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Abstract

Background

Despite the benefits of relational continuity

of care, particularly for patients with
multimorbidity, the traditional model of
continuity is changing. Revisiting what patients
with ongoing problems want from relational
continuity could encourage initiatives to achieve
these within a modern healthcare system.

Aim

To examine the attributes of GPs that patients
with long-term conditions value most, and
which attributes patients believe are facilitated
by relational continuity.

Design and setting
Qualitative study in UK general practice.

Method

A thematic analysis was carried out, based
on secondary analysis of interviews with

25 patients with long-term conditions that
were originally conducted to inform a patient-
reported outcome measure for primary care.

Results

Patients with long-term conditions wanted their
GPs to be clinically competent, to examine,
listen to, care for, and take time with them,
irrespective of whether they have seen them
before. They believed that relational continuity
facilitates a GP knowing their history, giving
consistent advice, taking responsibility and
action, and trusting and respecting them.
Patients acknowledged practical difficulties
and safety issues in achieving the first three of
these without relational continuity. However,
patients felt that GPs should trust and respect
them even when continuity was not possible.

Conclusion

Policy initiatives promoting continuity with a

GP or healthcare team should continue. Many
patients see continuity as a safety issue. When
patients experience relationship discontinuity,
they often feel that they are not taken seriously
or believed by their GP. GPs should therefore
consistently seek to visibly demonstrate trust in
their patients, particularly when they have not
seen them before.

Keywords

continuity of patient care; patient satisfaction;
physician-patient relations; primary health
care; qualitative research; quality of health care.

INTRODUCTION

Continuity of care has traditionally been
defined as the ongoing relationship between
a practitioner and a patient. This ongoing
relationship, referred to by Haggerty as
‘relational  continuity’, is distinct from
‘information continuity’ (shared information
between providers) and ‘management
continuity’ (a consistent approach across
providers)." Longitudinal continuity (seeing
the same doctor over time) is often
used as a proxy for relational continuity,’
although interpersonal continuity (building a
relationship of mutual trust with a single
doctor or healthcare team) is also necessary
for true relational continuity®> The concept
of relational continuity is adapting to fit the
current context, where it is more practical to
offer small practice teams, aiming to ensure
continuity, with more than one clinician at a
time.

Research shows that relational continuity,
despite not being universally preferred by
patients,>¢ is highly valued by many patient
groups,? and may improve outcomes.?’
Despite this, relational continuity in the UK
has been consistently decreasing since at
least 2012° because of falling numbers of
GPs,’ rising workload, increasing complexity,”®
and policies that prioritised access over
continuity.”? The NHS Long Term Plan has
encouraged new models of primary care
to deal with the workload crisis, including
primary care networks, e-consultations, and
task-shifting to free up GP time.”® All of these
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will affect relational continuity. It is important
to identify the benefits that patients associate
with relational continuity, in order to seek
ways to maintain these benefits within a
modern healthcare system.' This involves,
first, characterising what attributes affect
patient satisfaction with primary care. Such
attributes have variously been described in
terms of provider behaviour (for example,
technical care, interpersonal care, patient-
centredness), organisation and delivery of
care (for example, access, continuityl, and
outcomes.”

Discrete choice experiments (DCEs] have
been conducted to identify which attributes
are most important for patients. Although
results have been inconsistent,' some studies
have shown that patients value the attributes
of GP behaviour more than organisational
aspects.”® However, few, if any, qualitative
studies have examined how patients perceive
GP attributes and behaviours to be facilitated
by continuity of care. Such an analysis can,
first, identify how relational continuity (or lack
thereof] may affect the patient experience,
and, second, explore how any adverse effects
can be mitigated within a new model of
continuity.

This study details findings from interviews
held with primary care patients with long-
term conditions on, first, the GP attributes
and behaviours that are most important to
these patients, and, second, which of these
attributes and behaviours they perceive as
being affected by relational continuity.
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Table 1. Characteristics of
patients interviewed

Characteristic n
Sex
Female 13
Male 12
Age range, years?
18-34 4
35-54 9
55-64 A
65-74 A
>75 4
Ethnicity
Asian 1
Black 3
White 21
Number of long-term conditions
1 13
>1 12

aBecause of the increasing number of health
problems in older populations, age was captured in

10-year age ranges after the age of 55 years.

