
REFLECTION

What Humans Need

ABSTRACT
Family medicine is a champion of human-focused health care in the context of lasting rela-
tionships. What do humans need—those who seek care and those who offer it? Respect, 
understanding, and kindness. Without it, more money, more ancillary personnel, more 
time-saving technology cannot lift us from the profession’s doldrums. The author believes 
that the deep desire to be of help to others can be rekindled in an office culture where the 
humanity in all of us is honored.
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Every day and without fanfare, patients are leaving the family practice where 
I have worked many years. They are transferring to other practices, going 
to urgent care centers and emergency departments, or simply giving up on 

the idea of seeing a doctor. Staff turnover is high, and many of those who stay are 
unhappy and contemplate leaving. Prospective applicants go elsewhere to do other 
things that better suit their lifestyle or pocketbook. This, of course, is not just a 
problem at my job; it permeates primary care. And it cannot be solved (just) by rais-
ing salaries, hiring more ancillary staff, or investing in labor-saving technology.

Four years ago, I left my continuity practice to teach in a nearby residency 
program. I am now back on a part-time basis. With fewer responsibilities and more 
time for reflection, I can see how the practice is failing to meet the needs of our 
patients—and over the years, little by little, how I failed them, too.

Primary care is the business of changing lives. Our job is to help acutely ill 
patients recover, chronically ill patients maintain control, and people who are 
making self-destructive choices make better ones. It is a human enterprise: people 
helping people.

To do this effectively requires attention to the humanity of our work. What do 
humans need? Ask them. Patients need to feel acknowledged, respected, and wel-
comed. Caregivers want a work environment where they can make individualized 
decisions, improve their skills, and feel like they are making a difference in the lives 
of others. Not surprisingly, when we care for patients in the right kind of way, we 
are caring for ourselves, too.

Returning to that right kind of way is neither complicated nor expensive. It 
involves putting people before protocol, sacrifice before ease, common sense before 
blind obedience, and local wisdom before centralized decision making. The old-
fashioned values of service, personal responsibility, camaraderie, and the Golden 
Rule flourish when the conditions are right.

The late Tony Hsieh, founder of Zappos, famously said that “while our brand 
has come to be known for delivering the very best customer service, the number 
one priority is actually not customer service. Our priority is company culture, and 
our belief is that if we get the culture right, most of the other stuff—such as deliver-
ing great customer service or building an enduring brand or business—will happen 
as a natural by-product of our culture.”1

What kind office culture can attract the idealist, retain the hard worker, engage 
the curious, lead the team, and foster a sense of connection between the caregiver 
and those they care for? Gauging by the level of burnout in many primary care 
practices, it is a rare and fragile thing. But not hard to imagine. It comes around 
to what humans need, especially when they are ill or worried: they want to be 
greeted by a person, enter an office scaled for intimate interaction, see their own 
doctor, express themselves in an unhurried and unscripted way, and be trusted to 
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make good decisions about their own health care. The human 
touch benefits us all, and is supported by the evidence.

Human Greeting
The telephone is the primary means of accessing the doctor’s 
office; most calls concern the need for an appointment, pre-
scription refill, or clarification of instructions.2 When wait times 
are long, staff is unfriendly, or needs go unmet,3 the disgruntled 
patient responds by doing nothing (ie, giving up) or making 
unintended trips to the office or emergency department.4

There is nothing more welcoming to an anxious patient 
than a human voice on the other end of the line. Too often, a 
call to the doctor’s office begins with an automated message. 
But the patient may not know who or what service they need. 
Long wait times and errant transfers only heighten the frus-
tration. Moreover, an automated system cannot re-assess the 
need for an office visit or prescription refill. But people in a 
call center can, especially when they are onsite and integrated 
into the office flow.

Human Scale
Practices with under 10 physicians have far fewer preventable 
admissions than do larger practices, especially among high 
needs beneficiaries.5,6 Smaller practices are also associated 
with higher rates of patient satisfaction and accessibility.10,11

The larger the office, the greater the number of job titles, 
the more likely that an order will fall through the cracks, and 
the less likely it will be noticed. Referrals, refills, orders, and 
messages are all better served by small, organized, and cross-
trained teams. The total number of office employees should 
never exceed their ability to know each other on a first-name 
basis. And that ability is thwarted when staff turnover is high.

