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Abstract
Hospital medicine ward rounds are often conducted away from patients’ bedsides, but it is unknown if more time-at-bedside is
associated with improved patient outcomes. Our objective is to measure the association between “time-at-bedside,” patient
experience, and patient–clinician care agreement during ward rounds. Research assistants directly observed medicine services
to quantify the amount of time spent discussing each patient’s care inside versus outside the patient’s room. “Time-at-bedside”
was defined as the proportion of time spent discussing a patient’s care in his or her room. Patient experience and patient–
clinician care agreement both were measured immediately after ward rounds. Results demonstrated that the majority of
patient and physicians completely agreement on planned tests (66.3%), planned procedures (79.7%), medication changes
(50.6%), and discharge location (66.9%), but had no agreement on the patient’s main concern (74.4%) and discharge date
(50.6%). Time-at-bedside was not correlated with care agreement or patient experience (P > .05 for all comparisons). This
study demonstrates that spending more time at the bedside during ward rounds, alone, is insufficient to improve patient
experience.
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Background

Ward rounds is a crucial process in the care of hospitalized

adults (1–3). Defined as “the time when the physician team

meets to discuss each patient and make clinical decisions”

(4), ward rounds provides an opportunity for physicians to

evaluate their patients, answer questions and concerns, and

ensure that the clinician team develops a shared mental

model regarding a patient’s care (5–7). Unfortunately, most

of the time during ward rounds is spent away from the

patient’s room, in locations such as the conference room or

hallway, which may negatively impact patient outcomes and

experience of care (8,9).

Interventions have been proposed to increase the amount

of time clinicians spend with their patients during ward

rounds. For example, bedside rounds has been advocated

as an ideal intervention to facilitate effective patient–physi-

cian interactions and promote patient-centered care (10–13).

During bedside rounds, the clinician team discusses clinical

updates and care plans in the presence of the patient and his

or her family caregivers. In theory, this process allows for

information sharing between patients and physicians, which

can promote shared decision-making and improve outcomes.

However, despite the intuitive benefit of bedside rounds,
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recent systematic reviews have shown that bedside rounds,

compared to other forms of ward rounds, appears to have a

no meaningful impact on patient-centered outcomes (14,15).

The lack of clear benefit from bedside rounds suggests

that simply spending more time at the bedside is insufficient

to promote patient-centered care. Indeed, observational data

demonstrate that patient–clinician interactions at the bedside

primarily involve information gathering by physicians, are

filled with medical jargon, and rarely focus on the patients’

concerns and psychosocial circumstances (16–18). If this

explanation is true, interventions should focus on restructur-

ing bedside encounters during ward rounds to facilitate

patients’ involvement in their care.

This study’s overarching goal is to further our understand-

ing of how time spent at the bedside during internal medicine

(IM) ward rounds affects patient outcomes. To accomplish

this goal, we proposed the following specific aims:

1. To measure the correlation between “time-at-bed-

side” during ward rounds and plan of care agreement

between patients, nurses, and physicians.

2. To measure the correlation between “time-at-bed-

side” during ward rounds and patient experience.

Methods

Study Design, Setting, and Participants

We performed a prospective cohort study of physicians,

nurses, and patients on 4 IM inpatient teaching services at

Mayo Clinic Hospital in Rochester, MN, from July 1, 2016,

through June 30, 2017. Each IM resident service consists of

1 attending physician, 1 postgraduate year (PGY)-3 IM resi-

dent, and 3 PGY-1 IM residents. Internal medicine resident

services notify nurses via a paging system when the service

is rounding on a patient for which they are caring. Nurses are

encouraged to attend and participate.

For this study, we defined ward rounds as “the time when

the physician team meets to discuss each patient and makes

clinical decisions” (4). Ward rounds typically begins at

8:30 AM, is 1 to 4 hours in duration, and occurs across 3 geo-

graphic locations: the workroom, the hallway, and the

patient’s room. The distribution of time spent in each geo-

graphic location varies between teams and is the subject of

the research study.

Sampling and Data Collection

To ensure variability in rounding practices (ie, “time-at-bed-

side”), we used stratified purposeful sampling when select-

ing IM resident services for observation (19). Specifically,

services were selected based on characteristics of the

attending physician, team, and rotation. Attending character-

istics included years since residency graduation and profes-

sional practice (hospitalist/nonhospitalist). Team and

rotation characteristics included month (July-September,

October-November) and call-cycle day (on-call/postcall).