How this fits in

It is already known that relational continuity
of care (seeing the same GP over time)

is valued by patients with long-term
conditions. This qualitative study identifies
that patients believe that relational
continuity facilitates having a GP who
knows their history, gives consistent advice,
takes responsibility and action, and trusts
and respects them. The first three of these
attributes are difficult to achieve in the
absence of continuity. Patients’ perception
of GP trust and respect in them appears
to be facilitated by relational continuity, but
can also be achieved without continuity.
This concept of trust and respect involves
patients being believed, taken seriously,
and respected as experts in their own
health and body. Because patients often
feel mistrusted and taken less seriously by
GPs who do not know them, GPs should
particularly seek to visibly demonstrate
these aspects of trust and respect to their
patients, especially when they do not have
relational continuity.

METHOD

Overall design

The study was a secondary analysis of
qualitative data, originally collected to
inform a patient-reported outcome
measure for primary care.'” In the original
interviews, 30 patients and eight clinicians
were asked what they valued in
consultations. If patients described their
experience of provider behaviours, the
researcher probed further on how these
behaviours affected their outcome. Patients
found it easier to talk about GP behaviours
than outcome, so there was a substantial
amount of data collected on this topic.
Patients were also asked if they valued
continuity of care, and if they thought it
affected their outcomes. Again, because
patients found it easier to talk about their
experience than health outcomes, some
rich data were collected on how patients
perceived that relational continuity affected
their experience of GP behaviour in the
consultation.

Data collection

This study purposefully sampled from five
NHS sites in Bristol including three GP
practices (with varying levels of deprivation),
one walk-in centre, and one GP out-of-
hours service. Thirty patients were
interviewed, 25 of whom had one or more
self-reported long-term conditions, which
is broadly in line with the GP waiting room
population.?’ This paper is based only on the

25 with long-term conditions. Patients were
approached by one of the researchers in
the waiting rooms of the general practices
and the walk-in centre, and were recruited
by letter from the GP out-of-hours service
provider. Participating patients provided
written consent and data about their age,
ethnicity, sex, and long-term conditions.
The interviews were conducted face-to-
face in patients’ own homes or another
location of their choice, or by telephone.

Analysis

The analysis used a qualitative descriptive
approach.”"? This allowed the authors
to directly reflect the views of the
participants. One researcher analysed the
data using thematic analysis, focusing on
patients” preferred provider attributes and
behaviours, taking an inductive approach.
A second researcher independently read a
sample of transcripts to agree the themes,
and how they were coded. After agreeing on
the thematic analysis, the first researcher
then reviewed the transcripts a second
time to see which of the attributes and
behaviours were identified by patients as
being particularly affected by relational
continuity, and this was agreed between
both researchers before finalising.

RESULTS

Table 1 shows a demographic breakdown
of the 25 patients whose interviews were
analysed for this study. The age population
distribution is representative of the UK
GP-registered population.?? Information
on long-term conditions was collected by
patient self-report. Subject to this limitation,
the population distribution is representative
of the distribution of GP consultations in
patients with long-term conditions.?

Inthe qualitative analysis, two overarching
themes were identified of patients’
perceptions of GP attitude and approach,
and patients’ perceptions of GP knowledge
and technical competence. Figure 1 shows
the behaviours and attributes of GPs within
these categories that patients perceived as
the most important, and the attributes that
patients perceived as particularly affected
by relational continuity.

Attributes perceived as driven by
continuity

Most patients perceived continuity as very
important. Although, for some patients,
continuity could be achieved with a
healthcare team, relational continuity with
a single GP was essential for many patients.
The attributes and behaviours of GPs that
patients perceived as driven by relationship
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GP attributes and behaviours valued by patients

Less driven by continuity

Is clinically
GP knowledge EcmpeEn
and technical
EOTIEENEE Examines patient if
necessary
Listens to patient
GP attitude Takes time with

and approach patient

Cares about patient

Figure 1. Attributes and behaviours of GPs valued by
patients with long-term condlitions.

More driven by continuity

Knows patient
history

Gives clear and
consistent advice

Takes responsibility
and action

Trusts and respects

patient

continuity converged on four themes,
highlighted below.

