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A B S T R A C T 

 
 

Context:  A key element of the doctor-patient relationship is to understand the patient’s and doctor’s perceptions of quality care. 

Objectives:  To assess the perceptions of good and bad doctors among first-year medical students and local community members 

in a semi-urban, African setting. 

Methods:  Using open-ended and closed dichotomous questions, 115 first-year medical students in Beira, Mozambique were 

surveyed regarding their perceptions of a ‘good’ and ‘bad’ doctor. Students then surveyed 611 community members in a 

predominately poor, semi-urban neighbourhood. 

Results:  Answers to open-ended questions provided by both groups produced the same four most important positive 

characteristics, with good diagnostic and therapeutic skills and dedication ranked highest. Closed-ended questions revealed that 

local community members felt that being concerned/considerate and diagnosing well were equally important (19.5% and 17.5%, 

respectively) compared to students (17.5% and 41.2%, respectively). The most important negative characteristics to the open-ended 

question for both groups were discrimination and contemptuous behaviour: 29.3% for community members and 27.4% for medical 
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students. The biggest difference between groups was poor attending skills: 17.3% by community members and 3.9% by medical 

students. 

Conclusion:  This study highlights differences and similarities between the perceptions of medical students and community 

members concerning a ‘good’ and a ‘bad’ doctor. Our data suggest that perceptions are guided by the experiences and values of 

those interviewed. Results indicate that medical education in developing countries should focus on patient-centered care, including 

communication skills and attitudes, besides training knowledgeable doctors. 

 

Keywords: Africa, bad doctor, communication skills, community perceptions, good doctor, medical education, medical student 

perceptions, Mozambique, patient attitudes 

 
 

Introduction 
 

Everyone wants to be examined by a ‘good’ doctor, but what does ‘good’ mean? While some stress the importance of personal 

qualities over technical skills
1-5

, others emphasize the need for competency and technical skills
6-9

. Still, others focus on the need to 

identify with the patient10-14. With these differing views, one thing continues to be clear: the development of a mutual 

understanding between doctors and their patients, particularly focusing on values and experience, increases both compliance and 

trust
15,16

. 

 

Through the years, various studies have approached the topic of a ‘good’ doctor by surveying the responses of patients (Europe
3
, 

Israel
7
, Ireland

12
, Switzerland

13
, United States

9,16
), community members (Tanzania

1
, Zaire

2
, Singapore

6
, Ireland

12
, Guinea

17
), 

medical students (Brazil5, United Kingdom14) and doctors (Singapore6, Germany8, Spain18). Clearly, the majority of studies have 

occurred in Western countries as the medical profession has adapted to an unprecedented global migration which is significantly 

altering doctor-patient interactions
15,19

 and has become more attuned to the diverse needs of minority ethnic communities in their 

own countries16,20,21. These studies suggest that personal experiences, family attitudes, cultural understandings of health and illness 

and group beliefs concerning patients’ preferences shape interactions with patients from different cultural backgrounds
16,20,21

. The 

issue now not only focuses on what a ‘good’ doctor is in a particular setting, but also requires better understanding of how to 

provide ‘good’ care to one’s patients, no matter their ethnicity15,16. Few studies, however, have investigated the perceptions of a 

‘good’ doctor from the perspective of diverse populations in developing countries. 

 

While not directly addressing the perceptions of ‘good’ doctors, studies from developing countries provide general ideas of what 

community members value in a ‘good’ doctor. First, like Western patients
3,13

, the desire of community members is to interact with 

a medical professional who is concerned for their well-being (i.e. patient-centered care)
1,2,17,22

. Secondly, past studies have begun to 

address the cultural values of community members as well as their experiences with the medical systems in developing 

countries. These experiences directly impact how community members respond, thereby producing an interesting association 

between the perceptions/desires of the community and the reality in the medical system
1,22,23

. These studies, however, only provide 

glimpses into the values of patients in developing countries, and there is clearly a need for more work to address this issue22. 

