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Abstract 

While primary care plays a vital role in health maintenance and disease prevention, 

patients’ visits with primary care providers (PCP) are only 15-20 minutes on average. 

This visit length does not leave ample time for holistic care for patients with low 

socioeconomic backgrounds, who might also have psychosocial issues alongside their 

chronic conditions. Employing a qualitative multiple case study research design, this 

study explored participants' perceptions about the 15–20-minute visit duration with PCPs. 

Guided by the triple aim framework of improving patient healthcare outcomes, patient 

satisfaction with care, and cost of care per capita, this study answered the research 

question exploring the common understandings of participants of the 15-20 minute visit 

with PCP in primary care clinics. One-on-one semistructured virtual interviews were 

conducted with 15 participants, five patients of lower socioeconomic backgrounds, five 

healthcare providers, and five healthcare administrative leaders. Using NVivo software, 

several coding strategies were applied to understand participants' lived experience with 

the 15-20 minute visit duration with PCPs. Healthcare management practices, patient-

physician satisfaction, patient-physician relationship, patient care, and patient visit with 

PCP were the main themes that emerged from this study. The study results showed that 

patients, PCPs, and healthcare managers preferred a longer than 15-20 minute patient 

visit with PCPs. The social change implication of this research is that the findings might 

have potential benefits for economically disadvantaged populations by aiding healthcare 

leaders in prioritizing addressing issues with visit duration, access to care, and quality of 

care for these patient populations.  
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Chapter 1: Introduction to the Study 

Primary care clinics are the first contact for patients to receive preventative and 

general health care (Shi & Singh, 2015). Patients seek care from primary care providers 

(PCPs) for health maintenance, annual checkups, acute care, and continuous care. Prior 

research on visit durations has suggested that the average patient visit length with a PCP 

is 15-20 minutes (Migongo et al., 2012; Tai-Seale et al., 2007; Young et al., 2018). To 

decrease the rising healthcare cost, Medicare changed the method of payments to 

providers from a fee-for-service to relative value units (RVUs) (Zelman et al., 2014). 

Private health insurance also determined fixed limits on how much to pay healthcare 

providers, choosing to pay per number of patients seen, rather than by the services 

rendered. This system is termed capitation (Zelman et al., 2014). Guidelines put forth by 

managed care organizations and other healthcare insurance entities has led senior 

healthcare administrative leaders to responded to these changes in payment 

reimbursements by increasing the number of patient visits per day (Linzer et al., 2015), 

thus reducing face-to-face office visit time with PCPs (Zyzanski et al., 1998).  

A link has shown to exit between visit duration and quality of care (Chen et al., 

2009). Bolen et al. (2016) showed that an extended visit is required to provide holistic 

care to patients with a diagnosis of diabetes who are also African Americans and were 

economically disadvantaged. The researchers conducted qualitative research to gain an 

in-depth understanding of the range and type of health issues presented during primary 

care visits. The authors purposefully selected an exemplar safety net clinic belonging to a 

county clinic in Northeast Ohio. The study site was ranked at the top quality of care 
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measure for diabetic patients with low socioeconomic statuses. Bolen et al. explored visit 

contents and the source of high quality of care scores. The research participants were 15 

patients with low socioeconomic status and with a diagnosis of diabetes. Patients were 

predominantly African American. The average PCP visit length was 28 minutes. During 

the visit, doctors and patients discussed a range of 25 issues dealing with chronic and 

acute health and psychosocial issues.  

Bolen et al (2016) showed that while PCPs' conversations with the patient focused 

on chronic disease management, patients initiated discussions addressing psychosocial 

issues. Bolen et al. found that optimal health can be achieved when patients receive 

complex care that goes beyond chronic disease management. The authors noted that since 

the study was conducted at the exemplary healthcare clinic, visit duration had decreased 

to increase revenue. Regardless of patient complexity, patients were booked for a 20 

minutes visit to increase booked appointments and decrease no-show rates. Prior to this 

change, the visit duration at the clinic was close to 30 minutes. Bolen et al. indicated that 

primary care visits are complex and long visit duration for patients with low 

socioeconomic status and chronic conditions is critical to achieving optimal health.  

The purpose of this qualitative exploratory multiple case study was to gain 

common understanding from patients with low socioeconomic status, healthcare 

providers, and healthcare administrative leaders of low socioeconomic background about 

the 15-20 minute visit with PCPs in primary care clinics. Guided by the triple aim 

framework of reducing cost, improving patient health outcomes, and patient care 

satisfaction (Institute of Healthcare Improvement [IHI], 2020), I analyzed the 15-20 
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minute visit duration with PCPs and the impact of this visit duration on lower 

socioeconomic status patients. My aim in this chapter was to provide a general overview 

and a rationale of the study. Chapter 1 consists of the background information, problem 

statement, study purpose, research question, conceptual framework, nature of the study, 

and other related sections. In the background of the study section, I reviewed the 

historical perspective of the 15-20 minute visit policy and reflected on how the general 

and specific problem of the 15-20 minute visit duration with PCPs are an issue for those 

of lower socioeconomic status. I expanded on this discussion in Chapter 2.  

Background of the Study 

In 1992, Medicare implemented changes to the physician payment method to a 

resource-based relative value scale (RBRVS) system (Getzen, 2015). The decision behind 

this change was due to rising physician charges and geographical variation (Zelman et al., 

2014). As a result, Medicare developed a payment system that reflected the resources 

needed to care for patients or to perform a procedure (Hariri et al., 2007). The RVUs 

system was calculated by adding three components together: the work done by the 

physician, practice, and malpractice expenses (Sodhi et al., 2018). The implementation of 

RVUs payment system by the Center for Medicare and Medicaid Services (CMS) made 

an indirect impact on scheduling and patient physician visit length decisions made by 

senior healthcare leaders.  

Since the change in the payment system and visit duration, demands and 

expectations on physicians have risen without a corresponding increase in visit length 

(Linzer et al., 2015). Gottschalk and Flocke (2005) assessed physicians' face-to-face 
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patient visit time as well as time used on patient-related work outside of the examination 

room in a cross-sectional study. Results showed that on a typical workday, doctors spent 

55% of their workday outside of the examination room doing documentation and follow-

ups for an average of 8.6 hours a day. Of the 8.6 hours, physicians spent an average of 

4.72 hours doing face-to-face patient care, 1.25 hours doing patient-related work outside 

of the exam room, and 1.97 hours doing patient care work outside the exam room when 

patients were not physically present in the clinic.  

Gottschalk and Flocke (2005) compared their findings to the data from the 

National Ambulatory Medical Care Survey (NAMCS) gathered between 1988 and 1998. 

The data from the NAMCS showed that primary care face-to-face visit length has 

increased despite physicians’ concern that visit duration has not. Using a 1-sample t test, 

Gottschalk and Flocke noted that they compared the means from their data with NAMCS 

survey collected in 2003 and found a statistically significant difference between the 

means at p < .05. Data Gottschalk and Flocke did not include the number of patients seen 

by physicians per day or the average number of minutes physicians spent per patient. 

However, the authors concluded that the actual time physicians spent on face-to-face 

patient care have decreased in recent years.  

In a more recent study on face-to-face visit time with PCPs, Zallman et al. (2018) 

examined how including a medical scriber in primary care patient visits would impact 

physician productivity, face-to-face time spent with patients, and patient comfort. 

Zallman et al. conducted a prospective observation evaluating productivity, face-to-face 

time, and patient comfort prior to and post, including medical scribers into the visit at 
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five family, pediatric, and internal medicine safety net health clinics. Using electronic 

health records (EHR), Zallman et al. evaluated productivity by examining the number of 

patients seen and the work RVUs. Further, the team evaluated face-to-face time by 

directly observing the length of time providers spent talking to patients face-to-face and 

time spent using the computer during the visit. To examine patients' comfort level with 

medical scribes in the room during the visit, Zallman et al. gave surveys to complete after 

the visit. The result of the study showed that using medical scribes had an impact on the 

RVUs per hour. 

Zallman et al. (2018) found that using medical scribers freed time for providers to 

see more patients in a day; thus, the result showed that the number of patients seen in a 

day increased. The result showed that by using medical scribes to take notes during the 

visit, providers' face-to-face time with patients increased by 57% at p<.001, and the time 

they spent on the computer decreased by 27% at p<.001. However, Zallman et al. noted 

that the study results did not show any significant change to the overall visit time. While 

Zallman et al.'s findings did not include the visit or face-to-face time length PCPs spent 

with patients, the research findings suggest the importance of increased face-to-face time 

with patients. 

The standard 15-20 minute visit length is widely used in primary care clinics in 

the United States of America. Yiu (2004) evaluated the relationships between HMO 

enrollments and visit length. Yiu concluded that, although the visit length is not directly 

related to HMO enrollment, the low reimbursement system currently used by HMOs, 
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Medicaid, and Medicare drove physicians to see more patients in a given day, leaving 

little time for each patient visit.  

Despite Yiu (2004)’s conclusion that patient visit duration has decreased since the 

inception of the new payment system of the 1990s by Medicare, Mechanic et al. (2001) 

study did not support the claim that changes in payment reimbursement by Managed Care 

have led to shorter visits with physicians. Mechanic et al. examined the correlation of 

decreased length of office visits to changes in Managed Care Organizations from 1989 to 

1998. The authors analyzed the existing data on office visits from 1989 to 1998 and 

focused on prepaid visits, such as the ones covered by Managed Care and other 

insurance. The data were obtained from the National Ambulatory Medical Care Surveys 

(NAMCS) and the American Medical Association’s Socioeconomic Monitoring System 

(SMS). Mechanic et al. concluded that Managed Care expansions did not cause short visit 

duration and office visit lengths increased. 

Shaw et al. (2014) confirmed Mechanic et al.’s (2001) conclusion that visit 

duration with primary and specialty providers continued to increase. Shaw et al. analyzed 

NAMCS survey data from 1993 to 2010 and found that in most specialty and primary 

care, patient visit length with providers continued to increase. However, Shaw et al. noted 

that multivariate regression analysis of data from 1997 to 2010 showed shorter visit 

durations for patients with Medicare or Medicaid insurance. Further, Shaw et al. pointed 

out possible bias in the NAMCS data. Shaw et al. explained that participating in the 

NAMCS survey required a large amount of paperwork and assumed that physicians with 

limited time with their patients might not have the time to participate.   
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Though visit duration has increased recently, the number of chronic illness 

patients reported has also increased (Linzer et al., 2015). Further, doctors underbill for 

topics they address with patients during office visits. Beasley et al. (2004) evaluated 

whether the number of problems family doctors address during an office visit was 

reflected in billing and medical charts and found that, on average, 3.05 problems were 

discussed during each encounter, 2.82 were recorded in the chart, and 1.97 were billed to 

insurances. Heisler et al. (2003) examined health disparities among patients enrolled in 

the Medicaid program in a retrospective cohort study. The authors evaluated the 

difference in health disparities between patients who are seen at clinics owned by 

educational institutions such as medical universities and those seen in community clinics. 

Data were obtained from the claims database to estimate cost. Results showed that 

patients who see their PCPs at academic medical centers (AMC) had a higher cost related 

to their chronic conditions. Heisler et al. reasoned this to be a result of the managed care 

reimbursement system that has changed from fee-for-service to the total cost of care per 

patient per month. The capitation system may create an adverse outcome on the quality of 

care. Further, Heisler et al. noted that the adverse selection of enrolling Medicaid 

participants in one plan or provider overwhelms these health plans and providers and puts 

them at a financial risk.  

The managed care organizations capitation payment model does not address the 

issue of social determinants of health. Ash et al. (2017) examined the effectiveness of a 

payment model that takes social determinants of health into account. The authors studied 

357,660 people enrolled through the fee-for-service payment model and 524,607 
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managed care organization enrollees. Data were obtained from the Massachusetts 

Medicaid and Children’s Health Insurance Program, MassHealth. The result showed that 

a payment model that includes payments for addressing social determinant health 

performed better than other payment models that did not account for the psychosocial 

issues of patients. 

Researchers in the field of primary care and visit time duration with PCP have 

examined the effectiveness of the 15-20 minute visit duration with PCPs and concluded 

that this time frame is not adequate for all patient populations. However, little research 

has been done focusing on the impact of this visit duration on populations with low 

socioeconomic status. This research was designed to explore perceptions on the 15-20 

minute visit duration with PCP with patients of lower socioeconomic backgrounds, 

healthcare providers, and healthcare administrative leaders.  

Healthcare payment reimbursement reform requires an extension beyond 

healthcare facilities (Wang et al., 2009). Populations with low socioeconomic status often 

experience social factors as determinants of health. Psychosocial issues such as 

homelessness, lack of adequate and affordable nutrition, and lack of health education 

increase the risk of chronic illness. Improving the quality of patient care will require 

changing the healthcare payment system into a system that addresses the psychosocial 

needs of patients (Wang et al., 2009). Short visits leave little time to do preventative care 

(Privett & Guerrier, 2021), address health concerns, psychosocial problems are left out of 

the discussion, and patient education is not included in the visit (Linzer et al., 2015). 
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Problem Statement 

The general management problem addressed in this research is that the standard 

15-20 minute patient time scheduled with PCPs is not sufficient to provide holistic and 

high-quality care in low socioeconomic background patients. Scholars who have 

conducted studies on the 15-20 minute visit with PCPs determined that psychosocial 

determinants of health are not addressed by implementation of the 15-20 minute visit 

duration (Santo et al., 2019). Low socioeconomic status patients face barriers to 

accessing primary care which disrupts the continuity of care, and they experience short 

visit duration leading to low patient and physician satisfaction (Becker & Newsom, 2003; 

Solomon, 2008; Tai-Seale et al., 2007). Arpey et al. (2017) conducted qualitative 

research exploring how patients with low socioeconomic status perceived their social-

economic status's impact on access to care and treatment. Results showed that most of the 

participants felt that they did not receive adequate care because of their low 

socioeconomic status. Arepey et al. pointed out that understanding patients' perceptions 

of care may offer an opportunity to improve care to low socioeconomic populations and 

enhance the patient-physician relationship. Limited time with primary care decreases 

preventative rates (Yarnall et al., 2003).  

The specific problem is that senior healthcare leaders within low socioeconomic 

background implementation of the 15-20 minute visit with PCPs as the standard office 

visit time for primary care patients have created unexpected adverse outcomes in the 

attempt to achieve the triple aim framework for reducing cost, improving health 

outcomes, and improving patient satisfaction for patients with low socioeconomic status. 
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Although the 15-20 minute visit with PCPs might be more than enough time for some 

patients, others require more time. Little research has been done on the 15-20 minute visit 

policy and its effect on the overall health of patients from a low socioeconomic 

background.  

Purpose of the Study 

The purpose of this qualitative exploratory multiple case study is to gain common 

understanding from patients with low socioeconomic status, healthcare providers, and 

healthcare administrative leaders of low socioeconomic background about the15-20-

minute visit with PCP in primary care clinics. Despite the knowledge around the problem 

of short visits with the PCPs, researchers’ common conclusions are that there is a lack of 

knowledge about the effect of short visits on different patient populations (Blumenthal et 

al., 1999). Much of recent studies on patients with low socioeconomic status include the 

impact of short visit duration with PCPs on patient care (Lichtenstein, 2016). Applying a 

purposive sampling to identify the interview population, I conducted semistructured 

interviews using open-ended questions with a total of 15 participants. I interviewed three 

different stakeholder groups of the 15-20 minute visit durations: five patients from low 

socioeconomic backgrounds, five primary care providers, and five healthcare 

administrative leaders of low socioeconomic background. I reported the findings of each 

group and combined them to demonstrate common findings across the groups. Each 

grouping was considered an individual case study and then the combined data from all 

was analyzed for the collective case study findings. I reviewed publicly available 

secondary sources from government agencies and public libraries as other supporting 
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data assessing patient experience and satisfaction with care to either support or refute 

potential outcomes of this study to begin to reduce the gap in the literature. 

Research Questions 

What are the common understandings from patients of lower socioeconomic 

backgrounds, healthcare providers, and healthcare administrative leaders about of the 15-

20-minute visit with PCP in primary care clinics? 

Conceptual Framework 

This study was guided by the triple aim conceptual framework developed by the 

IHI in 2008 to improve healthcare delivery and reduce cost (IHI, 2022). The three aims 

are to improve patient experience, enhance patient health and quality of care, and to 

reduce healthcare cost (Obucina et al., 2018). Obucina et al. (2018) evaluated the triple 

aim framework since its inception and found implementation and applications of this 

framework varied across health organizations. Obucina et al. reasoned this to be due to 

the difference between the three dimensions within the framework. The goal of the 

framework is to enhance quality through a holistic approach model. Part of improving 

patient experience is to evaluate patients’ experience with delivery of care. Guided by 

this framework, I gained the common understandings from patients of lower 

socioeconomic backgrounds, healthcare providers, and healthcare administrative leaders 

serving patients with low socioeconomic status about the15-20 minute visit with PCPs in 

primary care clinics. I then linked the common understandings to the triple aim of quality 

care, particularly the patient satisfaction aim.  
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Nature of the Study 

Qualitative research entails detailed methodologies that can be directed at 

different situations for researchers to gain common understandings regarding the inner 

thoughts of participants about a particular experience or a phenomenon (Guest et al., 

2013). A qualitative approach is used in the healthcare field when researchers are 

interested in obtaining a deeper understanding of patient experience with care (Setia, 

2017). For this study, a qualitative research approach was chosen to explore how 

different stakeholders of the 15-20 minute visits with PCPs have experienced this 15-20 

minute visit duration.  

An exploratory multiple case study design was chosen for this study. Through 

case studies, researchers can gain a deeper focus on the case while maintaining a holistic 

perspective (Yin, 2018). Case study designs are used when exploring bounded findings 

between units of something unknown to fill a literature gap (Ravitch & Carl, 2016). In 

this study, I gained an insight into the lived experience of patients, PCPs, and health care 

administrator leaders with the 15-20 minute visit policy with PCPs. 