GPs knowing patient history. Knowledge of
the patient’s history was the attribute most
clearly perceived as driven by relational
continuity. One patient explained:

You don't have to go through the same
stuff over again [with relational continuity]
.and having an unusual disability ... |
think that does also make a difference
because you don't have to try and explain
it to yet another person.” (P10, female [F],
35-54 years, white)

This language of ‘going over the same
stuff’ was used by other patients. More than
simply an inconvenience, some patients
perceived this as a safety issue. One patient
with a rare long-term condition described
the impact of seeing different doctors:

1 find with GPs, they re very good but when

you go in there, they haven't looked up your
notes and sometimes they try and give me
things that | know | shouldn't, perhaps, be
having.'[P9, F, 55-64 years, white]

This patient attributed this to the rarity
of her condition, and to her receiving
secondary, as well as primary, care.

There were some exceptions, where
patients believed that informational
continuity was sufficient for good care.
One patient, with postoperative cancer,
explained why he did not prioritise relational
continuity:

‘They're very knowledgeable, they seem to
... know my problems, they've got it all on
computer ... | don't think | got a problem
with any of the doctors down there ... They
seem to know what's going on.” [P1, male
[M], >75 years, white)

However, most patients who raised GP
knowledge of their history as important
felt it was strongly affected by relational
continuity.

GPs giving clear and consistent
advice. Patients found inconsistent advice
between different GPs disconcerting, and
felt that this was often a consequence of
discontinuity. One patient explained why she
disliked seeing different GPs:

Very often, they [other GPs] will criticise a
plan of action that you ve already discussed
with your own GP for relevant reasons

There's an inconsistency.” (P15, F,
35-54 years, black]

Although there were some exceptions,
most patients agreed that clarity and
consistency of advice were affected by
relational continuity, particularly patients
with ongoing problems that had not yet
been fully diagnosed.

GPs taking  responsibility  and
action. Patients valued their GPs taking,
first, responsibility and, second, action, and
many thought this was affected by relational
continuity. The word ‘responsibility” is not
intended to imply paternalism, nor override
the patient's responsibility for their own
health, but refers to the GP assuming
an ongoing duty of care for their patient.
The word ‘action” means taking steps to
progress the presenting problem. This
could include new prescriptions, advice,
referrals, or a ‘wait and see” approach, set
within an overall plan. Indeed, patients often
saw the most appropriate action as seeking
to understand the problem and developing
an ongoing plan rather than a ‘quick fix’
prescription.

Patients experienced situations where a
GP seemed unwilling to take responsibility
or action, often related to discontinuity. One
patient with multiple long-term conditions
explained the effect of moving to a practice
where continuity was prioritised:

Well, the previous [practicel, if, like, | was
ill, I'd see different doctors, and they, sort
of, just wanted me in, straight out, giving
me different pills and all that, and, sort of,
nothing worked, but then when | changed
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[practices], / [saw] one doctor, GP, and he
Just tells me whats wrong with me and
gives me advice, sort of, and it’s quite good.”
(P2, M, 35-54 years, white)

From the patient's perspective, the new
doctor explained things clearly, whereas the
patient experienced a lack of engagement
and a dismissive attitude from his previous
GPs. The patient went on to describe how
he perceives his GP as treating him as
‘his' patient, for whom he has ongoing
responsibility. He also explained how
the ‘advice’ included self-management,
dietary advice, and switching from injecting
to tablets, through a process of shared
decision making.

Another patient felt that her GP’s
knowledge of her history helped him to take
responsibility and action:

1 prefer to see [..] my own GP [because
otherwise] ... the GP don't understand
the complications of my personal
circumstances, very often GPs don't want
to listen to... the ongoing issues, they want
to be able to ... deal with something there
and then, within a couple of minutes ... GPs
that don't know you well and the situation
well, are not willing to ... act.”’ (P15, F,
35-54 years, black)

The patient’'s perception was that,
when relational continuity was broken,
the GP sought to deal with the presenting
problem as quickly as possible, without
addressing ongoing problems. The patient
acknowledged that this is partly down to
issues of time and patient safety; valuable
consultation time is spent re-explaining the
problem and the GP does not understand
her clinical history sufficiently to safely take
action.

Patients were also aware of the risks
in relational continuity; some patients
perceived  that  over-familiarisation
prevented GPs from taking necessary
action, for example, a change of medication
or a referral. One patient, with multiple
long-term conditions, prioritised relational
continuity of care for years, but felt that
more decisive action occurred when she
changed GPs.

