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Abstract
Introduction: Physicians are continually encouraged to be more productive while
providing higher levels of patient satisfaction. It is a common presumption that the two
goals are somewhat exclusive—that higher productivity must entail a sacrifice in patient
satisfaction or vice versa. Moreover, physicians seeking tested, evidence-based approaches
to improving satisfaction have had relatively little to go on, and they commonly have justifiable concerns about how ineffective changes may hurt their productivity for no benefit.
Methods: For our large specialty practice, we plotted physicians into quadrants on a
scattergram: strong performers on productivity and patient satisfaction, those who are
weak in both areas, and those who are strong in one and weak in the other. We performed
an observational study to investigate behaviors and work processes associated with a
range of performance levels in productivity and patient satisfaction.
Results: The observation yielded clear, discrete sets of common characteristics for
physicians and staff in each quadrant. In our organization, these findings have provided
practical assistance for physicians performing at any level to assess their own situation
and chart a path, on their own or with coaching, that leads to improvement.
Conclusions: The findings help dispel commonly held myths about the exclusivity of
productivity and patient satisfaction, suggesting that 1) there are many physicians who
excel in both areas simultaneously, and 2) there are different characteristics associated
with varying levels of performance. The study encourages the further development of
evidence-based methods for improving the patient experience while enhancing—not
sacrificing—productivity.

Introduction
Clinicians, whether operating their
own practice or employed within another, have always been motivated to
keep productivity strong. In recent years,
however, especially as concepts such as
pursuit of the “Triple Aim” of best care,
best experience, and lowest cost1 have
been embraced by leading health care
organizations, many physicians are facing
simultaneous expectations for delivering
stronger patient satisfaction and a better
patient experience.
Many published studies have examined
the links between different aspects of physician behavior and patient satisfaction.2-5
Although most physicians would like to
improve their productivity and patient

satisfaction ratings simultaneously, several
interrelated obstacles have often frustrated
their attempts to achieve this.
Many physicians, for example, tend to
view the balance between productivity
and patient satisfaction as something of
a zero-sum game: that improvement in
one area can occur only at the expense
of the other. Physicians with weak satisfaction ratings may believe that strong
satisfaction ratings result from having a
natural knack for dealing with patients
that they do not happen to have. They
may believe that patient satisfaction
survey instruments are flawed, or that
only dissatisfied patients complete them.
In our multispecialty practice, we
know that strong productivity and strong

patient satisfaction ratings are not necessarily exclusive. We have physicians
across many specialties who achieve
both, as well as those who achieve neither, despite working with similar patient
populations, working conditions and
facilities, and staff support.
Recognizing this, in 2008 we began
work leading to an observational pilot
study conducted in our organization
with three purposes. We first wished to
identify behaviors and characteristics
of high-performance care teams and
understand the differences, if they existed, in behaviors and characteristics of
physicians with strong productivity and
satisfaction ratings and those of physicians with weaker ratings. Second, we
wished to develop and validate a set
of physician and care team observation
tools. Third, we wished to develop an
encounter structure detailing best practices for optimal workflow and a care
model process to help guide division
of tasks among the care team. In doing
so, we wished to give clinicians a useful tool for assessing their performance
that would also suggest potential best
practices for weak-performing clinicians
to emulate. Although our organization
has made advancements in all of these
areas since beginning this work, in this
article we will focus on the foundational
work behind the first and second goals.
In our organization, as with many
health care organizations, physicians
face increasingly high expectations for
achieving strong patient satisfaction ratings. In our experience, addressing weak
patient satisfaction ratings has long been
problematic for a number of reasons.
These reasons include the physician’s
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skepticism or reluctance to change as
well as misapprehensions about patient
satisfaction and productivity.
Overcoming Skepticism or
Personal Reluctance to Change
Not surprisingly, most physicians do
not welcome the news that their satisfaction ratings are weak when they first hear
it. In our experience, they often progress
through four similar stages (Table 1): 1)
resistance/denial, 2) initial acceptance, 3)
initial frustration, and 4) seeking meaningful help. Reflecting on these stages,
we identified two obstacles contributing
to difficulty in helping move physicians
through these stages. First, we found that
from the physician’s perspective, consideration of patient satisfaction experience
as a stand-alone goal could seem unfair
because it did not take productivity and
clinical effectiveness—also important measures—into account at the same time. Second, we recognized that physicians, once
persuaded that their satisfaction scores
could and should be strengthened, had
few practical tools available to help them
accomplish it, especially those grounded
in evidence relevant to their own practice.