Definitions 

Fee-for-services: A type of payment system for healthcare services provided to 

patients. Patients, private or government insurance programs reimburse healthcare 

providers for services patients receive at each encounter (Zelman et al., 2014).  

Health maintenance organization (HMO): A healthcare insurance organization 

that contracts with providers, hospitals, and other healthcare providers. Patients on HMO 
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plans are restricted to receive care, prescriptions, or medical equipment to HMO-

contracted healthcare providers (Zelman et al., 2014). 

Managed Care: A system of healthcare delivery that includes health insurances 

and hospital systems. The aim of Managed Care is to lower healthcare cost (Getzen, 

2015). 

Primary care providers (PCP): Patients receive primary and continuity of care, 

chronic conditions management, annual physical checkup, and acute illnesses care from 

PCPs (Shi & Singh, 2015). 

Triple aim framework: A quality improvement framework that was established in 

2010 to do the following: reduce rising healthcare costs, improve patient health 

outcomes, and enhance patient experience with care. The triple aim framework was 

developed by the Institute of Healthcare Improvement (IHI, 2022; Obucina et al., 2018).  

Socioeconomic status (SES): A social class of an individual or group that is 

measured based on occupation, income, and education level. 

Assumptions 

I assumed that patients and doctors desire to have a more extended visit to address 

all concerns. Patients often come to address multiple issues, and most doctors are 

interested in addressing all patients concerns. I assumed that all participants would 

provide honest responses to the interview questions. To ensure that participants are 

comfortable to answer questions honestly, biographical data of participants such as name 

and health-related information were kept strictly confidential. Physicians and healthcare 
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administrator leaders’ information such as name, title, place of work also were also kept 

confidential. 

Scope and Delimitations 

Scope 

I contacted five different clinics that serve the population of interest so that at 

least five patients of low socioeconomic status, five providers, and five healthcare 

administrators would agree to participate in the study. Due to COVID-19 pandemic, 

clinics didn’t allow me to conduct research and to recruit patients, providers, and 

healthcare managers at their facilities. I recruited participants, using social media and 

other avenues. I posted flyers of the study on social media outlets, specifically Facebook 

and LinkedIn. I also posted recruitment projected on userinterviews.com and Walden 

Participants Pool. I used Walden Participant Pool to recruit clinic leaders only.  

Research participant patients were identified as 18 years old or older low-income 

patients who had or has a primary care provider, PCPs providing care to low-income 

patients, or clinic administrators at clinics serving low-income patients. Patients self-

identified themselves as low-income patients. Also, data were collected on the type of 

insurance patients had. Patients who identified themselves as low income were selected. 

Additionally, during data collection, participants were asked the types of insurance they 

have. Patients who were in the medical assistance or Medicaid programs were identified 

as low-income patients. Medicaid and Medicare programs are healthcare insurances paid 

by the United States government for patients over the age of 65 years and low-income 

patients (Zelman et al., 2014).  
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Delimitations 

Delimitations are the parameters of the research (Baron, 2008). Contrary to the 

limitations of studies that are not controlled by the researcher, delimitations are 

boundaries set by the researcher consisting of inclusion and exclusion criterions (Ellis & 

Levy, 2009). This study was delimited to patients of low socioeconomic status, providers 

serving these patients, and healthcare administrator leaders who manage healthcare 

facilities where these patients receive healthcare. Additionally, this study was limited to 

adult patients 18 years of age and older. The study excluded providers and healthcare 

administrator leaders at private healthcare practices. 

Limitations 

Limitations are occurrences and factors beyond control of the researcher that 

might impact the internal validity of the research (Ravitch & Carl, 2016). Conducting a 

research study on human subjects comes with limitations and challenges. When 

conducting a research study on human subjects, the feasibility of data collection must be 

taken into consideration (Babbie, 2014). A potential challenge to collecting data from 

patients is accessing patient health data and contact information. Due to HIPPA privacy, 

clinics might not allow access to patient records; this might hinder patient participants’ 

selection process. Further, physicians might be limited to discussing specifics about the 

phenomena of interest due to patient privacy laws and policies. Healthcare leaders might 

be reluctant to share their decision-making processes, strategies, and best practices. To 

counterpoise limitations, I did not ask specific health information of patients, such as 
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patients’ healthcare problems. Research participants were given informed consent and I 

shared details of the research with all participants. 

Significance of the Study 

Significance to Practice 

The result of this study might be useful to patients of low socioeconomic status, 

PCPs, and healthcare administrative leaders serving patients of low socioeconomic 

background in evaluating the 15-20 minute visit policy with PCPs. In particular, the study 

helped answer the question: is the 15-20 minute visit with PCPs appropriate for patients 

of low socioeconomic status? Patients receiving care in inner-city clinics have shorter 

visit duration than those receiving care in salaried group practices in academic medical 

centers (AMC) or at managed care group (MCG) clinics (Tai-Seale et al., 2007). The 

results of the study might help patients gain a perspective on the effects of the 15-20 

minute visit duration with PCPs on their care. Further, healthcare providers of low 

socioeconomic background patients could better understand the common understanding 

patients and healthcare administrative leaders have on the 15-20 minute visit policy. 

Lastly, the study could help healthcare administrator leaders at healthcare clinics serving 

low-income patients to strategize more effective visit policies for populations they serve. 

Significance to Theory 

Economically disadvantaged patients often experience low access to care (Kirby, 

2008). Many researchers in the field of access to care, primary care visit duration, and 

health quality improvement have focused on patients with chronic conditions and overall 

access to care. In this research, I specifically explored the 15-20 minute visit with 
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primary care’s effectiveness in caring for patients from low socioeconomic backgrounds. 

The existing literature on the 15-20 minute visit with PCPs has not focused enough on 

exploring the effectiveness of this visit duration on patients of low socioeconomic status. 

The research finding from this study might offer insights into an alternative visit policy to 

the 15-20 minute visit with PCPs for patients from low socioeconomic backgrounds. 

Significance to Social Change 

The research findings from this study might have potential benefits to 

economically disadvantaged populations. Lower socioeconomic status is linked to lower 

health status (Kawachi & Kennedy, 1997). Daepp and Arcaya (2017) examined the effect 

of health on socioeconomic status, looking at diabetes patients. While the results did not 

show that higher hemoglobin A1c, a measure of the blood glucose levels in the past three 

months, did not lead to lower socioeconomic status, the authors found that those with low 

socioeconomic status had higher hemoglobin A1c. The 15-20-minute visit policy with 

PCPs hinders the delivery of comprehensive and quality care to patients of low 

socioeconomic status. According to Linzer et al. (2015), doctors are expected to see as 

many patients as possible each day to cover the overhead cost; thus, they are limited to a 

visit length of 15-20 minutes. The results of this study might help healthcare leaders 

address improving access and quality of care for economically disadvantaged patients. 

Summary and Transition 

The 15-to 20-minute visit duration might be ideal for many patient populations, 

particularly those who are only in the office for health maintenance; however, patients 

with low socioeconomic status issues require additional time with physicians to address 
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psychosocial issues that might be affecting their health. The problem this study addresses 

is the 15-20 minute visit with PCPs does not leave ample time to address healthcare 

concerns and psychosocial issues of patients from low socioeconomic backgrounds. A 

qualitative multiple case study research design was chosen for this study to gain common 

understandings from patients of lower socioeconomic backgrounds, healthcare providers, 

and healthcare administrative leaders about the 15-20 minute visit policy with PCPs in 

primary care clinics in the United States. Sections outlined in this chapter included the 

background of the study, the research problem, the purpose of the study, the research 

question, conceptual framework, and nature of the study, among other related sections. 

Chapter 2 contains information around the review of the literature that provides for the 

synthesis and analysis that produces the gap in the literature. 
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Chapter 2: Literature Review 

The purpose of this qualitative exploratory multiple case study was to gain the 

common understanding from patients with low socioeconomic status, healthcare 

providers, and healthcare administrative leaders of low socioeconomic background about 

the15-20 minute visit with PCP in primary care clinics. The general management 

problem to be addressed in this research is that the standard 15-20 minute patient time 

scheduled with PCPs is not sufficient to provide holistic and high-quality care in low 

socioeconomic background patients. The specific problem is that senior healthcare 

leaders within low socioeconomic background implementation of the 15-20-minute visit 

with PCPs as the standard office visit time for primary care patients has created 

unexpected adverse outcomes in the attempt to achieve the triple aim framework for 

reducing cost, improving health outcomes, and improving patient satisfaction for patients 

with low socioeconomic status. 

The triple aim framework (IHI, 2022) will help healthcare leaders strategize and 

implement healthcare improvement efforts. There are three components to the triple aim 

framework that focus on lowering healthcare costs per capita (IHI, 2022). Since 2008, 

healthcare leaders have focused on making drastic changes to the delivery of healthcare 

to patients across the spectrum. Scholars in the field of healthcare management and 

healthcare quality improvement have examined, evaluated, and analyzed these different 

efforts. Rising healthcare costs have been a significant concern that dominates the 

discourse on healthcare quality improvement. 
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In reviewing the literature, I evaluated studies regarding visit duration with PCPs 

and concluded that healthcare disparities and payment reimbursement systems, among 

others, are barriers to accessing care for patients with low socioeconomic status. Further, 

I presented the case that these barriers might be due to the lack of a strategic focus from 

healthcare leaders regarding the issue of short visit duration with PCPs. In doing so, I 

examined literature on recent efforts made by senior healthcare leaders to fix the 

healthcare system and the triple aim framework. I presented cases from recent studies 

examining patients’ satisfaction with care and visit duration with providers and 

concluded that little effort has been made by senior healthcare leaders to improve patient 

satisfaction. Despite different efforts to improve the delivery of care and reduce costs, 

little effort has been made to improve visit duration with PCPs. 

Literature Search Strategy 

I used Source Complete, PubMed, Medline, Academic Search Complete, 

ABI/Inform Complete, EBSCO, EBSCOHost, CINAHL PLUS with Full Text, CINAHL 

& MEDLINE Combined Search, Embase, ProQuest, PsycINFO, PubMed, SAGE 

Journals, SAGE Research Methods Online, Science Direct, Thoreau Multi-Database 

Search, and Google Scholar. In each database, I used different search terms and 

keywords. I began my literature search using the key search term short visits with 

primary care providers. Then I narrowed my search to peer-reviewed journal articles. I 

identified terms in articles I was reading and incorporated these key terms to the search. I 

used the following key terms: EHRs and visit length in primary care, psychosocial 

determinant of health, health disparities and primary care visits, 15-minute visit policy 
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with PCPs, United States healthcare payment system, healthcare quality improvement, 

qualitative research, case studies design, triple aim framework, average visit length, 

average length of visit, primary care and average visit length, length of visit and united 

states, primary healthcare, and primary care clinics point of entry USA. Also, I did a 

direct search of article titles cited in the bibliographies of articles I was reading. I used 

Walden University, University of Minnesota, Augsburg College, Chicago Public Library, 

and Google Scholar databases. Further, I used Google Scholar’s Cited by tool to find 

other relevant scholarly work. 

Conceptual Framework 

The United States healthcare system is not one unified system. Instead, it is 

complicated with many different sectors that are controlled by the private industry and 

government (Shi & Singh, 2015). In the 1960s, United States healthcare was unregulated, 

and physicians provided care to patients at their homes. Hospitals and healthcare 

insurance companies did not function in their current form (Mosely, 2008). However, 

there have always been attempts to enhance how care is delivered to patients. The United 

States government made several attempts to create a universal healthcare system, but that 

was opposed by physicians and others who thought healthcare could operate better in the 

free market (Mosely, 2008). The rising costs of healthcare in the United States challenges 

senior healthcare leaders to lower costs while improving quality of care.    

Senior healthcare leaders’ dire need to address rising costs of care have led to the 

plan and implementation of systemic changes by healthcare leaders that include 

improving the current care delivery model, so it focuses on enhancing patient experiences 
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with care and improving patient health outcomes. According to Berwick et al. (2008), the 

triple aim framework of reducing costs per capita, improving patient experiences, and 

improving population health are interdependent, and all are required to achieve high-

value care. Berwick et al. examined the application of the triple aim framework and 

concluded that the current healthcare system is set up to address the first aim of 

improving patient experiences with care and not all three. Achieving all three aims might 

not be a priority to all individual stakeholders.  

Since the triple aim framework was instituted, healthcare organizations have 

made efforts to implement the framework in ways that suited their organizational needs. 

McCarthy and Klein (2010) conducted a multiple case study involving three 

organizations participating in the triple aim implementation initiatives of IHI. To present 

the diverse approaches taken by various healthcare organizations in implementing the 

triple aim framework, McCarthy and Klein (2010) examined CareOregon, Genesys 

Health System, and QuadMed healthcare organizations’ results from the implementation 

of the triple aim. McCarthy and Klein found that the three organizations were able to 

achieve improvements in terms of access to care, patient satisfaction with care, increases 

in preventative care, chronic disease management, and enhanced behavioral change. 

These changes led to a reduction in patients’ use of healthcare resources such as 

emergency department use and hospitalization, thus leading to an overall reduction in the 

cost of care per capita. As noted by McCarthy and Klein (2010), the findings from this 

study could be beneficial to healthcare organizations interested in replicating the 
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implementations of the triple aim framework used by the three organization in ways that 

are appropriate to their organization’s culture and needs.  

Misconceptions regarding balancing cost reductions and quality of care have kept 

healthcare organizations from achieving a care delivery model that is high quality and 

cost-effective. Improving quality does not necessarily mean adding more dollars to the 

budget; rather, it requires new innovative models of care. Although healthcare leaders’ 

focus on improving healthcare quality involved enhancing clinical care, since 2010 

healthcare organizations and social services agencies have jointly made efforts to 

integrate healthcare and social services. Clinic leaders created and implemented care 

coordination services and incorporated healthcare with social services. Coordination 

services such as helping patients with housing and employment have been developed as a 

tool to lower healthcare costs and improve patient health outcomes. In doing so, hospital 

and clinic leaders created care coordination services to address psychosocial needs of 

low-income patients such as housing, employment, and transportation.  

According to IHI (2022), the conceptual framework of the triple aim includes 

components that help in a systemic change to improve the United States healthcare 

system. IHI suggests that healthcare organizations include concept designs aimed at 

population health management, care models that are centered around the patient and 

family, reduction of cost, integration of social and health services, and to reform primary 

care clinics. Healthcare organizations’ approaches to implementing the triple aim 

framework have been diverse and multidimensional. Some of the United States 

healthcare organizations have focused their efforts on implementing the triple aim 
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framework by focusing on population health management. Other organizations 

implemented programs such as care coordination services that worked by integrating 

medical and social services to provide holistic care to patients and to optimize the 

healthcare system, an essential component of the triple aim concepts.  

The triple aim framework addresses three aims of improving the United States 

healthcare system by improving individual and population health, reducing the per capita 

cost of care, and enhancing patient experience with care (Whittington et al., 2015). West 

(2016) suggested to change the triple aim to a quadrable aim framework by adding a 

fourth aim of improving physician experience with job. Physician satisfaction with job 

and patient satisfaction with care have been linked to longer visit length. In a study 

comparing physicians’ perceptions with visit length in three countries, the United States, 

the United Kingdom, and Germany, United States physicians reported that 30 minutes 

was allocated for new patient visits and 18 minutes for established patient visits; 

however, physicians expressed they need more time to provide care to patients (Konrad et 

al., 2010).  

Patient satisfaction with care is an essential aim of the triple aim framework. Few 

studies have focused on examining a possible association between patient satisfaction 

with care linked to visit length. Gross et al. (1998) studied 138 family physician practices 

in Northeast Ohio and examined patient visit length, the content of the visits, and patient 

satisfaction with outpatient care. The results of the study showed that patients were most 

satisfied with the long visit length. Scholarly work on patient visit length has shown that 

the average patient visit with PCP is somewhere between 15 and 20 minutes (Migongo et 
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al., 2012; Tai-Seale et al., 2007). A more recent study evaluated the patient perception of 

visit length and its relationship to satisfaction with care. Lowe et al. (2019) examined the 

impact of provider manners and attitudes on patients’ perception of the visit length. 

During a 10-minute encounter with providers, patients’ perceptions of the visit length 

with providers varied. Patients who felt providers were warm, kind, attentive, caring, 

efficient, and knowledgeable perceived a more extended visit than the fixed 10 minutes.     

Research on patient-physician relationships has a new focus that examines 

physician satisfaction with the job and the impact on patient satisfaction. Bodenheimer 

and Sinsky (2014) offered a conceptual lens for understanding patient-physician 

relationships and urged healthcare leaders to expand the triple aim framework by adding 

a fourth aim that assesses physician satisfaction and implements efforts to improve that. 

Bodenheimer and Sinsky noted that physician burnout jeopardizes the achievement of the 

triple aim. Thus, the authors suggested that a fourth aim that focuses on enhancing 

providers’ work life should be added to the triple aim framework.  

Despite its usefulness, the scholarly work on healthcare quality improvement does 

not show efforts done by senior healthcare leaders to address short visits with PCPs and 

their impact on patients with low socioeconomic statuses. The scholarship on the triple 

aim framework provides a useful and balanced framework to address cost reduction while 

improving patient experience with care and health outcomes. Guided by the triple aim 

framework, particularly the patient satisfaction with care aim, I explored patients’, PCPs’, 

and healthcare leaders’ common perceptions of the 15-20 minute visit length. 
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Literature Review 

The typical patient visit with a PCP is anywhere from 15-20 minutes (Blumenthal 

et al., 1999; Shaw et al., 2014 Young et al., 2018). However, research showed that 

patients spend anywhere from 30 minutes to one hour at the clinic. Primary care clinics 

are the point of entry to the healthcare system for patients. Patients seek to receive health 

education, counseling, diagnostic, therapeutic, and prevention services from primary care 

clinics. Further, primary care clinics are the gatekeepers in that PCPs refer patients to 

specialty care and in-hospital admission. Therefore, the current visit duration practiced by 

many primary care clinics is not sufficient to provide holistic and patient-centered care. 

