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T ime is an important factor in 
health care settings as indi-
cated by the double meaning 

of the word “patient.” A systemat-
ic review concludes that longer en-
counters are associated with lower 
prescription rates, more engagement 
in health promotion, and more pa-
tient empowerment.1 Many fac-
tors influence the actual duration 
of encounters. In a large European 
study, patient demographic factors 
explained 55% of the variance of en-
counter length.2

Encounter time can be represent-
ed either as actual or perceived time; 
these two do not always match. In 
two British studies, patient esti-
mates were on average 7% shorter 
and 7% longer, respectively, than the 
actual duration. The standard devia-
tions of the estimates were large.3,4 

Actual and perceived time can in-
fluence patient satisfaction. In the 
United Kingdom, Cape found that 
the longer patients perceived the 
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BACKGROUND AND OBJECTIVES: Little is known about how pa-
tients and physicians perceive time and the extent to which they 
perceive the physician being rushed during encounters. One aim 
of this paper is to examine whether patient and physician charac-
teristics and physician communication influence patient perception 
of the duration of the encounter and their perception of physicians 
being rushed. Another aim is to examine the relationship between 
patient and physician perceptions of physicians feeling rushed. 

METHODS: We audiorecorded 461 encounters of overweight or 
obese patients with 40 primary care physicians and included 320 
encounters in which weight was discussed. We calculated time 
spent with physician and coded all communication about weight 
using the Motivational Interview Treatment Integrity scale (MITI). 
Patients completed post-visit questionnaires in which they report-
ed the estimated duration of the encounter and how rushed they 
thought the physician was during the encounter. Physicians report-
ed how rushed they felt. 

RESULTS: Patients estimated encounters to be longer than they 
actually were by an average of 2.6 minutes (SD=11.0). When phy-
sicians used reflective statements when discussing weight, patients 
estimated the encounter to be shorter than when physicians did 
not use reflective statements (1.17 versus 4.56 minutes more 
than actual duration). Whites perceived the encounter as short-
er than African Americans (1.45 versus 4.28 minutes more than 
actual duration). Physicians felt rushed in 66% of visits; however, 
most patients did not perceive this. Internists were perceived to 
be more rushed than family physicians.  

CONCLUSIONS: There is wide variation in patients’ ability to es-
timate the length of time they spend with their physician. Some 
physician and patient characteristics were related to patient per-
ceptions of the length of the encounter. Reflective statements 
might lead patients to perceive encounters as shorter. Physicians, 
especially family physicians, appear able to conceal that they are 
feeling rushed.

(Fam Med 2012;44(3):183-8.)
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encounter to be, the more satisfied 
they were; the same was not true for 
actual duration of the encounter.4 In 
the United States, Lin et al found 
that neither the extent to which phy-
sicians felt rushed nor the patients’ 
perception of whether the physician 
was rushed influenced patient sat-
isfaction.5

Thus, perception of the length of 
encounters is important. Besides pa-
tient demographics, it is unknown 
what might influence this percep-
tion. It is possible that physician 
communication could influence pa-
tient perception of time. A review 
suggested that positive physician 
communication could ameliorate 
the negative effects of time con-
straints.6 One aim of this paper is 
to explore whether patient and phy-
sician factors and physician commu-
nication influence patient perception 
of the duration of the encounter and 
their perception of physicians being 
rushed. Another aim is to examine 
the relationship between patient and 
physician perceptions of physicians 
feeling rushed. We used data from 
the CHAT (Communicating Health: 
Analyzing Talk) study, a large ob-
servational study of preventive and 
chronic care encounters between pri-
mary care physicians and their over-
weight and obese patients. 

Material and Methods 
Recruitment: Physicians
Project CHAT was approved by the 
Duke University Medical Center In-
stitutional Review Board. Forty phy-
sicians (74%) agreed to be in a study 
that examined how physicians dis-
cuss preventive health (not specif-
ically about weight). Participating 
physicians gave written consent, 
completed a baseline questionnaire, 
provided an electronic signature for 
generating recruitment letters to 
their patients, and completed a post-
visit survey after each audiorecorded 
encounter. Between 11–13 encoun-
ters with different patients were au-
diorecorded for each physician.

