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Abstract: Introduction: The ability of physicians to achieve successful outcomes for their patients is a challenge given the
increasing demands on physicians in the conventional healthcare world. Patients are becoming more involved with their
healthcare management and, as such, their satisfaction with their physician is increasingly important. MD-Value in Pre-
vention (MDVIP) is a network of primary care physicians who promote smaller practice sizes in an effort to allow the
physician to focus on prevention, wellness and chronic issues. Methods: An online patient satisfaction survey with
MDVIP members and a representative population of patients in the conventional healthcare system (CHC) was conducted.
Results: MDVIP members were significantly more satisfied with their ability to reach their physician when needed,
including their ability to contact their physician during business hours (90-91% of MDVIP patients versus 53% of CHC
patients) and contact their physician after business hours (71-74% of MDVIP patients versus 31% of CHC patients),
p<0.05 for both parameters. In addition, 97% of MDVIP members were satisfied with their relationship with their
physician compared to just 58% of CHC patients (p<0.05). Patient-reported physician loyalty was much higher in the
MDVIP groups compared to the CHC population (68-72% in the MDVIP groups versus 44% in the CHC group, p<0.05).
Conclusion: The MDVIP model significantly enables a better primary care physician-patient relationship versus the con-
ventional healthcare system, which ultimately may lead to better health outcomes. Patients in the MDVIP model have bet-

ter access, are more satisfied and more loyal to their physician compared to their CHC counterparts.
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INTRODUCTION

At the heart of primary care is the physician-patient rela-
tionship in which the knowledge and diagnostic skills of the
physician, along with compassion, work for the benefit of
the patient. The ability of physicians to achieve successful
outcomes for patients is a daily challenge, given the increas-
ing demands on physicians in the conventional healthcare
world [1]. The healthcare system is currently structured to
provide incentives in the reimbursement structure, often
leaving patients’ needs as an afterthought [2]. In addition,
managed care has perpetuated a fee-for-service system in
which additional time involving telephone and email com-
munication with patients and time spent on management and
coordination of care are not reimbursable [3]; thus, physi-
cians spend less time on them. Physicians need that time to
connect and engage with patients. With ever-increasing
healthcare demand and costs, patients have become more
involved and more responsible for their own healthcare man-
agement.

While in the past patient opinion was considered op-
tional, patient satisfaction with the healthcare they receive is
now recognized as an important aspect of quality and essen-
tial to achieving high quality care [4]. A nationwide survey
of U.S. residents in 2004 conducted by Harvard University,
the Agency for Healthcare Research and Quality and the
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Henry J. Kaiser Family Foundation found that 55% of re-
spondents were dissatisfied with their healthcare [5]. As
noted by Dowd et al, patient satisfaction is a measure of the
discrepancy between a patient’s expectation regarding an
encounter with his or her physician/provider and the pa-
tient’s actual experience, and these discrepancies can occur
with regard to the ease of getting an appointment, waiting
time in the office, attentiveness and courtesy, prescribed
treatments and health outcomes [6]. Several studies have
found a consistent and significant positive association be-
tween patient satisfaction and interpersonal continuity of
care [7, 8].

