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Abstract: Doctor attributes contribute significantly to the quality of the doctor–patient relationship,
consultation, patient satisfaction, and treatment outcomes. However, there is a paucity of research
on this topic in many settings in developing countries, including Botswana, where accessibility
and availability of care itself are a challenge. The study examined doctor attributes that patients
in Botswana desire from the perspectives of doctors and patients in selected public clinics located
in four health districts of Botswana. We used a qualitative design and conducted face-to-face
interviews with 32 adult patients and 17 doctors selected through the purposive sampling technique.
Interviews were audio-recorded and transcribed. Data analysis followed the six steps of qualitative
thematic data analysis. We found both discordance and congruence between the doctors and patients
on key attributes that patients desire in a doctor during consultation. Both agreed that effective
communication and listening skills were key desirable doctor attributes that improve the doctor–
patient relationship. Conducting the consultation in the language of the patients enhances effective
communication. Doctors cited clinical expertise and competence as key desirable doctor attributes,
whereas patients cited interpersonal and social attributes including kindness, empathy, and respect
as key doctor attributes that increase trust in the doctor. However, patients expected the doctor to
have clinical knowledge, which they perceived as essential to improve doctor–patient interaction and
health outcomes. The findings highlight a need to enhance the interpersonal and communication
skills of doctors to improve the quality of doctor–patient interactions. To optimise and enhance the
consultation, continuing professional development should be adopted as a strategy to improve the
communication and interpersonal skills of doctors.

Keywords: Botswana; consultation; communication skills; doctor attributes; doctor–patient relationship;
primary health care; skills

1. Introduction

The World Health Organisation (WHO) recognises the relationship between doctors
and patients as central to the delivery of good quality health care [1]. The doctor–patient
relationship is the receptacle within which the consultation occurs and is crucial to health
care delivery [2,3], whereas the consultation is deemed as the foundation upon which
patient care is built [4], and serves to generate a common understanding of what the patient
hopes to gain from the consultation [5]. The consultation is fundamental to the delivery
of primary care and, when done well, it may lead to a good diagnosis from which good
treatment of the illness may emanate. Thus, the consultation is regarded as a gateway to
and an important determinant of good patient care. However, different ways of organising
consultations may lead to different patient experiences [6].
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To provide the patient with quality care, the doctor–patient relationship needs to be
healthy. It is therefore, the bedrock of medicine through which a doctor and a patient
consultation is accomplished [7]. It is regarded as a fundamental component of the care
process that might improve health outcomes of patients particularly in primary health
care (PHC). While the importance of the relationship between doctor and patient during
consultation is widely acknowledged, there is substantive evidence that the relationship is
characterised by challenges [8,9]. In the African context, research established that patient
satisfaction with physician interaction is generally low [10]. The success of the doctor–
patient interaction during consultation depends not only on the doctor’s clinical knowledge
and skills, but also on the nature of the relationship that exists between them [3,11]. The
doctor–patient relationship provides the primary means for the diagnosis and treatment of
disease. Thus, a good doctor–patient relationship and high-quality consultation increase
patients’ willingness to reveal information, describe symptoms, adhere to a treatment
plan, and achieve desired health outcomes [12,13]. Therefore, it is important for doctors to
recognise when the relationship is challenged as well as the factors contributing to the poor
interactions, in order to improve care [9].

Patients base their assessment of a consultation on the doctor’s qualities and attributes,
which influence the outcome and quality of the consultation [12]. Doctors’ attributes
and interaction with patients during consultation affect the health outcome, adherence
to treatment, and health-seeking behaviours of patients [14,15]. Doctor attributes are the
characteristics or behaviours that doctors display or have [16]. The doctor–patient relation-
ship has evolved over time and the medical profession has adapted to global migration,
which has altered doctor–patient interactions [17], as well as medical education and tech-
nology [18]. Doctor attributes are described in terms of how a doctor relates to patients,
and the character, knowledge, and skills the doctor displays during consultation [16].
Therefore, patients desire a doctor to have good interpersonal qualities such as empathy,
compassion, and a caring attitude. In addition, patients desire doctors to be knowledgeable,
skilled, competent and have good communication skills [19–23]. In a recent survey with
patients and doctors, patients described good doctor attributes as knowledgeable, caring,
professional, excellent, and competent [24].

Of note is that there are differences in constructions and perceptions of desirable
and undesirable doctor attributes from region to region around the world [3,16,18,25].
This could be attributed to the fact that doctor attributes that influence the doctor–patient
relationship are shaped in different cultures, societal norms, and institutions around the
world [18,26,27]. Furthermore, doctors’ perspectives of the doctor–patient relationship and
doctor attributes may differ from those of patients, and these views influence the perceived
quality of care rendered [2]. Doctors are often unaware of whether patients are satisfied with
a consultation because patients tend to be polite and show respect during consultations [10].
Research shows that doctors emphasise competency and good clinical skills as the key
attributes that patients desire in the doctor [22,23,28], whereas a systematic review of
57 qualitative studies from North America, Europe, and Australia showed that patients
liked doctors who were good listeners, empathetic, respectful, kind, and humorous [29].
The importance ascribed to a doctor’s attributes during consultation suggests that more
training in non-cognitive skills should be included in medical education [21].

The association of doctors’ attributes and health outcomes, adherence to treatment,
and health-seeking behaviours of patients, has been well established [10], particularly in
developed countries [14,30]. Desirable doctor attributes displayed during consultation
improve the doctor–patient interaction and enhance the trust that patients have in their
doctors [10]. However, few studies have investigated the perceptions of a good doctor from
the perspective of diverse populations in low and middle income countries (LMICs) [17].
Thus, in many settings in LMICs, including Botswana, there is a paucity of research on
this topic, and perceptions about desirable and undesirable doctor attributes are informed
by research from developed countries [17]. Moreover, the research on doctor attributes
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done in developed countries lacks detailed data as to what doctors and patients agree upon
concerning desirable attributes.

Investigating the role of doctor attributes in patient healing and health outcomes
in LMICs such as Botswana is crucial given the changes in health care delivery systems
due to limited health resources [31,32]. Furthermore, an understanding of the qualities
that patients desire from the doctor–patient relationship is of relevance in primary health
care settings since the first contact of patients with the health care system usually occurs
there [33]. Moreover, desirable doctor attributes in and of themselves make doctors agents
of healing, independent of the interventions they prescribe [34,35]. It is important that
guidelines for a quality doctor–patient relationship during consultation is informed by
appropriate and contextual research.