Misapprehensions about Patient
Satisfaction and Productivity
Besides skepticism or reluctance to
change, another obstacle to improvement
in patient satisfaction is the presence of
misconceptions. Among physicians, there
is a common presumption that strong
productivity and strong patient satisfaction are an “either-or” choice. Physicians
who accomplish one well may presume
that improvements in the other area must
come at the cost of the part of their practice that is going well.
If asked to improve patient satisfaction scores, physicians may presume
that changes to their workflow would
be needed to achieve the improvement.
They may presume that they need to see
fewer patients, have more time with each
patient, have more staff support, or other
changes. They may also question the
validity of the instruments used to assess
patient satisfaction. Table 2 summarizes
seven common beliefs drawn from our
experience.
Whatever the perceived obstacle may
be, these beliefs may reinforce physicians’
resistance to change or their denial that
a need or opportunity for improvement

exists. Furthermore, without being shown
evidence to counter these beliefs, physicians may be unwilling to make changes if
they sense a potential risk to productivity.
It should be noted that some of these
beliefs are, at times, true. For example,
it is true that some physicians are more
naturally adept than others at behaviors
that promote strong patient satisfaction.
We surmised, however, that these beliefs
alone are insufficient support for the
broad premise that physician productivity
and patient satisfaction are exclusive. We
simply lacked a way to demonstrate that
persuasively to physicians in our practice,
and we believed that an approach involving some degree of rigor would be useful.
Therefore, we undertook the two-phase
study described herein.
Methods
Subjects
Our organization, HealthPartners Inc,
operates a comprehensive specialty center in St Paul, MN, in which this research
project took place. The project involved
clinicians in four specialty departments
located in the same complex: Orthopedics,
Podiatry/Foot and Ankle Surgery, Gas-

Table 1. Typical reaction stages for physicians learning of weak patient-satisfaction ratings
Stage 1: Resistance/denial. Some physicians resent receiving instruction about how to communicate with patients or how to
enhance patient satisfaction. They can be defensive, offended, or upset, or they may cite opinions about why the ratings shown
to them are invalid or inaccurate. They may view patient satisfaction as largely secondary to their primary role of providing
excellent care, and they may claim that their strong clinical results or productivity results offset any weakness in their patientsatisfaction ratings. Common comments include “I’m not a salesperson,” “I didn’t go to medical school to please people,” or
“I’m providing great care, so why does it matter?”
Stage 2: Initial acceptance. The physician begins to concede that s/he could improve satisfaction ratings and becomes open
to looking at ways to do so. Common comments include “I want to make my scores better because I’m tired of seeing the bad
numbers.” They may resolve, without much specificity, to “try harder,” or “do better.”
Stage 3: Initial frustration. It is typical for self-guided attempts at patient satisfaction improvement to fail at first. Given that data
reporting can take months or a year to reveal what kind of progress has been made, delays in feedback can further frustrate the
physician. Common comments include “I just spent a year trying to improve, but it’s not getting better, and it may be worse. And
I don’t even know how to measure it.”
Stage 4: Seeking meaningful help. The physician recognizes that s/he can’t realize the desired changes alone and becomes
willing to look for best practices, coaching, or guidance from others. Common comments include “I’m looking for answers. Tell
me what I need to do to change.”

Table 2. Seven commonly held physician beliefs about patient satisfaction and productivity
1. “I can achieve strong productivity or strong patient satisfaction—I can’t do both.”
2. “If I had more time to spend with patients, I would have great patient satisfaction.”
3. “Physicians with strong satisfaction are that way naturally—some have ‘it’ and I don’t.”
4. “Patients have unrealistic expectations.”
5. “My practice is different; my patients are different (they are sicker, less compliant with medications, have multiple conditions, etc).”
6. “The patient satisfaction survey is flawed.”
7. “Only disgruntled patients fill out the survey—most of my patients are happy.”
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troenterology, and General and Vascular
Surgery. The physicians work in largely
similar conditions. They have the same
kinds of patients, similar workloads, the
same facility and support staff, and so forth.
Observation was conducted of physicians and, to lesser extent, staff. In this
report, we focus on physician-related
observations and findings, because we
recognize them as the strongest drivers
of patient satisfaction.
Phase 1 Methods
Our first goal was to assess our physicians’ lack of knowledge about the true
range of their productivity and satisfaction
performance. To explore the baseline
productivity-satisfaction equation, we
plotted individual measures for physicians
from our 4 departments on a scattergram,
distributed into performance quadrants for
both productivity and patient satisfaction
(weak and strong scores for each). The
productivity score was based on productivity targets established by the Medical
Group Management Association (now
MGMA-ACMPE, Englewood, CO), with the
63rd percentile as a nationally recognized
goal for financial stability in multispecialty
groups. Patient satisfaction scores were
based on a sampling derived from the
ongoing collection of our organization’s
survey data obtained from NRC Picker
(Lincoln, NE) and an organizational goal
of a “problem score” of no higher than
18%. This score refers to the percentage
of patients having a negative response to
being asked whether they would recommend the physician’s office to family or
friends.