Like, I'm in pain .. “Oh, Ill give her
tramadol, that'll knock her out that'll shut
her up.”[Laughs] ... / don't know. | just feel
that I've had a better service by moving
to see somebody else ... Because, | think,
he'’s used to me coming through the door
and thinking “Oh, it's her again” ... but, if |

go to somebody new, they're looking at me
afresh.’ (P16, F, 35-54 years, white)

This patient felt that relational continuity
of care had perpetuated the same
management, despite it not working for her.

GPtrustand respectin the patient. GP trust
and respect in the patient was frequently
raised as of key importance. The concept
of trust and respect explored here (which
is the patient’s perception of GP trust and
respect, not necessarily the GPs' intentions)
involved three related aspects: first, the
patient perceiving that they are believed;
second, the patient perceiving that their
problems have been taken seriously, rather
than minimised; and, third, the patient
perceiving that the GP has respect for their
expertise in their own health and body.

The first aspect described was belief.
Several patients felt that their GP simply
disbelieved them.

Sometimes they [doctors] sort of listen to
what is said and then they kind of, in a way,
... halve it for seriousness or for accuracy.”
(P8, F, 65-74 years, white)

This patient described this as a
characteristic of ‘'some doctors, but
suggested it happens more when continuity
is broken. Another patient similarly
described feeling disbelieved after seeing
different doctors for the same recurring
problem:

1 think it is true that if you go to the same
doctor and you say to them, “Oh, the thing
you gave me last week didn't work.” They'd
actually believe you ... While sometimes
they just don't believe you in a way, you
know." (P20, F, 18-34 years, white)

The second aspect of trust was patients
perceiving their problems being taken
seriously. One female patient who had a
long-term condition with a physical and
mental component said:

Tdon't like being brushed aside as being ...
neurotic or something like that, erm. | think
it occurs more with doctors that don't really
know you ... | mean, there’s a trust issue,
isn't there? You have to have a trust, erm
going on between you and the practitioner:”
(P10, F, 35-54 years, white)

This patient's experience of being
brushed aside’ occurred more often with
discontinuity. She explicitly described
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trust” as being built up through relational
continuity. However, although she talked
about mutual trust, her examples were
about her perception of the GP’s trust in
her. Other patients agreed that discontinuity
resulted in their problems being minimised.
One female patient explained the effects of
seeing a different doctor thus:

1think they don t have a feel for either me as
a patient, they don't know me, whether I'm
... somebody who wimps about something
little, or I'm seriously only come for really
bad things. (P17, F, 55-64 years, white]

The third aspect of trust identified was
GPs trusting patients as experts on their
own health and body.

For example, one patient, who had seen
different GPs for pain following his third
back surgery, and was ultimately found
to have an infection, felt the GPs did not
respect his knowledge and experience of
his own symptoms:

1 think they were going on assumptions
that because I'd had ... a discectomy and a
laminectomy ... there is muscular pain, as it
all heals and then tightens up ... but | was
trying to explain to them that that wasn't
the pain. And | know the difference, and
they just weren't really having it." (P3, M,
35-54 years, white)

This patient felt that his understanding of
his own body was not respected or trusted
by health professionals. He acknowledged
that, because he had beenin a lot of pain, he
had prioritised access over continuity. When
asked if he felt continuity made a difference,
he said:

If1did see the person over time, they would
... probably get some picture of my ability to
understand what's wrong with me ... that’s
probably really irritating to GPs, that people
come in that self-diagnose, but if you've
got a long-term condition, you kind of get
an idea of ... what's normal and what's not
normal.’(P3, M, 35-54 years, white)

Many patients perceived that trust and
respect from their GP is particularly affected
by relational continuity. However, there
were some patients who felt that their GP
trusted and respected them even without
continuity. P3 described how, before his last
surgery, he had seen various GPs before
the protruding disc was diagnosed. The GPs
explained that the symptoms were likely a
weakness from his previous operation, until
one GP took his problems seriously.