Therefore, the aim of this study was to explore from the perspectives of patients and
doctors the doctor attributes that patients in Botswana desire and those that they do not
desire and assess how the doctor and the patient should relate. A better understanding of
the doctor–patient relationships and how that affects patient care is essential [33]. Therefore,
the study findings will provide an understanding of the desirable doctor attributes to inform
the consultation process in primary health care facilities, as well as how doctors are trained
and health care is organised.

2. Materials and Methods
2.1. Study Design and Setting

This qualitative study used semi-structured in-depth interviews that were conducted
with doctors and patients in primary health care facilities to explore doctor attributes that
patients in Botswana desire. We conducted the study between September 2018 and October
2019. Botswana is a landlocked country in southern Africa, which has arid, semi-desert
conditions in more than half of the country. The country shares borders with South Africa,
Namibia, and Zimbabwe. Botswana has a population of about 2.5 million people, of which
more than two thirds of the population live in rural areas [36]. Healthcare in Botswana
for 93% of the population is organized based on a publicly funded primary healthcare
model. Health districts and local authorities are responsible for the delivery of primary
health care (PHC) services through health posts, which serve remote and rural areas, clinics,
primary hospitals, and district hospitals. Most primary health facilities are run by nurses
who consult and treat patients. Depending on the availability of doctors, some clinics had
one or two doctors in attendance daily or at least two days per week. Over 95% of the total
population are within 5 km of a healthcare facility.

The study setting was seven public clinics located in four health districts of Botswana.
The clinics were selected purposively such that there was a national spread of clinics to
cover most regions of the country. The selection of clinics further ensured the geographical,
tribal, and socioeconomic diversity of patients attending clinics in Botswana. All selected
clinics have a doctor present at least once a week. Clinics provide mother and child services,
HIV/AIDS, TB, non-communicable diseases, dental care, and laboratory services.

2.2. Study Population

The study population comprised patients aged 18 years and older who presented to
doctors with a variety of diseases in the selected clinics. The number of patients ranged
from 700 to 1000 per clinic per month. The study population also included doctors who
visit clinics at least once a week. The research assistant (interviewer) recruited all the study
participants through purposive sampling to select patients and doctors who could relate
what they understood to be desirable and undesirable doctor attributes. To recruit doctors,
the interviewer informed them about the study during their lunch or team break. Doctors
who had practiced medicine in Botswana for two years or more and worked in the selected
clinics during the study period were eligible to participate. Appointments to conduct the
interviews were scheduled for those who volunteered to participate and meet the eligibility
criteria. All interviews were conducted at a time and place convenient to the doctors. None
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of the interviews were conducted on the same day because of the high patient load in the
clinics, but at a later date outside of the health facilities.

To recruit patients, the interviewer was assisted by the clinic staff who introduced the
interviewer and the study to patients in the clinic. The interviewer recruited patients on
an individual basis while waiting to see a doctor, to receive medication at the pharmacy,
to get a dressing, or to give a laboratory specimen. The researcher selected patients
who were 18 years and older and had consulted a doctor at least twice in the previous
12 months. The principle of maximum variation was also considered and applied in
the sampling to ensure that the sample reflected a diverse group of participants [37].
Employing maximum variation sampling ensured that essential and variable features
of the consultation as experienced by diverse patients informed the understanding of
the desired doctor attributes [38]. The researcher selected and included patients from
different backgrounds such as different age groups, gender, occupation status, educational
attainment, and medical conditions.

In qualitative research, data collection is guided by saturation [37], a point in data
collection and analysis when new incoming data produces little or no new information to
address the research question. In this study, data saturation occurred after 32 patient and
17 doctor participants were interviewed. Data saturation was deemed reached when no
new themes were coming out from each set of interviews (patients and doctors).

2.3. Data Collection, Tools, and Procedures

Data were collected using semi-structured interview guides with open-ended ques-
tions. Two interview guides—one for doctors and one for patients—were designed after
reviewing the literature on the topic [15,39]. The English patient interview guide was
translated into Setswana by the lead author who is a Motswana person who speaks the
language at home and at work. A research assistant (interviewer) who speaks Setswana
and has a university degree back translated the interview guide. The patient and doctor
interview guides asked four broad questions with probes and follow up questions that
included in the guide.

Prior to implementation of the research project, the interviewer who conducted all
interviews underwent training on qualitative research, facilitated by the second author. The
training focused on a comprehensive understanding of the study protocol and objectives
to ensure that the collected data would answer the research questions. In addition, the
interviewer was trained in issues of confidentiality, maintaining privacy, administering
informed consent, interviewing skills, and the use of probes. Training was followed
by a pilot study conducted with patients in one of the selected clinics. The pilot study
assessed participants’ understanding of the questions, familiarised the interviewer with
the application of the interview guide, and appreciated the length of time required for the
interview. No changes were made to the patients’ interview guide.

The interviews with patients were conducted on the day of recruitment in a private
room reserved for the interviews in each clinic. All interviews were conducted in Setswana
and audio recorded after giving a full explanation of the research, discussing ethical aspects
that the participants needed to be aware of, and obtaining written informed consent. The
interviews with doctors were conducted on an appointment basis at an agreed upon time
that was convenient to the doctors. All interviews were conducted in English in the doctor’s
consultation rooms in the clinic or a quiet place away from the clinic, such as a restaurant.

Patients and doctors were interviewed in the same manner. All interviews lasted for
30 to 60 min, and field and interview notes were collected. At the end of the interview, a
short demographic tool was administered and captured data pertaining to the patient’s
age, gender, level of education, employment status, and location of the patient’s clinic.
Concerning the doctors, the tool captured their age, gender, number of years of work
experience, number of years of working in Botswana, and the location of the clinic where
the doctor was working. Small tokens of appreciation (BWP 30 or some refreshments) were
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given to participants at the end of the interview. Doctors were given refreshments while
most patients were given cash to cover transport fees.

2.4. Data Mamangement

To preserve confidentiality and the safety of data obtained through interviews as
well as the protection of study participants, the audio recordings of the interviews and
typed transcripts were assigned unique corresponding identifiers. After each interview, the
interviewer downloaded the audio recorded file in a password-protected folder in a laptop
kept in a lockable cabinet in the investigators office. Only the investigators had access to
the transcripts and audio recordings, which will be stored for five years. All interviews
were conducted in a private space and pseudonyms were used.