While healthcare providers recognize that they must pro-
vide services that fulfill the needs and wants of patients in
order to retain patients as consumers, they are feeling pres-
sured to provide more services with less time. According to
RAND Health, the nation’s largest independent health policy
research program, physicians report that this, in turn, limits
the amount of time they can spend with an individual patient.
In some cases, this detracted from the quality of care. With
less time to talk with patients, diagnose and treat, the quality
of the care they received was impacted. When asked about
work quantity and pace, only 60% of physicians (mixed
group of primary care physicians and specialists) responded
that they “Agree” or “Strongly Agree” that they have ade-
quate time to spend with their patients during office visits.
This limited time doesn’t affect just the patient. Previous
studies indicate that greater time pressures to conduct clini-
cal activities were associated with lower physician job satis-
faction [9]. In 2004, the Society of General Internal Medi-
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cine (SGIM) Task Force published a report recommending
that barriers which keep physicians from spending adequate
time with patients need to be removed, and physicians
should provide patient-centered, comprehensive, longitudinal
care and be committed to quality outcomes and preventive
care [10]. The SGIM Task Force also recommended that the
current fee-for-service reimbursement system should be
abandoned in order to provide for physician services that are
outside of the traditional face-to-face visits; for example,
physicians could receive a patient management fee plus re-
imbursement for specific services [10]. The American Medi-
cal Association (AMA) has even encouraged physicians to
use tools to proactively measure patient satisfaction in order
to inform quality improvement efforts, help practices make
staffing decisions, give physicians a competitive edge, guide
improvements in patients’ health, compliance and confi-
dence in treatment, and show patients that their physicians
care about their input [11]. The American Board of Internal
Medicine (ABIM) also recognizes the importance of evaluat-
ing patient satisfaction and has incorporated patient satisfac-
tion surveys into their recertification process beginning in
2014. ABIM board certified physicians will need to com-
plete a patient survey every 5 years. The survey must include
results from a minimum of 35 patients, and based upon the
results, the physician must identify one measure to improve
upon, a targeted performance goal and strategies to achieve
the goal. The survey then needs to be repeated in order to
measure and report the impact of the identified strategies [12].

MDVIP was the first company, over a decade ago, to put
together a network of primary care practices and develop a
new primary care model based upon patient (i.e., consumer)
empowerment. Patient satisfaction is an integral part of the
patient-physician relationship and the MDVIP model is
based upon strengthening this relationship. In this practice
model, doctors partner with patients to keep them healthy.
They spend time discussing prevention and wellness, not just
dealing with chronic conditions or referring out to special-
ists. For an annual fee that ranges from $1,500 to $2,200,
depending on the provider, patients receive a set of non-
covered services, screenings and interventions designed to
identify risk, prevent events, encourage change of detrimen-
tal lifestyle habits and improve quality of life. To be able to
practice in this fashion, the practice is limited to a maximum
of 600 patients. Each patient receives a 90- to 120-minute
annual wellness visit similar to an executive-style physical.
This includes an exam, review and coaching for every pa-
tient. Follow-up visits last 30 minutes. This is in contrast to
conventional practice where physicians will have over 2000
patients in the practice and only have time to focus on trying
to prevent complications of disease, not the disease itself.

To compare MDVIP member satisfaction to patients util-
izing the conventional healthcare model, MDVIP commis-
sioned IPSQOS, an independent, third-party market research
firm to conduct an online survey with MDVIP members and
a representative population of patients in the conventional
healthcare system.

METHODS

IPSOS administers the online Patient Satisfaction Survey
annually to current MDVIP members and the results from
2011 and 2012 are included in this analysis. All members
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were contacted via email or phone and invited to complete
the online survey. To compare these results to patients in the
conventional healthcare (CHC) system, the survey was ad-
ministered to a representative population of patients in 2011
who were a balanced outgo sample based on a national rep-
resentative census of 50% males and 50% females who were
at least 30 years of age. The questionnaire was developed
with the MDVIP team and validated through automated and
visual checking by programming, data processing and online
operation teams. It consisted of 3 key areas. The first section
included 37 questions on patient satisfaction regarding phy-
sician accessibility, office visits, medical treatment, physi-
cian and staff courtesy and physician’s interaction with the
patient. Participants rated each parameter using a 5-point
Likert Scale: extremely satisfied (5), very satisfied (4),
somewhat satisfied (3), not very satisfied (2), and not at all
satisfied (1). The second area measured the patients’ impor-
tance of these attributes when evaluating their overall
healthcare experience using the same 5-point Likert scale
assessing “importance” instead of “satisfaction.” The third
area assessed patient agreement to health/quality of life
measures initiated by his/her physician using a 5-point scale:
strongly agree (2), agree (1), neither agree nor disagree (0),
disagree (-1), strongly disagree (-2).

Age group and sex were the only demographic variables
collected, so no other demographics (e.g., race, socioeco-
nomic status) could be evaluated. MDVIP members and
CHC members were identified only by their member identi-
fication number; physician name and any other patient iden-
tifiers were removed for blinding purposes before data
analysis. The MDVIP network has an average age of 66 and
40-45% of the network is in Medicare or a Medicare Advan-
tage plan. The rest are covered by various commercial insur-
ance plans. The practices mirror the demographics of the
practice before transition to this model. Affiliated physicians
are in 42 states and the District of Columbia and have pa-
tients from urban, suburban and rural areas.