Notably, these variables were selected based on prior litera-

ture, indicating their impact on time-at-bedside during ward

rounds (8,20).

A trained research assistant collected data through direct

observation. The unit of analysis was the patient, so the

research assistant recorded the amount of time (minutes)

spent in each major location on ward rounds (workroom,

hallway, patient room) while reviewing and discussing each

patient’s care. Based on our institution’s call structure, each

unique general medicine team was observed for 3 consecu-

tive days to ensure that all physician team members were

observed and that there was adequate variability in rounding

practices. Oral consent was obtained from eligible physi-

cians, patients, and nurses before ward rounds on the day

of observation.

Patients were eligible for inclusion if they were cared for

by an IM teaching service. Exclusion criteria were the inabil-

ity to speak English; the patient was a prisoner or residing at

the Federal Medical Center in Rochester, MN, and cognitive

impairment. Nurses were eligible for inclusion if they were

primarily responsible for the care of an eligible patient.

Immediately following rounds, the research assistant

administered a survey to the attending physician, patient,

and nurse to collect the outcome variables (outlined below).

Predictor Variable: “Time-at-Bedside”

The unit of analysis was the patient, so the research assistant

recorded the amount of time (minutes) spent in each major

location on ward rounds (conference room, hallway, patient

room) while reviewing the care for each patient. “Time-at-

bedside” was calculated as the amount of time spent in a

patient’s room divided by the total amount of time the team

spent discussing that patient’s care.

Outcome Variables: Plan of Care Agreement
and Patient Experience

Plan of care agreement. Plan of care agreement between phy-

sician, nurse, and patient was assessed using a method pre-

viously described by O’Leary et al (21,22). Immediately

following ward rounds, each patient, the patient’s bedside

nurse, and the attending physician were independently

approached to complete a structured survey instrument

regarding the plan of care. The instrument focuses on the

following 7 domains: (1) patient’s principal diagnosis, (2)

patient’s chief concern, (3) tests planned in the following

24 hours, (4) procedures/surgeries planned in the following

24 hours, (5) medication changes planned for today, (6)

anticipated date of dismissal, and (7) discharge location

(home, assisted living, skilled nursing facility).

Study investigators independently reviewed responses

from patients, nurses, and physicians reviewed by 2 of 3

study investigators, and a summary agreement score (0 ¼
no agreement, 1 ¼ partial agreement, 2 ¼ complete agree-

ment) was assigned for each plan of care domain. To
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illustrate, below is an actual example within each agreement

category for the “planned tests” domain:

� Complete agreement

� Patient: “Computed tomography (CT) scan

biopsy,” physician: “CT-guided biopsy”

� Partial agreement

� Patient: “Check out legs—don’t know what it is

called,” physician: “Vascular tests for right lower

extremity”

� No agreement

� Patient “Possible for another paracentesis,” physi-

cian: “Possible CT scan”

All responses were scored in duplicate, with disagree-

ments resolved by consensus.

Patient experience. Patient satisfaction was measured using

items adapted from the Picker Patient Experience (PPE)

questionnaire (23). The PPE contains 15 items, rated on

5-point Likert scales (1 ¼ strongly disagree, 3 ¼ neutral,

5 ¼ strongly agree) and was designed to measure the

following dimensions of the experience of hospitalized

adults: information and education, coordination of care,

physical comfort, emotional support, respect for patient pre-

ferences, the involvement of family and friends, continuity

and transition, and overall impression. Validity evidence

supporting the use of the PPE questionnaire includes rigor-

ous development and content validity, excellent psycho-

metric properties and internal consistency reliability, and

criterion validity, as demonstrated by a positive correlation

between PPE and other patient experience measures (24).

For this study, we reviewed and selected items from the

PPE-15 that were applicable to ward rounds. The items were

pilot tested, and wording was modified to ensure that

patients’ responses reflected their experience from ward

rounds on the day of observation. Our final instrument

included the following 3 items: “Based on your interaction

with your medical team today, please rate your agreement

with the following statements: (1) My doctors treated

me with courtesy and respect; (2) My doctors listened care-

fully to me; and (3) My doctors explained things in a way I

could understand.”

Independent Variables: Characteristics of Patients,
Clinicians, and Ward Rounds

Independent patient variables included resuscitation status

(resuscitate/do not resuscitate/do not resuscitate and do not

intubate), discharge disposition (home or skilled nursing

facility), Charleston Comorbidity Index, readmission (yes/

no), requiring contact precautions (yes/no), bedded on home

units (yes/no), sex, age, length of stay, and education level.