2.5. Data Analysis

The data was analysed for themes, following the steps outlined in the literature [40].
In a thematic analysis, the researcher looks for recurring information or patterns within the
data. The first step undertaken was the transcription of audio files verbatim in Setswana
and checking the correctness of the Setswana transcripts by listening to the audio tapes
while reading the transcripts. Next, the authors independently read the patient and doctor
transcripts several times to familiarise themselves with the data. This step was followed by
the authors independently analysing four patient and three doctor transcripts line by line
to search for meanings and patterns that appear across the transcript and identifying initial
emerging codes using manual coding. This process generated 160 codes from four patient
data transcripts and 116 codes from the three doctor data transcripts. The authors used the
initial codes to develop two codebooks (one for patient data and another for doctor data).

For both patient and doctor data, the authors next engaged in a rigorous process to
search for emerging themes and subthemes through the process of merging similar codes.
Then, the authors agreed on the definition and naming of themes and subthemes after
several sessions.

The authors revisited the emerging themes several times, redefining and regrouping
them, and removing themes that do not have enough data until the final doctor and patient
codebooks were made. The authors then uploaded all the transcripts into NVivo 12, a
qualitative analysis software package, for application of coding. Analysis continued as the
authors searched for relationships between the themes. New codes and themes emerged as
more transcripts were analysed. The patient data and doctor data were analysed separately
but the findings were later merged.

The authors used the emergent themes and subthemes to write the narrative report
and present the findings that reflect the desired doctor attributes.

2.6. Rigour

To ensure rigour and credibility, we used strategies as recommended in the litera-
ture [41]. Prolonged engagement and familiarisation with the data was achieved through
listening to the audio recordings of the interviews repeatedly and translating the transcripts
into English. We employed investigator triangulation throughout all the stages of data
analysis and interpretation to enhance the credibility of the findings and reduce investigator
bias [42]. Other strategies that we used to enhance credibility included employing a good
quality digital recorder, transcribing the audio recorder verbatim, and using the Nvivo12©
software programme for data analysis. It was important that the lead author, as a specialist
family physician, performed bracketing throughout the data analysis to reduce inherent
biases that might influence the interpretation of the desired doctor attributes [43].

3. Results
3.1. Sociodemographic Profile of Participants

The 32 adult patients who participated in this study had consulted with a doctor at
least twice in the previous 12 months. Most of them were female (22/32) and their ages
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ranged from 19 to 67 years with a mean age of 38 years. With regards to educational
attainment, most (18/32) had secondary or tertiary school education and half (16/32) were
employed. These patients were selected from PHC clinics in rural and urban districts of
Botswana, and 13/32 lived in a rural setting while the rest lived in a small town or a city
(Table 1).

Table 1. Characteristics of patients attending selected clinics.

Theme Category Frequency Percentage

Gender
Male 10 31.2

Female 22 68.8

Age group

19–30 years 10 31.2

31–40 years 10 31.2

41–50 years 9 28.1

51–60 years 3 9.4

61–67 years 2 6.2

Level of education

None 2 6.2

Primary Education 6 18.8

Junior Secondary School 9 28.1

Senior Secondary School 9 28.1

Tertiary 6 18.8

Employment status
Employed 14 43.8

Unemployed 18 56.2

Health District

Gaborone 10 31.2

Maun 9 28.1

Serowe 8 25.1

Takatokwane 5 15.6

With regards to doctor participants, 17 doctors were interviewed and 10/17 were
female. Their ages ranged from 28 to 58 years with a mean age of 37 years. Most of them
(10/17) had more than five years of work experience in Botswana. Similar to the patient
participants, the doctors were providing health care services in PHC clinics in various
urban and rural districts of Botswana (Table 2)

Table 2. Demographic characteristics of doctors.

Theme Category Frequency Percentage

Gender
Male 10 58.8

Female 7 41.1

Age group

28–30 years 5 29.4

31–40 years 7 41.1

41–50 4 23.5

51–60 1 5.9

Health District

Gaborone 8 47

Maun 5 29.4

Serowe 3 17.6

Takatowane 1 5.9
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Table 2. Cont.

Theme Category Frequency Percentage

Service years

3–5 years 7 41.1

6–10 years 6 35.2

11–15 years 4 23.5

3.2. Themes

Three themes emerged from the analysis of patients and doctors’ data on the attributes
doctors should possess and display during a consultation in PHC clinics, namely (1) com-
munication skills, (2) good interpersonal skills, and (3) good clinical skills. The themes and
eight subthemes are summarised in Figure 1.
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3.2.1. Communication Skills

Communication is considered crucial in building a healthy doctor–patient interaction
and emerged as an important desired doctor attribute and a key feature of a successful
doctor–patient interaction among the patients and the doctors. Doctors believed that having
good communication and listening skills is important for the consultation to be successful.

“When I talk, the doctor should be able to understand what I am talking about.
They [doctor and patient] should talk to each other well so that both can hear
what the other one is talking about” (27-year-old female).

“So, you would answer the patient’s questions to clear the confusion that they
have. That is what they like, and really explaining to them, they mostly want to
understand” (37-year-old doctor with nine years of service).

“A good consultation means open relations, or open talks or no hidden stories
or the patient being able to express his/her condition, the doctor being able to
understand their condition...” (31-year-old male doctor with six years of service).

Ability to communicate in local language

Patients desired to be consulted by a doctor who speaks their language. They felt
that the doctor–patient interaction was improved if the doctor and patient spoke a lan-
guage they both understood and reported that being consulted in English was a barrier to
communication during the consultation.
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“We should speak to each other in a language that I understand, and the doctor
understands. If the doctor is a foreigner and speaks English, there should be
an interpreter who can translate well. It is important because I will be able to
understand many things, and I am able to explain my illness well to the doctor,
when I am ill, if we understand each other” (25-year-old female)

“It is because I want to relax and speak in my own language, you see” (36-year-
old female).

“Patients like it when you explain things to them. They prefer if you speak the
language they can speak so they can express themselves” (29-year-old doctor
with four years of service).

“Like I have already said, it is the type of doctor that only speaks English of which
all will be lost for you if you do not know English. It is because that particular
doctor and patient will not be understanding each other” (19-year-old female).

Active listening

Both the doctors and patients indicated that patients desire to be listened to, not to be
rushed, not to be interrupted, and to be provided with adequate explanations about their
condition during the consultations. Effective listening is essential for clinical data gathering
as well as fostering the doctor–patient relationship. Patients were appreciative when
doctors listened and respected their opinions. This made them share more information
with the doctor, which fostered a good doctor–patient interaction.