Recruitment: Patients
A letter introducing the study to 
patients included a toll-free num-
ber to refuse contact. One week lat-
er, patients were called to review 
eligibility and administer the base-
line questionnaire. Eligible patients 
were at least 18 years of age, English 
speaking, cognitively competent, not 
pregnant, and had a body mass in-
dex (BMI)>25. Before the encounter, 
patients provided written consent. 
Immediately following the encounter, 
patients completed a post-encounter 
questionnaire.

Coding Audio Recordings:  
Quality
Motivational Interviewing (MI). 
Two independent coders, each with 
30 hours of training, assessed the 
extent to which physicians were us-
ing MI using the Motivational In-
terview Treatment Integrity scale 
(MITI)7 when discussing weight. The 
MITI has been shown to be a reliable 
and valid tool for assessing MI tech-
niques.8,9 Inter-rater reliability was 
assessed using intraclass correla-
tion coefficients (ICC) to account for 
differences in ratings for individual 
segments, along with the correlation 
between raters.10 Coders assessed 
global ratings of “Empathy” (1–5 
scale, ICC=.70) and “MI Spirit” (1–5 
scale, ICC=.81), which included three 
components: evocation (eliciting pa-
tients’ own reasons for change), col-
laboration (acting as partners), and 
autonomy (conveying that change 
comes only from patients). 

Coders also identified six phy-
sician behaviors while discussing 
weight, including (1) closed questions 
(yes/no, ICC=.82), (2) open questions 
(ICC=.78), (3) simple reflections (con-
veys understanding but adds no new 
meaning, ICC=.45), (4) complex re-
flections (conveys understanding and 
adds substantial meaning, ICC=1.0), 
(5) MI consistent behaviors (asking 
permission, affirming, providing sup-
portive statements, and emphasizing 
control, ICC=.70), and (6) MI incon-
sistent behaviors (advising without 
permission, confronting, and direct-
ing, ICC=.77). 

Outcomes
Patients were asked after their en-
counter, “How much time did you 
spend with the doctor?” and prompt-
ed to give the answer in minutes. 
The actual time spent with the phy-
sician was calculated from the audio-
recording of the visit. To create the 
time discrepancy outcome, the differ-
ence between patient reported time 
and the actual time was calculated. 

Patient perception of the extent 
to which the physician was rushed 
was assessed by the patient’s imme-
diate post-encounter questionnaire. 
Patients rated “How rushed was the 
doctor?” (1=not at all rushed to 5= 
extremely rushed). As few patients 
reported that they perceived the phy-
sician to be rushed, this variable was 
dichotomized as “not rushed” if the 
score was 1 (n=257) and “rushed” if 
the score was >1 (n=63). Physicians 
answered a similar question about 
how rushed they felt on the sur-
vey administered immediately after 
the encounter. The distribution for 
this variable was different; thus the 
split for physicians was “not rushed” 
if scores were 1–3 (n=275) or “very 
rushed” as scores 4–5 (n=44). 

Predictors
Predictor variables included: phy-
sician characteristics (gender, race 
[white, Asian or Pacific Islander ver-
sus African American]), years since 
medical school graduation, special-
ty [family versus internal medicine], 
and patient characteristics [gender, 
race (categorized as above), age]).

The relationships of five MI tech-
niques were examined with the 
outcomes of time discrepancy and 
patient perception of physician be-
ing rushed. The MI techniques were 
(1) MI Spirit (score >1), (2) Empathy 
(score >1), (3) Open questions (any 
open questions), (4) Reflections (any 
simple and/or complex reflections), 
and (5) MI consistent and inconsis-
tent behaviors (a score defined as MI 
inconsistent behaviors/[total MI con-
sistent + inconsistent behaviors]).
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Analysis
All analyses were performed using 
SAS 9.1 (SAS Institute, Inc, Cary, 
NC). For time discrepancy and the 
raw score (1–5) for patient percep-
tion of physician being rushed, an 
ICC was calculated to evaluate 
strength of association, within phy-
sician, between time discrepancy, 
and patient perception that physi-
cian was rushed.10

Linear mixed models (LMM) 
were fit to account for clustering of 
patients within physician.11 In the 
first set of analyses, PROC MIXED 
was used to examine the association 
of the time discrepancy with vari-
ables that were defined a priori at 
the patient (eg, age, gender, race), 
physician (eg, gender, race, special-
ty, years since medical school, actu-
al time), and communication about 
weight (reflection) (Table 1). For the 
dichotomous outcome, PROC GEN-
MOD was used to fit a generalized 
linear mixed model (GLMM) with a 
logit link to account for clustering of 
patients within physician to examine 
the relationship between patient per-
ception of whether the physician was 
being rushed and variables defined 
a priori at the patient (eg, age, gen-
der, race) and physician (eg, gender, 
race, specialty, years since medical 
school, actual time). We also exam-
ined whether there was an effect of 
race and gender concordance.