All analyses were performed using Quantum — Version
5.8 for data processing. A standard t-test on proportions and
means was calculated for each question. Percentages re-
ported reflect the top 2 box responses (i.e., extremely satis-
fied and very satisfied; strongly agree and agree) for each
question, unless stated otherwise.

RESULTS

A total of 13,092 MDVIP members completed the survey
in 2011, 16,271 members completed the survey in 2012 and
1067 conventional healthcare patients were recruited to
complete the survey in 2011. However, it was discovered
that only 900 conventional healthcare patients had a primary
care physician and thus were able to complete the survey.
Overall, the response rate for the MDVIP members in 2011
and 2012 was 13% and 12%, respectively. Table 1 shows the
patient characteristics (gender and age group) that were col-
lected by self-report. There were no significant differences
between the MDVIP groups and the CHC group within each
age division breakout; however, there was a significant dif-
ference in the overall average age of the CHC group com-
pared to the MDVIP 2011 and MDVIP 2012 groups
(p<0.05). The average age in the CHC group (53.52+14.2)
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Table 1. Study population age and gender demographics.
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Age and Gender

MDVIP
2011
a
(N=13,092)

MDVIP CHC
2012 2011
b c
(N=16,271) (N=1067)

Gender
Male
Female

49% (N=6362)

47% (N=7625)

50% (N=534)

51% (N=6730)

53% (N=8646)

50% (N=533)

Age Group (years)

18-24 < 1% (N=9) <1% (N=5) 0% (N=0)
25-34 1% (N=95) <1% (N=67) 10% (N=102)
35-44 4% (N=527) 2% (N=324) 23% (N=241)
45-54 14% (N=1868) 10% (N=1593) 25% (N=272)
55-64 33% (N=4285) 28% (N=4532) 159 (N=155)
65 or over 48% (N=6308) 60% (N=9750) 28% (N=297)

Average Age (SD)*

63.81 (11.06)
C

66.53 (10.47)
C

53.52 (14.2)
C

* Letter designations (a,b,c) after the average age denote statistical significance (p<0.05) versus the identified group.

was approximately 10 years younger compared to the
MDVIP 2011 group (63.81+11.06) and the MDVIP 2012
group (66.53+10.47).

Important Attributes

The most important attributes to patients based on the
top box response percentages were generally consistent
across all patient test groups and mainly involved the physi-
cian-patient interaction and medical treatment. Attributes
that were most important to patients included physician’s
explanation of the patient’s condition and medications, phy-
sician’s ability to ask questions in order to understand the
patient’s condition, physician’s response to questions and
concerns, physician’s personal interest in the patient and
his/her health, physician’s familiarity with the patient’s
medical history and staff/physician returns calls in a timely
manner. Other areas of importance included the ability to get
an appointment when needed, the professionalism and cour-
tesy of the office staff, physician’s responsiveness to emer-
gencies and the follow-up plan the physician develops for
the patient. Table 2 lists the top attributes of importance to
patients.

SATISFACTION
Physician Availability

Patients in the MDVIP model (i.e., MDVIP 2011 and
MDVIP 2012) were significantly more satisfied versus their
CHC counterparts with their ability to contact their physician
during business hours (90% MDVIP 2011, 91% MDVIP
2012, 53% CHC patients), contact their physician after busi-
ness hours (71% MDVIP 2011, 74% MDVIP 2012, 31%
CHC patients) and obtain an appointment within 48 hours
(85% MDVIP 2011, 87% MDVIP 2012, 55% CHC patients),

p<0.05 for all parameters. A significantly higher number of
MDVIP members were satisfied with their ability to get an
appointment when needed compared to the CHC patients
(93% MDVIP 2011, 94% MDVIP 2012, 65% CHC, p<0.05).
Once in the physician’s office, more patients in the MDVIP
groups versus the CHC group claimed to wait less than 10
minutes in the reception area (78% MDVIP 2011, 79%
MDVIP 2012, 41% CHC patients, p<0.05) and overall, MDVIP
members were much more satisfied with the amount of wait
time they experienced in the doctor’s office (94% MDVIP
2011, 95% MDVIP 2012, 52% CHC, p<0.05) (Table 3).