“I think what patients like is the doctor who is friendly first of all, a doctor who is
a good listener a doctor who further investigates their problem, like examine their
problem area” (28-year-old female doctor with three years’ working experience).

“I want a doctor who is patient. A doctor who listens when I speak to him”
(35-year-old female).

“There should be clear understanding, the doctor must listen very well to the
patient and in return the patient must also make sure they understand the doctor’s
instruction” (female, 54-years-old).

“So you should listen to the patient, then explain everything; where he doesn’t
understand you should be able to explain” (30-year-old female doctor with
five years of service).

Furthermore, the doctors were of the view that allowing the patient to talk uninterrupted
encouraged the patient to convey more information about the nature of his or her illness,
which is conducive to an effective consultation and enhanced patient care.

“When you talk to a patient, he does not want to be interrupted. While he is
still talking, do not just start recording and say done!” (30-year-old doctor with
five years of service).

“Doctors who really show confidence and show understanding of their work will
let their patient feel at ease and let their patients narrate their conditions softly
and easily. Imagine if you did not hear your patient well. That can lead to wrong
prescriptions. Then you can do wrong diagnosis which will lead to giving wrong
medication” (31-year-old doctor with six years of service).

3.2.2. Good Interpersonal Skills

The data revealed certain behaviours, manners, and attitudes of the doctor that are
expected during the consultation. The patients value being consulted by a doctor who is
friendly, respectful, attentive, patient, interactive, caring, listening, and treated patients as
people. The doctor’s good interpersonal skills resulted in patients being satisfied with their
consultation and treatment outcomes.
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Kindness

The doctors and patients agreed that patients expected to be treated with kindness
and compassion by doctors during the consultation. They believe that patients value a
doctor who is friendly and caring.

“You see when you get into the consultation room you see a smile. When you
greet the doctor, he/she returns your greeting in a loving way. Even during the
consultation, you connect with the doctor, and you engage in small talk and laugh
together” (36-year-old female).

“You have to be easy to talk to, be approachable, relatable. You have to be relat-
able . . . , you cannot come with a heavy make-up and expect to be approachable
you know what I mean?” (29-year-old female doctor with five years of service).

“The doctor I would like to treat me is a doctor who has botho [kindness]. He should
be patient and should not be short tempered with patients” (31-year-old female).

“A doctor, who is kind, is very good because he is able to help you nicely and
explains to you what is happening” (31-year-old female).

Compassion

The interviews revealed that doctors understood that they needed to show compas-
sion and empathy because empathy is valuable to the building of good–doctor patient
interactions and relationships. Both believed that kindness and compassion create a good
environment for the consultation, create trust in the doctors, make patients believe that
doctors are empathetic, and improve health outcomes.

“I want a type of doctor like the one who I consulted with today who is well
behaved, relaxed, patient, empathises with a patient, and is a good listener who
can come up with solutions to problems and make you feel better about your
condition” (19-year-old female).

“Patients are already in a state of distress okay. So compassion just simply means
you identify with them and you show understanding that. . . , you understand
what they are going through” (40-year-old doctor with three years’ practice).

“And then also you need to have compassion. You need to be able to identify
with the suffering of the patient as well. Yeah, in addition, also I think patients
expect you to show empathy” (40-year-old doctor with three years’ experience).

Respect

Patients want doctors to be respectful towards them during the consultation and
doctors indicated the need to demonstrate respect for the patients. When doctors act
respectfully towards patients, the doctor–patient interaction is improved. They mentioned
the issue of the doctor talking on the phone, being on Facebook, and using Twitter as being
disrespectful to patients.

“I could say that as health professionals, we should be able to show respect to
our patients, be open minded, be professional, and show patients that they are
most welcome to your consultation room, because that is what will determine the
good consultation process” (31-year-old male doctor with six years of service).

“Well. . . , good doctors do not get busy with the phone or computer, they listen;
they don’t get distracted by Facebook and as patients we appreciate that; because
doing that is being disrespectful to us and we can just get up and leave anytime.
I don’t want a disrespectful doctor” (54-year-old female).

“Being respectful in the sense of the words that you use, using polite words,
excusing yourself politely you know what I mean. . . , the way I talk to them with
a nurturing voice” (29-year-old doctor with five years of service).
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“I think the doctor and patient have to talk in a way that shows mutual respect”
(40-year-old doctor with three years practice).

“I believe that when the patient and the doctor are in the consultation room,
everything should go well, there should be mutual respect and love together with
freedom of expression” (19-year-old female).

3.2.3. Good Clinical Skills

Although clinical knowledge and skill was one of the key doctor attributes that the
doctors identified as desired by the patients, they also mentioned that they expect the
doctor to be competent and knowledgeable.

Professional competency

The doctors and patients believed that a doctor with good clinical skills would make
correct diagnoses to manage patients appropriately. The interviews further established that
patients preferred a doctor who is older, experienced, knowledgeable, and demonstrates
professional competency.

“You see this issue of the doctor knowledge; it gives the confidence to the patients.
That whatever they are getting is the correct treatment. If the doctor doesn’t show
knowledge the patient begins not to trust the treatment plan the doctor is going
through” (50-year-old male doctor with fifteen years worth of experience).

“Then I think ultimately you also have to be competent; I think patients ex-
pect the doctor to be competent” (40-year-old doctor with three years’ worth
of experience).

“It is a fact that if a patient does not believe that the doctor knows what he is
doing he will not believe that the medication you are prescribing them to deal
with the condition is going to work” (50-year-old doctor with fifteen years’ worth
of experience).

The interviews further established that patients preferred a doctor who is older and
experienced. They associated these attributes with clinical skills. They expressed that an
experienced doctor knows when to refer them to a medical specialist for further treatment,
when indicated.

“I prefer to be treated by a mature doctor. The older doctors who show that they
have been in the field for a long time and through his experiences, he has met a
number of conditions of which maybe my condition he has met it before. So. . . ,
that helps in me being given the correct treatment which will help me address
the issue that is affecting me” (45-year-old male).

“Like I had said about the help I was given when I got here, as the doctor was
helping me, knowing that there are others who know more than him, he saw it
better to refer me to them. I went to XXX eye clinic where I got another assistance,
which resulted in me getting better. My belief is that the doctor I started with in
YYY is the one who really helped me because if it were not for him, I would not
have even gone to XXX because I did not know where to go for a specialized eye
doctor. I only know our clinic” (48-year-old female).