 

This subject directly impacts the setting in which the authors work in Central Mozambique. The Catholic University of 

Mozambique (Universidade Católica de Moçambique, UCM) is located in the city of Beira and is surrounded by a low-income 

community. The Faculty of Health Sciences consists of African and Western trained physicians and research doctors of diverse 

origins that are focused on training future Mozambican doctors. In this setting, the differences between the perceptions and 
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experiences of the students and patients may be different
23,24

 than in Western settings and will include their cultural understandings 

of illness and health
25-29

. Without awareness, these differences can disconnect doctors and those they train - both Mozambican and 

international - from the perceived needs of the local community. Additionally, most incoming medical students to our faculty come 

from a higher socio-economic class than the inhabitants in the surrounding community. These students may have different 

perceptions of the medical profession which may differ significantly from those in the community in which they will be 

trained. Therefore, to facilitate the cultural learning in our medical school, our objective was to identify the characteristics that the 

population surrounding the medical school look for in a ‘good’ and ‘bad’ doctor and compare them with those identified by the 

incoming group of medical students. 

 

Methods 
 

Study setting  

 

This study was part of an introduction for first-year medical students to the people and environment of the local community 

surrounding the medical school, and was approved by the Institutional Research Advisory Committee. Family and Community 

Health is an important part of the UCM curriculum and after the first year, each student is linked to five families in the local 

community (population: ~50,000) which surrounds the medical school. Because of this interface, we felt it was critical to assess the 

responses of both first-year medical students and community members concerning their views on desirable and undesirable 

characteristics of doctors.  

 

The ‘bairro’ surrounding the medical school consists of residents who are either unemployed or marginally employed (informal 

sector) and worry more about shelter and food than their health. They lack a basic sewage system and garbage facilities with only a 

few residents having access to running water or electricity. As with most of the ‘bairros’ in Beira, when it rains, the community 

fills with water, which has led to frequent outbreaks of diarrhoeal disease, measles, cholera and malaria. HIV/AIDS is also a major 

concern. 

 

Study participants  

 

Three months after beginning their first year at the UCM Faculty of Health Sciences in Beira, Mozambique, students were 

introduced to the Family and Community Health program. Over a period of one week, they learned the details of the program and 

trained in interviewing skills, including role-playing, and how to interact respectfully with the local community. As part of the 

introduction on the first day, the authors surveyed the students for their opinions of characteristics of 'good' and 'bad' doctors by 

asking them to complete a semi-structured questionnaire in Portuguese. While participation was optional and they were not graded 

for their answers, all 115 students were eager to participate. 

 

Prior to conducting the community portion of the study, all community leaders were informed and gave their approval. On the two 

days where the students were going to administer the survey, community volunteers, already involved in the Family and 

Community Health program and chosen by community leaders, assembled at the University to accompany the students and faculty 

members. The community was divided into six areas with one-half of the students visiting three areas on one day and one-half 

visiting the remaining areas the second day. Entering into the community, students divided into groups of 20 with a faculty advisor, 

4
th

 year students who knew the community well, and community volunteers who ensured the safety of the students. Each group 

went to a particular area of the local community and the groups dispersed into their area in pairs. By dividing the community into 
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six non-overlapping areas, we tried to ensure that community members only responded to one survey. Using a convenience 

sampling technique, each student interviewed five to six persons within a one hour period wherever they encountered them (sitting 

in front of their homes, working in a market stall, walking in the street, etc). Before giving their opinions, community members 

provided informed oral consent. 

 

Responses were written anonymously and complete confidentiality was guaranteed. The interviewers were instructed to speak to 

people from different age groups (minimum age 15 years
12

), noting the age, gender and educational level of the interviewee. 

Community members were very amenable to the students’ requests for interviews and there were no refusals or adverse effects 

needing intervention. All surveys were returned to the school after the interview period was completed.   