Independent clinician variables included attending physi-

cian and nurse experience (years), sex, and physician speci-

alty (hospitalist vs not). Rounding variables included nurse

presence during rounds (ye/no), average duration of rounds,

and average time per patient on rounds.

Data Analysis

Patient-level outcomes (communication quality, plan of care

agreement) and team composition were summarized with

means and SD for continuous variables, or frequencies for

categorical variables. To evaluate associations between the

distribution of time spent in each geographic location and the

outcome variables, generalized linear mixed-effect models

were used to account for the clustering of patients within a

ward rounds team (25). The regression models included a

random intercept shared by all patients for each ward round

team, and the variability of the random intercepts was esti-

mated. The effect of different strategies for rounds location,

adjusting for observed potential confounders, was assessed

using the parameter estimates in the regression model. The

analysis was done in R version 3.4.2, and a P value of less

than .05 was considered statistically significant.

Results

Clinician, Patient, and Rounding Characteristics

Three hundred sixteen patients were assessed for inclusion.

Of these, 113 (35.8%) were included in the analysis

(Supplementary figure).

Characteristics of the patients, as well as clinician and

rounding characteristics, are summarized in Table 1. Addi-

tionally, the majority of patients had at least a high school

Table 1. Patient, Clinician, and Rounding Characteristics.

Characteristic Number

Patient age, years, n (SD) 64.9 (16.8)
Patient sex, female, n (%) 58 (51.3)
Race, n (%)

Caucasian 107 (94.7)
Other/unknown 6 (5.3)

Length of stay, days, median (IQR) 5 (2–10)
Charleston Comorbidity Index, n (SD) 1.8 (2.3)
Physician specialty, hospitalist, n (%) 10 (50)
Physician sex, male, n (%) 13 (65)
Physician experience, years, n (%) 7.6 (8.9)

0-5 11 (55)
6-10 4 (20)
>10 5 (25)

Nurse sex, female, n (%) 40 (83.3)
Nurse experience, years, n (SD) 4.8 (8.1)
Nurse present during rounds, yes, n (%) 82 (72.6)
Average duration of rounds, minutes, n (SD) 162.92 (34)
Time per patient on rounds, minutes, n (SD) 13.4 (7.2)

Percent of time in conference room 24.16
Percent of time in hallway 35.88
Percent of time in patient room 39.95

Patient on contact isolation, yes, n (%) 30 (26.5)
Patient on home unit, yes, n (%) 93 (82.3)
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education (76 [88.4%]), were full code (97 [85.8%]), were

newly admitted to the hospital during the date of observation

(57 [50.4%]), and were discharged to home (88 [78.8%]; data

not shown). For each patient observed during rounds, the

clinician team spent most of the time outside of the patient’s

room (60.05%), either in the conference room or hallway.

Clinician–Patient Agreement

Clinician–patient agreement scores are shown in Figures 1

and 2 and in Supplementary table. Following ward rounds,

the majority of patient and physicians completely agreed on

planned tests (66.3%), planned procedures (79.7%), medica-

tion changes (50.6%), and discharge location (66.9%), but

disagreed on the patient’s main concern (74.4%) and dis-

charge date (50.6%). The majority of nurses and patients

completely agreed on discharge location and planned tests

and procedures, but disagreed on the patient’s chief concern.

Associations Between Time-at-Bedside, Clinician–
Patient Agreement, and Patient Experience

Generalized regression models were created to assess for

associations between time-at-beside and clinician, patient,

and rounding characteristics (data not shown). In the unad-

justed model, having postgraduate education was positively

associated with time-at-beside (b [SE], .33 [0.09]; P <.001),

while total time per patient was negatively associated with

time-at-bedside (b [SE], �.008 [0.002]; P < .001).

Associations between time-at-bedside, patient–physician

agreement, and patient experience are provided in Table 2.

Additionally, there were no statistically significant associa-

tions between time-at-bedside and patient–nurse or nurse–

physician agreement for any of the plan of care items (data

not shown).

Discussion

Our objective was to measure the relationships between the

proportion of time spent at the bedside during ward rounds,

patient–clinician plan of care agreement, and patient expe-

rience. Using direct observation, we found that physician

teams spend most of the time discussing their patients’ care

away from the bedside. Additionally, although patients’

experience during ward rounds was generally positive, their

agreement with their doctor and nurse regarding essential

care items was low. However, we found no relationship

between the amount of time spent in the patients’ room and

the level of agreement or patient experience. These findings

have important implications for hospital-based clinicians.