While the 15- to 20-minute visit duration with PCPs might work for some patients, 

patients with low socioeconomic status might require a longer visit duration to address 

psychosocial issues that could impact their health. Results from a study on short visit 

duration and its impact on patient health outcomes demonstrated that high-volume 

practices that saw a large number of patients in a day did so at the expense of patients’ 

health outcomes, satisfaction with care, preventative care, and doctor-patient relationship 

(Zyzanski et al., 1998). A long visit duration greater than 15 minutes is associated with 

patient satisfaction (Alarcon-Ruiz et al., 2019). 

Patient Visit Duration with PCP  

The standard 15-20 minute patient visit with PCPs is not enough time to provide 

holistic and high-quality care for patients with low socioeconomic status. Studies about 

the length of patient visits with medical providers show that the average visit length is 

15-20 minutes (Shaw et al., 2014; Stafford et al., 1999). In this time frame, doctors are 
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expected to do patient care, participate in health administration, and approach patient care 

in a holistic manner. Patients often come to physicians to address more than one concern. 

To examine the length of clinical visits, Flocke et al. (2001) conducted a qualitative 

cross-sectional study to identify the number of chief complaints patients present during a 

typical visit with a PCP. Flocke et al. approximated that close to three problems per visit 

were discussed in each visit and observed an increase of 2.5 minutes with every 

additional problem patient presented. Flocke et al. pointed out that not all concerns 

discussed during a typical visit were billed, so were not reflective of physician 

productivity. An increase in visit duration was due to the increase in the number of 

complaints discussed during the visit.  

Patients seek to receive quality, thorough, and holistic care at emergency 

departments rather than primary care centers. In a cohort study, Lowe et al. (2005) 

evaluated correlations between emergency department use and primary care practice 

characteristics in a Medicaid recipient population in Southeastern Pennsylvania from 

1998 to 1999. Data were collected on 57,650 Medicaid patients that were assigned to 353 

primary care clinics through the Medicaid HMO. Results showed that patients on HMO 

insurance through Medicaid had a high number of emergency department visits. On the 

other hand, a low use of the emergency department was seen in patients who belonged to 

primary care practices with evening and weekend hours.  

Further, Lowe et al. (2005) showed that low utilization of the emergency 

department was seen in patients receiving care from providers who had long visit 

durations to address patients’ concerns. Lowe et al. concluded that access to primary care 
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and characteristics of the practice were correlated to fewer emergency department visits 

among Medicaid enrollees. Recently O’Malley et al. (2019) examined the correlation 

between PCPs’ comprehensiveness in 2013 and utilization measures such as emergency 

department use and hospitalization, and Medicare expenditure in 2014. The findings 

showed that PCPs providing comprehensive care to Medicare beneficiary patients had 

lower emergency department use rates, hospitalization, and overall service utilization. 

Linzer et al. (2000) argued that studies on visit duration have failed to depict the 

time pressure physicians experience when dealing with large patient panels. A 

prospective cohort study conducted at a primary care clinic in a large hospital in 

Massachusset, Lichtenstein (2016) examined primary care visit length, content, and 

composition. Data was collected from 635 patients and seven PCPs. One visit per patient 

was analyzed. Patients were identified as physician-defined complex (PDC) patients and 

non-complex patients. PDC patients who participated in the study were 250 (39.4%). 

Lichtenstein evaluated the visit length (i.e., the total amount of time in minutes PCPs 

spent with the patient inside the exam room) and the visit (i.e., activities and topics 

discussed during the visit). Lichtenstein hypothesized that PDC patients would have 

longer visit than non-complex patients. The findings from the study conflicted with the 

authors' prediction. 

Litchtenstein (2016) showed that the visit length was the same for PDC and non-

complex patients. Meanwhile, the content of the visit was different between the two 

patient groups. PDC visits were spent mainly on discussing medications, specialty care 

coordination, and mental health. On the other hand, little time was spent addressing 
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patient education, cancer screening, and psychosocial issues. Lichtenstein highlighted 

those patients with complex medical issues had an overall high number of visits over 

time. However, the author argued that despite data from the National Ambulatory 

Medical Care Survey (NAMCS) showing an increase in primary care visit length in 

recent years, recent research data findings show that PCPs do not have adequate time to 

provide holistic and high-quality care for patients. The seven volunteer physician 

participants in the study had a patient planal ranging from 400 to 1525.  

Even though data from Litchtenstein (2016) did not show the average visit 

duration, complex and non-complex patients had the same visit duration with their PCPs. 

Lichtenstein concludes that these findings raise questions on the quality of care complex 

patients are receiving. The author suggested that patients with complex medical 

conditions require adequate time to address all critical topics for medically complex 

patients. Even though this study focuses on patients identified by providers as medically 

complex and non-complex, the study data did not include patients' socioeconomic status. 

Lichtenstein points out that short PDC patient visit duration with PCPs can lead to 

drifting away from addressing essential topics that are vital to patient care.  

 In a thorough systemic review of previous literature on health outcomes and visit 

length with general practitioners in the United Kingdom and the United States, Wilson 

and Childs (2002) reported that patients received optimal care with more extended visits. 

The authors used Medline, EMBASE, and the NHS National Research Registry database. 

Among the many papers retrieved from this database, 13 papers were selected, and 10 

studies were identified within these 13 papers. Upon reviewing the literature, and despite 
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the findings, Wilson and Childs identified a methodological weakness of the studies they 

examined. The majority of the participants in the studies the authors analyzed involved 

practices that had smaller patient panels. Wilson and Childs concluded that the results 

might have excluded practices with larger patient panels and thereby with time pressure. 

Research work by Lorenzetti et al., (2013), Braddock and Snyder (2005), and Klitzman 

(2007) have documented the concerns with visit duration and implications on patient 

satisfaction, patient-physician relationship, and physician job satisfaction.  

Scholarly work done by Zyzanski et al. (1998) on clinical outcomes and visit 

length showed that physicians with high numbers of patients visits during the day also 

had shorter visit lengths and performed fewer annual physical wellness checks than a 

regular office visit compared to their counterparts. These physicians were shown to be 

more efficient than their counterparts. Scholarly work on visit duration with PCPs 

highlights existence of different contributors to short patient visits with PCPs. Feddock et 

al. (2005) examined the wait time in the lobby and office visit duration and found that 

longer waiting time in the physician’s office often led to shorter patient visits with PCPs. 

Further, the authors evaluated the correlations between patient satisfaction, time spent 

with physician, and waiting time. Multiple regression analyses showed that 92% of 

patients reported satisfaction with wait times. The average wait time reported was 12 

minutes with a standard deviation of 11 minutes. Patients defined long wait times when 

they waited in the lobby for more than 15 minutes and in the exam room for more than 10 

minutes. Also, patients reported visit length was reasonable when they spent more than 

15 minutes with a physician in the exam room and less than 15 minutes in the waiting 
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room. Feddock et al. suggested that the waiting time of 12 minutes is reasonable for 

patients if the visit duration was extended.  

Migongo et al. (2012) identified factors that contribute to lengthening or 

shortening patients’ visit time with physicians. The authors explored predictors that could 

lead to visit length by surveying four research questions on factors that increase or 

decrease visit length, a particular combination of factors that led to the shortest or longest 

visit, physicians’ role in visit length, and the accuracy of predicted effectors of visit 

length. The results revealed a combination of predictors that could impact visit length, 

such as having several diagnoses. Other predictors included tobacco use, chronic 

conditions, depression or anxiety, age, and post-surgery follow-up. Data from this study 

also exposed that the average visit was 14.5-minutes. Regression data analysis showed 

that patients with three or more diagnoses were expected to spend an additional 4.7-

minutes with physicians. The result of this study is critical to assessing the actual time 

physicians spend with patients face to face during the visit.  

Barriers to Accessing Healthcare  

Health Disparities and the 15-20 Minute Visit Policy  

Low socioeconomic status is associated with poor health, high levels of illnesses, 

and early death (Adler & Snibbe, 2003; Zhang et al., 2019). Existing healthcare 

disparities put patients with low socioeconomic status at a disadvantage (Blanco et al., 

2020). The social determinants of health are environmental factors and conditions in 

which individuals were born and live that affect the quality of health and life (U.S. 

Department of Health and Human Services, 2009). Healthcare disparity automatically 
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enables well-off individuals to be healthier than patients with low socioeconomic status, 

particularly people of color, due to access and cost of care issues (Kirby, 2008). Poor 

living conditions, unhealthy food, and lifestyle play a significant role in these disparities. 

Andermann (2016) argued that people with low socioeconomic statuses with less 

education suffer more from diseases and die earlier than wealthy and educated people. 

Burgess (2010) claimed that healthcare providers might contribute to healthcare 

disparities by making treatment and diagnostic decisions that are motivated by the race or 

social class of patients. 

Poverty can cause poor health, and the effects of poverty can begin as early as 

infancy or even during pregnancy. Children from low socioeconomic backgrounds suffer 

from poor health.  Poulton et al. (2002) examined the impacts of low socioeconomic 

status on children's health in a cohort study of 1000 children and found that children with 

economically disadvantaged parents had poorer cardiovascular and dental health and 

were more prone to substance abuse during adulthood. Chen et al. (2006) assessed health 

and socioeconomic status changes with age. The authors confirmed that lower 

socioeconomic status is associated with poor health and further evaluated health status in 

different age groups. Chen et al. found that while socioeconomic status was associated 

with global health measures throughout childhood, health measures such as acute 

illnesses varied between childhood and adolescence. Using data from the 1994 National 

Health Interview Survey (NHIS) of 33,911 children ages 0 to 18, Chen et al. concluded 

that socioeconomic status levels are consistent through childhood and adolescent years, 
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but health status changes due to environmental and social factors that are not present 

during developmental ages. 

Looking at life expectancy and the ability to exceed the socioeconomic of parents, 

Venkataramani et al. (2020) did a cross-sectional ecological study using public data from 

1559 counties to evaluate the gap in life expectancy between the rich and the poor and its 

relation to social mobility. Social mobility is a change in social status that involves 

moving upward or downward in the social ranking. This research study examined the 

relationship between social mobility and longevity. The authors used publicly available 

data at the county level, using the Health Inequality Project database (HIPD) of all 50 

United States. Measures that were used included average household income, 

unemployment rate, income information based on demographics and residential areas, 

and percentage of individuals without insurance. 

Venkataramani et al.’s (2020) main objective was to determine the remaining life 

expectancy at age 40 years. Using HIPD data, the authors measured social mobility by 

investigating an individual’s parents’ income rank against the individual’s current 

income. Results showed an association of greater longevity in counties with high social 

mobility. Further, in these same counties with high social mobility, results showed a 

lower gap in life expectancy between the rich and the poor. The study showed that there 

was a broader gap in longevity between individuals with low socioeconomic status and 

those with high socioeconomic status. Venkataramani et al. argued that it is due to 

declining social mobility. More people are staying in the social class in which they were 

born. If their parents earned a low income, most likely children would stay in that low-
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income bracket. The findings from this study inform healthcare leaders about social 

policies that could help eliminate health disparities to improve patient health outcomes. 

Several researchers evaluated the impact of the evolving healthcare system on 

socially disadvantaged populations. Sommers et al. (2016) examined the impact of 

Medicaid expansion on access to care, healthcare services utilization, and self-reported 

health among low-income adults. Sommers et al. focused their analysis on three southern 

states that took different approaches to ACA expansion: Arkansas, Kentucky, and Texas. 

Arkansas purchased private health insurance from the ACA private market using 

designated federal funding for ACA expansion for low-income adult patients. Kentucky, 

on the other hand, utilized the Medicaid ACA expansion to insured low-income patients. 

Finally, Taxes did not participate in the ACA expansion. According to Sommers et al., 

southern states are among the states with the highest poverty and uninsured rates in the 

country. Thus, it is ideal for examining the impacts of Medicaid expansion in these states 

on patients with low socioeconomic status. 

Sommers et al, (2016) surveyed close to 1000 adult patients with low 

socioeconomic status. The authors compared states that did the expansion (Arkansas and 

Kentucky) to Texas that did not do the expansion and evaluated the difference in 

healthcare utilization and self-reported primary care access before and after the 

expansion. Further comparison was done between healthcare utilization and self-reported 

primary care access before and after expansion between Arkansas and Kentucky. Results 

showed an increase in outpatient services, preventative care utilization, and quality of 

care improvement, and reduction in emergency department visits among low-income 
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patients residing in Arkansas and Kentucky. The results from this study provide 

justification of the premises of Medicaid expansion and the need to address income-based 

health disparities. 

A more recent study conducted by Kino and Kawachi (2018) focused on the 

impact of ACA Medicaid expansion on income-based inequalities in the utilization of 

healthcare services. Kino and Kawachi used Behavioral Risk Factor Surveillance System 

(BRFSS) data covering 50 United States and the District of Columbia between the years 

of 2011 and 2016. Kino and Kawachi stated that while the ACA Medicaid expansion 

improved patients’ ability to afford care and hence improved access to care in that 

manner, the expansion did not address the existing disparities in accessing healthcare 

services, such as dental, and preventative screenings, such as cancer screening. Access to 

care is an issue for low-income adults. However, Kino and Kawachi’s study offers an 

opportunity to do further evaluation of the United States’ healthcare system and create 

innovative solutions that address all of the needs of socially disadvantaged populations 

that go beyond accessing healthcare.  

Due to a lack of access to primary care, the authors of one study found that 

patients with low socioeconomic statuses prefer to use emergency departments for 

ambulatory care. Kangovi et al. (2013) surveyed why patients with low socioeconomic 

statuses prefer to receive ambulatory care in an inpatient fashion. Patients expressed that 

they had better access to care in an inpatient hospital than ambulatory care. Further, 

patients felt they had a better quality of care at the hospital setting, with some stating that 

their PCPs did not provide proper care to them. Kangovia et al. identified two types of 
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participant patients. Profile A patients reflected those who had more acute care visits in 

the previous six months. These patients did not have family support and suffered from 

disabilities. Patients in profile B did not have critical care needs, but also lacked access to 

primary care. Thus, patients who lacked access to good primary care had high utilization 

of resources by seeking care at hospitals' emergency departments. 

Varkey et al. (2009) conducted a longitudinal investigatory study examining 

organizational characteristics, physicians' job satisfaction, and serving minority patients. 

Using cross-sectional data obtained from surveys given to patients, clinic managers, and 

primary care physicians, the authors reported that clinics that were serving at least 30% 

of minority patients displayed a challenging work environment. Varkey et al. argued that 

clinics that served minority patients were susceptible to significant challenges than those 

serving fewer minority patients due to existing barriers to accessing resources such as 

medical supplies and specialty care. Often, these clinics served patients with limited-

English proficiency and patients with psychosocial issues, which added to the complexity 

of their care. These findings supported the authors’ hypothesis of a correlation between 

serving minority patients and a chaotic organizational environment.  

Sommers et al. (2017) argued that to improve patient health outcomes, there must 

be an improvement in the delivery of care alongside efforts to improve insurance 

coverage. Researchers conducting a recent study on visit content during PCP visits found 

that psychosocial issues are less likely to be discussed during a patient visit with PCPs 

(Santo et al., 2019). Santo et al. (2019) stated that while providers dictated the content of 

the visit by favoring addressing medically related concerns, patients' priorities were to 
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discuss psychosocial issues. Despite its usefulness, the scholarly work on healthcare 

quality improvement does not show efforts done by senior healthcare leaders to address 

short visits with PCPs and the impact they have on patients with low socioeconomic 

status. 

Healthcare Payment System and the 15-20 Minute Visit Policy.  

The United States healthcare payment system is multifaceted and complex 

system. There are four types of physician reimbursement systems: capitation, 

performance-based, fee-for-service, or a mix of all three types (Sodhi, 2018). According 

to Getzen (2015), the majority of Americans have health insurance through an employer, 

the government, or individually purchased health insurance. Getzen wrote that while the 

government covers approximately a third of Americans with health insurance, the costs 

are higher because most of these people require more expensive care. Even with this 

coverage, 50 million people still lack health insurance.  Because of the government’s 

huge role in covering costly care, Medicare defines procedures and sets the national 

standard for how services rendered to patients are reimbursed (Getzen, 2015).  

To control the rising healthcare cost, in 1992, Medicare changed the hospital and 

physician reimbursement method to an RVUs system. The new healthcare payment 

system paid physicians at a prenegotiated price when doctors billed for patient healthcare 

services (Hill, 2000). One of the responses to the changes in physician reimbursement has 

been to increase the number of patient visits per day (Linzer et al., 2015), which has led 

to reduced duration of office visits with PCPs in primary care clinics (Zyzanski et al., 

1998). 



38 

 

In 1997, the Balanced Budget Act passed by the United States Congress focused 

on programs dealing with public healthcare. There was an emphasis made in the 

Balanced Budget Act to regulate prices for hospitals, physicians, and other healthcare 

providers serving Medicare and Medicaid recipients (McClellan, 2011). The Balanced 

Budget Act contained the most significant spending decrease in the history of Medicaid 

and Medicare. Parts of the budget cut had new provisions that allowed states to remove 

the minimum payment standard that was required of them when creating reimbursement 

rates for healthcare providers. Also, it allowed states to enroll Medicaid recipients in 

managed care plans that further imposed restrictions on where patients could receive care 

(Schneider, 1997). 