Patient-Physician Relationship

Overall, 97% of MDVIP members were satisfied with
their relationship with their physician compared to just 58%
of CHC patients (p<0.05). MDVIP members were statisti-
cally significantly more satisfied with their physician’s atten-
tion to what they had to say, explanation of their condition
and the amount of time spent with them during their ap-
pointment compared to CHC patients (see Table 3).

Loyalty to Physician

Patient-reported physician loyalty was much higher in
both MDVIP groups compared to the CHC population.
Sixty-eight percent of patients in the MDVIP 2011 group
and 72% of patients in the MDVIP 2012 group reported that
they would never leave their physician compared to just 44%
of patients in the CHC group (p<0.05). Almost all of the
patients in both MDVIP groups reported that they feel they
are receiving the best care (92% MDVIP 2011, 94% MDVIP
2012) versus only 68% of CHC patients (p<0.05), and a sig-
nificantly higher number of patients in both MDVIP groups
report that they feel more confident in their doctor’s ap-
proach to their healthcare (79% MDVIP 2011, 80% MDVIP



4 The Open Public Health Journal, 2015, Volume 8

Klemes and Solomon

Table 2.  Patient results — most important physician practice attributes*.
Attribute MDVIP 2011 MDVIP 2012 CHC
a b c
Physician Accessibility
Ability to Get an Appointment When You Need It 98¢ 98c 91
Ability to Contact Your Physician During Business Hours 9c 9c 75
Ability to Contact Your Physician After Business Hours 86 ¢C 86 C 55
Physician-Patient Interaction
Physician's Explanation of Your Condition(s) 9c 9c 94
Physician's Explanation of Your Medications (Prescription and Over-the-Counter) 97¢ 97c 89
Physician's Bedside Manner 9c 92¢c 84
Amount of Time Your Physician Spends With You During Your Appointment 97¢c 97¢c 87
Physician's Attention to What You Have to Say 100 ¢ 100 ¢ 94
Physician's Responses to Your Questions and Concerns 100 c 100 c 95
Physician's Asks Questions to Understand Your Condition 9c 9c 93
Physician Treatment
Administering Your Annual MDVIP Wellness Exam and Following Up on It 93¢ 92¢c 80
Delivering Personalized Health Care 98c 98c 88
Physician's Personal Interest in You and Your Health 99c¢c 9c 90
Physician's Coordination of Your Specialist Care 93¢ 91c 81
Physician's Proactive Approach to Wellness and Disease Prevention 97¢c 96 c 86
Physician's Familiarity With Your Medical History 9c 9c 91
Physician's Responsiveness to Emergencies 97¢ 91c 88
Physician's Follow-up After Hospitalization 88c 71 81b
Physician's Ability to Make You/Your Family Confident in Self-care Mgt. After Visit 9lc 90¢c 79
(i.e., Diet & Exer. Changes/Plan, Counseling Rec., Making Lifestyle Changes, etc.)
Diagnosing/Treating Any Problem 9c 9c 95
Office Staff
Professionalism and Courtesy of Your Physician's Staff 9c 95¢ 85
Nurses/Medical Assistants Are Knowledgeable 95¢ 95¢ 87

*Results reported as a percentage of top 2 box responses (“Extremely Important” and “Very Important”). Letter designations after the number percentage denote statistical signifi-

cance (p<0.05) versus the identified group.

2012, 61% CHC, p<0.05). Finally, significantly more
MDVIP members have recommended their doctor in the past
and are more likely to do so in the future. See Fig. (1).

Quality of Life

Table 4 shows patient perceptions regarding their per-
sonal health. MDVIP had a significant impact on members’
perceived health. Fifty-one percent of MDVIP 2011 mem-
bers and 55% of MDVIP 2012 members believed that their
health had improved since joining their doctor’s practice
compared to 46% of CHC patients (p<0.05), and a signifi-
cantly higher percentage of MDVIP members believed that

they were in control of their life and their health than those
in the CHC group. Interestingly, MDVIP members reported
that they were more likely to eat healthy and exercise com-
pared to their CHC counterparts (84% MDVIP 2011, 85%
MDVIP 2012, 66% CHC, p<0.05).