Results
Data from 320 encounters were 
available for the analyses. The actu-
al duration of the visit and patients’ 
estimate were both normally distrib-
uted. Actual encounter lengths with 
African American physicians were 
longer than those with white physi-
cians (mean (SD)=23.0 (8.9) minutes 
versus 19.7 (7.1) minutes, P=.004). 
Encounters with family physicians 
were not significantly longer than 
encounters with internists (21.1 (8.0) 
minutes versus 19.4 (7.0) minutes, 
P=.055). Encounter length was not 
significantly different between Af-
rican American and white patients 
(20.4 (7.6) minutes versus 20.1 (7.9) 
minutes, P=.77). Of the patients, 80% 
did not feel that the physician was 

rushed at all, while physicians re-
ported feeling rushed to some degree 
during 66% of the visits.

Relationship Between Actual and 
Estimated Length
The average patient estimated du-
ration was 2.6 (SD=11.0) minutes 
longer than the actual duration 

(Table 1). White patients estimated 
their visit to be shorter than African 
American patients (Table 2). When 
physicians used reflective statements 
when discussing weight, patients es-
timated the visit to be shorter than 
when physicians did not use reflec-
tive statements. 

Table 1: Characteristics for Patients Counseled (n=320)

M (SD) or  
% (n)

Patients 

Race 

White/ Asian /Pacific Islander 61% (196)

African American 39% (124)

Male 34% (108)

Age 58.4 (13.3)

Patient perception of duration of visit (minutes) 22.9 (12.4)

Patient feeling physician being rushed

Not at all rushed (1) 80% (257)

2 13% (41)

3 5% (15)

4 1% (3)

Extremely rushed (5) 1% (4)

Physician (n=40)

Race

White/Asian/Pacific Islander 85 % (34)

African American 15% (6)

Male 40% (16)

Years since medical school graduation 22.1 (8.0)

Specialty

Family physician 48% (19)

Internist 53% (21)

Visits

Actual visit time (minutes) 20.3 (7.6)

Physician report of being rushed

Not at all rushed (1) 34% (109)

2 24% (78)

3 28% (88)

4 12% (38)

Extremely rushed (5) 2% (6)

Duration of talk about weight (minutes) 3.3 (3.3)

Communication during talk about weight

Motivational interviewing spirit present 12% (37)

Empathic statements present 6% (18)

Open-ended questions present 38% (121)

Reflection present 38% (122)
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Predictors of Physician Being 
Rushed
Even when physicians reported feel-
ing very rushed, less than half of the 
patients perceived the physician to 
be rushed. When the actual dura-
tion of the visit was shorter, patients 
were more likely to perceive physi-
cians as rushed. Patients were less 
likely to perceive family physicians 
as rushed than internists (Table 3). 
Communication variables and race 
or gender concordance were unre-
lated to perceptions that physicians 
were rushed (data not shown). 

Discussion
This is the first study to link direct 
observation of physician communi-
cation to patient perceptions of time 
and patient perceptions of physicians 
being rushed. We found that patients 
on average estimated the duration 
of their encounter to be 2.5 minutes 
longer than it actually was and, no-
tably, that there was large variabil-
ity among patients. This discrepancy 
was larger than that found in the 
United Kingdom studies.3,4 Reflec-
tive statements were associated with 
patients perceiving the encounter as 
shorter. Even when physicians were 
very rushed, they seemed able to 

conceal this feeling of being rushed. 
Although we measured many patient 
variables, few explained the discrep-
ancy between the estimated and ac-
tual time.