Performing thorough examinations

Performing thorough examinations was identified as another attribute that was re-
lated to good clinical skills by both doctors and patients. Doctors believed that patients
wanted to be examined by a doctor when they consult. Performing a thorough exam-
ination is important for the doctor to arrive at a good diagnosis, and to prescribe the
appropriate treatment.

“During consultation, the doctor should not just write down what they are saying
without doing examination. Do not cut corners. . . , if you don’t do examination,
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they will think you were not thorough” (30-year-old doctor with five years
of service).

Allocating enough time for the consultation

Both the doctors and patients mentioned that allocating enough time for the consul-
tation is desirable. They stated that spending enough time with a patient improves the
chances of correct diagnosis and care since doctors require adequate time to perform a
thorough examination to come to a correct diagnosis. Allocating adequate time for the
patient to explain their symptoms and condition is critical for a quality consultation and
building trust that the doctor would come up with a good treatment plan.

“The doctor must have time for the patient to explain everything that the pa-
tient wants to. . . , what the patient needs to know” (40-year-old doctor with
three years practice).

“You should give the patient time to talk, even though from time to time you
would interrupt asking those open ended questions” (30-year-old doctor with
five years of service).

“So, if you take your time, you hear everything when you get a history, and if you
get a full history, you can treat better, and everything comes out if you take your
time. When you rush not everything is said and some things that are important
can be missed. I take my time honestly” (29-year-old doctor with four years
of service).

“I became happy that this doctor is helpful; he was taking a lot of time, but I
understood that that was because he was doing it with love” (26-year-old female).

4. Discussion

The study explored the doctor attributes that patients in Botswana desire with 17 doc-
tors and 32 adult patients selected from PHC clinics in rural and urban districts of Botswana.
We found that while doctors identified clinical expertise and competence as key doctor
attributes, patients reported that interpersonal, social, and communication skills were
more important and desirable than clinical attributes during consultation. The findings in
the current study are consistent with other research findings that documented the higher
importance that patients place on the doctor’s kindness and empathy, more so than their
competence during interactions [11,22,23,28]. Furthermore, there is empirical evidence
that quality communication, interpersonal skills, and shared decision making are the most
important aspects of high-quality health care that patients across different settings and
socio-demographics value [11,21–23].

Although patients and doctors differed in what they believed were key desired doctor
attributes, there was consensus on other desired doctor attributes. They identified the
ability to communicate effectively as a key attribute that patients desire from the doctor.
Effective doctor patient communication occupies centre stage in medicine. The doctors and
patients concurred that good communication skills promote a mutual understanding of
diagnoses and treatment plans. Similar findings that effective communication facilitates a
common understanding of the patient’s problem were previously reported in developed
countries [44,45]. Consistent with previous findings, exchange of information, sharing
ideas about diagnoses and treatments, discussing social issues, and explaining follow up
care were identified as critical elements of effective communication [46,47]. The data further
revealed that effective doctor–patient communication improves the doctor–patient rela-
tionship, thus corroborating the findings of a review of doctor–patient interaction [29,44].
According to the current study, as with those of others, the emphasis is always on the
doctor to facilitate efficient communication [33,48].

In addition, the study participants agreed that patients wanted to be listened to and to
be given a chance to express themselves fully. Allowing the patient to talk uninterrupted
encourages the patient to convey more information about the nature of his or her illness and
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is conducive to an effective consultation. Consistent with previous findings, the participants
stated that effective listening is essential for clinical data gathering, for fostering the doctor–
patient relationship, and enhancing quality patient care. In addition, effective listening
makes patients feel that they are recognised as human beings and that what they have to
say is important [49–51].

The current study further revealed the importance that patients placed on the use of a
local language during the doctor–patient interaction. Patients in the current study preferred
that doctors communicate with them in their own language because it affords them the
space to feel comfortable to share personal information, to be understood, to participate
meaningfully in their care plan, and to feel respected and accepted. The importance of
language concordance with the consulting doctor has been shown in studies conducted
in developed countries [52–54]. Research has established that language concordance
also improves adherence to treatment and the clinic schedule, which improve health
outcomes [54,55].

The current study also revealed patients’ preference of being treated by Batswana
doctors, similar to findings of a study in Australia, and a systematic literature review of
studies that was mostly from developed countries, which showed that patients preferred
doctors of the same ethnic group. Ethnic congruence has been shown to be beneficial
for mutual understanding between doctors and patients [29,56], The doctor as a person
functions as a drug or as a healing intervention long before he has applied medication or
performed surgery [34,35]. This suggests, therefore, that a doctor should have inherent
personal qualities that make him a healing instrument. This explains why patients and
doctors in the current study identified many social skills that were grouped together under
the themes of respect and kindness as desirable doctor attributes.

We found that patients needed to be treated with kindness and compassion, which cre-
ates trust in the doctors and improves health outcomes. They wanted doctors to be patient,
understanding, empathetic, respectful, friendly, and courteous. The WHO’s framework
to strengthen the doctor–patient relationship identified the need for dignity, respect, and
comfort from the doctor as central to the healing process [1]. The desirable doctor attributes
that were derived from doctor and patient data are similar to the findings in other studies
in developed countries and in other parts of the world [19,29,46].

Patients desire their doctors to have good consultation and clinical skills to make
correct diagnoses. It should be noted that patients associated good clinical skills with
being an older, experienced, knowledgeable, and competent doctor. They indicated that
they preferred to be consulted by this kind of doctor who would be able to provide
a good diagnosis and treatment plan. Accordingly, the WHO framework states that a
doctor must be competent and possess sound clinical skills to positively influence the
doctor–patient interaction [1]. The findings are consistent with those of studies conducted
previously [39], which reported that patients prefer their doctor to have good clinical skills,
which improves doctor–patient interactions [13]. Clinical skills and knowledge inspire trust
in the doctor and when patients trust their doctors they adhere to their treatment, their
health improves, their health seeking behaviours are enhanced, and adherence to clinic
follow up visits improves.

The current study showed that patients wanted doctors to allocate adequate time for
the examination, take a detailed history, examine them thoroughly, and come up with a
correct diagnosis and treatment plan. Similarly, in a study conducted among patients in
a family medicine clinic in Nigeria, patients liked it when doctors discussed the cause of
the illness with them and took a detailed history [39]. The findings in the current study
corroborate those of studies conducted in other parts of the world [21]. The findings
established that a thorough examination by a doctor increases patients’ confidence that the
doctor will reach the correct diagnosis and appropriate treatment plan.