DISCUSSION

Anderson reported that the combination of long wait
time and short time with the physician tends to result in the
lowest levels of patient satisfaction, overall [14]. In our
study, the MDVIP patients were significantly more satisfied
with both of these parameters compared to the CHC group.



Patient Satisfaction Comparison in Primary Care The Open Public Health Journal, 2015, Volume 8 5

Table 3. Patient satisfaction*. average rating (SD) and percentage of top 2 box responses —“Extremely” and “Very Satisfied” re-

sponses.
MDVIP 2011 MDVIP 2012 Conventional Health Delta of Superiority
Questions a b Care (CHC) ¢ (CHC vs. MDVIP
N=13,092 N=16,271 N=900 2011)
Patient-Centered Care
- - 4.75 (0.53) 4.77 (0.52) 3.91 (0.94)
Delivering Personalized Health Care
vering 2 95% 96% 69% 26%
Physician’s Personal Interest in You and Your 4.79 (0.5) 4.81 (0.48) 3.98 (0.97)
Health 97% ¢ 97% ¢ 72% 25%¢c
. - - 4.79 (0.49) 4.81 (0.48) 3.91(0.9)
Relationship With Physician
tonship Tith Fysict 97%c 97%c 58% 30%
Administering Annual Wellness Exam/Physical 4.71 (0.6) 4.75 (0.55) 3.92 (0.95)
and Following Up on It. 90% ¢ 90% ¢ 67% 23%¢c
Follow-up Plan Your Doctor Develops for Your 4.63 (0.64) 4.64 (0.63) 3.79 (0.98)
Health 85% ¢ 84%c 61% 24%¢c
. . 4.74 (0.55) 4.76 (0.53) 3.94 (0.96)
Physician’s Approach to Wellness and Prevention
ySIclan's App vent 95% 96% 70% 25%c
Remove Barriers That Keep Physician From
Spending Time With Patients
Amount of Time Your Physician Spends with 4.84 (0.42) 4.84 (0.42) 3.95 (0.96)
You During Your Appointment 97%¢c 98% ¢ 71% 26%c
Ability To Contact Physician During Business 4.69 (0.6) 4.71 (0.58) 3.57 (1.05)
Hours 90% ¢ 91%c 53% 37%c
S L . 4.72 (0.58) 4.73 (0.57) 3.25(1.2)
Ability to Contact Physician After Business Hours
y ysiet ot ! 71% ¢ 74% ¢ 31% 40% ¢
Ease of Getting Appointment
Ability to Get an Appointment 4.7 (0.58) 4.71 (0.57) 3.8(0.97)
When You Need It 93%c 94% ¢ 65% 28%¢c
- . L 4.63 (0.61) 4.66 (0.59) 3.5 (1.06)
Amount of Time You Wait in the Waiting Room
untot Time You Waitt ting 94% 95% 52% 42%c
Attentiveness and Courtesy
Physician’s Attention to What 4.83 (0.46) 4.83 (0.45) 4.1(0.93)
You Have to Say 97% c 98% ¢ 7% 20%c
Physician’s Responses to Your 4.81(0.47) 4.82 (0.46) 4.1(0.9)
Questions and Concerns 97%c 97%c 76% 21%c
Professionalism and Courtesy of Your Physician’s 4.67 (0.6) 4.71 (0.56) 4.02 (0.87)
Staff 95% ¢ 96% ¢ 75% 20%c
Prescribed Treatments
. - L 4.78 (0.49) 4.79 (0.48) 4.03 (0.87)
Physician’s Explanation of Your Medications
ysiclan's Explanati ur iedicat 95% 96% 73% 22%c
. . . 4.81 (0.46) 4.81 (0.46) 4.05 (0.92)
Physician’s Explanation of Your Condition
ysiclan's Explanati ur-ondi 97%c 97%c 74% 23%c

* Letter designations after the number percentage denote statistical significance (p<0.05) versus the identified group.