 

Questionnaire  

 

This consisted of two parts. The first section contained two dichotomous open-ended questions: 'What specific characteristics 

would you like to find in a doctor? Mention the two most important ones'; 'What specific characteristics would you not like to find 

in a doctor? Mention the two most important ones.' The question was dichotomized to more fully understand local concepts of 

good and bad doctors.  

 

The second portion of the questionnaire consisted of two lists of 10 characteristics from which interviewees chose the best 

characteristics of a ‘good’ doctor and the worst characteristics of a ‘bad’ doctor (Table 1). The characteristics were derived from 

two pilot studies with two diverse populations in Beira (clinic outpatients and economics students) who were not involved in the 

final study. During the interviews, the characteristics in the lists were shown and read to interviewees. This part of the 

questionnaire was used to confirm patterns of thinking encountered in the open-ended question responses. The semi-structured 

questionnaire was produced in Portuguese then translated into the two most frequently used local dialects (Sena and Ndau) if the 

interviewee was not comfortable with Portuguese. Copies of the surveys are available, in English and Portuguese, from the 

corresponding author upon request.  

 

Table 1:  Lists of positive and negative characteristics of physicians presented to medical students and community residents 

 
Positive characteristics Negative characteristics 

Against corruption Motivated by money  

Patient Impatient 

Calm, sympathetic Not sympathetic 

Diagnoses well Does not investigate well 

Respects the patient Discriminates against patients 

Concerned and considerate Does not care about the patient 

Explains well Does not know how to explain well 

Good personal appearance Disarranged personal appearance 

Confidential Not confidential 

Listens to social problems of the patient Does not listen to the patient’s problems 

 
 

Analysis 

 

Following Luthy et al13., two authors, familiar with local culture and Mozambican Portuguese, subjected the open-ended question 

responses to content analysis, and a list of 10 key themes/categories was created. The authors then independently classified the 



 

 

© A Pfeiffer, BH Noden, ZA Walker, R Aarts, J Ferro, 2011.  A licence to publish this material has been given to Education for Health:  

http://www.educationforhealth.net/   5 

 

open-ended question responses with subsequent ‘cross-checking’ by the other. Differences of opinion were regularly discussed and 

disagreements were resolved by consensus. For example: for a response to a ‘bad doctor’, person 208 said: ‘doctors need to speak 

many languages. Principally, the ones who come to Africa need to know how to speak traditional [African] languages’. One author 

felt that this focused on good communication skills but the other felt there were aspects of motivation (dedication) and/or respect 

behind the response. After discussion with Mozambican colleagues, it was decided that it was ‘too general to be classified’. 

 

Chi-square statistics were used to compute comparisons between several variables. Values with p-values <0.05 were considered 

significant. Descriptive analysis was accomplished using EPI Info version 3.2. 

 

Results 
 

For the 115 first-year medical students surveyed, 67.5% were female, with ages ranging from 17 to 40. For the 611 persons 

interviewed in the nearby community, 46.3% were female and 53.7% were male, ranging in age from 15 to 85 years old. Related to 

education, 13.4% of those interviewed had never been to school, 54.2% had been to primary school (grade 1-7), 31.1% had been to 

secondary school (grade 8-12) and the remaining 1.3% were in university.  

 

Comparing the answers to the open-ended questions from the community members with first-year medical students in regard to 

characteristics of a ‘good’ doctor (Table 2), the four most important positive characteristics (all over 10%) were the same. While 

the community felt that good diagnostic and therapeutic skills was the most important characteristic (18.9%) followed by 

dedication (14.9%), the sequence was the opposite for medical students, with 30.0% of students responding dedication on the part 

of the doctor. Both groups ranked confidentiality and good personal appearance as the lowest traits of a good doctor. Differences 

occurred regarding communication skills and attending skills, as community members mentioned both more often than students.  

 

When selecting from the fixed list of 10 positive characteristics (Table 1), results differed in magnitude but not in general order of 

importance between the two groups. Community residents felt that being concerned and considerate and diagnosing well were the 

most important characteristics (19.3% and 17.5%) while students felt that diagnosing well was by far the most important 

characteristic (41.2%), followed by being concerned and considerate (17.5%). 