The plotted baseline data were shared
with physicians in our practice. By showing physicians their individual place in
the scattergram and the places of others
in the overall practice, we hoped that
physicians would be able to understand
clearly where their performance is rated
alongside their peers.
Phase 2 Methods
Having plotted the baseline performance data, we constructed an observational study to examine characteristics
and behaviors of physicians in each of the
quadrants. We also designed a standardized observational tool for use during the
assessment. A summary of the methods in
this phase appears in Table 3.
Step 2 of Table 3 is detailed here. A
trained, independent observer observed
approximately 24 physicians as a “fly on
the wall” during a half-day of patient
encounters involving approximately 200
patients. We selected a nonclinically
trained observer to allow for focus on
behavioral aspects of the visit and to avoid
potential distraction of observing carerelated events. Using a set of more than
100 internally developed observational
criteria, the observer took note of the
presence or absence of characteristics and
behaviors demonstrated by the physician
during the encounter. These behaviors
included whether the physician offered
a handshake and a smile, whether treatment alternatives were offered, whether
medication side effects were explained,
and so forth. Behaviors were rated by the
observer on a 5-point scale ranging from
“Always” to “Never.” The same observer

Table 3. Observational study: summary of methods
Reviewed WRVU productivity and patient satisfaction data for 24 physicians from
4 departments (General Surgery, Gastroenterology, Orthopedics, Foot and Ankle
Surgery)
Conducted blinded observation of 24 physicians and 18 clinic staff during patient
care (using observation tool)
Interviewed physicians and clinic staff about current workflow and attitudes about
patient experience (using standard questionnaire)
Reviewed patient satisfaction comments about the 24 physicians during the same
time period
Conducted patient exit interviews
Provided individual feedback to care teams
Measured impact on patient satisfaction scores and physician productivity
(ongoing)

was present at each observation and had
no knowledge of which performance
quadrant each physician’s baseline productivity-satisfaction rating fell.
The observer noted aspects of workflow details surrounding the visit, such as
the preparation of the examination room,
the rooming process (nurse calling patients from the waiting area, taking vitals,
clarifying reason for visit, and prepping
patients for the exam or procedure), and
discharge. Using a separate questionnaire,
the observer also interviewed physicians
and staff and performed exit interviews
with patients about their experience during the visit.
The goal of using an observer was to
allow assessment of characteristics and
behaviors that are difficult for a physician
to assess on his or her own. The observation of workflow behaviors allowed
an itemization of which members of the
care team were performing specific tasks.
The results of all observations were
synthesized and referenced against individual physician productivity-satisfaction
scores to identify associations between
the noted characteristics or behaviors and
the ratings plotted on the productivitysatisfaction scattergram. All physicians
and staff in the study were debriefed in
one-on-one meetings, during which they
were shown their physician productivity
scores as well as the sets of behaviors and
characteristics common to those achieving
stronger scores. This, we hoped, would
give the physicians a set of relevant,
evidence-based tactical suggestions for
what they could do to affect their scores
in the desired direction.

Physicians
with strong
productivity
and strong
patient
satisfaction
focused on
teaching
and
explanation.

