag; 1995.
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Allocati on of Physician Time
AIM study published in 2016 reports Ambulatory Physicians spend only 27.0% of ti me in direct clinical 
face ti me with pati ents compared to 49.2% spent on EMR and desk work.3  A few drivers include:  

• Onerous record keeping for doctors – resulti ng from various insurer pre-approval and review 
requirements. In the current free market system, every insurer has approached their pre-approval 
process (i.e., the informati on required from a provider offi  ce) and their copay/deducti bles for the 
pati ent in a diff erent way. They may also use diff erent criteria or guidelines for their decision making 
as well as diff erent formularies. Their forms, requirements, methods for records from the provider 
offi  ce vary greatly so on the provider’s offi  ce is forced to work with a myriad of systems. 

• Electronic Medical Records (EMR) – While EMR are a tool of great potenti al, they are sti ll an evolving 
technology and can require a great deal of ti me getti  ng used to as practi ces transiti on from paper 
record-keeping to enti rely electronic.

• Secondary responsibiliti es during a pati ent visit – Including secondary conversati ons with family 
members, waiti ng for phone calls regarding the pati ent, management of offi  ce staff .

Acti onable Informati on
Physicians receive a lot of informati on from insurers, pharmaceuti cal companies, pati ents, etc.  And, as 
more payers are partnering with providers in managing their pati ents’ care, physicians are faced with 
myriad diff erent defi niti ons of quality, measurements of success, and structures of reports that are 
intended to help them improve their results. By necessity, most have learned to fi lter out reports with 
data that cannot be acted upon to provide higher quality or more cost-eff ecti ve care. Sorti ng through 
pages and pages of reporti ng to fi nd useful results is a ti me waste for physicians, and so oft enti mes even 
helpful reports are simply ignored. 

Some insurers are working towards providing truly acti onable informati on to physicians by concisely 
relati ng their report fi ndings to a clinical acti on that will help the doctor in making care decisions. 
For example, letti  ng a physician know that one of his pati ents recently had an ER visit and should 
be followed-up with. This data can be challenging to provide, however, largely because much of the 
informati on needs to be real-ti me. By the ti me insurance companies receive the informati on that a 
pati ent has had an ER visit, the reasonable follow-up period has passed. 

Mixed Financial Incenti ves
How physicians are reimbursed can impact the treatment decisions a physician is incented to make, 
which aff ects the value of the care that is provided and the trust relati onship between pati ent and 
physician.  For example, historically, most physicians were paid on what is known as a Fee-for-Service 
(FFS) basis. That is, each ti me any service was performed, the physician was paid – more services, 
more pay.  The pati ent needs to be able to trust the physician to do what is best for them (more is not 
necessarily bett er), not what will result in the most revenue.  

3Christine Sinsky, M., Lacey Colligan, M., Ling Li, P., Mirela Prgomet, P., Sam Reynolds, M., Lindsey Goeders, M., . . . George Blike, M. 

(2016). Allocation of Physician Time in Ambulatory Practice: A Time and Motion Study in 4 Specialties. Annals of Internal Medicine. 

Retrieved from annals.org
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With rising healthcare costs, other reimbursement methods have been tried in an att empt to manage 
overall populati on costs and improve quality. These methods oft en include incenti ve payments to 
the physician for achieving cost and quality targets for a member populati on. These mixed fi nancial 
incenti ves may call into questi on the physician’s priority to their pati ent versus the member populati on 
or their overall revenue.  

The result may be an erosion of trust in the PPR. One way this trust can be improved is simply by 
disclosing to the pati ent any incenti ve arrangements that might be perceived as interfering with 
treatment decisions.4 Another is for payers and regulators to work to develop reimbursement 
approaches that are largely neutral to physician decision-making. 

The Informed, Empowered Pati ent
The internet has proved valuable in making high quality health informati on available to nearly everyone. 
Additi onally, we are an increasingly drug-fi xated society where we want to take a pill to fi x our problems, 
and we are constantly being inundated with informati on on available drugs or other treatment opti ons. 
Pati ents increasingly trust what they see on TV/online or hear about through friends more than they 
trust their doctor.

One resulti ng challenge, however, is that much available informati on is unfi ltered and may be intended 
for audiences with the medical and/or analyti c skillset to understand it in its intended context.  As a 
result, physicians may spend signifi cant pati ent ti me clarifying or otherwise putti  ng into perspecti ve a 
pati ent’s latest self-diagnosis relati ve to their individual circumstances.  Informed with an open mind 
can be a good starti ng point for any PPR discussion, but unbending self-diagnosis or desire for a specifi c 
treatment creates a unique challenge for physicians. 

Patient-side Challenges
Looking at the other side of the PPR, there are many dynamics of the current healthcare environment 
that create challenges for pati ents as well.

• Complex benefi t design

• Narrow network limiti ng provider choice

• Unrealisti c expectati ons 

• Lack of moti vati on to make lifestyle changes

Complex benefi t design
The insurer-insured relati onship is typically based on a complex legal contract between the parti es.  
Even well-writt en documents can be inti midati ng to the insured hoping to understand the ins and outs 
of their coverage. This complexity can lead to confusion regarding what is covered, what approval if 
any is required, and what the resulti ng cost will be.  The physician is oft en caught in the middle of any 
misunderstanding, impacti ng the quality of the PPR. Additi onally, recommended treatments may not 
align with what is aff ordable for the pati ent, which can be diffi  cult to assess prior to receiving the bill.