These changes in payment reimbursements have affected how patients receive 

care. Getzen (2015) stated that despite the code of ethics that requires physicians to 

provide quality care to all patients, payment types could have an impact on access to care 

for patients. The author reported on an experiment with 300 physicians that was 

conducted to see if physicians will accept Medicaid patients. Experimenters called 

physicians’ offices to request appointments. When patients disclosed that they were 

Medicaid recipients, almost half of the physician offices declined patients and reasoned 

that they were not accepting new patients. Other experimenters who were able to obtain 

appointments after they disclosed their insurance type as Medicaid had to wait a long 

period to see a physician (Getzen, 2015). 

Several researchers have focused on examining how healthcare payment 

reimbursement methods could impact patient satisfaction, patient health outcomes, and 
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the patient-physician relationship. Recently Liu et al. (2021) evaluated Medicare’s 

Hospital Value-Based Purchasing (HVBP) Program of reimbursing hospitals based on 

performance. The authors used six different data sources using propensity score matching 

to estimate the effect of the HVBP Program policy on removing pain management 

measures from performance reimbursement on patient satisfaction. Liu et al. (2021) 

explained that the Centers for Medicare and Medicaid Services (CMS) created the HVBP 

Program in 2010 to improve patient health outcomes and patient experience with care 

while reducing costs. CMS created the HVBP Program to penalize or reward hospitalists 

using a total performance score (TPS) to reimburse hospitals based on performance in 

patient satisfaction and patient health outcomes, among others. Patient satisfaction 

weighted 25% of the total score, and pain management was part of the patient satisfaction 

measure. CMS later removed pain management measures from the formula due to 

concerns that providers were overprescribing opioids to increase patient satisfaction. Lie 

et al. showed that pain management is essential to patient satisfaction. CMS should find 

alternative ways to resolve this issue or remove patient satisfaction from the TPS 

formula. This study highlights the connection between patient satisfaction and the 

payment system at policy, delivery of care, and cost reimbursement levels. 

Guided by the social exchange theory and Rusbult’s investment model, Barksdale 

et al. (1997) examined the patient-physician relationship using a relationship maintenance 

process model constructed by the researchers. The relationship maintenance process 

model is determined by the patient’s satisfaction, personal relationship with the 

physician, having an alternative option, and investment in the relationship with the 
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physician. Also, the model examined how these four prerequisites affect patients’ 

commitment to their physicians.  

Barksdale et al. (1997) investigated the extent of the patient’s commitment to 

their providers testing how the relationship maintenance process model would work for 

patients insured through fee-for-service system versus managed care healthcare systems 

(i.e., HMO, PPO). Results showed a difference in the relationship maintenance process 

between the two groups. While patients insured through managed health care valued 

ongoing commitment, fee-for-service patients sought satisfaction and affective 

commitment. Barksdale et al. noted that the difference between the traditional fee-for-

service patients and those insured through prepaid managed care insurance was whether 

they were restricted to a provider chosen by the plan or if they had the freedom to choose 

a plan. Thus, this difference could impact the nature of the patient-physician relationship. 

The utilization of healthcare resources and services often leads to an increase in 

costs of care. The rising costs of care and frequent use of high-cost services such as the 

emergency department for complaints that can be addressed at primary care or urgent 

care clinics do not yield good health outcomes or high-quality care. Thus, insurance 

methods of reimbursement take part in a healthcare system that encourages market-based 

practices that prioritize making money over health equity. Scholle et al. (2005) examined 

the correlation between the quality of care and utilization. Using data from Health Plan 

Employer Data and Information Set (HEDIS), Scholle et al. investigated the correlations 

between quality and utilization among commercial health plan users by measuring two 

variables: quality and utilization. Utilization was measured based on access to care, 
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emergency department visits, number of days spent in the hospital, and the number of 

outpatient visits per 1000 members per year. Quality, on the other hand, was measured 

based on smoking cessation, breast and colorectal screening, diabetes education, and 

cholesterol control, among other measures. Analysis of the data showed a correlation 

between utilization measures and an individual quality measure. A statistically significant 

positive correlation was seen between advising patients to quit smoking and outpatient 

visits (r = .22, p= .0004). On the other hand, a negative relationship between emergency 

department visits and cholesterol control (r = - .20, p .00014) was seen. Scholle et al. 

concluded that statistically significant correlations were found between higher quality 

care and reduced hospital days.  

The fee-for-service model reimburses providers for each service rendered to 

patients. Thus, the model is a quantity-based payment method because providers are paid 

more for providing more services to patients. Consequently, the fee-for-service model 

gives an incentive to provide as many services as possible. Under the managed care 

model, reimbursement is monthly and not based on the quantity of services patients 

receive. The idea behind the managed care model of payment reimbursement was to 

control Medicaid spending. By making a per-patient per-month payment, the system 

ensures that patients are not receiving medically unnecessary services (Maniam, 2018). 

While this system worked well in controlling the cost, there is no evidence that the 

managed care payment model has improved the quality of care to patients, particularly 

economically disadvantaged patients (Maniam, 2018). The downfall to this system is that 

if hospitals or physicians feel that patients have exceeded the allowed amount for the 
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monthly reimbursement, they could deny providing needed services to patients. Britton 

(2015) argued that reimbursing physicians on quantity bases should be partially 

considered because of the work and energy it takes to provide quality and holistic care.  

The cost of healthcare impacts the delivery of care to patients. In the past few 

decades, there have been changes in the healthcare reimbursement methods and a 

growing role of managed care in regulating healthcare. In the past, physicians were able 

to control how much they could charge for visits. The regulations and laws put forth by 

the United States government, the managed care organizations, and healthcare insurance 

companies often impact how services are rendered to patients. Physicians are able to see 

patients only for a short duration so as to see as many patients as possible in a day. Some 

providers order unnecessary diagnostics (Getzen, 2015). The fee-for-service model and 

the managed care model did little to address the short visit duration with PCPs. 

Facilitating Factors  

The current healthcare system design to fix how healthcare is delivered to patients 

lacks focus on addressing short visit duration with PCPs for populations with low 

socioeconomic status. A link exists between economic status and health outcomes 

(Oversveen et al., 2017). Populations with low socioeconomic status experience issues 

with accessing care due to health inequalities (Weiss & Eikemo, 2017). Healthcare 

management practices, healthcare reimbursement systems, and technology, among others, 

are factors that have prevented low-income patients from accessing care.  

Healthcare Management Practices.  
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United States Healthcare leaders continuously search for ways to improve the 

delivery of healthcare to patients by creating regulations, improving quality of care, 

enhancing patient safety, and lowering the rising cost of healthcare. Scholarly work on 

healthcare cost reduction and quality care improvement have shown several significant 

efforts to improve patient access to care, quality of care delivery, and cost reductions. In 

2010 and since the inception of the triple aim framework in 2012, United States 

healthcare executives have led initiatives promoting innovative strategies that transform 

the delivery of healthcare. Different healthcare senior leaders have focused on different 

efforts varying from lowering avoidable readmissions, reducing the use of emergency 

departments for minor illnesses, care coordination service for chronically ill patients, to 

improving the health of specified populations. However, quality improvements efforts 

focused on acute and specialty care improvement and not on quality improvement for 

primary care clinics (McCarthy & Klein, 2010). Also, improvement efforts have not 

addressed the short visit durations with PCPs for populations with low socioeconomic 

status.   

Among quality of care improvement works, scholars have documented a focus on 

providing patient-centered care. Organizations practicing patient-centered care obtained 

positive feedback from patients who were satisfied with care (Wheat et al., 2018). Riste 

et al. (2018), evaluated patient-centered care in an integrated care setting. Specifically, 

Riste et al. explored the perception and implementation of a patient-centered care model 

among multidisciplinary institutions caring for the elderly population. Riste et al. 

examined the implementation of a new care model that integrates social services with 
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health services by creating a collaboration effort between social services and health care 

providing agents serving the elderly population.  

Observations along with interviews were made with eight multidisciplinary 

groups (MDGs) in neighborhoods that were participating in this effort and the staff from 

three of the MDGs who were at different phases in the implementation of ICP. Several 

themes emerged from this study: the structures set on the roles and records of staff 

attending and representing the MDGs’ meetings, knowledge sharing among participating 

staff regarding patient care and other patient-related information, and patients’ opinions, 

perceptions, and feelings on integrated care. Riste et al. (2018) found that MDGs’ effort 

was mainly focused on facilitating the integration piece of the effort. The authors noted 

that the integration of services made a positive impact on patient care and the ability to 

provide a holistic care.  

Reiter et al. (2014) evaluated costs and benefits of healthcare organizational 

transformation. The authors identified twelve participants of North Carolina’s Improving 

Performance in Practice (NC IPIP) participants. Secondary data obtained from clinics on 

changes implemented by practices and clinical outcomes were collected and analyzed. 

Four domains were identified: patient registries, planned care templates, protocols, and 

patient self-management support tools. The participating healthcare clinics were 

identified as an improved organization if two of these four domains were met. Clinical 

measures were diabetes 5 (D5) score and asthma score. Two main themes emerged from 

interviews with staffs at the three clinics: personnel time spent by the staff on this project 

that was not directly compensated, and nonpersonnel resources, such as technology and 
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supply cost. While the cost of IPIP was high, the practices did find the benefits pleasing 

and related to future return on investment. Despite Reiter et al.’s (2014) effort to 

highlight the success of the patient-centered care delivery model, the data did not show 

visit durations with PCPs, nor did researchers examine visit length effect on improving 

patient health outcomes.  

Most of the literature on healthcare quality improvement emphasized care 

coordination efforts as the go-to guide for healthcare quality improvement in the United 

States. A recent study conducted by Feltner et al. (2017) underlined the vital role of 

support staff in providing holistic care to patients. Feltner et al. examined the 

effectiveness of preventative measures such as the utilization of CHWs and nurses to 

provide education, assisting patients with system and resource navigation, health 

coaching, and medical care adherence in rural Kentucky. Participants completed pre- and 

posttest surveys. Survey questioners collected data on nurse education screening visits, 

CHW home visits, and clinical outcome measures such as BMI and hemoglobin A1C. 

Hemoglobin A1C measures the amount of sugar in the blood for the previous three 

months to evaluate the efficacy of preventative efforts. The variables measured were the 

effectiveness of the preventative program, empowerment, self-care, and diabetes 

knowledge. A statistical t test was performed to evaluate if there is a significant 

difference between the pre- and postintervention outcomes. In all variables, a significant 

difference in the postintervention outcomes was observed.  

Feltner et al. (2017) highlights the effectiveness of providing education and 

coaching to patients. Care coordination emphasizes centering around patient care by 
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creating a team-based model that coordinates care together with the patient. Community 

health workers (CHWs), PCPs, nurses, and social workers work together to coordinate 

patient care. Approaching patient care in a holistic matter is essential and requires 

sufficient visit length. This study did not address the role of PCPs in the care coordination 

services and potential impacts on patient visit lengths with PCPs.  

Electronic Health Rrecords and Visit Length 

Information technology has added significant value to the practice of medicine. 

Tools such as electronic health records (EHR) were developed to replace the old system 

of paper medical records (Shi & Singh, 2015). Although technology has enabled medical 

advances in patient care, the use of some technological tools takes time away from what 

physicians could spend with patients face to face. Hospitals and doctors have been using 

EHR as a billing tool for services provided to patients in an efficient way that leaves little 

room for billing error and ensures timely and complete reimbursement. 

The idea behind EHR was to enhance the patient-doctor relationship; however, 

EHR did not fully live up to its potential. Young et al. (2018) examined the effect of EHR 

use on primary care visit length and concluded that on average, PCPs spent more time on 

EHR than with patients face to face during the ambulatory visit. Through direct 

observations of 982 ambulatory patient visits and survey questionnaires, Young et al. 

found that the average and standard deviation (SD) time spent on caring for patients, 

excluding precepting time, was 35.8 (16.6) minutes. Of this mean visit length, the authors 

found that 2.9 (3.8) minutes were spent working on EHR before the physician entered the 

room, 2.0 (2.1) minutes spent on EHR while in the room with the patient, and 7.5 (7.5) 
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minutes on EHR outside of the visit time. Time spent with patients face to face without 

using EHR accounted for 16.5 minutes. Young et al. emphasized that using EHRs was 

associated with physical stress and low job satisfaction. 

The original intent of EHR was to enhance the quality of care provided to 

patients; however, the current use of EHR mainly focuses on billing for services 

adequately and sufficiently. Sinsky et al. (2016) assessed the percentage of time spent on 

face-to-face time with patients, EHR, administrative tasks, and other tasks. The objective 

of the study was to evaluate the impact of EHR on job satisfaction and actual visit length 

with patients. Through direct observation and self-reported dairies, Sinksy et al. found 

that physicians spent only 27% of the total clinic hours meeting with patients face to face, 

and of that time, 52.9% was spent on talking and examining patients, while 37% was 

spent on EHR and desk work. Also, 49.2% of office days and 1 to 2 hours after work 

were spent on EHR and desk work. Data from this study indicate that physicians spent 

more time using EHR than seeing patients face to face, thus leading to physician job 

dissatisfaction and burnout.  

Tai-Seale et al. (2017) conducted a study evaluating physician time allocations 

using a time functionality tool within EHR. The researchers examined where physicians’ 

effort was most spent. Results of the study showed that physicians spent 3 hours and 17 

minutes doing desktop medicine activities such as online prescription refills for patients, 

ordering lab tests and reviewing test results, responding to patient portal messages, 

sending messages to staff, responding to medical advice requested by the patient through 

the online portal, and typing progress notes. Writing progress notes accounted for the 
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primary desktop medicine activity. Physicians experience EHR-related burnout. 

Physicians spent most of the day typing visit notes and charting on the patients’ EHRs. 

Even though desktop medicine activity such as typing progress note is considered pre- or 

post-visit patientcare-work, such services were not billable, and insurance did not 

reimburse for these services. Nonetheless, physicians spend many hours during and after 

clinic hours typing progress notes. Physicians who had scribers spent less time on 

desktop medicine and more time with patients face-to-face than those without scribers. 

Tai-Seale et al. argued that the current physician reimbursement system does not 

effectively reflect physicians’ work. Further, the authors emphasized the need for policy 

changes to physician payment programs to cover hours spent on desktop medicine. 

Contrary to studies linking EHR use to short visit duration, Adler-Milstein and 

Huckman (2013) showed that physicians at large practices had increased productivity 

associated with the increased use of EHR and delegating tasks to support staff. The 

authors assessed EHRs’ impact on physician productivity and delegation of tasks and the 

role of practice sizes on physician productivity. Results showed that there was an 

independent association between productivity and the increased use of EHR while 

delegating some EHR tasks to support staff. RVUs were used as a measure of 

productivity. Despite its usefulness, the literature on EHR does not reveal how 

technology, particularly EHR, has helped improve patient satisfaction with care, which is 

an essential aim of the triple aim framework. Further, research on EHR shows that the 

use of EHR might be a facilitating factor to short visit duration with physicians.   
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Visit Length and Satisfaction  

Scholarly work on patient satisfaction and visit duration with PCPs showed an 

association between satisfaction and visit length. Lin et al. (2001) studied the relationship 

between patient satisfaction and perception of clinical office visit length with the primary 

care provider. Data from a survey on 1486 consecutive ambulatory visits with 16 primary 

care providers were collected. Survey data collected included demographics, patients’ 

perception of visit duration before and after the visit, and patient satisfaction with care. 

The results indicated that patients were satisfied with extended visit durations with PCPs. 

Patients expressed satisfaction with care when they predicted a short visit but had a long 

visit duration with their PCPs and expressed low satisfaction with care when the visit 

duration was shorter than expected. 

Limiting patient-doctor visit time creates barriers to accessing primary care and 

disrupts the continuity of care, which decreases the quality of care and lowers physician 

and patient satisfaction. Dugdale et al. (1999) analyzed previous research on the patient-

physician relationship and visit length. The authors evaluated patient satisfaction, 

outcomes of chronic disease management, prescribing practices, physician satisfaction, 

and risks of a malpractice claims. In each element of care, Dugdale et al. examined the 

impacts of patient visit duration on each component of care. Although there was no clear 

association between visit length and components of care, such as patient satisfaction and 

health outcomes were found, data showed associations between visit length and other 

elements such as the risk of malpractice claims, prescribing practices, and physician 

satisfaction with job. Dugdale et al.’s analysis did not show the direct impact visit length 
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could have on the patient-physician relationship. However, the authors pointed out that 

factors that can show the contribution to a negative patient-doctor relationship might be 

due to short visit times.  

Anderson et al. (2007) researched the impact of waiting time on patient 

satisfaction with care. A self-reported survey was given to 5,030 patients. Researchers 

asked patients to evaluate patients' visits with PCPs, particularly wait times, time spent 

with doctors, and patients’ overall satisfaction. Patients reported low satisfaction with 

long wait times and high satisfaction with extended visit durations with PCPs. Physicians 

have a set time of the day to work and see patients in the office. Since that time is a fixed 

time, the authors hypothesized that long wait times to see the provider would 

automatically lead to a shorter visit duration to accommodate waiting patients, thus 

leading to low patient satisfaction. However, long wait times followed by more extended 

visits were associated with increased patient satisfaction. Multivariate regression and 

logistic regression model tests performed to assess the effect of wait time on patient 

satisfaction showed that long wait times and short visit duration were associated with 

dissatisfaction with care.  

Fostering a culture of open communication allows employees to innovate new 

ideas (Yahya & Goh, 2002).  In a study on voice climate and patient satisfaction 

association done by Nembhard et al. (2015), the researchers found that the organizational 

voice climate was significantly associated with patient satisfaction. Nembhard et al. 

explored the relationship between employees’ perception of organizational climate and 

patient satisfaction. In particular, the researchers focused on voice climate (i.e., 
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employees’ perception of being heard and listened to when they had concerns and ideas) 

and patients’ timeliness of care (i.e., how long it takes for a patient to see a physician, 

obtain follow-up care such as lab results and follow-up appointments; and see a doctor as 

soon as needed). Nembhard et al. surveyed organizational climate impacts on patients’ 

experience and satisfaction with care. The results from their study indicated a statistically 

significant relationship between voice climate and patients’ timeliness of care.  