Results
Phase 1
The plotted baseline data (Figure 1)
countered the idea that strong productivity
and strong patient satisfaction could not
be achieved simultaneously. The aggregate distribution (which looked generally
similar when plotted by individual departments within the aggregate) suggested
that we had roughly equal numbers of
physicians in each of the performance
quadrants. The quadrants were as follows:
physicians achieving strong scores in both
categories (upper left quadrant of Figure
1), physicians with strong productivity and

WRVU = work relative value unit
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Dr A

Dr B

Figure 1. Scattergram of baseline physician productivity and patient satisfaction, 2008
Quarters 1 to 3.a Drs “A” and “B” are identified.
Scores are for 22 physicians from 4 specialties; 2 physicians were excluded because they were absent from practice
during part of the measurement period. Strongest scores (for both productivity and satisfaction) are
in upper left quadrant (“strong-strong”), and weakest scores are in lower right (“weak-weak”). See the
“Methods, Phase 1” section for an explanation of scoring.
MGMA = Medical Group Management Association 63rd percentile nationwide; WYR = “Would you recommend
this office to family and friends?” survey questions.
a

Figure 2. Productivity scores: comparison for Drs “A” and “B,” 2006 to 2009.
WRVU = work relative value unit.

weak patient satisfaction (upper right
quadrant), physicians with weak productivity and strong satisfaction (lower
left quadrant), and physicians with weak
scores in both categories (lower right
quadrant). Physicians tended to remain
in their given quadrants consistently,
over the period of the study and over
time, both before the study and in the
quarters to follow.
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There were essentially no variables that
could explain the distribution of the data
other than that the physicians and their
care teams in the quadrants were doing
something differently—that they had different characteristics and behaviors in their
workflows and with their patients. This
provided a counter for the commonly held
beliefs in Table 2. The data, when shared
with physicians in our practice, were

arresting. The data showed, at a glance,
that strong productivity and strong patient
satisfaction could be achieved in tandem.
These findings suggested to us that
identification of associated behaviors and
characteristics for each quadrant could
be a valuable step in helping to provide
evidence-based context for physicians,
their supervisors, and their care teams in
the assessment of their own productivity
and patient satisfaction ratings. It also
suggested that the potential existed for
development of meaningful recommendations designed to improve those ratings.
Sample Scenario: Physicians “A” and
“B”: In the data set shown in Figure 1 are
two physicians whom we will call “Dr A”
and “Dr B.” At the time of the ratings, the
physicians practiced in the same clinic,
and the essentials of their practices were
identical; they shared the same building
and staff, and handled the same kinds of
cases. A patient calling for an appointment
would have an equal chance of being seen
by either physician.
Drs A and B, however, achieved
dramatically different ratings for both
productivity and patient satisfaction—the
highest and lowest ratings in a single
practice subset. In the scattergram (Figure
1), Dr A was plotted in the “strong-strong”
quadrant (strong in both productivity and
patient satisfaction), whereas Dr B was in
the “weak-weak” quadrant (weak in both
categories). Shown in Figures 2 and 3 are
their baseline individual productivity and
patient satisfaction scores, illustrating, for
example, that Dr B had 40% less productivity during the 2-year period of 2008 to
2009 than did Dr A.
Phase 2
In the observational study, the crossreferencing of observational data with
productivity-satisfaction scores, although
based on qualitative assessments, yielded
fairly clear and discrete sets of common
characteristics for physicians and staff
in each of the performance quadrants.
Although space prohibits a complete
listing of physician characteristics found,
common characteristics for strongest and
weakest scoring physicians are shown in
Tables 4 and 5, respectively. These characteristics incorporate both interpersonal
behaviors and administrative or workflowrelated aspects of the patient encounter.
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Sample sizes used in deriving these characteristics were not large enough to allow
statistically significant results, but we did
note some interesting qualitative aspects.
For example, the “strong-strong” physicians
scored “always” in showing characteristics
associated with warmth, such as smiling,
shaking hands or initiating touch, and using
a friendly, familiar greeting, whereas the
“weak-weak” physicians scored “mostly” or
only “sometimes” in these areas.
Interestingly, “weak-weak” physicians
were actually more likely than were
“strong-strong” physicians to perform a
certain desired behavior: concluding a
visit by asking the patient if s/he had any
further questions. This may suggest that
the ability of the physician to connect
with the patient and listen during the
visit has a stronger bearing on patient
satisfaction than how the physician concludes the visit.
“Dr B”—One Year Later: Although
analysis of changes in performance in
productivity and patient satisfaction is still
ongoing, a sample postintervention result
for the weak-scoring “Dr B” referenced
earlier is shown in Figure 4. Over the
course of two years, we saw Dr B progress
through the four stages listed in Table 1.
When shown data depicting individual
weak performance within the context
of the overall practice, Dr B at first felt
frustrated and unable to understand what
could be done about the weakness of the
scores. Ultimately, however, Dr B reached
a point of readiness to be counseled on
what was needed for improvement. Figure 4 depicts Dr B’s patient satisfaction
improvement after being debriefed and
presented with suggestions based on the
observational study.
Discussion
The behaviors and characteristics in
each of the performance quadrants were
generally what one might have predicted,
were one to surmise what drives strong and
weak ratings. By associating the behaviors
and characteristics with actual performance
data, however, we were able to demonstrate
a real, relevant, and localized connection
between what our physicians were doing
and how they were performing.
When shown their individual place in
the scattergram, and the places of others
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Figure 3. Patient satisfactiona scores: comparison for Drs “A” and “B,” 2006 to 2009.
Patient satisfaction was measured by the percentage of patients who responded “Yes, definitely” to the survey
question “Would you recommend this office to family and friends?” Quarterly scores represent a 12-month rolling
average.
Q = Quarter.
a