4Mark A. Hall, E. D. (2002). How Disclosing HMO Physician Incentives Affects Trust. HealthAffairs
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More progressive insurers and health plans have created tools for members to use in projecti ng out 
of pocket costs for defi ned episodes of care.  As these tools mature, pati ents will be able to bett er 
understand their opti ons for treatment relati ve to the benefi ts they have.  

Narrow Network Limiti ng Provider Choice
In an eff ort to keep healthcare costs aff ordable, insurers may create limited access networks based on 
cost and quality characteristi cs of the included providers.  The resulti ng challenge to insureds is that 
their long-term primary or specialty care provider is not part of the network and hence no longer a 
fi nancially viable choice.  As a result, long standing pati ent/physician relati onships may be severed as the 
pati ent is required to establish a new set of physician relati onships.   

Unrealisti c Expectati ons
Physicians have long been held by society in high esteem. Unfortunately, this can result in unrealisti c 
expectati ons regarding what can be delivered in every case.  

Lack of Moti vati on
Many treatment plans doctors provide are comprised at least parti ally of pati ent lifestyle changes. 
While few would argue the value of making healthier nutriti onal choices, quitti  ng smoking, or increasing 
physical acti vity, these types of changes are diffi  cult to make. Change requires moti vati on, support, 
accountability, knowledge, and ti me. While doctors can provide some support, accountability, and 
knowledge, only the pati ent herself can commit to making the necessary changes. 

Best Practice PPR Case Study 
Despite numerous challenges in building strong PPRs in today’s healthcare environment, a number of 
health plan systems have managed to excel in adapti ng new technology and other creati ve soluti ons to 
improve the relati onship between their physicians and pati ents.  We have selected Kaiser Permanente 
(Kaiser) to illustrate as what we believe is an example of best practi ce in the industry today. In California 
alone, Kaiser has over 8 million members, meaning their PPR success has been on a large-scale basis.

Kaiser has demonstrated the ability to eff ecti vely manage its members’ costs, deliver high quality care, 
and keep its premiums below other commercial carriers in CA. A published comparati ve study5 of 
Kaiser’s California member populati on to that the Briti sh Nati onal Health Plan (NHP), found that:

• Kaiser was able to provide care to its members at a monthly cost per member similar to that of the 
NHP.

• Kaiser members experience more comprehensive and convenient primary care services and much 
more rapid access to specialist services and hospital admissions than NHP members. 

• Age-adjusted rates of use of acute hospital services in Kaiser were one-third of those in the NHS.

The Kaiser system equips the pati ent and physician in a way that leads to more informed decision-making 
from both sides. Providers have access to an EMR within each exam room, allowing them instant access 
to the pati ent’s complete clinical record and current preventi ve care needs. They also have the ability to 

5Feachem, R. G., Sekhri, N. K., & White, K. L. (2002). Getting more for their dollar: a comparison of the NHS with California’s Kaiser 

Permanente. The BMJ.
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order necessary tests during the visit and review any perti nent care guidelines to support making opti mal 
treatment decisions. The Kaiser system also allows communicati on to conti nue outside the exam room 
because of the email access the pati ent has to the physician. Additi onally, from a pati ent’s perspecti ve, the 
Kaiser pati ent portal allows them to do things like review pre-op directi ons online, review their personal 
preventi ve care needs, access their physician as needed, review their own EMR, etc.

Here is an example of how an appointment under this kind of a system might go:

A 65-year-old male with neck pain makes an appointment with his physician by telephone. Before the 
appointment, he receives an email reminding him to bring his old records and that he needs a fl u shot. 
The man keeps his appointment and during the offi  ce visit has an x-ray done, which is discussed with the 
physician who reviews his fi lms online digitally. During the visit, he also discusses his cholesterol and asks 
his physician about taking about stati ns. The physician retrieves the Kaiser guideline for using stati ns 
and tells the pati ent it is not indicated. The offi  ce sets up a physical therapy appointment for the pati ent 
for his neck pain and reminds him that he did not keep his DEXA scan appointment. He also gets a fl u 
shot before he leaves the offi  ce. At the end of the visit all this informati on is completed in the EMR and 
available online.

This system is not perfect but has gone a long way to improving the relati onship between the provider 
and pati ent and relati onship between the two. The improved, informed relati onship results in decreased 
costs and value to the pati ent.

Conclusion
The pati ent/physician relati onship is a criti cal factor in the delivery of high quality, cost-eff ecti ve 
healthcare. The PPR can be improved with the mutual eff ort of not only pati ents and providers, but also 
payers and regulators.  

To-date, most eff orts by payers and regulators have focused solely on the provider reimbursement 
component of the PPR. However, there are improvements to be made on the other aspects as well 
– informati on, experti se, communicati on, trust, and ti me. Investments in technology, sharing of best 
practi ces and care management guidelines, minimizing administrati ve burdens on physicians, supporti ng 
a culture of wellness, among many other things can help support the enti rety of the PPR. 

As we move forward seeking soluti ons to America’s healthcare system challenges, addressing all fi ve of 
these elements to create an eff ecti ve pati ent/physician relati onship is a core component of any soluti on.

5 Key Components of an Eff ecti ve PPR
1.  Invisible payment structure
2.  Access to pati ent informati on
3.  Knowledge to diagnose and treat

4.  Trust and open communicati on
5.  Focused ti me
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