Gap in the Literature 

Scholars in healthcare management have found that the 15-to 20-minute visit 

duration with PCPs might have an impact on quality of care (Abbo et al., 2008), patient-

physician relationship (Dugdale et al., 1999), patient satisfaction with care (Geraghty et 

al., 2007; Gross et al., 1998), and physician satisfaction. However, these findings did not 

address the impact of the 15-to 20-minute visit duration on patients with low 

socioeconomic status. Phelan et al. (2010) reserach on health disparities showed that 

economically disadvantaged patients lack access to care and suffer from health issues as a 

result of their social condition. The efforts done by United States Senior healthcare 

leaders to fix the healthcare system for all patients have been well documented by 

healthcare system scholars and researchers. Yet much of the research on healthcare 

quality improvement has focused on improving care for the elderly, to reduce the number 

of avoidable readmissions, enhancing care for patients with chronic conditions, or 

reducing healthcare costs. 

Despite decades of attention to the visit duration with providers and implications 

for a patient-physician relationship, the research tells us little about the lived experience 
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of patients with low socioeconomic status, PCPs, and healthcare administrator leaders in 

low socioeconomic background patients with the 15-20 minute visit duration with PCPs. 

We know little about the perceptions of the three stakeholders on the 15-20 minute visit 

duration with PCPs. Through this proposed qualitative multiple case study, I gained an 

insight into the common understandings economically disadvantaged patients, PCPs, and 

healthcare leaders serving patients with low socioeconomic have on the 15-20 minute 

visit duration with PCPs.  

Research Methodology Review 

A qualitative multiple case study design was chosen for this study. Qualitative 

methodology is used when researchers are interested in exploring topics to gain an 

understanding of individual’s perception, experiences, behaviors, and approach to the 

phenomenon of interest (Merriam & Tisdell, 2016). Qualitative research has been used in 

business and healthcare studies (Cabtree & Miller, 1999; Eriksson & Kovalainen, 2008). 

In healthcare studies, qualitative research is used to understand patients’ view of the care 

provided. In primary care research, qualitative studies have been traditionally used to 

explore patients’ experience with care.  

Smith and Firth (2011) examined the qualitative framework approach and pointed 

out that qualitative methodology is a valuable method of data management in healthcare 

research that seeks to find out about the patient experience with care. In the field of 

pharmacology, Sutton and Austin (2015) noted that even though qualitative research 

design is not widely used in the healthcare sector, it is a useful method to explore 

patients' experiences with care and treatment. In particular, in pharmacy studies, 
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qualitative research allows the researcher to know the behaviors of patients, especially in 

the area of nonadherence to medication. Sutton and Austin urged researchers to be 

particularly aware of their own biases and to document researchers’ reflections of biases. 

This study was useful in exploring patients' understanding of visit length duration and the 

impacts of that on their satisfaction with care.  

An exploratory multiple case study design was chosen for this study. Case study 

research is used to examine a case or multiple case in an in-depth and detailed matter 

(Yin, 2018). Baxter and Jack (2008) described a case study as a unit of analysis that 

emphasizes the context. Baxter and Jack highlighted the importance of evaluating the 

context in which the case is being studied. The authors used an example of a case study 

regarding how nursing students make decisions and defined the case as the decision 

making while emphasizing on the context of this decision making which is the nursing 

school. The authors pointed out that the context of the case being studied would help the 

researcher determine if the case should be a single case or a multiple case study. Through 

an approach of a multiple case study design, I gained an insight into how patients with 

low socioeconomics, PCPs, and healthcare administrator leaders have experienced the 

15-20 minute visit duration with PCPs. 

Summary and Conclusions 

The management problem this study addressed is that the 15-20 minute visit with 

primary care providers does not leave sufficient time to address healthcare concerns and 

psychosocial issues of patients with low socioeconomic status. Many of the studies on 

visit duration in the past decade have shown an increase in patient health and 



54 

 

psychosocial concerns that are not reflective of visit length with PCPs. Abbo et al. (2008) 

investigated several complaints patients presented during the visit with PCP and visit 

length. Data obtained from the National Ambulatory Medical Care Survey were analyzed 

for the years 1997 to 2005. Statistical analysis for the data from this period showed an 

increase in the number of topics discussed during primary care visits from 5.4 to 7.1 in 

that period. Meanwhile, a slight increase in the visit time from 18.0-to 20.9-minutes was 

observed. Thus, Abbo et al. argued that while the number of issues discussed during 

office visits with primary care providers has increased, the visit length is not reflective of 

that increase.  

The purpose of this qualitative exploratory multiple case study was to gain 

common understanding from patients with low socioeconomic status, healthcare 

providers, and healthcare administrative leaders of low socioeconomic background about 

the 15-20 minute visit with PCP in primary care clinics. In this chapter, I reviewed the 

scholarly work on the triple aim conceptual framework and provided an insight into how 

I used this framework to guide this study. Through a review of the literature, I analyzed 

previous and recent scholarly work on healthcare quality improvement efforts, the 

relationship between the healthcare payment system and short visit duration with PCPs, 

visit length and patient satisfaction with care, EHRs’ role on visit length with PCPs, and 

health disparities among other topics. I addressed the gap in the literature and reviewed 

the literature on the chosen methodology for the study. 
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Chapter 3: Research Method 

The purpose of this qualitative exploratory multiple case study was to gain 

common understanding from patients with low socioeconomic status, healthcare 

providers, and healthcare administrative leaders of low socioeconomic background about 

the 15-20 minute visit with PCP in primary care clinics. Chapter 3 includes a description 

of the research design and rationale of the study, the role of the researcher, an in-depth 

methodology review, and issues of trustworthiness. In this chapter, I provided a detailed 

description of how I conducted the study. Further, I conveyed the rationale behind the 

chosen methodology and reasons the selected method is the best for the topic of interest. I 

provided a summary of the chapter and introduced Chapter 4 in the summary section of 

this chapter. 

Research Question  

  What are the common understandings from patients of lower socioeconomic 

backgrounds, healthcare providers, and healthcare administrative leaders about of the 15-

20 minute visit with PCPs in primary care clinics? 

Research Design and Rationale 

The average patient visit length with PCP is 15-20 minutes (Migongo et al., 2012; 

Tai-Seale et al., 2007; Young et al., 2018), which is not enough time to provide evidence-

based that is patient-centered care particularly for patients who are economically 

disadvantaged (Fiscella & Epstein, 2008). I chose to conduct qualitative research for this 

study to gain an understanding of the lived experiences of patients with low 

socioeconomic status, healthcare providers, and healthcare administrative leaders with 



56 

 

the 15-20 minute visits with PCPs in primary care clinics. Denzin and Lincoln (2005), as 

cited by Aspers and Corte (2019), defined qualitative methodology as an approach to 

research in a naturalistic setting that involves an understanding of the meanings, and the 

interpretations people make of a phenomenon. Historically, qualitative research has its 

roots in the social science disciplines, particularly sociology, anthropology, and 

psychology (Hooker, 2010). In the business and management field, there has been an 

increased interest in the use of qualitative research in order to attain a deeper 

understanding of the lived experience of consumers, employees, or managers with a 

business, and management-related phenomena (Cassell et al., 2018). 

Quantitative methodology has been and continues to be the gold standard for 

conducting clinical research. However, qualitative methodology research has been useful 

in understanding patient experience with care. Qualitative research is used in health 

research to collect data from participants that goes beyond numbers and variables to gain 

a deep understanding of patient behavior, experience, attitude, and connection to 

treatment and overall care (Hammarberg et al., 2016; Pathak et al., 2013). Qualitative 

researchers answer questions investigating participants’ experience, meaning, and 

perception on the topic of interest (Hammarberg et al., 2016). Qualitative inquiry is the 

most appropriate method for this study to understand the meaning PCPs, healthcare 

administrative leaders, and patients with low socioeconomic status make of the 15-20 

minute visit duration with PCPs in Minnesota primary care clinics.  

Quantitative research designs are systematic investigations that are objective and 

rely on numerical data (Guest et al., 2013), and are used when researchers are interested 
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in obtaining factual data on participants’ attitudes, views, opinions, and beliefs that can 

be generalized to the larger population. Key characteristics of quantitative inquiries 

include a large sample size (>50) that can represent the population, numerical analysis, 

and statistical, mathematical, or computation measurement of the data collected (Clark & 

Creswell, 2015). Quantitative methodology approaches are experimental or descriptive. 

The goal of using quantitative methodology is to collect and analyze quantifiable data 

that can be generalized to a broader population (Yilmaz, 2013). I considered a 

quantitative methodology for this study. However, to gain an understanding of how 

patients, PCP, and healthcare managers experienced the visit duration with PCPs, a 

qualitative methodology was more appropriate method. 

Role of the Researcher 

When conducting qualitative research, the role of the researcher as the primary 

data collector is to observe, evaluate, examine, and conduct the study. The researcher is 

instrumental in constructing meanings; the researcher needs to be aware of his or her role 

(Given, 2008). My role in this study was the interviewer and research analyst. I 

interviewed 15 participants who were identified as five individuals who were patients 

with low socioeconomic status, five primary care providers servings patients with low 

socioeconomic status, and five healthcare administrators at safety net clinics.  

My interest in this study developed from my previous work experience providing 

care coordination services to patients with low socioeconomic status. While working with 

these patients as a care coordinator, I observed and received feedback from patients who 

expressed some level of dissatisfaction with clinic-based visit duration policies. Due to 
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my previous experience working with low-income patients at primary care clinics in 

Minnesota, I bring certain biases to this study.  

Biases, based on past and current personal and professional experiences, as well 

as demographics, can be managed by being reflexive (Dowling, 2006). Researchers can 

reflect on how their bias might shape the research by taking notes during the research 

process. Researchers use reflexivity to focus on the researcher’s ability to eliminate 

biases and to reflect on the potential impact of existing biases on the study (McCabe, & 

Holmes, 2009).  

To ensure objectivity and to avoid my biases, I used reflective journaling. 

Researchers use reflective journaling to make meaning and to be aware of emotions and 

thoughts in any moment. Using data triangulation limits biases in the study. I researched 

publicly available secondary sources from government agencies to achieve data 

triangulation. 

Methodology 

Qualitative inquiry encompasses a range of approaches including ethnography, 

grounded theory, phenomenology, narrative research, and case study. The qualitative case 

study design is used to understand a phenomenon within its real-life context (Smith, 

2018), can be single or multiple (Yin, 2018), and can be an investigation of an individual, 

group, event, or organization (Baxter & Jack, 2008). Case studies are exploratory, 

explanatory, or descriptive. Case study designs include multiple sources of data. I chose a 

multiple exploratory case study design for this study to gain an understanding of the lived 

experiences of patients with low socioeconomic status, PCPs caring for these patients, 
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and healthcare administrative leaders managing clinics that serve these patients with the 

15-20 minute visit duration with PCPs.  

I conducted a multiple case study to explore each of the groups’ lived experiences 

with this 15-20 minute visit duration. I used this approach to understand the issue of short 

visits with PCPs from the patients’ perspective. It is also essential to know how PCPs 

serving patients with low socioeconomic status experienced short visits with patients. 

Finally, gaining an understanding of the healthcare administrative leaders’ at clinics 

serving patients with low socioeconomic status experience with the 15-20 minute visit 

with PCPs provided a helpful insight onto visit polices in place for clinics serving patient 

with low socioeconomic status.  

I considered a phenomenological research design; however, it was not appropriate 

for this study. Phenomenological studies are used when researchers are interested in 

understanding the lived experiences of individuals who share a similar or shared 

experience (Norlyk & Harder, 2010).  In this study, I collected data from different 

stakeholders of the 15-20 minute visit policy with the primary care who do not share a 

common experience. Thus, a phenomenological approach was not appropriate for this 

study. 

Participant Selection Logic 

Participant sampling in qualitative research is strategic, and individuals are 

deliberately selected because they fulfill the criterion specific to the case that is being 

studied (Maxwell, 2009). This qualitative case study involved a purposively sampled 

minimum of 15 participants until saturation was reached. Five participants were 
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identified as adult patients, aged 18 years or older with low socioeconomic status, five 

were PCPs at clinics serving low-income adult patients, and five were healthcare 

administrative leaders managing the above-stated clinics. In qualitative research, 

generalizability is not required, and the small sample size of a study is deliberately 

selected rather than developed at random (Burkholder et al., 2016).  

After obtaining Walden’s Institutional Review Board (IRB) approval, I began the 

recruitment process. I recruited participants by posting flyers of the study on social media 

outlets, specifically Facebook and LinkedIn. I also posted a recruitment project on 

userinterviews.com and Walden Participants Pool. Participant criteria were: 18 years old 

or older low-income patients who had or has a primary care provider, PCPs providing 

care to low-income patients, or clinic administrators at clinics serving low-income 

patients. I used Walden Participant Pool to recruit clinic leaders only. I did not collect 

demographic information such as, gender and race as this information were not part of 

the data needed to answer the research question, and it would not have been helpful for 

data analysis. Forty-three participants responded to my recruitment, and a total of 15-

participants were selected to be interviewed. Before conducting interviews, I sent a 

consent email to each participant explaining the interview procedure, voluntary nature of 

the interview, risk and benefits of being in the study, privacy, any compensation, and 

contact information for any questions or concerns. I asked participants to respond to the 

email stating that they consent to partake in the study.  

To further screen participants who are patients, I collected demographic data 

about insurance type and income status. PCPs and clinic managers were asked in the 
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screening questions if they worked at a clinic that served low-income patients or if their 

patients were low-income patients. Patients self-identified themselves as low income. As 

part of the screening questions, I asked patients if they have a PCP whom they see 

regularly. 

Instrumentation 

Research instruments are tools used by the researcher to collect data. In 

qualitative studies, the researcher is the instrument. Researchers use interviews to gain 

insight into the participants’ lived experiences with a phenomenon (Merriam & Tisdell, 

2016). Interviews are useful to participants and researchers. Participants openly convey 

their thoughts and feelings. Researchers then can follow up by asking probing questions. 

Through interviews, researchers can collect an enormous amount of data in a small 

amount of time. 

 I conducted qualitative in-depth, semistructured virtual interview via Zoom with 

15 participants. I audio-recorded the interviews. I took notes of participants body reaction 

and documented my thoughts and feelings prior, during, and post data collection. The 

data collected were all from the interviews I conducted with the 15 participants. I 

developed interview questions based on the research question, conceptual framework, 

and the literature review on the 15-20 minute visit duration with PCPs. The interview 

questions were open-ended questions to allow the participants to respond to the questions 

and express their thoughts, opinions, and experiences with the phenomenon wholly and 

openly. Interviews are useful to participants and researchers. Participants openly convey 

their thoughts and feelings. 
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Interview Protocol 

For the interviews in this study, using the Walden University Center for Research 

Quality guidelines, I created the interview protocol (Appendix A). An interview protocol 

is a plan on how the researcher will conduct the interview, procedures the researcher will 

follow, and interview questions (Castillo-Montoya, 2016). In qualitative research, 

researchers document participants’ responses by using different mediums such as 

videotaping, audiotaping, and by taking handwritten notes even while the interview is 

being taped. The interview protocol contains interview questions and specific guidelines 

that I followed at the beginning of the interview. I introduced myself to the participants, 

restate the purpose of the research, and address privacy concerns. I stated the interview 

procedure, risks, and benefits of participating in the study. Participants could withdraw 

from the study at any time, and I would not use any of their data. I informed participants 

of the length of the interview, and upon completing the interview, I transcribed all data. I 

sent the transcribed interviews to participants for their approval.   

Documents 

In addition to the primary data collected through interviews with participants, 

secondary data was analyzed in qualitative studies (Marshall & Rossman, 1995). I 

researched publicly available secondary sources from government agencies, such as 

Center for Medicare and Medicaid services (CMS): Research Data Assistance Center 

(ResDAC), Agency for Healthcare research and Quality, and the Center for Disease 

Control and Prevention (CDC) and specifically looked at data available at the National 

Center for Health Statistics, CDC’s Data and Statistics databases, and The National 
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Hospital Ambulatory Medical Care Survey (NHAMCS). Through Walden University 

library databases, I researched related sources from Public Library of Science (Plos) and 

the Inter-University Consortium for Political and Social Research (ICPSR). According to 

Marshall and Rossman, in qualitative studies, researchers use document analysis as part 

of the content analysis. Content analysis involves objectively evaluating the patterns of 

organizational communication and documents. I used secondary data analysis as a means 

of triangulation to draw from two sources of evidence.  

Field Notes  

Field notes are an integral part of a qualitative research design. Researchers used 

field notes to document observations, feelings, and thoughts while conducting the 

interview (Rubin & Rubin, 2012). I took field notes that was part of my journal during 

the interview and documented interviewees' nonverbal emotions, behaviors, and attitudes. 

Further, I took notes depicting my thought processes.  

Procedure for Participation and Data Collection 

I recruited participant by posting flyers of the study on social media outlets, 

specifically Facebook and LinkedIn. I also posted recruitment projected on 

userinterviews.com and Walden Participants Pool. Data were collected from 15 

participants. I did interviews virtually, via Zoom with patients, PCPs, and healthcare 

administrative leaders. Before data collection, I emailed individual consents to 

participants. Participants were reassured that they can make a withdrawal from the 

interview and the study at any time, and if they do withdraw from the study, none of the 

collected data would be used. 
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The interview protocol contains detailed information on debriefing procedures, 

follow-up procedures, and requirements to return for follow-up interviews. Before 

starting each interview, I discussed the interview procedures, follow-up interview 

requirements, and procedures. During the interview, I did a follow-up on questions and 

seeked clarification when it was appropriate.  I reassured participants that data collected 

were only be used for this study and will not be shared publicly. At the end of the 

interview, I thanked participants, ask if they have any questions, and notified them that I 

will send the transcript of the interview.   