Integration and Interpretation of the Findings

Our results are consistent with prior research showing that

hospitalized patients have a limited understanding of their

Figure 1. Physician–patient plan of care agreement.
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diagnoses and treatment plans (21,26–30). Additionally, we

found that physicians and nurses are often unaware of their

patients’ main concerns. The reasons for our findings are

unclear but may be related to several factors. First, medical

jargon is ubiquitous during ward rounds and may limit

patients’ ability to understand and participate in the

conversation regarding their care (16,17,31–33). Second,

interactions during ward rounds are often dominated by phy-

sicians, with little opportunity for patients to ask questions or

seek clarification (16,31). Third, patients with acute medical

illnesses may have distracting physical and psychological

symptoms, limiting their ability to comprehend and retain

information (18). Lastly, hospitalized patients often have

personal concerns that extend beyond their principal diag-

nosis. However, observational research demonstrates that,

when confronted with patients’ psychosocial concerns dur-

ing rounds, physicians often respond in a neutral or mini-

malistic manner (34).

The results of this study also reinforces research evi-

dence, demonstrating that the quality of a bedside

encounter, rather than time alone, has the greatest posi-

tive effect on patients’ experience of care. For example,

one experiment demonstrated that when physicians sit,

rather than stand, at the bedside, postoperative patients

perceived that the physician spent more time with them,

even when there was no difference in the actually amount

of time spent (35). This is not to say that spending time at

the bedside is not important. Indeed, the proper etiquette

to promote good patient experience often requires an

extra investment of time at the bedside, particularly dur-

ing the first patient–physician encounter (36). Rather, our

results support that the notion that quality time at the

bedside is what is needed to provide the optimal patient

experience.

Figure 2. Nurse–patient plan of care agreement.

Table 2. Associations between Time-At-Bedside and Plan of Care
Agreement, and Time-At-Bedside and Patient Experience.

Patient–physician plan of care
agreement b (95% CI) P value

Principal diagnosis .01 (�0.03 to 0.05) .5
Patient’s chief concern .01 (�0.03 to 0.05) .66
Planned tests �.02 (�0.06 to 0.02) .27
Planned procedures/surgeries �0.03 (-0.05 to -0.01) .18
Medication changes .01 (�0.03 to 0.05) .48
Discharge date �.01 (�0.05 to 0.03) .48
Discharge location .02 (�0.02 to 0.06) .24

Patient experience
My doctors treated me with

courtesy and respect.
Percent of “top box” .05 (�0.01 to 0.1) .085
Percent of not “top box”

My doctors listened carefully
to me.
Percent of “top box” .02 (�0.04 to 0.08) .54
Percent of not “top box”

My doctors explained things
in a way I could understand.
Percent of “top box” .02 (�0.01 to 0.04) .59
Percent of not “top box”

Ratelle et al 5



Implications and Directions for Future Research

The results of this study highlight the need to explore

new methods to promote patient-centered hospital care.

Leveraging technology may be one mechanism to ensure

that patients and their physicians understand each other’s

goals and needs (37). For example, effectively designed

electronic health records (EHRs) that summarize essential

items of the patient’s diagnoses and treatment plan can keep

patients up to date. Likewise, if EHRs were programmed to

allow patients to input information about their goals, con-

cerns, and questions, this might allow physicians to be better

prepared to address them and to attend to psychosocial issues

beyond the patient’s hospital stay. Future research should

focus on how technology can overcome the gaps in

patient–clinician care agreement that time-at-bedside alone

cannot.

The discrepancy between patient experience and patient–

clinician plan of care agreement during ward rounds may

also have implications for hospital medicine groups looking

to develop performance metrics. When patients do not

understand or agree with issues such as discharge date, loca-

tion, or transportation, this can lead to unnecessary delays in

the discharge process and increase the risk of readmission

(38–40). Although much emphasis has been put on patients’

experience during transitions of care, the use of patient satis-

faction as a performance metric has been met with some

skepticism among clinicians. The agreement instrument

used in this study is attractive because it provides a degree

of objectivity that may allow physicians to anticipate and

respond to disagreements with their patients. For example,

if a hospitalist is provided with real-time data demonstrating

that several of his or her patients do not agree with the

anticipated date of discharge/discharge location, that physi-

cian can proactively address those issues to ensure smoother

transitions of care. The validity, feasibility, and acceptability

of such an instrument should be explored as hospitals look to

find valid metrics for war-based care.