With respect to open-ended responses to characteristics of a ‘bad’ doctor, both groups ranked discrimination and contemptuous 

behaviour most frequently (Table 3) – 27.4% and 16.5%, respectively, for students, and 29.3% and 17.3% for community 

residents.  The next highest ranked were being corrupt and dishonest. The biggest difference between groups was poor attending 

skills, ranked second for the community but eighth by students. 

 

Similar to the students, when choosing from the fixed list of 10 negative characteristics (Table 1), community members were most 

concerned about uncaring doctors (23%), with discrimination as a close second (19.3%). The students clearly felt that 

discrimination was most negative (35.1%), with lack of care ranked second (13%). Community members (9.6%), more so than 

students (2.6%), expressed concern about impatient doctors.  

 

There were no statistically significant responses to good and bad doctor characteristics related to gender on the part of community 

residents. However, for students regarding good doctor characteristics, more males (47.3%) than females (22.1%) (p < 0.010) 

indicated dedication and concern for the patient as a characteristic of a good doctor. On the other hand, when selecting from the 

fixed list of 10 positive characteristics (Table 1), more females (51.3%) than males (21.6%) (p < 0.003) responded ‘diagnoses well’ 

as a positive characteristic of a doctor. 
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Table 2:  Responses to open-ended question from first-year medical students and community residents about 

characteristics of a ‘good’ doctor 

 

Characteristic First-year medical 

students percent 

response (%) 

Community 

residents 

percent 

response (%) 

Community resident response examples 

Dedicated (including concerned, 

considerate and motivated) 

30 14.9 Person 517: “…gives medication and asks the patient to 

come back in order to find out if the medication worked…” 

Person 535: “… gives attention to the patient…” 

Person 122: “… who touches the patient and takes him 

there…”  

Good diagnostic / therapeutic 

skills 

18.7 18.9 Person 8:”… observes well and knows what the patient 

has…” 

Person 11: “ … who gives the correct prescription…” 

Person 40: “… when after an operation the patient does not 

die…” 

Patient 14.8 12.8 Person 298: “…patient, trying to understand what the 

patient wants to say…” 

Person 31: “... patiently questions the patient...” 

Positive personal characteristics 

(including calm, sympathetic, 

caring and supporting)  

14.8 12.8 Person 191: “… does not shout at the patient” 

Person 313: “ being human, he who understands the 

patient…” 

Person 287: “… shows a smile during the consultation… ” 

Respectful and non-

discriminating  

5.8 9.3 Person 324: “…speaks to everyone in the same way…” 

Person 257: “…the doctor can’t be put off by the patient…” 

Honest and against corruption 5.6 1.7 Person 192: “… attends well with or without money….” 

Good attending skills (including 

time keeping and not being 

dismissive) 

3.9 10.2 Person 135: “…gives priority to the more severely ill 

patient” 

Person 187: “… attends the patient as soon as he arrives…” 

Skilled in communication 

(referring to listening and 

explaining) 

0.9 8.9 Person 162: “…who listens to what the patient says…” 

Person 230: “… knows how to explain what the patient 

needs to hear…” 

Confidential  0.4 0.7 Person 27: “… if I was to have a very dangerous illness, he 

would not tell anyone else…” 

Good personal appearance  0 0.3 Person 327: “… must have very white clothes…” 

Too general to be classified 5.2 9.5 Person 580 “…a doctor who does not kill the patient…”  

 

Discussion 
 

To our knowledge, this is the first qualitative study from Africa to investigate the positive and negative perceptions of the medical 

profession outside the medical school setting.  This study not only detailed the expectations of the local community and first-year 

medical students, but also provided students with the opportunity to personally interact with members of the same community that 

they will serve in during and after their medical training.  The students themselves heard from community members how they 

desired to be treated, which contributed to the development of the students’ own values and attitudes. While patient-centered care 

is a major focus of Western medical training, it is rarely emphasized in medical training in developing countries
22