In addition, a significantly higher number of MDVIP pa- In a previously conducted observational study involving
tients believe they are receiving the best care, report they 60 office visits in the conventional healthcare setting, only a
would never leave their doctor and would recommend their little over a half of the patients (59%) said that they were

doctor to others in the future compared to the CHC patients. satisfied with their visit. The remainder had issues related to
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best care

mCHC ®=MDVIP 2011
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| feel like | am receiving the | would never leave my doctor
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Recommended Will recommend
MDVIP/Physician in the past MDVIP/Physician in the future

=MDVIP 2012

*Statistically significant difference on independent percentage testing at 95% confidence, p<0.05.

Fig (1). Patient loyalty to physician (agree and highly agree responses).

Table 4. Patient-perceived health outcomes*. Percentage of top 2 box responses - “Highly Agree” & “Agree” responses.
Conventional Delta of Superiority
MDVIP 2011 (&, MDVIP 2012 (b
Health Parameter N=13 092 @ N=16 271 ®) Health Care (c) (CHC vs. MDVIP
e - N=900 2011)
| believe my health has,lmprov_ed since joining my 51% C 5506 ac 46% 506 ¢
doctor’s practice
| feel my C.OHdIFIC?n-IS well manag,ed or u_nder control 74% ¢ 77% ac 62% 12% ¢
since joining my doctor’s practice

| feel I have an excell_entqua_llty of life for a longer 69% ¢ 74% ac 59% 10% ¢
period of time

MDVIP/my doctor helps me live a healthy, vibrant life 56% c 62% ac 51% 5% c

0,

| feel in control of my life and health 80%c 82% ac 73% 7%c

I make a conscious effort to eat healthy and exercise 84%c 85% ac 66% 18%¢c

| feel better/more conf@ent in my doctor’s approach 79% ¢ 80% ac 61% 18% c

than the typical health system

MDVIP/My Doctor plays a_posmve role in my 5206 ¢ 586 ac 47% 506 ¢

everyday life.

*Letter designations after the number percentage denote statistical significance (p<0.05) versus the identified group.

the service they had received including time spent waiting in
both the reception area and examination room, with an aver-
age wait time of 31 minutes. The amount of time that the
physician actually spent with the patient also impacted the
degree of satisfaction. Patients reported that the physician-
patient relationship (45%) and the medical information re-
ceived (41%) were the most valued parts of the visit [15].
This is consistent with other studies that indicated that the
patient’s most important attributes of healthcare are patient-
centered, including time spent with the physician, the will-
ingness of the physician to listen to the patient and expecta-
tions for treatment [14].

The MDVIP personalized preventive care model is an in-
novative and important model due to the high and ever-
increasing costs of U.S. healthcare and the shift to consumer
empowerment. The Medical Outcomes Study of over 17,000
patients showed that it was desirable for providers to reduce
patients’ office waits and spend more time with patients [16].
Notably, the authors concluded that even though these im-
provements might decrease revenues, it was important to
find the most cost-effective ways to improve patients’ expe-
riences. Thus, MDVIP was the first company to develop this
new model that focuses on personalized preventive
healthcare by delivering preventive screenings and diagnos-
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tics as well as limiting the number of members in each prac-
tice to be able to logistically deliver the service. The model
design allows physicians to provide more personalized atten-
tion to disease screening and prevention programs, not just
the diagnosis and treatment of illness [17]. An annual mem-
bership fee pays for the preventive and wellness services not
covered by managed care or other common health insurance
plans and enables physicians to decrease their practice size.
The physician now has the time to spend with patients during
their yearly wellness exam (90-120 minutes) and for routine
follow-up visits (30 minutes). As a result, MDVIP members
receive same-day or next-day appointments for urgent and
non-urgent care and the ability to reach their physician 24
hours a day [17]. However, this model is not a third-party
payer; members still need traditional health insurance to
cover the costs of inpatient and outpatient visits, services
provided by specialists and other medical services (e.g., labs,
X-rays) [17]. Since they are paying an annual membership
fee in addition to their insurance premiums, MDVIP mem-
bers may have a greater expectation of service; nevertheless,
results from this survey show that the majority of MDVIP
members are having their expectations met or exceeded,
would continue/renew their membership and would recom-
mend MDVIP to family and friends.