Figure 4. Patient satisfactiona ratings for “Dr B” before and after observation.
Patient satisfaction was measured by the percentage of patients who responded “Yes, definitely” to the survey
question “Would you recommend this office to family and friends?” Quarterly scores represent a 12-month rolling
average.
Q = Quarter.
a

Table 4. Characteristics of physicians with strong productivity and strong
patient satisfaction
Focused on teaching and explanations
Conveys warmth from the start
Well-planned flow of visit with focus on patient’s agenda
Controlled script with clear parts
Extremely personable—connects with every patient
Always looking for buy-in from the patient that s/he fully understands
Recap the history: “I read your chart …”
Confident but not arrogant
Finishes dictation and coding each day
Clinic staff enters orders and prepares after-visit summary
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Provider office visit checklist
Positive entrance and introduction
• Gentle knock before entering the exam room
• Smile
• Give warm/pleasant greeting; use patient’s preferred name and acknowledge others in the room
• Introduce self; acknowledge new patient status
• Shake hands/initiate touch (if culturally appropriate)
• Apologize if the patient has waited for more than 15 minutes
• Sit down and face patient, not computer
• Adopt a posture that is open and inviting
• Establish and use eye contact with patient and companions or caregivers
• Create a personal connection: convey knowledge of patient history, greet follow-up
patients like old friends, or use small talk to break the ice
• Maintain a professional appearance (ie, wear closed-toe shoes, clean lab coats)
Active listening and agenda setting
• Demonstrate knowledge of patient history or reason for visit
• Ask “How can I help you today?”
• Allow patients to tell their stories without interrupting
• Listen: ask probing questions; respond empathetically; legitimize the patient’s concerns
• Speak in a manner that patients can understand (ie, use nontechnical terms, speak slowly
and distinctly for hard-of-hearing patients, summarize when necessary)
• Clarify the patient’s agenda and negotiate what can be accomplished today
• Wait to logon to computer until you’ve greeted the patient and made a connection
• Have the computer screen visible to both you and patient; acknowledge and explain to
the patient what you are doing on the computer; ask for permission if you’re going to
type the history of present illness with the patient present
• Explain what’s going to happen during the visit/procedure
• Never look at your watch during the encounter
• Maintain an efficient but not rushed pace
• Ask permission to take outside phone calls and apologize for any interruptions
Physical examination/diagnosis/plan
• Wash or sanitize hands before and after physical exam, in front of patients
• Verbalize what is being examined
• Attend to the patient’s comfort and privacy
• State positive and negative findings; explain what’s happening to the patient’s body and why
• Use models, photos, and diagrams to explain problems and procedures when possible
• Present treatment options to the patient (empower patient to make choices)
• Confirm understanding and agreement with patient; address concerns or frustrations
• Be explicit about good intentions
• Explain side effects of medication
• Elevate your colleagues
• Verbalize your team approach; hand off your plan in front of patients if possible
• Ensure the patient knows what will happen next and whom to contact if s/he has further
questions
• Ask “Have we addressed the reason for your visit?” or “Did you get enough information?”
or “Is there anything else I can help you with today?” before ending the encounter
• Provide patient instructions and an after-visit summary
Graceful exit
• Deliver a reassuring smile
• Shake hands (if culturally appropriate)
• Thank patient for coming and give a warm goodbye
• Invite follow-up business
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within the overall practice, physicians
were able to see and understand clearly
where their performance rated alongside
their peers. It also suggested that movement toward the “strong-strong” category
was at least theoretically possible. For
weaker performers, a common reaction
at this point was, “I can’t help it if patients
don’t like me. I don’t know what I’m doing wrong. I’m working hard and nothing
is getting better. Tell me what I need to
do because I don’t want to be that dot.”
We presented the performance improvement for one physician (“Dr B”).
Given the limited scope of this study, we
obviously cannot present this individual,
qualitative finding as a generalizable
finding, and we make no such suggestion. We can say, however, that the
experience described here was quite
representative of others in our practice
and that it suggests some interesting
directions for further study.
Implications for Our Organization:
Physicians, even those with a sincere
desire to improve patient satisfaction, are
often stymied by a lack of meaningful
guidelines and best practices for how to
achieve it beyond a vague admonition to
“do better.” The literature contains many
examples of expert opinion on methods
for improving patient satisfaction or best
practices for constructing patient satisfaction surveys, but scientific studies are far
less common. Physicians seeking tested,
evidence-based approaches to improving
satisfaction have had relatively little to go
on, and they have justifiable concerns
about how ineffective changes may hurt

