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We incorporated the views of patients to develop a comprehensive
set of ideal physician behaviors. Telephone interviews were con-
ducted in 2001 and 2002 with a random sample of 192 patients
who were seen in 14 different medical specialties of Mayo Clinic
in Scottsdale, Ariz, and Mayo Clinic in Rochester, Minn. Inter-
views focused on the physician-patient relationship and lasted
between 20 and 50 minutes. Patients were asked to describe
their best and worst experiences with a physician in the Mayo
Clinic system and to give specifics of the encounter. The inter-
viewers independently generated and validated 7 ideal behavioral
themes that emerged from the interview transcripts. The ideal
physician is confident, empathetic, humane, personal, forthright,
respectful, and thorough. Ways that physicians can incorporate
clues to the 7 ideal physician behaviors to create positive relation-
ships with patients are suggested.
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It is the patient who carries the burden of iliness, but t
compassionate physician shares that burden, lifting it wh
possible and lightening it when that is all that can be dor
This sharing of the burden has always been the hallmark
the medical profession.

Richard S. Hollis, MBPY

hat constitutes a good doctor? Is technical pro
ciency sufficient to be a good doctor? Clearly,
physician cannot lack necessary technical knowled
and skills and still be a good doctor. Less clear
whether a technically proficient physician can lack inte
personal skills necessary to relate well to patients and §
be a good doctor. The answer to this question must ing
porate the views of patients, the users of health c
services.
The literature suggests that physicians’ interpersof
skills are critical to establishing strong, trust-based phy
cian-patient relationships that offer multiple benefits. Mo

Raysurn, MD

patients want a strong relationship with a primary care
physician?® Not surprisingly, strong physician relation-
ships appear to assume even greater importance during
periods of serious illness. The quality of a patient’s rela-
tionship with a physician can affect not only a patient’s
emotional responses but also behav-
ioral gnd medical outcomes such Sor editorial
compliancé and recovery® Conse-
quently, physicians have been urged t
improve their communicatidhand pa-
tient educatiotttechniques, develop their empathetic abili-
ties}® encourage participative decision makihgnd con-
vey respect and dignity!® Barrier et al’ stress patient-
centered medical interviewing to encourage patients to dis-
he close their true concerns and to do so early in the visit. They
enadvise physicians to ask “What else?” questions. The per-
e. vasive interest in the topic of what a physician should be
ofextends beyond the physician community and is reflected
in the many patient-oriented Web sites and blogs dedi-
cated to it, for example, doctorandpatient.blogspot.com,
familydoctor.org, and physicianreports.com.
Physicians seeking to improve the quality of their inter-
fi- actions with patients and medical schools seeking to best
a prepare new physicians would do well to focus on the
gespecific behaviors that drive patient satisfaction. Focusing
is on behaviors is consistent with competency-based assess-
r- ment, helps physicians judge whether they are living up to
tillthe ideals, and reflects how physicians actually practice
or-medicine®® Thus, a profile of ideal physician behaviors
arecould serve as a training platform, an assessment model for
health care professionals, a prototype for educator role-
nalmodeling skills, and even an assessment tool for admission
5i- to medical school.
st Numerous articles address aspects of the physician-pa-
tient relationship, but many are limited in guiding the be-
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havior of practicing physicians. Limitations include seg-
mentation, scope, and solution issues. Segmentation issues
occur when specific patient populations are studied, such
as patients with depressi#tthose facing end of lif&,and
physicians as patientsraising concerns of generalizabil-

ity. Scope issues occur when specific physician character-
istics are studied, such as empétloy participative deci-
sion-making stylé® Although useful, such studies do not
address the totality of behaviors considered by patients.
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Solution issues occur when practical steps that physicians
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PATIENTS’ PERSPECTIVES ON IDEAL PHYSICIAN BEHAVIORS

can take to strengthen patients’ perceptions of their service 2. Tell me about the worst experience that you had
are not identified. with a doctor in the Mayo system.

Our goal in this research is to address these limitations 3. Now think about all the people you interacted with
and develop a basic profile of ideal physician behaviors at the Mayo Clinic other than doctors. Tell me about the
from patients’ points of view that could be beneficial to best experience that you had with any one of them.
physicians in meeting patient needs. In addition, we discuss 4. Tell me about the worst experience that you had
the implications of our findings. with any one of them.

5. If you could make one change to improve the quality
of patients’ service experience at Mayo Clinic, what would
it be? Why?