Healthcare 2023, 11, 840 13 of 15

5. Limitations of the Study

This study was conducted among doctors and patients and has the potential for social
desirability in the case of medical doctors who may have overemphasized the attributes
that patients desired. In addition, selection bias could have been introduced in the study
because we selected only patients present at the clinics during the day of data collection.
However, this was mitigated by employing maximum variation and sampling of a diverse
group of participants in terms of age, gender, occupation status, educational attainment,
and medical conditions. With regards to doctor participants, we selected only those who
were visiting the clinics during data collection. Doctors who were no longer visiting the
selected clinics were excluded, and their views were not captured.

6. Conclusions

The study findings highlighted key doctor attributes patients desire during consulta-
tion in Botswana. To our knowledge, this is the first study to explore the perspectives of
doctors and patients on doctor attributes. The findings suggest that thus far, doctor–patient
interaction and consultation in Botswana has been informed by data from western countries
without acknowledging the unique context of Botswana.

We found that there was both discordance and congruence between the doctors and
patients on the attributes that patients desire in a doctor during consultation. Both the
doctors and patients agreed that effective communication and effective listening skills were
desirable doctor attributes that improve the doctor–patient interaction, the consultation,
adherence to treatment plan, and overall health outcomes.

The findings highlight a need to develop the interpersonal and communication skills
of doctors to improve the quality of doctor–patient interactions in public clinics. These
could be achieved through continuing professional development programmes that would
take into consideration the culture, beliefs systems, and context of the Batswana people.
Thus, the findings should inform strategies to optimise and enhance the consultation as
one of the primary objectives of the health care system in Botswana.

The study identified several desired and undesired doctor attributes using qualitative
research with a limited sample of doctors and patients. There is need for quantitative
research to determine the extent to which patients and doctors identify with the doctor
attributes identified in this study using larger sample sizes. Results from these kinds
of studies could then inform interventions and strategies to enhance the doctor–patient
interactions that are influenced by doctor attributes.

Author Contributions: V.S.: Conceptualization, methodology, formal analysis, original draft, writing,
and review. S.M.: Conceptualization, supervision, formal analysis, validation, writing—original draft
and review. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: We obtained ethical clearance from Sefako Makgatho Health
Sciences University Research Ethics Committee (SMUREC/M/115/2018: PG). Permissions were
obtained from the Botswana Ministry of Health (Approval reference number: HPDME 13/18/1) and
from managers of the selected clinics who gave verbal consent to conduct the study, on production of
the Ministry of Health approval.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data that support the findings of this study are available from the
corresponding author, upon reasonable request.

Acknowledgments: The authors acknowledge the research assistant who helped with data collection.

Conflicts of Interest: The authors declare no competing interests.



Healthcare 2023, 11, 840 14 of 15

References
1. WHO. Strengthening the Doctor-Patient Relationship; WHO Regional Office for South-East Asia: New Delhi, India, 2013.
2. Berger, R.; Bulmash, B.; Drori, N.; Ben-Assuli, O.; Herstein, R. The patient–physician relationship: An account of the physician’s

perspective. Isr. J. Health Policy Res. 2020, 9, 33. [CrossRef] [PubMed]
3. Harbishettar, V.; Krishna, K.; Srinivasa, P.; Gowda, M. The enigma of doctor-patient relationship. Indian J. Psychiatry 2019, 61

(Suppl. 4), S776. [PubMed]
4. Khera, N.; Stroobant, J.; Primhak, R.; Gupta, R.; Davies, H. Training the ideal hospital doctor: The specialist registrars’ perspective.

Med. Educ. 2001, 35, 957–966. [PubMed]
5. Thorsen, H.; Witt, K.; Hollnagel, H.; Malterud, K. The purpose of the general practice consultation from the patients pers-

pective—Theoretical aspects. Fam. Pract. 2001, 18, 638–643. [CrossRef] [PubMed]
6. Cheraghi-Sohi, S.; Hole, A.R.; Mead, N.; McDonald, R.; Whalley, D.; Bower, P.; Roland, M. What patients want from primary care

consultations: A discrete choice experiment to identify patients’ priorities. Ann. Fam. Med. 2008, 6, 107–115. [CrossRef] [PubMed]
7. Smith, R. Medicine’s Core Values. Br. Med. J. 1994, 309, 1247. [CrossRef]
8. Kumar, B.; Paul, U.K.; Pal, D.K. Perception of Doctor-Patient Relationship in the Present Time from the Viewpoint of Doctors: A

Qualitative Study at a Tertiary Health-Care Center in Eastern India. Indian J. Community Med. 2020, 45, 100–103.
9. Chipidza, F.E.; Wallwork, R.S.; Stern, T.A. Impact of the Doctor-Patient Relationship. Prim. Care Companion CNS Disord. 2015,

17, 27354.
10. Abioye Kuteyi, E.; Bello, I.S.; Olaleye, T.; Ayeni, I.; Amedi, M. Determinants of patient satisfaction with physician interaction: A

cross-sectional survey at the Obafemi Awolowo University Health Centre, Ile-Ife, Nigeria. S. Afr. Fam. Pract. 2010, 52, 557–562.
[CrossRef]

11. Steiner-Hofbauer, V.; Schrank, B.; Holzinger, A. What is a good doctor? Wien. Med. Wochenschr. (1946) 2018, 168, 398. [CrossRef]
[PubMed]

12. Bahadori, M.; Hasanpoor, E.; Yaghoubi, M.; HaghGoshyie, E. Determinants of a high-quality consultation in medical com-
munications: A systematic review of qualitative and quantitative evidence. Int. J. Hum. Rights Healthc. 2020, 13, 457–483.
[CrossRef]

13. Kabatooro, A.; Ndoboli, F.; Namatovu, J. Patient satisfaction with medical consultations among adults attending Mulago hospital
assessment centre. S. Afr. Fam. Pract. 2016, 58, 87–93. [CrossRef] [PubMed]

14. Shaikh, B.T.; Hatcher, J. Health seeking behaviour and health service utilization in Pakistan: Challenging the policy makers.
J. Public Health 2005, 27, 49–54. [CrossRef]

15. Marcinowicz, L.; Chlabicz, S.; Grebowsk, i.R. Patient satisfaction with healthcare provided by family doctors: Primary dimensions
and an attempt at typology. BMC Health Serv. Res. 2009, 9, 63. [CrossRef] [PubMed]

16. Lambe, P.; Bristow, D. What are the most important non-academic attributes of good doctors? A Delphi survey of clinicians. Med.
Teach. 2010, 32, e347–e354. [CrossRef]

17. Pfeiffer, A.; Noden, B.H.; Walker, Z.A.; Aarts, R.; Ferro, J. General population and medical student perceptions of good and bad
doctors in Mozambique. Educ. Health Chang. Learn. Pract. 2011, 24, 1–12.