. At UCM, the 

faculty aims to provide a quality medical education as well as prepare students to personally interact with community members 

through a family and community health component in the curriculum. The UCM curriculum addresses patient-centered care in its 

communication skills program, as well as in the family and community health program. While this training is important, it is not 
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always taken seriously as most students do not see the ‘practical’ value
30

. It may be possible to increase student interest in the 

patient-centered programs by giving more weight to the assessment of these skills
31

. This study was an important first step to 

encourage a practical dialogue between incoming medical students with their future patients in the surrounding community. 

 

Table 3:  Responses to open-ended questions from first-year medical students and community residents about 

characteristics of a ‘bad’ doctor 

 
Characteristic First-year 

medical 

students 

percent 

Responses 

(%) 

Community 

residents 

percent 

responses 

(%) 

Community resident response examples 

Discriminating and 

contemptuous  

27.4 29.3 Person 480: “…a doctor who sees me as any old bug in the bush”  

Person 354: “…doctor who chooses to attend coloured girls first and 

then me, who is a black woman” 

Person 383: “who attends his family members first…” 

Various persons (eg. 467, 342): “… who hits the patient…” 

Corrupt and dishonest 16.5 12.1 Person 267: “…doctors who accept money to kill their patients”  

Person 434: “... uses his profession to other ends…”  

Impatient  14.3 7.4 Person 32: ”…irritable doctor…”  

Poor diagnostic and 

technical skills  

12.2 7.4 Person   52: “…does not send you to take a photo (X-ray) to see your 

illness”  

Person 242: “…not careful: does not analyse well and gives wrong 

medication…”  

Not dedicated  9.1 12.0 Person 165: “…a doctor who writes the prescription before the patient 

has finished speaking” 

Person 196: “… abandons the patient when he most needs the 

doctor…” 

Poor personal appearance  4.3 2.6 Person 7: “…a doctor who is drunk…” 

Person 20: “… badly dressed (dirty white coat and untidy clothes)...” 

Negative personal 

characteristics  

3.3 2.2 Person 207: “… doctors who don’t touch the patient…” 

Poor attending skills 0.9 17.3 Person 439: “a doctor who does not attend patients because he is 

having lunch…” 

Not confidential  0.9 1.0 Person 12: “…. Does not know how to keep a secret…” 

Poor communication 

skills 

0.1 1.7 Person 6: “… a doctor who does not know how to speak nicely with the 

patient…” 

Too general to be 

classified 

10 7.0 Person 475:”… does not attend well a person…” 

 

 

According to our findings, the characteristics of a bad doctor are not opposite to those of a good doctor, which reinforces the 

results of a Swiss patient study
13

. The responses of both community members and students highlighted different perceptions based 

on the experiences and values of each group, instead of a pre-defined list of categories. For a ‘good’ doctor, both pointed to 

essentially the same four characteristics for the open-ended question, with good diagnostics/therapeutic skills and dedication 

considered most important. The ‘bad’ doctor characteristics for both groups were also essentially the same with discriminating and 

contemptuous mentioned most often, followed closely by dishonesty and corruption.  In general, while most students felt that 

technical aspects and competencies (diagnostic/therapeutic skills and dedication) were most important, community members 

considered interpersonal skills and patient-centered care (being concerned and considerate, having good attending and 

communication skills) as important as diagnostic/technical skills, consistent with the past literature1,2,13,30. 
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Both cultural values and personal experience may account for these responses. With respect to the characteristics of ‘good’ doctors, 

the community members and students may have responded with their experience with traditional healers
1,22

 which form a parallel 

medical community in Mozambique32,33. A person who goes to a traditional healer is usually ‘received well’ which means to be 

welcomed without discrimination, made to feel comfortable and provided with the attention that most Western-based patients 

expect from their doctors (i.e. patient-centered care
13

)
1,22

. Their treatment also includes a diagnosis which is provided after a lot of 

testing1,2,17,22. In regard to the negatives, both the students and community members have likely had negative experiences in the 

national health care system. As others have reported
23,24,34

, this regularly involves both discrimination of choosing patients who can 

afford more personalized attention, and corrupt practices, like bribery and paying for basic items in the hospital. For this reason, 

community members most likely want good doctors, like their traditional healers, who have both interpersonal as well as 

diagnostic skills. Similarly, their bad doctor characteristics may reflect their experience with the current public medical system
22

. 