This study was part of a 6-month investigation of the patient To encourage rich, detailed descriptions of physician
experience at Mayo Clinic in Scottsdale, Ariz, and Mayo characgristics most salient to patients, respondents were
Clinic in Rochester, Minn, during 2001 and 2002. The Mayo asked to provide specifics on their best and worst experi-
Foundation Institutional Review Board approved the re- ences with a Mayo Clinic physician. They were not asked
search protocol. To strengthen generalizability, we selectedabout physicians outside Mayo Clinic. Respondents ranged
a random sample of patients who had been recently servedrom long-time Mayo Clinic patients to first-time patients.
in 1 of 14 medical areas: cardiology, cardiac surgery, derma-They could refer to any Mayo Clinic physician experience
tology, emergency medicine, endocrinology, executive and were not restricted to the most recent visit. Accord-
medicine, family medicine, gastroenterology, medical and ingly, respondents did not always refer to a physician prac-
radiation oncology, neurology, orthopedic surgery, trans- ticing in the specific department from which the sampling
plant surgery, thoracic surgery, and urology. The disciplineswas done.

were selected to provide a broad representation of inpatient After the completion of all interviews, 2 of the authors
and outpatient services and various levels of acuity. (N.M.B. and L.L.B.) independently reviewed each inter-

Within each discipline, equal numbers of potential re- view transcript. Next they developed a list of themes that
spondents were selected at random and informed by maicaptured the discrete behaviors mentioned by respondents.
that they might be called to participate in a telephone The 2 researchers then compared their lists to identify areas
survey. The advance notification assured patients that theof agreement and resolve any disagreements. They reached
survey was an attempt to improve patient service quality, consensus on all themes. The 2 researchers then separately
that all responses would be kept confidential, that no Mayocoded each mention of a theme by a respondent. Compari-
Clinic physicians would be given the names and responseson of coding decisions yielded interrater reliabilities of
of any participant, and that they could decline participation 0.92 and 0.94 for best and worst service descriptions, re-
without jeopardizing their relationship with their physi- spectively. They discussed points of disagreement and
cians at Mayo Clinic. Additionally, the naotification assured reached consensus on all items.
participants that the interviewer did not have access to their  To check the reliability of the themes that emerged, 2
medical records and would know only that they had beenadditional judges, doctoral students unconnected with the
seen within a particular specialty. The random selection ofresearch project, were recruited as coders. They were
participants was to ensure that patients from all study disci-asked to review the transcripts, code responses by theme,
plines would be represented and to increase confidence irand identify any new themes. No new themes emerged.
the generalizability of patients’ responses. To assure pa-The additional judges were in almost perfect agreement
tients of the confidentiality of their conversations, the inter- in their coding and resolved the few discrepancies that
views and analysis of transcripts were conducted by 2 ofsurfaced.
the authors who have no formal ties to Mayo Clinic
(N.M.B. and L.L.B.). Three attempts were made to contact
every third individual on the patient list before substituting
another contact. Telephone surveys were completed withSeven ideal physician behaviors (behavioral themes) were
an average of 14 patients in each group for a total of 192identified in the research: confident, empathetic, humane,
interviews, split almost evenly by sex. The telephone inter- personal, forthright, respectful, and thorough. These be-
views lasted between 20 and 50 minutes and focused on thbaviors are consistent with existing rese&®fi? offer a
behavioral characteristics most desired in a physician. Thebalance of breadth and specificity, and hold promise for

PATIENTS AND METHODS

RESULTS

questions included the following: empirical investigation. Definitions of these behaviors and
1. Tell me about the best experience that you had withrepresentative quotations are presented in Table 1. All
a doctor in the Mayo system. definitions are from the patient’s perspective.
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TABLE 1. Ideal Physician Behaviors, Definitions, and Supporting Quotes

Ideal physician

behaviors Definitions Representative quotations*
Confident The doctor’s assured manner engenders trust. “You could tell from his attitude that he was very strong, very
The doctor’s confidence gives me confidence. positive, very confident that he could help me. His confidence
made me feel relaxed.”
Empathetic The doctor tries to understand what | am feeling “One doctor was so thoughtful and kind to my husband during his
and experiencing, physically and emotionally, final days. He also waited to tell me personally when he found
and communicates that understanding to me. a polyp in me, because my husband died from small bowel

cancer and he knew | would be scared.”

Humane The doctor is caring, compassionate, and kind. “My rheumatologist will sit and explain everything, medication,
procedures. | never feel rushed. He is very caring. If | call, he
always makes sure they schedule me. He told me he knows
when | call, it is important. | appreciate his trust.”