Table 5. Characteristics
of physicians with weak
productivity and weak patient
satisfaction
Lack of “being there” emotionally
Lack of smiling
Abrupt actions
Behavior changes when not interested
in the “case”
Patients kept waiting and wondering
No handshake
Sense of interrogating to get a
diagnosis
No attempt to match the patient’s
energy
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As individuals, it is difficult to ascertain
how others perceive us. The observer’s
assessment of posture, facial expression,
emotional reactions, and other variables
was often eye opening, and many physicians and staff were surprised by what
was shared with them afterward.

Figure 5. Experience framework for HealthPartners Medical Group.

their productivity for no benefit. Alternatively, they may presume that available
guidelines lack rigor or relevance to their
specific situation.
Our work on this project was founded
on our increasingly evidence-driven approach to the issue throughout our Medical Group. For example, on the basis of
the pilot observational tool constructed
for this study, we developed a simplified
observation tool for physicians and staff
during patient encounters, which is now
in use (see Sidebar: Physician office visit
checklist).
The observational study (Phase 2) was
foundational to the subsequent development of an experience framework now in
use throughout our Medical Group after
widespread review and feedback from
our clinicians. It presents a simplified
model depicting the elements of strong
patient satisfaction: 1) a warm, genuine
greeting; 2) patient-centered care; and 3)
a warm, genuine close. The framework
(Figure 5) includes an at-a-glance overview of what these attributes look like
in practice.
The study also paved the way for the
adoption and welcome acceptance of a
shadow coaching program for physicians
in 2010. All of these elements are now
key elements in our overall improvement toolbox.
In sharing the findings of the observational study, we do not mean to suggest
they represent a set of directions or a
prescriptive “how to,” but rather that
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they identify common characteristics of
strong and weak performers that physicians and their care teams can use as
an evidence-based basis for evaluation
and self-reflection. We have translated
this understanding into the production
of educational tools that have helped
our physicians broaden their understanding of the kinds of behaviors and
characteristics typical of performers at
different levels.
In our practice, we have found these
educational tools to deliver practical
assistance for physicians performing at
any level to assess their own situation
and to chart a path, on their own or with
coaching, that leads to improvement. The
results of this study also help to dispel
the commonly held myths about the
exclusivity of productivity and patient
satisfaction, in that they show there are
many physicians who excel in both areas
simultaneously, and there are different
characteristics associated with varying
levels of performance.
Strengths and Limitations: A strength
of this study was the use of an objective
observer who was blinded to the physicians’ individual baseline performance
scores—we would even suggest that an
equal, if not greater, strength was the use
of a nonclinically trained observer—this
ensured the focus was on behavior, not
medicine. Use of an observer was helpful
in that it allowed assessment of characteristics and behaviors that are difficult for
a physician to assess on his or her own.

Conclusions
This pilot study was relatively modest
in scope, however, and findings were
derived in part from qualitative observation. We make no assertion about the
broad applicability of these findings to
wide-scale, systemic improvements in
practices or care systems. The findings
help dispel commonly held myths about
the exclusivity of productivity and patient
satisfaction, suggesting that 1) there are
many physicians who excel in both areas
simultaneously, and 2) there are different
characteristics associated with varying
levels of performance. We do assert,
however, that our work has helped our
own physicians improve while reinforcing the need for further development of
evidence-based methods for improving
the patient experience while enhancing—not sacrificing—productivity. v
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