Interest in determining patient satisfaction/experiences
with regard to physician interactions has been increasing in
recent years primarily because patients are more involved in
decisions and assuming more costs of their healthcare. The
Patient Protection and Affordable Care Act of 2010 man-
dated that the Centers for Medicare and Medicaid Services
(CMS) utilize the Consumer Assessment of Healthcare Pro-
viders and Systems (CAHPS) surveys developed at the
Agency for Healthcare Research and Quality (AHRQ) for
public reporting. [18]. It is currently the most widely used
survey instrument that asks consumers about their experi-
ences with and evaluations of ambulatory care received from
both health plans and healthcare professionals. The CAHPS
2.0 questionnaire, which includes 43 questions regarding
access to care, doctor communication, office staff, getting
needed care and health plan customer service, is conducted
by mail or telephone and distributed to members of privately
insured health plans serving public and private employers
(including Medicare beneficiaries) across the U.S. Data from
the CAHPS surveys are publically available and are used by
a wide range of health plans, including state Medicaid pro-
grams, employer groups, the Medicare program and the Fed-
eral Employees Health Benefits Program [19].

In the first 12-month, national Clinician and Group
(C&G) Survey report compiled and released by the CAHPS
Database in November 2010 of 128,030 adult responders, the
highest scoring CAHPS composite was doctor communica-
tion, and the lowest scoring composite was access to care
across all physician specialties [19]. The results seen in our
CHC population were very consistent with the findings from
the C&G survey (Adult Primary Care 6-point scale version).
In the C&G survey, 62% of respondents stated that they “al-
ways” (“top box score” on 6-point scale) received an ap-
pointment for care as soon as they thought they needed it,
compared with 65% of CHC patients in our study. With re-
spect to the ability to contact the doctor’s office about a
medical question, 55% of C&G survey responders stated that
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they “always” could get answers during business hours, and
64% stated that they “always” could get answers after regu-
lar office hours. Again, these results were similar to what we
found in the CHC population who reported that 53% could
contact their physician during business hours and only 31%
could contact their physician after business hours. In the
C&G survey, 27% of responders stated that their office visit
“always” started within 15 minutes of the appointment time,
compared to 41% of the CHC population reporting that their
average time in the waiting room was less than 10 minutes.
Finally, when participants were asked about doctor commu-
nication, 74% of C&G survey responders stated that the doc-
tor “always” spends enough time with them compared to
71% of the CHC group, and 78% of C&G survey responders
stated that their doctor “always” explains things in a way that
is easy to understand versus 74% of CHC responders [19].

As expected, MDVIP members reported higher “top box”
responses regarding access to care and doctor communica-
tion compared to the national C&G survey for all compara-
ble questions. Overall, when compared to both the C&G
survey results and the CHC group results, the majority of the
parameters evaluated were rated significantly higher by
MDVIP members.

The results of this patient satisfaction survey are not just
important from an emotional standpoint. Several studies
have reported that good physician-patient communication
can promote patient adherence with their prescribed treat-
ment plan and ultimately improve health outcomes, patient
feelings about their disease and the impact on their life [18,
20, 21]. In one study of patients who were being treated for
acute myocardial infarction (AMI), those patients who re-
ported better patient care had significantly better survival
rates one year post AMI. In another study looking at patient
satisfaction in hospitals, the hospitals with higher patient
satisfaction ratings were associated with lower in-hospital
complications and patient mortality [18]. Conversely, health
status and health outcomes affect satisfaction. In general,
sicker patients tend to report lower satisfaction, with the
possible exception of some chronically ill groups [22]. Our
study supports these findings. The MDVIP population re-
ported higher satisfaction with their physician relationship
than patients in the conventional healthcare group and also
tended to eat healthier and exercise more.

The 2013 MDVIP member satisfaction survey has just
been completed and topline results show that patient satisfac-
tion continues to be strong with 92% of members
very/extremely satisfied with being a patient in an MDVIP-
affiliated practice, which is statistically higher than prior
years. Overall, member experience satisfaction continues to
be high and there was a strong intention for patients to renew
their membership (90%). This is consistent with yearly re-
newal rates of 92-94% over this time period.