Personal The doctor is interested in me more than just as “He tries to find out not only about patients’ health but about their
a patient, interacts with me, and remembers me activities and home life as well.”
as an individual.
Forthright The doctor tells me what | need to know in plain “They tell it like it is in plain English. They don’t give you any
language and in a forthright manner. Mickey Mouse answers and they don't beat around the bush.”
Respectful The doctor takes my input seriously and works “She checks on me. She also lets me participate in my care.
with me. She asks me when | want tests, what works best for my schedule.
She listens to me. She is a wonderful doctor.”
Thorough The doctor is conscientious and persistent. “My cardiac surgeon explained everything well. The explanation

was very thorough. He was very concerned about my recovery
after the surgery. | thought it was special how well he looked
after me following the surgery. Not all surgeons do that.

They are not interested in you after you are done with surgery.”

*The quotations in this table are excerpts of longer quotations in the transcripts. Respondents commonly mentioned riuitgseiratt
describing their best physician experience. For example, the quotation used to illustrate “humane” also incorporated”“segbectfu
“thorough” and was coded accordingly.

All 192 respondents could describe a “best physician” perceptions need not be symmetrical in their effect on
experience and frequently referred to more than 1 behav-patients’ perceptions.
ioral theme in their descriptions. Of the total sample, 43
mentioned 1 behavioral theme, 138 mentioned more than 1,
and 11 responded in a manner too general to allow the
identification and coding of any specific behaviors. The Medical services are different from other services. Unlike
most frequently mentioned theme was “thorough” and the “want” services, such as telecommunications and enter-
least frequently mentioned was “empathetic.” tainment, health care is a “need” service that patients often

Only 89 respondents could describe a “worst physician” dread. Serving a customer who arrives with some combina-
experience. Their responses reflected mirror opposites oftion of illness, pain, anxiety, and fear presents a distinct
desired physician behaviors, especially perceived insensiservice challenge to physicians compared with other ser-
tive, disrespectful behavior. The concerns expressed aboutices. Medical customers are inherently under stress.
poor service ranged from a physician’s arrogance in dis-Moreover, medical services are highly complex and techni-
missing the patient’s input, disinterest in the patient as ancal. The patient is at a considerable knowledge disadvan-
individual, impatience in answering a patient’'s questions tage and has little choice but to trust the physician to
to callousness in discussing the patient’'s prognosis. Con-erform the right service in the right way.
cerns also were expressed about physicians who seemed to Medical services are usually inseparable in that pa-
have provided excellent service in the original visit but tients must be physically present to receive the service.
who failed to meet expectations they created about theFor inpatient services, the patient not only visits the ser-
speed or quality of follow-up service. A caveat in interpret- vice “factory” but also lives in it. Few service industries
ing this finding is that we report neither measures of the provide beds for their customers; health care is one that
relative importance of various dimensions in affecting pa- does.
tients’ perceptions of physicians nor measures of the rela- Medical services are inherently personal. Other services
tive impact of positive vs negative perceptions. This latter do not require customers to bare themselves physically and
issue is especially important because positive and negativeemotionally like medical services. Medical services also