18. Dopelt, K.; Bachner, Y.G.; Urkin, J.; Yahav, Z.; Davidovitch, N.; Barach, P. Perceptions of practicing physicians and members of the
public on the attributes of a “good doctor”. Healthcare 2021, 10, 73. [CrossRef]

19. Merenstein, B.; Merenstein, J. Patient reflections: Saying goodbye to a retiring family doctor. J. Am. Board Fam. Med. 2008, 21,
461–465. [CrossRef]

20. Luthy, C.; Cedraschi, C.; Perrin, E.; Allaz, A. How do patients define "good" and "bad" doctors? Swiss Med. Wkly. 2005, 135, 82–86.
21. Grundnig, J.S.; Steiner-Hofbauer, V.; Drexler, V.; Holzinger, A. You are exactly my type! The traits of a good doctor: A factor

analysis study on public’s perspectives. BMC Health Serv. Res. 2022, 22, 886. [CrossRef]
22. Hirpa, M.; Woreta, T.; Addis, H.; Kebede, S. What matters to patients? A timely question for value-based care. PLoS ONE 2020,

15, e0227845. [CrossRef] [PubMed]
23. Kugbey, N.; Oppong Asante, K.; Meyer-Weitz, A. Doctor–patient relationship mediates the effects of shared decision making on

health-related quality of life among women living with breast cancer. S. Afr. J. Psychol. 2019, 49, 364–375. [CrossRef]
24. Borracci, R.A.; Álvarez Gallesio, J.M.; Ciambrone, G.; Matayoshi, C.; Rossi, F.; Cabrera, S. What patients consider to be a

‘good’doctor, and what doctors consider to be a ‘good’patient. Rev. Med. Chil. 2020, 148, 930–938. [CrossRef] [PubMed]
25. Kumar, D.; Murugan, M.; Prasad, B.; Devi, R. Good doctor and bad doctor: A qualitative study of first year medical students’

views on professionalism. RHiME 2018, 5, 58–68.
26. Setlhare, V.; Couper, I.; Wright, A. Patient-centredness: Meaning and propriety in the Botswana, African and non-Western

contexts. Afr. J. Prim. Health Care Fam. Med. 2014, 6, 4. [CrossRef]
27. Shersad, F. A multi-year study on the changing perceptions of medical freshmen cohorts on societal expectations of physicians.

Preprint 2022. [CrossRef]
28. Wu, Q.; Jin, Z.; Wang, P. The Relationship Between the Physician-Patient Relationship, Physician Empathy, and Patient Trust.

J. Gen. Intern. Med. 2022, 37, 1388–1393. [CrossRef]
29. Rocque, R.; Leanza, Y. A Systematic Review of Patients’ Experiences in Communicating with Primary Care Physicians: Intercul-

tural Encounters and a Balance between Vulnerability and Integrity. PLoS ONE 2015, 10, e0139577. [CrossRef]

http://doi.org/10.1186/s13584-020-00375-4
http://www.ncbi.nlm.nih.gov/pubmed/32605635
http://www.ncbi.nlm.nih.gov/pubmed/31040473
http://www.ncbi.nlm.nih.gov/pubmed/11564200
http://doi.org/10.1093/fampra/18.6.638
http://www.ncbi.nlm.nih.gov/pubmed/11739354
http://doi.org/10.1370/afm.816
http://www.ncbi.nlm.nih.gov/pubmed/18332402
http://doi.org/10.1136/bmj.309.6964.1247
http://doi.org/10.1080/20786204.2010.10874047
http://doi.org/10.1007/s10354-017-0597-8
http://www.ncbi.nlm.nih.gov/pubmed/28905272
http://doi.org/10.1108/IJHRH-05-2019-0031
http://doi.org/10.1080/20786190.2016.1177977
http://www.ncbi.nlm.nih.gov/pubmed/28480060
http://doi.org/10.1093/pubmed/fdh207
http://doi.org/10.1186/1472-6963-9-63
http://www.ncbi.nlm.nih.gov/pubmed/19371417
http://doi.org/10.3109/0142159X.2010.490603
http://doi.org/10.3390/healthcare10010073
http://doi.org/10.3122/jabfm.2008.05.070186
http://doi.org/10.1186/s12913-022-08273-y
http://doi.org/10.1371/journal.pone.0227845
http://www.ncbi.nlm.nih.gov/pubmed/32644993
http://doi.org/10.1177/0081246318801159
http://doi.org/10.4067/S0034-98872020000700930
http://www.ncbi.nlm.nih.gov/pubmed/33399677
http://doi.org/10.4102/phcfm.v6i1.554
http://doi.org/10.21203/rs.3.rs-2171632/v1
http://doi.org/10.1007/s11606-021-07008-9
http://doi.org/10.1371/journal.pone.0139577


Healthcare 2023, 11, 840 15 of 15

30. Coran, J.J.; Koropeckyj-Cox, T.; Arnold, C.L. Are physicians and patients in agreement? Exploring dyadic concordance. Health
Educ. Behav. 2013, 40, 603–611. [CrossRef]

31. Nkomazana, O.; Peersman, W.; Willcox, M.; Mash, R.; Phaladze, N. Human resources for health in Botswana: The results of
in-country database and reports analysis. Afr. J. Prim. Health Care Fam. Med. 2014, 6, 1–8. [CrossRef]

32. Setlhare, V. Family medicine in Denmark: Are there lessons for Botswana and Africa?: Opinion paper. Afr. J. Prim. Health Care
Fam. Med. 2016, 8, 1–5. [CrossRef]

33. Ridd, M.; Shaw, A.; Lewis, G.; Salisbury, C. The patient-doctor relationship: A synthesis of the qualitative literature on patients’
perspectives. Br. J. Gen. Pract. 2009, 59, e116–e133. [CrossRef]

34. Benedetti, F. Placebo and the new physiology of the doctor-patient relationship. Physiol. Rev. 2013, 93, 40. [CrossRef]
35. Miller, F.G.; Colloca, L.; Kaptchuk, T.J. The placebo effect: Illness and interpersonal healing. Perspect. Biol. Med. 2009, 52, 518.