1 got a sense that she ... that when | said,
“Look, its really painful and | know pain
because |'ve had lots of back problems,
| know what that pain’s like and ... this is
really ... this is really bad” ... | felt when |
left, thank God, she ... she realises this is
something different.” (P3, M, 35-b4 years,
white)

A young female similarly described
repeatedly consulting GPs with anxiety and
depression, but the extent of her illness was
downplayed, until she connected with her
current GP:

1 was going to leave that surgery because |
was so fed up and then [ just walked in, in
a real state and saw anyone ... she didn't
make me feel stupid, or like | was being
over the top or anything like that ... which
I've had before, people just, sort of, be like,
“Oh you'll get over it", |'ve been dealing with
.. anxiety and this sort for over 10 years.
So, you know, If it was just something that
would pass, I'd know.” (P18, F, 18-34 years,
white)

Both of these patients felt an immediate
connectionwitha GP,whotheyfelt respected
their understanding of their own conditions.
The examples show that, although patients
are more likely to perceive that their GP
trusts and respects them when they have
continuity, they can also perceive it at a
first consultation. This differs slightly from
the other three attributes that patients saw
as driven by relational continuity, in that
patients believed it was possible for GPs
to trust and respect them even without
continuity, whereas patients acknowledged
practical problems and safety issues with
GPs knowing their history, giving consistent
advice, and taking responsibility and action
without continuity.

Attributes perceived as less driven by
continuity

Several attributes of a GP were important
to patients, including listening, taking time,
and caring (GP approach), and clinical
competence and performing an examination
(GP knowledge and expertise]. However,
patients perceived these as less directly
affected by relational continuity. Instead
they saw these as traits/practices inherent
to a particular doctor. Although patients
who had good relational continuity did often
perceive their usual doctor to listen, take
time, and care, the distinction was that
these patients sought continuity of care with
doctors who they perceived as possessing
these important traits, rather than seeing
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them as attributes and behaviours that are
driven by continuity.

GP attitude and approach. Of these
attributes and behaviours, listening was the
one most frequently raised as important.
One patient explained:

Doctor P is like that ... He will sit back and
listen to you ... he won't be playing on his
computer ... and thats, thats, to me, is
90 per cent of it, is listening to what you ve
got to say." (P14, M, 65-74 years, white)

The patient describes a doctor who not
only listens, but is also seen by the patient
to be listening, for example, by not playing’
on his computer. The patient described the
doctor as like that, seeing his listening
skills as an inherent quality rather than
driven by the doctor—patient relationship.

‘Taking time” was also consistently seen
as an important GP behaviour and patients
preferred to see GPs who were prepared to
spend time:

1 do like to see the same one if | can,
even though its quite hard to get, but he
is good, and it’s like he’s got time for you,
some of them ... As you get in there, its
like you haven't even finished writing your
prescription, and then you're finished, you
know. (P22, F, 18-34 years, black]

As with listening, this patient preferred
continuity because of the GP's approach
of having time for you’, but saw this as a
characteristic of this GP and the reason
she sought continuity with him, rather than
being facilitated through continuity.

The last attribute in this category that
patients found important was that their
GP cared for them. Patient opinion varied
as to the extent to which continuity of care
influenced this. Some patients felt that they
had a strong relationship with their GP,
which had built up over time and was
strengthened by continuity of care. Patients
used words such as ‘caring, empathy’ and
a good friend” to describe such clinicians.
However, although patients saw continuity
as strengthening the doctor-patient
relationship, most patients perceived
caring’as a character trait. For example:

He’s a great guy’ (P14, M, 65-74 years,
white)

In the past, |'ve seen some not very nice
doctors who have sort of implied that I'm

being a drama queen and that | should just
get on with it.'[P18, F, 18-34 years, white)

Although both these patients valued the
doctor-patient relationship, and perceived
it as being built over time, their descriptions
(@ great guy’ and not very nice’ doctors)
are of character traits inherent within the
doctor, rather than driven by continuity of
care.

GP knowledge and technical
competence. Performing an examination
(where necessary) and clinical competence
were important to patients, but not
perceived as being driven by continuity.
These attributes and behaviours were
raised much less frequently than those
related to GP attitude and approach.

DISCUSSION

Summary

Key GP attributes that patients prioritised
were categorised into five attitude- and
approach-related attributes, and four
knowledge- and competence-related
attributes (Figure 1). Patients focused
mostly on the importance of attitude and
approach, with listening, trust and respect,
and taking responsibility and action
being the three most important. Patients
felt that GP demonstration of trust and
respect, taking responsibility and action,
knowledge of their history, and giving clear
and consistent advice were mostly strongly
affected by relational continuity. Patients felt
that the other attributes, including having
a GP who listened to them, were largely
driven by the inherent traits of a particular
doctor and thus less affected by relational
continuity. However, patients would seek
continuity with GPs who they perceived as
possessing these traits.