Limitations

This study has limitations. First, it was conducted at a sin-

gle academic medical center, which limits the generaliz-

ability of our findings to other settings. Second, this was an

observational study, which limits our ability to make infer-

ences about causality. Third, we used direct observation by

a research assistant, which may have influenced the clini-

cian team’s amount of time at the bedside. However, we

attempted to mitigate this effect by observing each team for

several consecutive days, thus allowing the clinicians to

become comfortable with observation. Fourth, because this

was a pilot study, we were unable to conduct an a priori

power calculation to ensure an adequate sample size. How-

ever, the narrow CIs for our parameter estimates indicate

that a clinically meaningful association time-at-bedside and

patient-centered outcomes is unlikely. Fifth, patients’ were

surveyed regarding their experience while they were still

hospitalized and, as such, they may have been reluctant to

provide negative ratings of their care. Sixth, while we quan-

tified the amount of time, we did not further measure the

activities performed in each location during ward rounds.

Seventh, we modified the instrument used to measure plan

of care agreement from its original version (21), which

may have negatively affected its validity in the context of

this study.

Conclusions

This study found no significant association between time-at-

beside during hospital ward rounds and patient experience or

patient–clinician agreement. Patients and their clinicians

often disagree about important aspects of the plan of care,

which may have negative downstream consequences—

future research should work to identify new interventions

to improve patient–clinician communication during ward

rounds.

Acknowledgment

The authors thank Marybeth Floersch for her assistance with con-

sent, observation, and data collection.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect

to the research, authorship, and/or publication of this article.

Funding

The author(s) disclosed receipt of the following financial support

for the research, authorship, and/or publication of this article: This

study was supported by grant number (UL1 TR002377) from the

National Center for Advancing Translational Science. Its contents

are solely the responsibility of the authors and do not necessarily

represent the official views of the National Institutes of Health.

ORCID iD

John T Ratelle, MD https://orcid.org/0000-0001-8061-283X

Supplemental Material

Supplemental material for this article is available online.

References

1. Chaiyachati KH, Shea JA, Asch DA, Liu M, Bellini LM, Dine

CJ, et al. Assessment of inpatient time allocation among first-

year internal medicine residents using time-motion observa-

tions. JAMA Intern Med. 2019;179:760-7.
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18. Weber H, Stöckli M, Nübling M, Langewitz WA. Communi-

cation during ward rounds in internal medicine: an analysis of

patient–nurse–physician interactions using RIAS. Patient Educ

Couns. 2007;67:343-8.

19. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N,

Hoagwood K. Purposeful sampling for qualitative data collec-

tion and analysis in mixed method implementation research.

Adm Policy Ment Health. 2015;42:533-44.

20. Gonzalo JD, Wolpaw DR, Lehman E, Chuang CH. Patient-

centered interprofessional collaborative care: factors associ-

ated with bedside interprofessional rounds. J Gen Intern Med.

2014;29:1040-7.

21. O’Leary KJ, Kulkarni N, Landler MP, Jeon J, Hahn KJ, Englert

KM, et al. Hospitalized patients understanding of their plan of

care. Mayo Clin Proc. 2010;85:47-52.

22. O’Leary KJ, Wayne DB, Landler MP, Kulkarni N, Haviley C,

Hahn KJ, et al. Impact of localizing physicians to hospital units

on nurse—physician communication and agreement on the

plan of care. J Gen Intern Med. 2009;24:1223.

23. Jenkinson C, Angela C, Stephen B. The picker patient experi-

ence questionnaire: development and validation using data

from inpatient surveys in five countries. Int J Qual Health Care.

2002;14:353-8.

24. Beattie M, Murphy DJ, Atherton I, Lauder W. Instruments to

measure patient experience of healthcare quality in hospitals: a

systematic review. Syst Rev. 2015;4:97.

25. Skrondal A, Rabe-Hesketh S. Generalized latent variable mod-

eling: multilevel, longitudinal and structural equation models.

Chapman & Hall/CR; 2004.

26. Maniaci MJ, Heckman MG, Dawson NL. Functional health

literacy and understanding of medications at discharge. Mayo

Clin Proc. 2008;83:554-8.

27. Horwitz LI, Moriarty JP, Chen C, Fogerty RL, Brewster UC,

Kanade S, et al. Quality of discharge practices and patient

understanding at an academic medical center. JAMA Intern

Med. 2013;173:1715-22.