As patient satisfaction appears to 
be related to the perception of time 
in the encounter,4,5 longer perceived 
encounters are desirable. Patients 
might feel the encounter is longer 
when physicians allow them to talk 
more; however, our findings do not 
support this notion. Reflective state-
ments encourage patients to speak 
more but seem to have the opposite 
effect. Perhaps patients viewed the 
encounters as more efficient, and 

Table 2: Discrepancy Between Patient Estimated and Actual Duration of Visit,  
by Characteristics of Patients, Physicians, and Communication in Visits

Characteristics Mean* (Minutes) 95% CI P Value

Patients 

Gender .62

Female 2.53 0.47, 4.58

Male 3.20 0.71, 5.70

Race .04

White/Pacific Islander 1.45 -0.84, 3.73

African American 4.28 1.99, 6.58

Age (mean for age 60) 0.03 -0.07, 0.12 .54

Physicians 

Gender .30

Female 3.71 1.46, 5.95

Male 2.02 -0.65, 4.69

Race .49

White/Pacific Islander 2.22 0.59, 3.85

African American 3.51 0.12, 6.90

Specialty .95

Family medicine 2.82 0.33, 5.31

Internal medicine 2.91 0.81, 5.01

Years since residency (mean for 10 years) 0.08 -0.11, 0.27 .41

Actual visit time (mean for 10 minutes) -0.21 -0.37, -0.04 .02

Communication during talk about weight

Reflective communication (15 missing) .01

No 4.56 2.42; 6.69

Yes 1.17 -1.19; 3.53

 
CI—confidence intervsl 
* Adjusted means ( 95% CI) are presented for categorical data. Parameter estimates (95% CI) are presented for continuous data (age, years since 
residency, and actual visit time).
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thus quicker, when physicians talked 
less. Retrospective perception of time 
increases with the amount of infor-
mation processed.12 An active patient 
probably processes more information 
than a passive listener. Also, it may 
be that patients viewed that the en-
counters are more enjoyable when 
physicians showed they were listen-
ing, and as the saying goes, “Time 
flies when you are having fun,” they 
might have viewed the encounter as 
shorter. 

Whites viewed their encounters as 
shorter than did African Americans, 
inconsistent with previous studies 
in which African Americans report 
spending less time with their phy-
sicians than whites13 and with our 
observation that there was no dif-
ference in actual duration of the en-
counter. In contrast to a previous 
study,14 there was no race concor-
dance effect. Therefore, even though 
African American physicians had 
longer encounters than white phy-
sicians, this actual longer length was 
not associated with patients, African 

American patients included, perceiv-
ing a longer length. 

Family physicians may do a bet-
ter job of hiding their feeling of being 
rushed as patients were less likely 
to perceive them as rushed when 
compared to patients of internists. 
Family physicians may have more 
theoretical training on communi-
cation and more practical training 
in outpatient clinics than inter-
nists. Family physicians may also 
pay more attention to socio-emo-
tional factors than internists, which 
might make patients feel they are 
less rushed.15 

It makes sense that patients feel 
the physicians to be more rushed as 
encounter duration is shorter. We 
were encouraged that physicians 
seemed able to conceal that they 
were feeling rushed from their pa-
tients. This was also found by Lin et 
al, although they used a cruder mea-
sure of perception of feeling rushed.5 

Another possible explanation is that 
patients usually expect physicians to 
be in a hurry and thus, hurried has 
become the new “normal.” 

The strength of the study is the 
large sample size and the detailed 
information on communication about 
weight. A limitation is that our ob-
servation of reflective statements 
was limited to utterances about 
weight, and this might not pertain 
to the whole encounter. However, it 
is unlikely that communication dur-
ing weight-related discussions differs 
significantly from other communica-
tion throughout the encounter. An-
other limitation is that we might not 
have measured the most important 
behaviors or other aspects of com-
munication that are important for 
the perception of time. 

In conclusion, we found that re-
flective statements might have influ-
enced patients to view encounters as 
shorter. Some patient and physician 
factors were related to perceptions 
of encounter length and physician 
being rushed. Feeling rushed may 
have become the standard for phy-
sicians, yet they do not behave in a 
way that makes patients feel rushed 
or patients have become accustomed 
to physicians acting rushed. The 

Table 3: Patient, Physician, and Visit Characteristics Predicting the Probability of Patient 
Feeling of Physician Being Rushed During the Visit (OR) and (95% CI))(n=320)*