 

The responses of the medical students were similar to first-year students in South Africa30 but differed from studies in the United 

Kingdom
14

 and Brazil
5
, where a higher value was given to interpersonal skills and patient-centered care. This may have to do with 

different experiences and exposure to the national health system. For example, students have different experiences with doctors’ 

behaviour with patients from different educational and socio-economic groups35. Cultural aspects may also play a strong role in 

medical student responses with ‘nurturing’ cultures which score higher on the ‘caring’ scale
5,22

. From the perspective of our study, 

it was valuable to learn of the expectations of the first-year students as they began their training so they can become aware of 

attitudes and responses that might be in need of modification30. 

 

We recognize various strengths and weaknesses in this study. In addition to a large study sample, a strength was our open-ended 

format of questioning, also used by Walter et al12. and Luthy et al13.. The open-ended enquiry format provided ample access to 

diverse ways of thinking between our study groups. We were able to gather information on expectations which were based on 

experiences and cultural priorities, not on a pre-set group of categories. Additionally, we were able to measure a wide cross-section 

of the population. While not random, the data provided unique comparisons.   

 

In terms of study weakness, interviewer bias was a possibility. Although instructed to help community members develop answers 

to the open-ended questions, it is not possible to know how interviewees were assisted during their interviews. That said, if an 

interview bias was present, we did not observe it given the large diversity of responses. Another possible limitation involved 

translation bias in two different areas. When presenting the survey, the students recorded what community members answered as 

accurately as possible, even if it involved translating from the local languages into Portuguese. It is possible that with the 

translation came a slight change in meaning. To counter this effect, students interviewed community members in pairs and we 

ensured that one of them was fluent in the local languages. Additionally, the authors relied on Mozambican faculty/staff members 

to decode the responses provided for the open-ended questions when organizing the final thematic categories. While Portuguese is 

the national language of Mozambique and the authors have ample Mozambican experience, the Portuguese used in the local 

community is not always correct in the truest sense, and meanings can differ. 

 

Overall, this study highlighted interesting similarities and differences in perceptions regarding a good doctor between incoming 

medical students and community members from a surrounding poor, semi-urban neighbourhood. Results provided a description of 

cultural values and experiences from two different populations in Mozambican society that encouraged a greater focus on patient-

centered training at our institution. The importance of these results goes beyond developing countries, however, as the need to train 

doctors to meaningfully interact with patients of diverse ethnicities and socio-economic backgrounds is a globally recognized 

need16,36. Many creative ideas exist to provide cross-cultural experiences by adding components to medical school curricula such as 
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appreciation for patient experience, acquisition of explanatory models of illness and disease, comprehension of cultural values and 

behaviours, and the creation of educational resources to better understand the cultural, social and economic dimensions of 

patients16,20,27,35-37. This need becomes even more critical when Western-trained doctors and researchers work in cross-cultural 

partnerships with medical schools in developing countries
16,38-41

.   

 

Future longitudinal studies should evaluate the behaviour and perceptions of doctors in and surrounding medical institutions in 

developing countries with a distinct patient-centered focus in their curricula. As these schools continue to train patient-oriented 

doctors, a follow-up study in the local community will indicate how perceptions have changed over time due to the differences 

experienced by community members. There is no doubt that this would improve the level of trust, as well as ensure more effective 

usage of the medical facilities
1,15,17,20

. It would also be advantageous to complete a follow-up study with the students to monitor 

their changes in perspective as they progress in their education
14,30

. 
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