The results from this survey demonstrated that the major-
ity of MDVIP members are satisfied with the quality of care
they receive. In addition to being a personalized preventive
model that is patient-centered, MDVIP believes that the ad-
ditional attention, time and focus on prevention and wellness
will lead to better health outcomes and ultimately lower
healthcare costs. In MDVIP’s first comparative utilization
study of commercial and Medicare health plans from the
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Intellimed database, MDVIP commercially insured members
were approximately 72% less likely to be hospitalized and
MDVIP Medicare members were 79% less likely to be hos-
pitalized relative to nonmembers in 2010 [23]. This reduc-
tion in hospitalizations represents a monetary savings of
$2,551 per patient and over $300 million to the Medicare
program annually. The cost savings in hospital utilization
alone would more than cover the MDVIP annual member-
ship fee and would ensure that patients get comprehensive,
integrated care. A second study also showed significantly
fewer hospitalizations and ER admissions in the MDVIP
Medicare Advantage population [13].

There are several limitations to this study. The patients in
the MDVIP groups were, on average, approximately 10
years older compared to the CHC group (approximately 65
years of age versus approximately 55 years of age) and over-
all, all 3 study groups were older populations, so the results
presented here may not necessarily be generalizable to other
settings or groups of patients. Interestingly, the CHC results
were similar to other data published in the literature for older
patients. Also, only a small amount of demographic informa-
tion was collected since this portion of the satisfaction sur-
vey was optional, so it is difficult to determine how our re-
sults are impacted by race, socioeconomic factors, etc. In
addition, for some questions (e.g., your physician’s respon-
siveness to emergencies, your physician’s care when you are
hospitalized), the number of responders was lower; however,
these questions were not necessarily applicable to all re-
sponders, and therefore the answer was missing (i.e., not
applicable).

CONCLUSION

In conclusion, the MDVIP model may enable a better
primary care physician-patient relationship versus the con-
ventional healthcare system, which could ultimately result in
improved health outcomes. Today’s healthcare system does
not provide the patient convenience that is seen in the
MDVIP model. Patients in the MDVIP model have better
access to their physician, both during and after business
hours, tend to be more satisfied with their ability to get an
appointment when they need it and have a shorter wait time
once they reach the office. MDVIP members demonstrated
significantly greater loyalty to their physician by reporting
that they would never leave him/her and are more likely to
recommend their doctor to others. Finally, the MDVIP
model appears to have a positive, significant impact on
members’ self-perceived health, with more members believ-
ing that their health has improved since joining their doctor’s
practice, and empowering members to believe that they are
in control of their life and their health.
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APPENDIX 1

Patient Satisfaction Survey Questions

1. Delivering personalized health care

2. Physician’s personal interest in you and your health

3. Familiar with your medical history

4. Relationship with physician

5. Administering annual wellness exam/physical and following up on it

6. Physician’s proactive approach to wellness and disease prevention

7. The follow-up plan your doctor develops for your health

8. Physician’s coordination of your specialist care

9. Physician’s approach to wellness and prevention

10. The amount of time your physician spends with you during your
appointment

11. Ability to contact physician during business hours

12. Ability to contact physician after business hours

13. Your physician’s responsiveness to emergencies

14.1 feel better equipped to navigate the complex healthcare system

15. Ability to get an appointment when you need it

16. Ability to get a same-day appointment

17. Has office hours on evenings/Saturdays

18. Convenience of office location

19. Amount of time you wait in the waiting room

20. Amount of time you wait in exam room before seeing doctor

21.Physician’s attention to what you have to say

22.Physician’s responses to your questions and concerns

23. Physician asks questions to understand your condition

24, Staff/Doctor returns calls in a timely manner

25. Nurses/Medical Assistants are knowledgeable

26. Professionalism and courtesy of your physician’s staff

27.Reception area helps you feel at ease

28. Examination room is pleasant

29. Diagnosing/treating any problem

30. Physician’s follow-up call to deliver test/imaging results

31. Physician’s ability to make you /family confident in self-care
management after visit

32.Physician’s follow-up after hospitalization

33. Physician’s explanation of your medications

34.Physician’s explanation of your condition

35. Your physician’s bedside manner

36. Being a patient in an MDVIP practice

37.Goes extra mile for you despite insurance barriers
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