I conducted one-on-one interviews with each participant. Interviews were 

audiotaped to eliminate errors and accurately transcribe the participants’ interviews. 

Every interview was scheduled to take 1 hour, and the entire data collection lasted no 

more than 4 weeks. Interview data was transcribed after the interview. I shared 

transcription of the interview with each participant for accuracy. I asked participants to 

respond to me within 48 hours to acknowledge that they have received the transcript. 

After 1 week of not hearing from participants, I moved on to data analysis and assume 

that participants approve of the transcript. 

Data Analysis Plan 

Data for the 15-20 minute visit duration with PCPs were primarily collected 

employing in-depth interviews. I constructed open-ended interview questions that 

covered several substantive areas. I drew interview questions from the research questions, 

conceptual framework, problem statement, significance of the study, and the gap in the 

literature.   



65 

 

Qualitative data analysis is not a linear process and can be time consuming and 

confusing. Data analysis involves establishing a systemic process that involves 

organizing the collected data into a meaningful result (Marshall & Rossman, 1995). Upon 

completing the individual interview, I transcribed the interviews and put the input into a 

computer program called NVivo for data analysis. NVivo is a software program that 

facilitates the analysis of in-depth interview data, memos, and observations, among other 

information (Babbie, 2017). Computer software programs such as NVivo save time for 

researchers and accomplish an essential aspect of data analysis by assigning codes to the 

transcript data. Codes are short phrases or words generated by the researcher that give 

meaning to a specific statement made by participants (Saldana, 2016). 

After the initial coding done by NVivo software, I performed the actual data 

analysis and review categories and themes that emerge from the interview data. I created 

findings based on themes emerging from the interviews along with analysis of other 

secondary data sources. I anticipated that the process of analyzing data could take up to 

3-8 weeks, and then I began to write the findings. I reviewed and explained any 

discrepancies found within the data. 

Issues of Trustworthiness 

Credibility 

Researchers employ internal validity to ensure that the study is believable, the 

data collected are trustworthy, and that they are reflective of the research questions 

(Meijer et al., 2002). I established internal validity by using multiple approaches such as 

member checking, data triangulation, and reflexivity to enhance my ability to evaluate the 
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accuracy of the study findings. I used publicly available secondary sources from 

government agencies to achieve data triangulation. I provide copies of the interview 

transcripts after the interviews, and my interpretation of the interviews after the data 

analysis for member checking. 

Transferability 

External validity or transferability deals with evaluating if the study findings can 

be generalized and applicable to other studies (Yin, 2018). My study addressed the social 

problem that the institution of the 15-20 minute visit duration created unexpected adverse 

outcomes to achieve administrators’ triple aim framework for patients with low 

socioeconomic statuses. Guiding this study by the triple aim framework, I hoped this 

study will speak about the general issue of health disparities.  

Dependability 

Dependability is particularly critical in qualitative research; it ensures that there is 

a consistency in gathering, examining, and reporting data (Burkholder et al., 2016). 

Dependability ensures other researchers can obtain similar results if they duplicate the 

study. My approach to achieving dependability was by triangulation of multiple data 

sources to ensure that the study findings are accurate. By including all data collected 

from interviews and publicly available secondary data, I could check the data against 

each other. I carefully reviewed and reported if I found any discrepancy in the data. 

Confirmability 

Confirmability is achieved by separating the researcher’s bias from the study. I 

was aware of my own bias by keeping a journal where I notated my thoughts, beliefs, and 



67 

 

emotions as I conducted the study, particularly while conducting interviews. As a former 

care coordinator, I brought in assumptions about what visit duration should be for 

patients. These assumptions could be present while at the site of the interview. It was 

essential that I accurately report participants’ experience with the 15-20 minute visit 

duration. Further, I utilized peer-debriefing during my data analysis. 

Ethical Procedures 

Conducting research on human subjects raises ethical issues that must be 

addressed before doing the study. The researcher needs to be particularly aware of the 

inevitable biases he or she brings to the study by being cautious of his or her beliefs, 

values, and preferences. I was aware of my role as researcher and the bias I could have 

brought to the study. Before conducting the study, I obtained institutional permission 

from the Institutional Review Board (IRB) at Walden University to conduct this study, 

IRB approval number: 01-27-21-0506894. I obtained written consent from participants 

before the interview by emailing participants IRB approved consent from and requesting 

a reply with I consent. 

I conducted all interviews with participants in a private room with a locked door. 

To ensure participant privacy is protected during the interview, I was the only person in 

the room. The audio of the interview was at a level that I can only hear in the 

room.  Participants did not know each other and were recruited separately. For instance, 

patients of physicians I interviewed, were not required to participate in the interview and 

the same was true for physicians as well. Volunteers’ identities were kept confidential. 

Only I (the interviewer) knew the real names of participants and did not share with 
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anyone else. Participants' privacy will be protected by destroying collected data after five 

years from the study completion per Walden University's requirement. I was the only one 

with access to the collected data.   

Summary 

Chapter 3 contained information regarding the study method and design, research 

question, the role of the researcher, methodology, and issues of trustworthiness. I 

provided a general overview of the research design and rationale. The research 

methodology section of the chapter was described in detail by reviewing participant 

selection logic, instrumentation, procedures for recruitment, participation, data collection, 

and data analysis plan. In the last section of the chapter, I described strategies and 

approaches to ensure credibility, transferability, dependability, and confirmability. I also 

provided an overview of how I will address any ethical issues. 
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Chapter 4: Results  

The purpose of this qualitative exploratory multiple case study was to gain 

common understanding from patients with low socioeconomic status, healthcare 

providers, and healthcare administrative leaders of low socioeconomic background about 

the15-20 minute visit with PCPs in primary care clinics. Interview questions explored 

how each stakeholder of the 15-20 minute visit duration with PCPs have experienced this 

visit duration. Relatively little, however, is known about the 15-20 minute visit duration 

with PCPs and how each of the three stakeholders has experienced with this visit 

duration.  

The research question serves to provide direction for developing the study. To 

achieve the study's goal, aligning the research question with both the problem statement 

and the purpose statement is critical. The research question explored in this study was: 

What are the common understandings from patients of lower socioeconomic 

backgrounds, healthcare providers, and healthcare administrative leaders of the 15-to 20-

minute visit with PCPs in primary care clinics? I asked interview questions aligned with 

the research question, conceptual framework, problem statement, and past literature on 

this topic.  

In Chapter 4, I describe the research setting demographics of the participant and 

provide details on the data collection methods I used. Next, I analyze the data collected 

by reporting on my coding process to create categories and themes. Other sections in 

chapter 4 include evidence of trust worth and a detailed discussion of the study result. I 
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will conclude this chapter by providing the summary section where I will answer the 

research question. 

Research Setting 

I conducted the interviews with participants in a private room with a locked door 

at my home. To ensure participant privacy was protected during the interview, I was the 

only person in the room. Participants were in their offices or at home. I arranged the 

interviews during times that worked for the participant and accommodated their needs. 

Participants did not share, and there was no indication from their responses of any 

adverse effect related to the interview setting that might have influenced the study 

interpretation and the outcome of the study results. 

Demographics 

I recruited a purposively sampled minimum of 15 participants. Five participants 

were identified as adult patients, aged 18 years and older with low socioeconomic status. 

Five were PCPs at clinics serving low-income adult patients, and five were healthcare 

leaders managing clinics that serve low SES patients. Patients were allowed to determine 

if they consider themselves low-income or not. All participants were asked types of 

insurance they had or accept in the demographic’s sections of the interview questions. All 

PCP and healthcare leaders indicated that they accept Medicaid insurance or cared for 

patients with low SES backgrounds. All patients’ participants stated they had Medicaid 

and some Medicare along with Medicaid or other state-funded insurances, thus 

confirming that all participants were either Low SES patients or were PCPs or clinic 

managers that served.  
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After obtaining Walden’s IRB approval, I began the recruitment process. I used 

userinterviews.com, Walden participants pool, and social media outlets such as LinkedIn 

and Facebook to recruit participants. I used Walden participant pool to recruit clinic 

leaders only. I did not collect demographic information such gender and race as this 

information were not part of the data needed to answer the research question, and it 

would not have been helpful for data analysis. 

Data Collection 

Upon Walden's IRB approval, I began the recruitment process. I posted flyers of 

the study on social media outlets, specifically Facebook and LinkedIn. I also posted 

recruitment projected on userinterviews.com and Walden participants pool. I used 

Walden participant pool to recruit clinic leaders only. Forty-three participants responded 

to my recruitment, and a total of 15 participants were selected to be interviewed. Before 

conducting interviews, I sent a consent email to each participant explaining the interview 

procedure, voluntary nature of the interview, risk and benefits of being in the study, 

privacy, any compensation, and contact information for any questions or concerns. I 

asked participants to respond to the email stating that they consent to partake in the study.  

Before starting each interview, I reviewed the debriefing procedures, follow-up 

procedures, and requirements to return for follow-up interviews. During the interview, I 

asked follow-up questions and sought clarification when appropriate. I reassured 

participants that the data collected would only be used for this study and would not be 

publicly shared. Further, I reassured participants that they could withdraw from the 

interview and the study at any time, and if they had withdrawn from the study, none of 
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the collected data would have been used in the study. At the end of the interview, I 

thanked participants, asked if they had any questions, and notified them that I would send 

the interview transcript within 72 hours.  

I conducted one-on-one semistructured interviews virtually, via Zoom, Facetime, 

and over the phone with 15 participants; five patients of low SES, five PCPs to low SES 

populations, and five healthcare administrative leaders. I audiotaped interviews to 

eliminate errors and to transcribe accurately the participants’ interviews. Interview 

durations lasted 20-60 minutes, and the entire data collection process lasted a month. 

Interview data were transcribed after the interviews and shared with participants  

I wrote chapter 3 and received the proposal approval before COVID-19 

restrictions. The unusual circumstances of COVID-19 infection control and mitigation 

affected the original data collection plan presented in Chapter 3 and created a variation in 

data collection. The initial plan included reaching out to five clinics that served Medicare 

and Medicaid populations in Minneapolis, MN. These potential sites of the study were a 

federally qualified healthcare center that provides medical, dental, mental health, and 

social services to underserved populations in North Minneapolis, three clinics in South 

Minneapolis that served Medicare and Medicaid populations. Two of the clinics decline 

my request to collect data from their patients, PCPs, and healthcare administrative leaders 

due to COVID-19 restrictions. Both sites stated that they were at capacity with other 

studies. The other three clinics did not respond to my request to conduct the study at their 

clinics. 
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Data Analysis 

I audio recorded all the interviews using the voice memos application on 

MacBook Pro and transcribed all the interviews verbatim. Copy of the transcripts was 

shared with all participants for accuracy check. In the analysis of the interview 

transcripts, the goal was to capture the shared experiences of the three stakeholders of the 

15-20-minute visit duration. During the interview transcription, I assigned a unique ID 

number to each transcript to ensure that this data did not trace back to the participant. I 

began the data analysis process by uploading all 15 transcription interviews into NVivo 

software. The first step in data analysis was coding to familiarize me with the data by 

listening to the transcription. I then read the interview transcripts line by line and 

documented my thoughts and feelings.  

I utilized inductive and deductive approaches to achieve thematic analysis. 

Employing an inductive coding process, I applied several coding strategies to understand 

participants' lived experiences with the 15-20 minute visit duration with PCPs. I used 

initial coding, descriptive coding, In vivo coding, holistic coding, sub-coding, 

simultaneous coding. I then assigned words to each sentence and passages that best 

represented participants' perceptions. Each method used allowed me to identify relevant 

statements to answer the research question. Further, I used a deductive coding process by 

identifying what parts of participants' data were relevant to the research question, 

conceptual framework, interview questions, and analysis of the literature and documented 

potential themes, categories, and codes.  
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During the coding process, I paid particular attention to patterns in the data, 

mainly shared perspectives among participants. At the end of the initial coding cycle, I 

identified 151 codes. After completing the initial coding cycle, I sorted the codes and 

grouped similar ones into categories. During this process, I reviewed initial codes and 

made changes by adding, deleting, or renaming some of the codes. I continued to review 

and make changes until I determined the codes represented the categories and themes that 

represented participants' experiences and perceptions of the 15-20 minute visit duration. 

Seventy-five codes were identified towards the end of the first cycle of coding. Table one 

summarizes major themes and categories from the study findings. 
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Table 1 

Themes and Categories That Have Emerged from the Study  
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After identifying the codes, I started sorting the data and created categories and 

themes based on the relationship between the codes, frequencies in which codes 

appeared, and any meanings between the codes. I looked for codes that referenced a 

specific concept. For instance, a group of codes referenced the concept of visit duration. 

First, examining participants' perception of the average visit duration, I analyzed 

responses to the interview question inquiring directly about the average visit duration 

with PCPs. I developed several codes to appropriately label Participants' responses. 

Twelve out of 15 participants reported that the average visit duration with PCPs was 15-

20 minutes or close to that time frame; I coded this under 15-20 minutes. 

A subcategory of the visit duration referenced participants' perception of long 

visit duration. Thirteen out of 15 participants expressed that visit duration length should 

be long, and some gave a specific number of minutes such as 30 or 45 minutes long. I 

labeled longer visit spots for participant responses that spoke of participants' views on 

visit length. Patient participant four expressed her wishes for a more extended visit spot. 

"So, I do understand the rules sometimes; I just wish that maybe they have longer spots 

blocks. Because sometimes you wait a long time for a doctor's appointment, sometimes 

you have to wait like almost 30 days or something to get seen, especially when it is a 

dentist appointment yeah, they book way out." I coded this passage under longer spots.  

Thirteen out of the 15 participants were coded under the more extended spot code to 

capture participants' experience and view of more extended visit spots. A PCP participant 

explained visit length with patients and how it varies. However, the PCP highlighted that 

the visit length was greater than 20 minutes:   
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well I think the it's close to 30 minutes some people get 40 um I run behind, um 

because we talk, um internal medicine we ask questions were more detail oriented 

the same time you you you uh yeah so we talk to our patients so I'd say most of 

the time they say the shorter end is 20 minutes for some patients that everything is 

going well, that's probably the shorter end 'cause there's talking about how they're 

doing just in general how are you doing anything else happen any questions you 

have now let's get down to business you know so 20 minutes goes by pretty 

quickly for an easy patient and most patients they say 30 minutes and some 40 to 

45 minutes but by 45 minutes that's enough 'cause again you can only do only so 

effective so um so there's a little bit of a range between 20 and 45 minutes but 30 

minutes is uh pretty good for a lot of people face to Face Time. 

 Healthcare management leader participant also explained longer spots to be 

booked for every patient care. Participant stated:  

if you could you have a 40 minute visit with every patient almost every patient I 

would say I would say 40 minutes would be the average and and you'd sometimes 

book a 40 minute visit and then what would happen is either it would take the full 

40 minutes and would be great I had it or you or it would take maybe 20 minutes 

and you have 20 minutes to actually finish all the documentation so you wouldn't 

have to be doing it later so that would be my ideal but nobody there's no payer 

system that's going to support that right now. 

Other participants shared their experiences with visit duration that were longer than the 

15-20 minutes or the need for longer visit length. 
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Evidence of Trustworthiness 

Credibility 

The validity process ensures that study results are accurate and reflective of the 

data collected (Creswell & Creswell, 2018). I used internal validity to ensure that the data 

collected is trustworthy, reflective of the research question, and that the study is 

believable by member checking and data triangulation. To check if I accurately captured 

participants' experience with the 15-20 minutes, I provided copies of the interview 

transcripts, the transcription, initial coding, and themes that emerged from the interview 

and asked participants to confirm if my interpretation was accurate.  

To achieve data triangulation, I researched publicly available secondary sources 

from government agencies, such as the Center for Medicare and Medicaid Services 

(CMS): Research Data Assistance Center (ResDAC), Agency for Healthcare Research 

and Quality, and the Center for Disease Control and Prevention (CDC) and specifically 

look at data available at the National Center for Health Statistics, CDC's Data and 

Statistics databases, and The National Hospital Ambulatory Medical Care Survey 

(NHAMCS). I researched related sources from the Public Library of Science (Plos) and 

the Inter-University Consortium for Political and Social Research (ICPSR) through 

Walden University library databases. My original plan for data triangulation was to 

request documents from organizations such as meeting minutes, visit policies, and patient 

surveys. Unfortunately, due to COVID-19 restrictions, I could not partner and conduct 

interviews with any identified organizations in chapter 3. 



79 

 

Transferability 

External validity or transferability deals with evaluating if the study findings can 

be generalized and applicable to other studies (Yin, 2018). The focus of this study was 

the social problem created when senior healthcare leaders implemented the 15-20 minute 

visit with PCPs as the standard office visit time for primary care patients representative of 

a low socioeconomic environment. In this study, because of the triple aim framework, the 

aim of this study was to help to clarify the general issue of health disparities. The study's 

findings highlighted the issues of healthcare disparities and how the three stakeholders of 

the 15-20 minute visit duration have experienced this visit length with PCPs. Following 

the research methodology and design used in this study, other researchers can further 

study this issue. 

Dependability 

My original approach to achieving dependability was to include organizational 

documents and interview data. Due to COVID-19 restrictions, I could not partner with 

identified healthcare centers in Chapter 3. Thereby, I researched publicly available 

secondary sources from government agencies to achieve data triangulation. I looked for 

themes and concepts related to primary care consisting of the following keywords: 

Healthcare management practices, healthcare payment system, patient and physician 

satisfaction, patient care, patient visit with PCP, and the patient-physician relationship. I 

ensured the study findings were accurate by triangulating multiple data sources. 
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Confirmability 

I achieved confirmability by being aware of my biases. Throughout the data 

collection and analysis, I kept a journal writing down my thoughts, beliefs, and emotions. 