Characteristics OR 95% CI P Value

Patients

Female versus male 0.70 0.33, 1.50 .36

Age—20-year increments 1.34 0.96, 1.87 .10

White versus African American 0.98 0.44, 2.17 .96

Physicians 

Female versus male 1.46 0.59, 3.62 .43

White/Pacific Islander versus African American 4.39 0.92, 21.01 .05

Internal medicine versus family medicine 2.23 1.26, 3.93 .01

Years since residency—10-year increments 1.22 0.71, 2.10 .43

Visits

Physician report of being rushed .54

Very rushed (5,4) versus Not at all (1) 1.71 0.74, 3.90

Somewhat rushed (3) versus Not at all (1) 0.80 0.33, 1.94

A little rushed (2) versus Not at all (1) 0.82 0.40, 1.66

Actual visit time—10-minute increments 0.60 0.39, 0.93 .03

 
* Outcome variable was dichotomized (0=Not at all rushed [n=257], 1=rushed [any degree of perception of rush] [n=63]) 
OR—odds ratio 
CI—confidence interval
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findings, while intriguing, should be 
confirmed by other studies before in-
ferences are made. 

ACKNOWLEDGMENTS: Support was re-
ceived from the National Institutes of Health 
(R01CA114392); Dr Alexander is supported by 
Health Services Research Career Development 
Award RCD 07-006 from the Department of 
Veterans Affairs. Early preliminary results 
were presented at the 2010 International 
Conference on Communication in Healthcare, 
Verona, Italy.

CORRESPONDING AUTHOR: Address corre-
spondence to Dr Gulbrandsen, Akershus Uni-
versity Hospital, Mail Drawer 95, Lorenskog 
1478, Norway. +4795827288 Pal.gulbrandsen@
ahus.no.

References
1. Wilson A, Childs S. The relationship between 

consultation length, process and outcomes in 
general practice: a systematic review. Br J Gen 
Pract 2002;52:1012-20.

2. Deveugele M, Derese A, van den Brink Muinen 
A. Consultation length in general practice: 
cross sectional study in six European countries. 
BMJ 2002;325:472-7.

3. Ogden J, Bavalia K, Bull M, et al. “I want 
more time with my doctor”: a quantitative 
study of time and the consultation. Fam Pract 
2004;21:479-83.

4. Cape J. Consultation length, patient-estimated 
consultation length, and satisfaction with the 
consultation. Br J Gen Pract 2002;52:1004-6.

5. Lin C-T, Albertson GA, Schilling LM, et al. Is 
patients’ perception of time spent with the 
physician a determinant of ambulatory patient 
satisfaction? Arch Intern Med 2001;161:1437-
42.

6. Dugdale DC, Epstein R, Pantilat SZ. Time 
and the physician-patient relationship. J Gen 
Intern Med 1999;14(Suppl 1):S34-S40.

7. Moyers TB, Martin T, Manuel JK, Hendrick-
son SM, Miller WR. Assessing competence in 
the use of motivational interviewing. J Subst 
Abuse Treat 2005;28(1):19-26. 

8. Thyrian JR, Freyer-Adam J, Hannover W, et al. 
Adherence to the principles of Motivational In-
terviewing, clients’ characteristics and behavior 
outcome in a smoking cessation and relapse 
prevention trial in women postpartum. Addict 
Behav 2007;32:2297-303.

9. Pierson HM, Hayes SC, Gifford EV, et al. An 
examination of the Motivational Interviewing 
Treatment Integrity code. J Subst Abuse Treat 
2007;32(1):11-7.

10. Shrout PE, Fleiss JL. Intraclass correlations: 
uses in assessing rater reliability. Psychol Bull 
1979;86:420-8.

11. Diggle PJ, Heagerty P, Liang K-Y, Zeger SL. 
Analysis of longitudinal data. Oxford: Oxford 
University Press, 2002.

12. Wearden JH. The wrong tree: time perception 
and time experience in the elderly. In: Borsoom 
D, ed. Measuring the mind. Conceptual issues 
in temporary psychometrics. Cambridge: Cam-
bridge University Press, 2005:134-55. 

13. Smedley BD, Stith AY, Nelson AR. Unequal 
treatment: confronting racial and ethnic dis-
parities in health care. Washington, DC: Na-
tional Academy Press, 2002.

14. Cooper LA, Roter DL, Johnson RL, Ford DE, 
Steinwachs DM, Powe NR. Patient-centered 
communication, ratings of care, and concor-
dance of patient and physician race. Ann In-
tern Med 2003;139:907-15.

15. Paasche-Orlow M, Roter D. The communica-
tion patterns of internal medicine and family 
practice physicians. J Am Board Fam Pract 
2003;16:485-93.