Human Continuity
Greater usual provider continuity (UPC) is associated with 
better clinical outcomes, lower utilization of urgent care 
(including hospitalizations and emergency department visits), 
decreased spending, better patient experience, greater physi-
cian wellness, and improved equity in access and utilization of 
health care services.5-7

Continuity of care with one’s usual provider is considered 
a pillar of primary care. Yet the desire for it is conditional. 
Younger patients with a single, minor concern will happily see 
the next available clinician. Older adults with multiple problems 
and a long prescription list want to see “their” doctor, especially 
when they are ill or worried. But somewhere along the way, the 
desire for “quick access” subverted the goal of continuity. And 
did so needlessly, for both goals can be met if there are suffi-
cient same-day slots. Moreover, when continuity physicians see 
their own patients for an acute illness, they keep their pledge to 
“be there” for their patients and watch as they recover.

Human Conversation
Diagnostic accuracy is sacrificed when doctors focus solely 
the chief complaint, because in doing so they overlook 

critical data.12 When patients are allowed to tell their story, 
it provides not only more information, but also builds trust, 
promotes healing, and secures a connection between the doc-
tor, patient, and health care team.13-17

There is no substitute for unhurried, nonlinear, and 
unscripted story telling. It is the way that human beings 
convey the meaning of life events. It takes time for stories to 
unfold, time that must be guarded and protected in office vis-
its as well as staff meetings. Conversations expose the frustra-
tion and disappointment, confusion and worry that bind us to 
medicine, but also the small victories, moments of gratitude, 
and humor that lighten our day.

Human Potential
Office culture plays an important role in our ability to 
make good clinical decisions,18 prevent burnout,19 and adopt 
improvement strategies.20

Motivation is key to behavioral change. Daniel Pink 
championed a “science of motivation” in his popular Ted-
Talk21 and book22 He observes that laborers who perform 
mechanical tasks will increase their production when offered 
bonuses. But for those whose job requires even a modicum 
of cognitive input, monetary rewards can lead to negative 
results. Pink asserts that professionals are happiest and most 
productive when they are given some control over their 
work environment, allowed to master skills, and believe that 
their efforts are leading to positive change. This closely 
aligns with Edward Deci and Richard Ryan’s theory of 
self-determination.23

In the process of implementing the Patient-Centered 
Medical Home and confronting the epidemic of burnout, we 
learned a lot about organization style and practice culture. 
Clear goals matter. Buy-in matters. Paced implementation, 
measurement, and feedback matter. But what matters most 
is a workforce with enough agency, mastery, and purpose to 
care for the needs of the community.

I know what you are thinking: that an exhausted staff has 
neither the inclination nor capacity for change. And that our 
bosses would never agree to take the financial risk. They 
remind us that economy lies in size, standardization, and the 
centralization of authority. We must remind them that there 
is a cost to replace unhappy staff, clinicians, and patients.

An old sage once wrote that “a stitch in time saves nine.”24 

Our inboxes are full of the unfilled needs of our patients: for 
sympathy, reassurance, and guidance. Why not provide it to 
them up front instead of indirectly through a flurry of pre-
scriptions, tests, and referrals? Just as it takes money to make 
money, it takes time to save time.

Even if the office never changes, doctors still control 
certain important aspects of their career. We decide which 
organization to join. We decide what kind of example we will 
set in the office. William Carlos Williams reminds us that “the 
nature of a hello or good-bye, the tone of voice as a ques-
tion is asked or answered, the private thoughts one has, and 
the effect they have on our face, our hands as they do their 
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work” still matters to our patients and colleagues.25 Finally, we 
decide how long we’ll stay. And while sometimes it is in our 
best interest to leave, patients are always sorry to see us go.

CONCLUSIONS
The unique physician treats a unique patient, whom he or she 
comes to understand and care for in a unique way. Doctors, 
and those who hire them, must trust that age-old formula. 
What’s at stake here is the basic human desire to help others 
and to put their good before our own. Success in primary 
care seldom hinges on the right prescription, the right proce-
dure, or the right algorithm; it is put at risk by the inanimate 
barriers we have built into our practice. We are a profession 
of humans helping humans. That is the story of medicine.

 Read or post commentaries in response to this article.
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