[CrossRef]
36. Botswana, S. Botswana in Figures 2016; Botswana, S., Ed.; Government Printers: Gaborone, Botswana, 2018; pp. 47–52.
37. Patton, M.Q. Enhancing the Quality and Credibility of Qualitative Analysis. In Michael Patton, Qualitative Research and Evaluation

Methods, 3rd ed.; Sage: Thousand Oaks, CA, USA, 2002.
38. Suri, H. Purposeful sampling in qualitative research synthesis. Qual. Res. J. 2011, 11, 63–75. [CrossRef]
39. Okokon, I.; Ogbonna, U. The Consultation in Primary Care: Physician Attributes that Influence Patients’ Satisfaction in Calabar,

Nigeria. J. Gen. Pract. 2013, 2, 135–140. [CrossRef]
40. Braun, V.; Clarke, V. Using thematic analysis in psychology. Qual. Res. Psychol. 2006, 3, 77–101. [CrossRef]
41. Lincoln, Y.; Guba, E. Naturalistic Inquiry; Sage Publications: Thousand Oaks, CA, USA, 1985.
42. Korstjens, I.; Moser, A. Practical guidance to qualitative research. Part 4: Trustworthiness and publishing. Eur. J. Gen. Pract. 2018,

24, 120–124. [CrossRef]
43. Finlay, J.; Wilson, T.; Javaheri, P.A.; Pearson, W.; Connolly, C.; Elliott, M.J.; Graham, M.M.; Norris, C.M.; Wilton, S.B.; James, M.T.

Patient and physician perspectives on shared decision-making for coronary procedures in people with chronic kidney disease: A
patient-oriented qualitative study. CMAJ Open 2020, 8, E860–E868. [CrossRef]

44. Ha, J.F.; Longnecker, N. Doctor-patient communication: A review. Ochsner. J. 2010, 10, 38–43.
45. Teutsch, C. Patient-doctor communication. Med. Clin. N. Am. 2003, 87, 1115–1145. [CrossRef] [PubMed]
46. Biglu, M.-H.; Nateq, F.; Ghojazadeh, M.; Asgharzadeh, A. Communication skills of physicians and patients’ satisfaction. Mater.

Socio Med. 2017, 29, 192. [CrossRef]
47. Abadel, F.T.; Hattab, A.S. Patients’ assessment of professionalism and communication skills of medical graduates. BMC Med.

Educ. 2014, 14, 1–8. [CrossRef]
48. Mazzi, M.A.; Rimondini, M.; Boerma, W.G.W.; Zimmermann, C.; Bensing, J.M. How patients would like to improve medical

consultations: Insights from a multicentre European study. Patient Educ. Couns. 2016, 99, 51–60. [CrossRef]
49. McKenna, L.; Brown, T.; Oliaro, L.; Williams, B.; Williams, A. Listening in Health Care. In The Handbook of Listening; Wiley Online

Library: New York, NY, USA, 2020; pp. 373–383.
50. Watson, K.W. Effective Listening: Five Lessons from the Best. J. Christ. Nurs. 2017, 34, 159–163. [CrossRef] [PubMed]
51. Brenner, A.M. Listening: An Underlying Competency in Psychiatry Education. Acad. Psychiatry 2017, 41, 385–390. [CrossRef]
52. Ranjan, P.; Kumari, A.; Arora, C. The value of communicating with patients in their first language. Expert Rev. Pharm. Outcomes

Res. 2020, 20, 559–561. [CrossRef]
53. Soled, D. Language and cultural discordance: Barriers to improved patient care and understanding. J. Patient Exp. 2020, 7,

830–832. [CrossRef]
54. Diamond, L.; Izquierdo, K.; Canfield, D.; Matsoukas, K.; Gany, F. A systematic review of the impact of patient–physician

non-English language concordance on quality of care and outcomes. J. Intern. Med. 2019, 34, 1591–1606. [CrossRef]
55. Ranjan, P.; Kumari, A.; Chakrawarty, A. How can doctors improve their communication skills? J. Clin. Diagn. Res. 2015, 9, JE01.

[CrossRef]
56. Ma, A.; Sanchez, A.; Ma, M. The impact of patient-provider race/ethnicity concordance on provider visits: Updated evidence

from the medical expenditure panel survey. J. Racial Ethn. Health Disparities 2019, 6, 1011–1020. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1177/1090198112473102
http://doi.org/10.4102/phcfm.v6i1.716
http://doi.org/10.4102/phcfm.v8i1.1026
http://doi.org/10.3399/bjgp09X420248
http://doi.org/10.1152/physrev.00043.2012
http://doi.org/10.1353/pbm.0.0115
http://doi.org/10.3316/QRJ1102063
http://doi.org/10.4172/2329-9126.1000135
http://doi.org/10.1191/1478088706qp063oa
http://doi.org/10.1080/13814788.2017.1375092
http://doi.org/10.9778/cmajo.20200039
http://doi.org/10.1016/S0025-7125(03)00066-X
http://www.ncbi.nlm.nih.gov/pubmed/14621334
http://doi.org/10.5455/msm.2017.29.192-195
http://doi.org/10.1186/1472-6920-14-28
http://doi.org/10.1016/j.pec.2015.08.009
http://doi.org/10.1097/CNJ.0000000000000305
http://www.ncbi.nlm.nih.gov/pubmed/27315159
http://doi.org/10.1007/s40596-016-0641-9
http://doi.org/10.1080/14737167.2020.1835474
http://doi.org/10.1177/2374373520942398
http://doi.org/10.1007/s11606-019-04847-5
http://doi.org/10.7860/JCDR/2015/12072.5712
http://doi.org/10.1007/s40615-019-00602-y
http://www.ncbi.nlm.nih.gov/pubmed/31236800

	Introduction 
	Materials and Methods 
	Study Design and Setting 
	Study Population 
	Data Collection, Tools, and Procedures 
	Data Mamangement 
	Data Analysis 
	Rigour 

	Results 
	Sociodemographic Profile of Participants 
	Themes 
	Communication Skills 
	Good Interpersonal Skills 
	Good Clinical Skills 


	Discussion 
	Limitations of the Study 
	Conclusions 
	References