DISCUSSION
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are personally important. Rarely are the stakes as high asuggests the technical quality of the service—its presence
they are for the medical services customer. A mistake inor absence—is a functional clue. A missing laboratory
diagnosis, treatment plan, or procedure can do great harmeport is a negative functional clue, and checking on a
to the patient. The patient’s quality of life—and life itself— patient’s drug allergies before prescribing a drug is a posi-
may be in the hands of the physician. tive one.Mechanicclues come from tangibles in the ser-
In evaluating a service as anxiety producing, complex, vice experience and include sights, smells, sounds, tastes,
proximate, personal, and important as medical care, pa-and textures. The comfort, orderliness, cleanliness, moder-
tients are particularly attentive to what they can see andnity, and noise levels of medical facilities illustrate me-
understand to interpret what they cannot see and underehanic cluesHumanicclues come from the behavior and
stand. Technical quality is often difficult for patients to appearance of physicians—choice of words, tone of voice,
assess even after the service is performed. This helpdevel of enthusiasm, body language, neatness, and appro-
explain why the physician’s technical competence was priate dress. A physician who sits while conversing with a
rarely mentioned by the patients we interviewed. Our patient gives a different humanic clue than one who stands
open-ended questions, for example, “Tell me about theat the doorway.
best (worst) experience that you had with a doctor in  Functional, mechanic, and humanic clues play specific
the Mayo system,” did not preclude respondents from roles in creating the service experience. The clues interact,
referring to matters of technical proficiency, but they and perceptions of one type of clue can influence percep-
rarely did. How physicians provided the service (how tions of another type. Functional clues are the “what” of the
they behaved) was not only important to patients but alsoexperience, carrying messages about the reliability and
easier for them to judge than technical quality. Patientscompetence of the service. Mechanic and humanic clues
can sense if the physician is rushed, preoccupied, tiredare the “how” of the experience, revealing much about an
aloof, disinterested, or alarmed just as they can sense arganization’s and individual clinician’s commitment to
physician’s genuine interest, compassion, calmness, andjenuinely being of service. Research outside medicine
confidence. shows that mechanic and humanic clues primarily influ-
The research by Fung et'ahdicates that if patients are  ence customers’ emotional or affective perceptions of the
forced to choose between technical quality and interper-service experienc®. The research reported herein, re-
sonal quality in selecting a primary care physician, most stricted to patients’ perceptions of physicians, reveals the
will choose the more technically proficient physician. strong influence of humanic clues on patients’ memories of
Their study design involved giving respondents informa- their best and worst physician experiences.
tion on physician technical and interpersonal quality in the  Although the technical ability of a physician is vital, it is
form of simulated, computerized health care report cards.important for physicians to learn and demonstrate interper-
Even with this information available, a substantial propor- sonal skills as well. Most service organizations invest in
tion of the respondents (approximately one third) selecteddeveloping the interpersonal skills of their employees
physicians high in interpersonal quality. In reality, absent awho interact with customers. It is difficult to imagine a
report card patients often cannot conclusively determineservice in which these skills are more important than
the level of technical proficiency and appear to expect medical service. Nonmedical service providers rarely per-
adequate proficiency as a given. They are most likely toform the kind of extreme service roles that many physi-
judge what is important to them based on what they are ablecians commonly perform, for example, simultaneously
to judge. Our respondents relied on what they could see anaaring for an acutely ill patient and communicating with
understand in evaluating physicians, and most evaluatecanxious family members, informing a patient of a termi-
the physician’s behavior. nal disease diagnosis, finding the right way to advise
The nature of medical services turns patients into “de- patients sensitive about their weight that they must lose
tectives” looking for “clues” to reassure themselves of their weight, or telling a patient that it is necessary that he or
caregiver's competence and caring. Specific clues carryshe stop driving a vehicle.
messages, and the clues and messages converge to tell a The challenge of being interpersonally effective in per-
service’s story to the customer. In business parlance, manforming medical services requires concerted attention in
agers are advised to coordinate the clues of service tanedical schools and suggests an important continuing edu-
establish a coherent quality ima&uch advice is no less  cation opportunity for professional medical societies and
relevant to physicians. medical educators. Students, residents, and physicians in
Clues are generally in 3 main categofiefunctional, practice should seek to understand how they are perceived
mechanic, and humani€unctionalclues concern the tech- by patients and what the literature reveals that patients
nical quality of the offering. Anything that indicates or desire from their physicians. Then, they should hone their
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skills in demonstrating desired behaviors to their patients.

TABLE 2. Exhibiting Ideal Physician Behaviors

Learning obtained from such courses as nonverbal commu-deal physician

nication, active listening, and sharing bad news could im-  behaviors

Illustrative humanic clues*

prove patient perceptions of physician behaviors.

Physicians need to be clue conscious in how they
provide service, and this, too, represents an educational
opportunity. The management of customer experience is
being taught more frequently in business schools, and it
could be taught to physicians and medical students as
well. Table 2 illustrates how physicians can effectively
manage humanic clues in support of the ideal physician
behaviors. The clue examples described are from the in-
terview transcripts, from patient focus groups also con-
ducted at Mayo Clinic, and from the personal obser-
vations of the research team. Educational sessions that
incorporate role playing and participant feedback can be Humane
built around the ideal physician behaviors and clue man-
agement concepts.

Recently, there has been an increased focus in medical
education on key competencies necessary for physicians.
The Project Professionalism of the American Board of
Internal Medicine has outlined specific values, including
humanistic and communication behaviors, that are ex-
pected of their membershipThe Outcome Project of the
Accreditation Council for Graduate Medical Education
now requires all accredited residency programs to address
the training of physicians in 6 core competency domains:
patient care, medical knowledge, practice-based learning
and impovement, interpersonal and communication
skills, professionalism, and systems-based practice. Resi-
dency programs must define the specific knowledge,
skills, and attitudes required in the domains, provide edu-
cational experiences as needed for their residents to dem-
onstrate competency in each, and assess resident perfor-
mance throughout the training experieét&hree of
these required competency sets—patient care, interper-
sonal and communication skills, and professionalism—
are directly related tothe ideal physician behaviors de-
scribed in this article.