Strengths and limitations

This study used rigorous methods of
qualitative data collection and analysis.
The findings are grounded in data from
a maximum variation sample of patients;
coding was carried out iteratively and
inductively, and reviewed by a second
researcher. The maximum-variation sample
is representative of the UK GP-registered
population in terms of age” and the UK
GP consultation distribution for number of
long-term conditions.?

This study has some limitations. The
framework that was developed (Figure 1)
is not the only framework possible
for preferred provider attributes and
behaviours. As with many other qualitative
studies, the sample was self-selecting,
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limited to people approached who agreed to
an interview, and this may have influenced
the findings. This was a secondary analysis;
the original research question was about
patient outcomes, not relational continuity
and the patient experience; the data may
have been richer if this had been the study
objective. Furthermore, the patients were
recruited from a narrow geographical
area following a consultation. Although
patients were asked to also recall previous
consultations, the findings may have been
unduly influenced by the most recent
consultation, including whether the patient
had relational continuity with the consulted
GP.

Because of the limits of the available data,
this study took a single perspective, that is,
what GP attributes and behaviours patients
associate with continuity. However, the
advantages and disadvantages of continuity
are much wider than this and include, for
example, increased patient trust in GP and
improved communication. Nonetheless,
the single perspective focus contributes
to knowledge in the field, and the findings
are consistent with and complementary to
previous research.

Comparison with existing literature
Qualitative research has already been
carried out to establish patient priorities in
primary care. The themes identified in the
current study overlap with some models of
patient-centred care?®? and with measures
of GP empathy,?” but also differ from these
in that they are described entirely in terms
of GP behaviours and attributes.

Listening was the most important
attribute, which was consistent with
previous qualitative research.?® However,
this prioritisation of clinician attitude and
approachwasin contrastwith DCEsthat show
that patients prioritise clinical competence
over approach.'” As other researchers have
noted, this may suggest that patients take
clinical competence for granted, rather than
they don't value it," which is corroborated by
the fact that primary care patients do have
high levels of trust in the clinical competence
of their GPs.??

In the current study the authors explored
patient perceptions of GP trust and respect
in them, rather than asking GPs directly
how much they trusted and respected
their patients. In a qualitative synthesis

of studies on the doctor-patient depth of
relationship, Ridd et al also found that
patients’ perceptions of their doctor’s trust
in them were associated with feelings
of being believed, and that patients felt
mistrusted if their symptoms were
minimised or not taken seriously.*’ Patients
with medically unexplained symptoms have
consistently described feeling that their GP
does not believe them, or minimises their
problems.®" This study found that a wide
range of people with long-term conditions
have a similar experience, in particular,
where there is relational discontinuity. Trust
is often credited as being built through
relational continuity.2 However, although the
association between relational continuity
and trust has been widely explored, the
concept of trust has almost always been
the patient trust in the clinician, even where
a study purports to explore mutual trust.®3
In 2013, a systematic review of clinician-
patient trust found only one study where the
explicit focus was GP trust in patients,* and
one further study has since explored this.®

Implications for practice

In the current context, where achieving
relational  continuity is  becoming
increasingly difficult, it is relevant to revisit
why primary care patients with ongoing
problems want relational continuity.
Continuity appears to be a means to several
ends, and not an end in itself. Even without
relational continuity, patients can perceive
their GP as trusting them, and respecting
them as experts in their own health. There
have been a number of calls for policy
initiatives to promote relational continuity,™
which should continue. This study confirms
that many patients rightly see relational
continuity as a safety issue; relational
continuity enables the GP to become a
repository of information, acquire specialist
knowledge of a patient’s condition, become
familiar with the patient’s consulting
behaviour, and foster trust3® However,
given that impediments to traditional
relational continuity seem set to continue,
GPs should be aware that patients often feel
that they are not taken sufficiently seriously
or believed by GPs who do not know them.
GPs should, therefore, consistently seek
to visibly demonstrate trust and respect in
their patients, particularly when they have
not seen them before.
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