Further, I utilized peer-debriefing during my data analysis to check if I accurately 

interpreted participants' experiences. 

Study Results 

The research question addressed in this study is: What are the common 

understandings from patients, healthcare providers, and healthcare administrative leaders 

of lower socioeconomic backgrounds about the 15-20 minute visit with PCPs in primary 

care clinics? The research question served to provide direction for the development of the 

study. Drawing the research questions from the problem statement and purpose statement 

ensured alignment in the study. Interview questions were based on the research question, 

significant themes in the literature review, conceptual framework, and purpose of the 

study. Fifteen participants were interviewed for this study. As shown in Table 1 above, I 

identified six themes from the data collected. After the first coding cycle, I sorted the 

codes by putting them into categories and further into themes based on the relationship 

between codes. 

Theme: Healthcare Management Practices  

The theme healthcare management practices emerged from participants' thoughts 

and experiences on how specific micro and macro healthcare management impacts 

patient care, patient visit duration, patient satisfaction with care, physician satisfaction 

with job and patient care, and the overall healthcare system. I sorted codes under this 
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theme into three categories: barriers, clinic role, and systemic issues. These categories 

captured participants' perception of how management created issues that directly and 

indirectly impacted patient care and what is needed to address these issues.  

The category barriers to care were based on the participants' information about 

barriers they have experienced or perceived as barriers to patient care. One of the patient 

participants expressed a lack of direct access to PCPs and identified barriers to receiving 

adequate care. "You find that some primary care providers are not all of that friendly, 

they don't want to become accessible, and they are restricting, and you have to call direct 

the I don't know the office, maybe it is an assistant that so that might create some barrier 

before something can add to the situation that maybe a situation that made it tough so 

yeah."  

A healthcare manager participant explained that financial, transportation, and lack 

of knowledge on navigating the system are barriers patients face when trying to access 

primary care clinics. Thus, he noted that these barriers lead to frequent emergency 

department visits.  

So, there's very many frequent flyers. I know probably 15 on hand their first and 

last name and what they'll come in for every single time. What we typically do is 

we have a social worker in house in the Emergency Department seven days a 

week nine to five and they basically do all types of things to try to get them either 

placed in a nursing home if that's what is needed or to call the community clinic 

to get them an appointment as well as taxi rides there from their house so they 

schedule a lot of appointments. The barriers that I think people face whenever 
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they're trying to actually get to an appointment whether that be simply the 

knowledge or having the money to have a cell phone to call the office, the money 

to get to the point because of a car as well as just the lack of knowledge and you 

know how to follow up on what time and how to set those things up.  

Other barriers participants brought up included barriers to obtaining medication discussed 

by a PCP participant and barriers that deal with navigating the healthcare system due to 

language barrier, transportation, and medication, among others. 

More than half of PCP and healthcare administrative leaders expressed concerns 

with psychosocial issues and their impact on patient health. One PCP participant 

explained that psychosocial issues are time-consuming and not always directly addressed, 

stating: 

I would say uh let's say about 1/5 of the time if you said average 'cause number 

one people don't bring it up directly, but it impacts it impacts everything else and 

so it's almost backwards just like when people aren't taking their medicines it 

might be psycho or social or both issues. They’re able to get transportation 

regularly, they don't have the copay, they don't want to pay, you know like the 

medicines or suspicious of the medicine. So let us say psychosocial things impact 

the rest of the stuff we're doing that half hour it slows it down it makes it more 

confusing it makes me um ask more questions to get more clarification and dig 

deeper um so that's it's interesting the psychosocial isn't like a direct discussion 

it's it's it's impacting the health needs in general in multiple ways and you know 

um so I'd say when it's direct it's maybe yeah maybe it's 1/5 of the time but um but 
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there's a lot of times it's just it's making whatever we're doing uh  more complex 

and usually take more time. 

A healthcare manager participant shared his perceived patient care barrier based 

on social-economic status by explaining how patients end up seeking care from 

emergency department due to lack of access to clinical care.  

I think a lot of it is in that lower social and economic population because I don't 

think we as a health care system you know my system included do a good job of 

having availability for community clinic umm appointments. We have two 

providers in our community clinic for umm on average probably you know 60 to 

70 patients a day just like primary care visits which are obviously pretty in depth 

and thorough and especially those patients that finally you know have lower 

socio-economic status have more comorbidities and so umm they simply don't 

have the support and time um and so I think then people fall through the cracks as 

well as they just simply can't see the patients after our emergency department visit 

for a long time so they just come back to us  

Other categories include clinic role in improving patient healthcare outcomes and 

patient satisfaction with care as depicted in the triple aim framework. Participants shared 

their perception and experience with practice accessibility, current healthcare center 

improvements, and systemic and management issues. One patient participant shared her 

experience with improvement efforts her primary care clinic was doing. The participants 

shared that   
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I think they strive to make it better 'cause I have been to one of their meetings 

where you know they want to know how we feel about certain situations and it's a 

nice meeting you meet with like the head doctor, the nurse coordinators, um you 

meet with a bunch of people that's important in their clinics to help things change 

so once they hear about 30 things that we you know suggest or maybe have 

influence in I think that they strive to make it better no matter what you know. 

A provider participant expressed the importance of patient satisfaction and shared 

his experience with addressing what patient wants to see happen. “I think the system is 

sensitive to patient satisfaction and handles number one complaints really well and um 

put money into a new building that put everything together which makes it easier for 

patients to get around and do things, so I think they did some good they do do good 

things.”  

Theme: Healthcare Payment System 

The healthcare payment system theme was furthered categorized to cost of care, 

equity in patient care and payment system. Sub-categories of the payment system 

included cost reduction, reimbursement issues and insurance type. Insurance type 

captured participants type of insurance they have or accepted. This was important data to 

ensure that data was being collected from patients of low SES or PCPs and healthcare 

managers who provided care to patients from low SES backgrounds. All participants 

shared that they accept or were Medicaid and Medicare recipients.   
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Participants shared their thought on the healthcare payment system. Five 

participants shared their lived experience with reimbursement system in relations to visit 

duration and explained its impact on patient care:  

It is a reimbursement problem. like if you look at the, you know I don't only 

practice clinic I mean you know I have run dialysis units, I see people in hospital, 

I do procedures, you know my practice is I am a doctor and I got a lot of other 

stuff rolling out. And I got labs that I own. But if you were to look at the actual 

clinic day like the actual clinic day, I, we lose money every day that we are in 

clinic, we do not make money my practice is not. So, and that's probably it might 

be because we see people in 20 minutes instead of all of the other docs see in 10 

to 15 minutes you know say it is certainly it's just a money losing option you don't 

need to not you can't you can't you're already losing money if you were to 

increase it to 30-40 minutes of time. And patient probably do need about 30 to 40 

minutes yeah you would lose even further it's not it's not possible is it it's a Payor 

source issue it's really just that simple. 

Equity in patient care captured participants’ responses in relation to payment 

system, insurance type, reimbursement, and patient care. Interview data showed 

connection between insurance type patients have and access to care. Patient participants 

shared their experience with accessing to care in the context of insurance types they have. 

Patient participant shared her experience with a healthcare facility while seeking care:  

Actually, that is just, because maybe it is good to go to a different hospital and 

some of them it is too expensive, you can’t afford. So, there will be like, you feel 
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judgmental attitude at it, so maybe they will ask you just get the services from 

somewhere else, yeah, exactly. They feel if you can’t afford these there are other 

cheap places you can go to. 

Another patient participant praised her primary care clinic for accepting patients without 

insurance. “well, I think they do pretty good because even if you don't have no insurance 

sometimes they still go ahead and see you, so.” A healthcare manager reported his 

clinic’s treatment of patients despite patient background: 

We treat all our patients the same so it doesn't matter like what their background 

is and um we believe that in order to our patients to ultimately have a healthy and 

active lifestyle that it starts with them coming to our office they're coming to our 

office we’re giving them a physical we’re looking at their overall you know 

overall picture if they need to lose weight the doctors are going to tell them you 

need to lose weight and that's not something you can bring up quickly like you 

have to you know those are sensitive matters too so we do believe for the over 

overall outcome of our patients it's important to be extremely thorough we do 

believe that. 

Themes: Patient and Physician Satisfaction  

Patient-physician satisfaction theme captured participants experience and 

perception of what leads to patient satisfaction with care and physician satisfaction with 

job. Participants identified access to care, listening, longer visit duration, and feeling 

welcomed to be essentials to patient satisfaction with care. Patient participant identified 
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believing her and been heard to be an element of satisfaction with her PCP based on her 

experience.  

Because they sit there and listen to me and then they, it's like they feel that I that 

they feel that they know that I'm in pain, then you know that I, you know that I'm 

not lying and that's the that's the key thing there that I'm not lying and that I am 

telling this is not a thing that do this for another reason you know that's it that's 

what makes me trust. 

Healthcare managers and PCP participants shared experiences with burnout and 

perceived burdens to PCP load. A PCP participant expressed his frustration with the 

system and stated that: 

We are being burdened to do more with less because frankly there aren't other 

services out there that should be doing it for them it's not people shouldn't be 

living in poverty in the United States and that is silly. But they sort of ask you like 

I should be sitting there like trying to I don't know it's just it's it's profoundly 

irritating is what I'm getting at. 

 Another provider participant explained provider burnout and his coping mechanism.  

So um secondary there's going to be a burnout factor if you're you're um you 

know highly loaded let's not say it overloaded but highly loaded all the time, 

you're more prone to burnout when you don't have enough when you don't have 

enough time in the visit to do everything and now you're resorting to other 

techniques whereas you you do uh quicker or face to face component  you do 

your orders later like set how I said I love my orders in that half hour you know 
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and I can talk with patient I'm doing the orders and talk about our plan 'cause 

that's where the orders that are, um so I think what you what you do in those cases 

you end up having more work after hours and at home a  and you're going to risk 

the problems that come with that and that is less um satisfaction with your job 

then you might not perform as well you might not be as nice to patience um you 

know or you might be shorter with them because if they they do take up your time 

more than they need to. 

Theme: Patient and Physician Relationship  

 Patients, PCP, and healthcare manager participants shared their views on 

components of the patient-physician relationship and PCP accessibility among other 

factors were discussed by participants in great length. A patient participant weighted on 

PCP accessibility and shared her experience with it.  

You find that some primary care providers are not all of that friendly, they don’t 

want to become accessible, and they are restricting, and you have to call direct the 

I don’t know the office, maybe it is an assistant that so that might create some 

barrier. 

 On the same note, another participant, but this time, a PCP conveys PCP accessibility to 

be an important aspect of good patient-physician relationship. The PCP participant shared 

that he gives his number to patients.  

I usually end up just giving them my direct extension so that they can leave me 

messages directly so that way at least know that if there is some kind of non-

emergent issue that I can take care of it easily then I can just deal with it.” 
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Additionally, participants shared that communication, developing a repour, talking about 

patient families, length of the patient-physician relationship, PCP knowledge of the 

subject matter and skills, PCP personality, and trust are vital component of patient-

physician relationship. 

Theme: Patient Care 

Participants shared their views and experiences on patient care. Seven participant 

responses were coded under attending to the patient. A patient participant shared her 

experience with her PCP who visited her after she delivered her child.  

You know like with me when I had my son she was she came to the hospital, you 

know, she talked to me about it she called me after hours just to check and see 

like if my blood pressure coming down you know but I could call you at your 

home I thought I was that mean that is on their mind and they really care so I feel 

like there my doctor really do care I think it's just the procedure within the clinic. 

Similarly, a PCP participant shared his experience with patient care and type of care he 

provided to his patient:  

All the people had stayed got the care they needed 'cause I give everybody as 

much time as they need I don't I can't stick to the schedule because we're dealing 

with human beings who are biological systems with true sight psychosocial needs 

were all that way we all have 'em they vary from day to day to year to year to 

month to month and so so I gave everybody the time they need. 

Theme: Patient Visit with PCP 
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Patient Visit with PCP theme emerged from information participants shared on 

their experiences and perception of the patient visit length with PCP, visit time 

sufficiency, experiences with waiting time, and visit content. Interview data showed that 

eight participants of the 15 participants expressed that the 15-20 minute visit duration 

created an environment where patient care was done in a rush.  Twelve out of 15 

participants shared that the average patient visit duration with their physician is 15-20 

minutes and that this visit duration was not sufficient time to take care of patients in a 

holistic matter. Thirteen participants expressed wanting a longer visit spots or the 

existence of long visit duration at their clinics. Thirteen participants discussed their 

understanding and experience with visit time sufficiency. 

Summary 

The purpose of this qualitative exploratory multiple case study was to gain 

common understanding from patients with low socioeconomic status, healthcare 

providers, and healthcare administrative leaders of low socioeconomic background about 

the15-20 minute visit with PCPs in primary care clinics. The research question was: What 

are the common understandings from patients of lower socioeconomic backgrounds, 

healthcare providers, and healthcare administrative leaders of the 15-20 minute visit with 

PCPs in primary care clinics? After several cycles of coding, six main themes emerged 

from the interview data: healthcare management practices, healthcare payment system, 

patient and physician satisfaction, patient care, patient visit with PCPs, and patient-

physician relationship. I asked interview questions aligned with the research questions, 

conceptual framework, problem statement, and past literature on this topic. Sections of 
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Chapter 4 included the research setting, demographics of the participants, data analysis, 

evidence of trustworthiness, the study result—the chapter summary. In Chapter 5, I will 

discuss the study results in greater detail and provide conclusions. 
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Chapter 5: Discussion, Conclusions, and Recommendations 

The purpose of this qualitative exploratory multiple case study was to gain a 

shared understanding from patients with low socioeconomic status, healthcare providers, 

and healthcare administrative leaders of low socioeconomic background about the 15-20 

minute visit with PCPs in primary care clinics. For this study, a qualitative research 

approach was chosen to explore how stakeholders of the 15-20 minute visits with PCPs 

have experienced this 15-20 minute visit duration. An exploratory multiple case study 

design was chosen for this study to gain an insight into the lived experience of patients, 

PCPs, and health care administrator leaders with the 15-20 minute visit policy with PCPs.  

Fifteen participants were interviewed, five patients of low socioeconomic status, 

five PCPs, and five healthcare managers. The key findings from the data analysis of the 

participant interview showed that based on participants' experiences with the 15-20 

minute visit duration with PCPs, it was not enough time to address healthcare and 

psychosocial concerns for most patients with lower socioeconomic status. Participants 

expressed several key issues that led to a short visit duration. Among them are healthcare 

management and payor issues. Participants discussed patient care in the context of short 

visit duration and shared the impact it has on how patients are treated, cared for, and 

access healthcare. Further, participants shared their lived experience with patient-

physician relationship and satisfaction and expressed that, among other components, 

length of visit are a crucial component of satisfaction and good or bad relationship. 
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Interpretation of Findings 

The study findings show that the standard 15-20 minute patient visit with PCPs is 

not enough time to provide holistic and high-quality care for patients with low 

socioeconomic status. Interview data showed that patients' perception and satisfaction 

with the visit duration were related to whether their questions and concerns were 

addressed and patients' relationship with PCPs. And for PCPs and healthcare managers, 

having enough face-to-face time with their patients was a crucial component of the job 

and visit satisfaction, among others. Interview data showed that patients, PCPs, and 

healthcare management participants shared their experience on the healthcare 

management and payment system's role in the 15-20 minute visit duration. The 

participants expressed that healthcare payment systems have an impact on the care patient 

receive and their perceptions of it.  

The study results aligned with topics represented in the review of the literature 

section of this study. In the literature review chapter, I reviewed scholarly written work 

on themes such as patient visit duration with PCP, health disparities and the 15-minute 

visit duration, healthcare payment system, healthcare management practices, healthcare 

reimbursement system, and visit length and satisfaction. These themes also emerged in 

my collected interview data. 

Patient Visit Duration with PCP  

 

One of the interview questions directly addressed the 15-20 minute visit duration 

with PCP, and from participants' responses emerged the patient visit with PCP theme. 

Most participants expressed that the typical patient visit with PCP is about 15-20 minutes 
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and that this visit duration was insufficient to provide holistic and high-quality care. This 

confirms prior research about the length of patient visits with medical providers showing 

that the average visit length is 15-20 minutes (Shaw et al., 2014; Stafford et al., 1999). 

Further, studies conducted by Migongo et al. (2012), Tai-Seale et al. (2007), and Young 

et al. (2018) suggested that the average patient visit length with a PCP is 15-20 minutes.  

The interview data showed that patients' view of the visit duration sufficiency was 

based on several factors. First, patients evaluated their visit length with PCP based on 

addressing all patient questions, receiving a good workup lab to evaluate all presented 

symptoms, and not being rushed. Second, data interviews showed that the patient-PCP 

relationship and the length they have known each other contributes to visit length 

perception and satisfaction. Lastly, the ability of PCP to have control over their schedule 

and clinic flexibility contributed to short or extended visit duration.  

The perception of the length of visit with PCP and what accounts are sufficient is 

crucial, particularly for patients and providers. Howe et al. (2019) evaluated the patient 

perception of visit length and its relationship to satisfaction with care and found that 

provider demeanors influenced patients' perception of visit length. Even though 

providers' visit with patients was 10 minutes long, patients who felt providers were warm, 

kind, attentive, caring, efficient, and knowledgeable perceived a more extended visit than 

the fixed 10 minutes.  

My interview data results are consistent with Howe et al.’s (2019) findings. 