Patient feedback can clarify which physician behaviors

Confident

Empathetic

Personal

Forthright

Respectful

Thorough

Refers to state-of-the-art medical practices

Refers to experience in treating specific medical
conditions or performing procedures

Is not disturbed by patient’s queries about medical
information acquired from other sources (regardless
of accuracy or inaccuracy)

Is at ease in the presence of patient, family members,
and medical colleagues

Makes eye contact with the patient as well as family
members

Correctly interprets patient’s verbal and nonverbal
concerns

Repeats patient’'s concerns

Shares personal stories that are relevant

Speaks in a sympathetic and calm tone of voice

Uses appropriate physical contact

Is attentive, present to the patient and the situation

Indicates willingness to spend adequate time with
patient through unhurried movements

Helps arrange needed nonmedical assistance for the
patient (eg, chaplain or social work services)

Asks patients about their lives

Discusses own personal interests

Uses appropriate humor

Acknowledges patient’s family

Remembers details about the patient’s life from
previous visits

Doesn't sugarcoat or withhold information

Doesn't use medical jargon

Explains pros and cons of treatment

Asks patient to recap the conversation to ensure
understanding

@fers explanation or apology if patient is kept waiting

Listens carefully and does not interrupt when the
patient is describing the medical concern

Provides choices to the patient as appropriate but is
also willing to recommend a specific course of
treatment

Solicits patient’s input in treatment options and
scheduling

Takes care to maintain patient's modesty during the
physical examination

Provides detailed explanations

Gives instructions in writing

Follows up in a timely manner

Expresses to patient desire to consult other clinicians
or research literature on a difficult case

have the greatest impact on patient satisfaction. Medlca'*Specific clues will affect patients differently. Although many patients

practices should consider periodically surveying patients to are likely to appreciate a physician’s empathy in sharing a relevant
identify opportunities for strengthening patient relation- personalstory, this can be a neutral or even a negative experience for some
ships” The surveying need not be elaborate or expensive. PAUET, There = bo bz for physiane Khouing e paent o
Much can be learned from an anonymous 1-page survey table are consistent with the research reported in this article.

that includes salient demographic categories and 3 open-

ended questions: “What do you like most about your main  Finally, these 7 ideal behaviors can be a useful tool for
doctor?” “How can your main doctor improve service to physician executives working with physician performance
you?” “How can our medical practice improve service to problems. The usual level of feedback a supervising physi-
you?” Survey results can be the basis for organizing physi-cian has to work with is vague, such as “he/she has a poor
cian (and staff) educational sessions on behavioral skillsbedside manner” or “this doctor is not listening to me.” The
most desired by patients. behavioral categories and illustrative humanic clues in
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Table 2 give the physician coach a set of specific factors to  All the behaviors identified in our research were dis-
assess performance and then subsequently guide a remedialissed by multiple patients; however, we did not assess the
educational plan for the identified physician. Trends of relative importance of each dimension beyond frequency
deficiency among several physicians in the medical group,counts or investigate whether there is variance in the ideal
health plan, or hospital medical staff can provide opportu- dimensions based on demographic variables. This was be-
nities for continuing medical education to improve team yond the scope of our study, but it is an important avenue
performance. for future research in the area.

After one of the patient focus group interviews con-
ducted at Mayo Clinic, a participant sent a handwritten
note. This patient with breast cancer captures the powerful
Interviews with 192 patients receiving medical care within role of humanic clues in medicine and, in so doing, offers a
14 medical specialties reveal a profile of 7 ideal physician fitting ending to our article.
behaviors: confident, empathetic, humane, personal, forth-
right, respectful, and thorough. These behaviors are notWe want doctors who can empathize and understand our needs as
hypothetical; they are from the voices of patients who had aa whole person. We put doctors on a pedestal right next to God,
recent medical service experience at Mayo Clinic and wereYet we don't want them to act superior, belittle us, or intimidate
asked to describe their best and worst experiences with éjs._W_e want to feel that our doctors have incredible knowledge.in
Mayo Clinic physician. That patients discussed their phy- their field. But every doctor needs to know how to apply their

sicians' behavior rather than their phvsicians’ technical knowledge with wisdom and relate to us as plain folks who are
i .p y . .~ capable of understanding our disease and treatment. It's probably
ability does not suggest that technical skills are less im-

: . ! difficult for doctors after many years and thousands of patients to
portant than interpersonal skills, but it does suggest thatgiay optimistic, be realistic, and encourage us. We would like to
the former are more difficult for patients to judge. The think that we're not just a tumor, not just a breast, not just a
findings may also reflect patients’ inclination to assume a victim. Surely, if they know us, they would love us.
physician is competent unless the absence of competence is
demonstrated. REFERENCES
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