28. Olson DP, Windish DM. Communication discrepancies

between physicians and hospitalized patients. Arch Intern

Med. 2010;170:1302-7.

29. Ziaeian B, Araujo KL, Van Ness PH, Horwitz LI. Medication

reconciliation accuracy and patient understanding of intended

medication changes on hospital discharge. J Gen Intern Med.

2012;27:1513-20.

30. Mixon AS, Myers AP, Leak CL, Lou Jacobsen JM, Cawthon C,

Goggins KM, et al. Characteristics associated with post-

discharge medication errors. Mayo Clin Proc. 2014;89:

1042-51.

31. Blankenburg R, Hilton JF, Yuan P, Rennke S, Monash B, Har-

man SM, et al. Shared decision-making during inpatient

rounds: opportunities for improvement in patient engagement

and communication. J Hosp Med. 2018;13:453.

32. Berger ZD, Boss EF, Beach MC. Communication behaviors

and patient autonomy in hospital care: a qualitative study.

Patient Educ Couns. 2017;100:1473-81.

33. Subramony A, Hametz PA, Balmer D. Family-centered rounds

in theory and practice: an ethnographic case study. Acad

Pediatr. 2014;14:200-6.

Ratelle et al 7



34. Satterfield JM, Bereknyei S, Hilton JF, Bogetz AL, Blanken-

burg R, Buckelew SM, et al. The prevalence of social and

behavioral topics and related educational opportunities during

attending rounds. Acad Med. 2014;89:1548.

35. Swayden KJ, Anderson KK, Connelly LM, Moran JS, McMa-

hon JK, Arnold PM. Effect of sitting vs. standing on perception

of provider time at bedside: a pilot study. Patient Educ Couns.

2012;86:166-71.

36. Tackett S, Tad-y D, Rios R, Kisuule F, Wright S. Appraising

the practice of etiquette-based medicine in the inpatient setting.

J Gen Intern Med. 2013;28:908-13.

37. Prey JE, Woollen J, Wilcox L, Sackeim AD, Hripcsak G, Bak-

ken S, et al. Patient engagement in the inpatient setting: a

systematic review. J Am Med Inform Assoc. 2013;21:742-50.

38. Van Galen LS, Brabrand M, Cooksley T, van de Ven PM,

Merten H, So RK, et al. Patients’ and providers’ perceptions

of the preventability of hospital readmission: a prospective,

observational study in four European countries. BMJ Qual Saf.

2017;26:958-69.

39. Greysen SR, Harrison JD, Kripalani S, Vasilevskis E, Robin-

son E, Metlay J, et al. Understanding patient-centred readmis-

sion factors: a multi-site, mixed-methods study. BMJ Qual Saf.

2017;26:33-41.

40. Zoucha J, Hull M, Keniston A, Mastalerz K, Quinn R, Tsai A,

et al. Barriers to early hospital discharge: a cross-sectional study

at five academic hospitals. J Hosp Med. 2018;13(12):816-22.

Author Biographies

J.T. Ratelle is a consultant, Division of Hospital Internal Medicine,

Mayo Clinic, and assistant professor of medicine, Mayo Clinic

College of Medicine and Science, Rochester, Minnesota.M.B. Her-

berts is a fellow, Division of Pulmonary and Critical Care Medi-

cine, Mayo Clinic, Rochester, Minnesota.D.M. Miller is a

consultant, Division of Hospital Internal Medicine, Mayo Clinic,

and assistant professor of medicine, Mayo Clinic College of Med-

icine and Science, Rochester, Minnesota.A. Kumbamu is an affili-

ate, Mayo Clinic Kern Center, and assistant professor of biomedical

ethics, Mayo Clinic College of Medicine and Science, Rochester,

Minnesota.D.K. Lawson is a clinical research coordinator, Division

of Hospital Internal Medicine, Mayo Clinic, Rochester, Minneso-

taE. Polley is a senior associate consultant, Division of Biomedical

Statistics and Informatics, Mayo Clinic, and assistant professor of

biostatistics, Mayo Clinic College of Medicine and Science, Roche-

ster, Minnesota.T.J. Beckman is a consultant, Division of General

Internal Medicine, Mayo Clinic, and professor of medical educa-

tion and medicine, Mayo Clinic College of Medicine and Science,

Rochester, Minnesota.

8 Journal of Patient Experience



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