Participants, particularly patients' perception of the visit length, was related to their 

relationship and satisfaction with the PCP. When I asked participants to share the visit 
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length with the PCP, most participants stated that it was 15-20 minutes. Few noted that it 

was longer than 20-minutes or as short as 10-minutes. Some participants felt that the 

current visit duration with PCP at their clinic was enough to receive holistic and good 

quality care, while others thought it was insufficient. Those who were indifferent about 

the length of the visit attributed to the visit content and their relationship with the 

provider. Patients who believed their questions were not addressed at the end of their visit 

thought that the visit length of 15-20 minutes was not adequate time for them to receive 

holistic and high-quality care. On the contrary, patient participants who reported that their 

visit length were sufficient time to receive good care, particularly those who stated that 

their visit durations were 15-20 minutes, reasoned that they were allowed to ask as many 

questions as possible and that their questions were addressed during the visit.  

Visit content played an important role in how participants evaluated visit duration 

sufficiency. Patients, PCP, and healthcare managers shared that chronic and acute disease 

management, medication refills, discussions related to family and patients’ children, 

preventative care discussions, labs, and psychosocial issues were contents of typical 

visits. PCP participant expressed that there was “a lot to cover in a short duration and 

little time to cover them all”. Flocke et al.'s (2001) examination of the number of chief 

complaints patients presented during a typical visit with PCP showed that, on average, 

three problems were discussed during the visit. However, Flocke et al. noted that not all 

issues addressed during the visit were billed, thus, not accurately depicting PCP 

productivity. My study results go deeper into this issue. PCP participants shared that, on 

average, patients presented six points. Further, PCPs and healthcare managers expressed 



96 

 

that complex patients needed more time to address health concerns and that visit duration 

should be 30-45 minutes.  

Santo et al. (2019) research show that psychosocial issues are less likely to be 

discussed during a patient visit with PCPs. Santo et al. showed that providers dictated the 

content of the visit and prioritized addressing medically related concerns. On the other 

hand, patients' priorities were to discuss psychosocial issues. While the data interview in 

my study didn't explicitly show that PCPs favored addressing medical concerns over 

psychosocial issues, few PCPs explained that they get around the short visit duration by 

setting the visit agenda.  

Patients, PCPs, and healthcare managers expressed the concept of rushed visits. 

Participants shared their experiences with visits they perceived were rushed and 

expressed that an extended visit of 30 minutes or more is a solution to rushed patient 

visits with PCP. This finding is aligned with Linzer et al. (2015) recommendation to 

increase routine visits with PCP to 30 minutes or more for patients with complex health 

care needs. PCP participants agreed with these recommendations, and one of the PCP 

participant mentioned that he strictly allow only nine patient visit slots a day to have 

about 30-45 minutes per patient.  

Satisfaction and Visit Length 

Patient Satisfaction.  

The patient visit duration with PCP influences patient and physician satisfaction. 

Patient satisfaction with care is critical component of the triple aim framework. Previous 

literature on patient visit duration with PCP showed that patient perception of the visit 
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length was related to satisfaction. The study conducted by Lin et al. (2001) highlighted 

the relationship between patient satisfaction and perceived visit length with PCP. The 

results showed that patients were satisfied when they predicted a short visit length but 

had a long visit and vice versa. Patients' perception of the visit length is linked to 

satisfaction. Similarly, my research data showed that patients who had a good 

relationship with their provider believed that the visit duration exceeded 15-20 minutes 

because the doctor was able to address the chief complaints patients brought to the visit 

even though the patient expressed uncertainty about the exact visit duration. 

Patient participants shared their experiences with access to care and linked 

accessibility to satisfaction with care. One patient participant expressed that due to her 

low income, she believed that she didn't receive good quality care. Other patient 

participants conveyed a satisfactory experience with their PCPs, reasoning that their 

PCPs are accessible and can see them often. Previous research also showed that access to 

primary care is vital to patients and found that patients of low socioeconomic statutes 

preferred to use the emergency department for ambulatory care (Kangovi et al., 2013). 

All participants shared that communication and listening to the patient are 

essential to patient satisfaction. PCP participants expressed that proper communication 

with patients and listening to them is critical to good quality care. The current visit 

duration doesn't allow room for that. However, most PCP participants shared that they 

still listen to their patients and communicate with them at the expense of staying late and 

doing progress notes and orders after work hours or at home.   

Physician Satisfaction.  
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When it came to satisfaction with the visit duration with PCPs, most PCP 

participants expressed dissatisfaction with the 15-20 minute visit length, which is the 

stander for most primary care clinics. PCP participants conveyed unhappiness and 

frustration with the 15-20 minute visit duration. PCP participants explained that short 

visit duration with patients, burdens providers and leads to burnout resulting in job 

dissatisfaction. PCP and healthcare managers expressed that there is lack of discourse 

around the pressures PCPs deal with and the diversity of the patient panel. 

The participants lived experience with the 15-20-minute visit duration confirms 

Linzer et al. (2000) argument that studies on visit duration have failed to depict the time 

pressure physicians experience when dealing with large patient panels. PCP participants 

explained that they are expected to do many things in such a short amount of time, 

including addressing visit concerns, doing wellness screening, orders, charting, talking to 

patients face-to-face, explaining and answering patients questions, and all while trying to 

provide holistic and high-quality care to patients. Further, PCP and healthcare 

management participants explained that the type of patients they see at their clinics are 

often patients of lower socioeconomic status with complex medical needs and some with 

language barriers.  

The interview data can be compared to Varkey et al. (2009) findings that clinics 

that served minority patients were susceptible to significant challenges than those serving 

fewer minority patients due to existing barriers to accessing resources. Often, these 

clinics served patients with limited-English proficiency and psychosocial issues, which 

added to the complexity of their care. Further, Lichtenstein's (2016) examination of 
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primary care visit length, content, and composition showed that medically complex and 

non-complex patients had the same visit duration. Thus, the author suggested that 

medically complex patients require adequate time to address all critical topics. Patients 

with complex health care needs need more time to address psychosocial and health 

concerns. These findings are supported by the interview data I collected from patients, 

PCPs, and healthcare managers.  

Patient-Physician Relationship.  

Patients, PCP, and healthcare manager participants shared their views on 

components of the patient-physician relationship. Participants reported that 

communication, developing a repour, talking about patient families, length of the patient-

physician relationship, PCP knowledge of the subject matter and skills, PCP personality, 

and trust are all critical factors to a good or bad patient-physician relationship, among 

others.  

Healthcare Payment System 

Providers, healthcare leaders, and patients attributed short visit duration to several 

factors. PCP and healthcare manager participants blamed the healthcare payor system for 

being the driving force to the short visit duration. PCP and healthcare manager 

participants stated that due to low reimbursement issues from healthcare insurance 

providers, patient visit durations are shorter, and PCPs can not see patients for long visit 

duration. Further participants shared that healthcare payors continue to cut the cost of 

healthcare at the expense of patient care. PCP participants shared their experience with 

the reimbursements and conveyed that they are not adequately reimbursed for the care 
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they provide to patients. PCP participants' claims confirm previous research on the 

healthcare payment system, which showed that the number of issues addressed during an 

office visit with family doctors was not reflective of the payments received for these 

services (Beasley et al., 2004).  

Previous research on health disparities showed that patients of low socioeconomic 

status experience difficulties accessing healthcare (Kino & Kawachi, 2018). One research 

indicates that low-income patients preferred emergency department use due to a lack of 

access to primary care (Kangovi et al., 2013). Although data from patient participants' 

interviews didn't confirm the research findings of the two studies, patient participants 

discussed their experience with access to care related to their socioeconomic status. One 

of the patient participants shared the harsh treatment and judgmental attitude she 

experienced at a healthcare facility where she was discouraged from receiving healthcare. 

Other patient participants attributed good characteristics to their clinics and PCP because 

they were seen at these clinics despite their insurance type. 

Limitations of the Study 

Before collecting the data, I encountered limitations in finding clinics allowing 

me to collect data from patients, PCPs, and healthcare managers. Due to HIPPA privacy 

laws, healthcare facilities are rigorous on patient data. To overcome this hurdle, I stated 

in my request letter that I would not collect patient health data. Further, I did not ask 

physicians and healthcare leaders to discuss specifics about patient health or identifiable 

patient demographics. Also, I did not ask patients specifics about their health and kept 

questions specific to participants’ experience with the 15-20 minute visit duration with 
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PCPs. Participants were given informed consent, and I shared details of the research with 

all participants. Another limitation encountered is the source of data. The original plan 

was to collect data from three to five community clinics in Minnesota; however, due to 

COVID-19, clinics did not allow me to collect data at their facilities, which has led me to 

recruit participants from different places. Additionally, this study was limited to general 

primary care visits and did not evaluate visits where providers can bill for an extended 

visit length. The reason for this was that this study focused on exploring low SES 

patients, PCP, and healthcare leaders serving these patients’ perception and experience 

with the 15-20 minutes visit duration. 

Recommendations 

The gap in the literature this study addressed was the possible impact of the 15-20 

minute visit policy on patient health outcomes and satisfaction with care. Previous 

research on the patient visit duration did not explicitly show the perceived impact of short 

visit durations on patient satisfaction with care and patient health outcomes. This study 

confirms some of the previous work on patient perception of visit duration and 

satisfaction. Patients reported that visit duration was not adequate time to receive the care 

they needed when they felt like their questions were not addressed despite visit length. 

On the other hand, patients with good relationships and experience with their PCPs did 

not care much about the visit length and thought their current visit duration was sufficient 

to receive good care. Thus, there is a need to explore patients' perception of visit duration 

and their health outcomes. Further, there is a need for future studies that quantifies the 

exact time patients spend with PCP face-to-face, specifically patients of low 
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socioeconomic status linking that to types of patient visits and patient satisfaction with 

care.  

 

Implications  

Significance to Social Change 

The research findings from this study might have potential benefits to 

economically disadvantaged populations. Lower socioeconomic status is linked to lower 

health status (Kawachi & Kennedy, 1997). Daepp and Arcaya (2017) examined the effect 

of health on socioeconomic status, looking at diabetes patients. While the results did not 

show that higher hemoglobin A1c, a measure of the blood glucose levels in the past three 

months, did not lead to lower socioeconomic status, the authors found that those with low 

socioeconomic status had higher hemoglobin A1c. The 15-20 minute visit policy with 

PCPs hinders the delivery of comprehensive and quality care to patients of low 

socioeconomic status. According to Linzer et al. (2015), doctors are expected to see as 

many patients as possible each day to cover the overhead cost; thus, they are limited to a 

visit length of 15-20 minutes. The results of this study might help healthcare leaders 

address improving access and quality of care for economically disadvantaged patients by 

creating patient visit policy that is longer than the 15-20 minutes and reflective of 

individual patient needs.  

Significance to Theory 

Economically disadvantaged patients often experience low access to care (Kirby, 

2008). Many researchers in the field of access to care, primary care visit duration, and 

health quality improvement have focused on patients with chronic conditions and overall 
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access to care. In this research, I specifically explored the 15-20 minute visit with 

primary care’s effectiveness in caring for patients from low socioeconomic backgrounds. 

The existing literature on the 15-20 minute visit with PCPs has not focused enough on 

exploring the effectiveness of this visit duration on patients of low socioeconomic status. 

The research finding from this study might offer insights into incorporating extended 

patient visit policy into the triple aim framework that is reflective of individual patient 

needs. 

Significance to Practice 

The result of this study might be useful to patients of low socioeconomic status, 

PCPs, and healthcare administrative leaders serving patients of low socioeconomic 

background in evaluating the 15-20 minute visit policy with PCPs. In particular, the study 

helped answer the question: Is the 15-20 minute visit with PCPs appropriate for patients 

of low socioeconomic status? Patients receiving care in inner-city clinics have shorter 

visit duration than those receiving care in salaried group practices in academic centers 

(AMC) or at managed care group (MCG) clinics (Tai-Seale et al., 2007). The results of 

the study might help patients gain a perspective on the effects of the 15-20 minute visit 

duration with PCPs on patient care. Further, healthcare providers of low socioeconomic 

background patients could better understand the common understanding patients and 

healthcare administrative have on the 15-20 minute visit policy. The study could help 

healthcare administrator leaders at healthcare clinics serving low-income patients to 

strategize more effective visit policies for populations they serve by increasing visit 

duration to address psychosocial issues. 
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Conclusions 

The study's overall findings showed that based on the lived experience of the 

three stakeholders of the 15-20 minute visit duration with PCP, this visit duration is not 

sufficient for holistic patient care for low-income patients with psychosocial issues. 

Several themes emerged from participant interviews dealing with participants' 

perceptions of visit duration, the healthcare payor and management system, patient-

physician relationship and satisfaction, and patient care in primary care settings. In the 

literature review chapter, I reviewed scholarly written work on themes such as patient 

visit duration with PCP, health disparities and the 15-minute visit duration, healthcare 

payment system, healthcare management practices, healthcare reimbursement system, 

and visit length and satisfaction. Those themes reappeared in my collected interview data. 

The study results were mainly aligned with topics depicted in the literature review. The 

patient visit duration with PCP is insufficient to provide quality care for all patient types, 

particularly those with low SES. Data interview from my study showed that patients, 

PCPs, and healthcare managers valued longer face-to-face time during the visit.  
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Appendix A: Interview Protocol Appendix 

Date: 

Start time: 

Stop time:  

Total Time: 

Participant ID #: 

[Interview session starts]  

Hello, and I want to thank you again for accepting to participate in my study. My name is 

Zuhur Ahmed. I am a Ph.D. candidate at Walden University, studying management with 

an emphasis on leadership and organizational change. The purpose of this qualitative 

exploratory multiple case study is to gain common understanding from patients with low 

socioeconomic status, healthcare providers, and healthcare administrative leaders of low 

socioeconomic background about the15-to 20-minute visit with PCP in primary care 

clinics. The purpose of the interview is to help me explore how different stakeholders of 

the 15-to 20-minute visit duration with primary care providers (PCPs) have experienced 

this phenomenon.  

The interview questions are open-ended. I want to request your permission by signing the 

consent form indicating that I have your permission to audio record our conversation. 

Along with audio recording our conversation, during the interview, I might take notes to 

ensure that I accurately capture your statements. Again, I want to assure you that your 

identity will not be revealed. You have the choice to end the interview at any time. If you 
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do end the interview, no answers you provided to that point will be used and I will delete 

the recording right there. This interview will take approximately one hour.  

Before we get started, are there any questions or concerns? If any questions arise at any 

point during the interview, feel free to ask them at any time and I would be more than 

happy to address all your questions and concerns.  

Interview Procedures 

 To facilitate my notetaking, I would like to audio-record the interview. I am requesting 

that you permit me to conduct an audio-recorded interview by signing the release from. I 

will be the only one who will be privy to the recordings. I have planned this interview to 

last no longer than 60 minutes. Transcriptions of interviews will be analyzed as part of 

my course. I will provide you a copy of your interview transcript which you can review, 

revise and send back to me. If you approve the transcript, please send an 

acknowledgement within 48 hours informing me of receiving the transcript. In the event 

that I do not receive feedback within a week, I will assume that you have reviewed the 

document and that you are in agreement with the transcript. Upon receiving the transcript 

if revision is required, I will apply the requested edits and return for final review. I will 

follow up with you via the telephone if further edits are required and to finalize the 

interview. 

 Voluntary Nature of the Interview 

This interview is voluntary. You have the choice to withdraw at any time before and 

during the interview. 

Risks and Benefits of Being Interviewed 
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Being in this interview does not pose any risks beyond those of typical daily life. There is 

no benefit to you.  

Privacy 

Interview recordings and full transcripts will be shared with each interviewee. Transcripts 

with identifiers redacted may be shared with my university faculty along with my 

analysis. The interview recording and transcript will be destroyed as soon as I have 

completed my research. 

Interview Questions 

All of the interview questions will be open-ended to give you the opportunity to tell your 

experience. I will begin by asking questions that deal basic demographic questions 

followed by more complex questions. At this time, I will start recording the interview.  

[Demographic and general questions] 

1. What insurance type do you (have—patients) (accept—providers and 

administrators)? 

2. Is there a visit duration policy at this practice? If so, what is the current visit 

duration policy of this practice? 

3. What is the typical visit duration with a primary care provider during routine and 

annual physical visits?  

4. How often do (you see your provider—patient), (typical patients come to see 

you—providers), (typical patients come to see their providers on an average—

healthcare administrator leaders)? 
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[Detailed open-ended questions] 

1. According to the literature on patient visit duration with PCPs, the average visit is 

15-to 20-minutes. What have been your experienced with this visit duration? 

2. Is the current patient visit duration with PCPs sufficient time to receive/provide 

holistic and high-quality care? Please explain why or why not. 

3. How has the patient visit duration with PCPs impacted your care (patients), ability 

to care for patients (providers) and the overall health outcomes of patients 

(providers and practice administrators)? 

4. What is your thought on the practice’s role in improving patient health outcomes 

and improving patient satisfaction for low-income patients?  

5. The triple aim framework is a healthcare framework developed in 2008 by the 

Institute of Healthcare Improvement (IHI) to improve care delivery to patients of 

the United States by focusing efforts on reducing healthcare cost per capita, 

improving patient satisfaction with care, and enhancing patient and population 

health outcomes. What are the triple aim application and practices employed at 

this clinic?   

6. What are some of your experiences, reactions, or thoughts on patient-physician 

relationship? Please describe to me how that might be affected by this visit 

duration.   

Closing Interview 

I want to thank you for taking the time to participate in this interview. As I have stated 

earlier, I am the only person who will have access to the audiotape. I will transcribe the 
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interview with in the next 72 hours and I will send it to you for an accuracy check and to 

make any revisions as you see fit. I would like you to review, revise, and send it back to 

me with revision or approval via email within 72 hours from the time you receive the 

transcript. If you approve the transcript, please send an acknowledgement within 48 hours 

informing me of receiving the transcript. In the event that I do not receive feedback 

within a week, I will assume that you have reviewed the document and that you are in 

agreement with the transcript.  

Do you have any questions or concerns about the interview, transcription, time it will 

take to transcript, the study, or anything else? 

[closing dialogue and end of interview] 
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