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Background and Objectives: Patients’ trust in their physician to act in their best interest contributes to the
effectiveness of medical care and may be related to the structure of the health care system. This study
explored the relationship between continuity of care and trust in one’s physician, particularly in terms of
differences between the United States and the United Kingdom (UK). Methods: We conducted a crosssectional survey of adult patients (n=418 in the United States and n=650 in the UK) who presented in
outpatient primary care settings in the United States (Charleston, SC, and Lexington, Ky) and in the UK
(Leicester and Exeter). Results: A high percentage of both groups of patients reported having a usual
place of care and doctor. A total of 69.8% of UK patients and 8.0% of US patients have had their regular
physician for > 6 years. US patients (92.4%) are more likely than UK patients (70.8%) to value continuity
with a doctor. Both groups had high levels of trust in their regular doctor. Trust was related to one continuity measure (length of time for the relationship) but not to another (usual provider continuity index
more than 1 year). In a multivariate model, country of residence had no independent relationship with
trust, but continuity of care was significantly related. Conclusions: Higher continuity is associated with a
higher level of trust between a patient and a physician. Efforts to improve the relationship between patients and physicians may improve the quality and outcomes of care.
(Fam Med 2001;33(1):22-7.)

The concept of having a long-term relationship between
a patient and a physician is a hallmark of primary care
and has long been thought to have a beneficial effect
on health care utilization and outcomes.1 Patients rank
continuity of care with a physician as a high priority.2
High patient-physician continuity is associated with a
decreased likelihood of future hospitalization, as well
as decreased emergency department use.3-5 In fact, research indicates that continuity with an individual physician provides health benefits that receiving care at
the same site but seeing different providers does not
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provide.4 Moreover, discontinuity in the delivery of care
has been suggested to play a role in medical errors and
patient safety.6
A common explanation given for the relationship
between continuity of care and health outcomes is that
continuity with a physician leads to increased knowledge and trust between a patient and a physician. This
increased knowledge and trust may make it easier for
the physician to manage medical problems in the office or over the phone, thereby avoiding hospitalization or emergency department visits. There is, in fact,
some evidence that higher continuity of care is related
to greater trust in one’s physician.7
The trust that patients have in their physician to act
in their best interest may also contribute to the effectiveness of medical care. In an investigation of the effect of a publicized error in cervical cancer screening
in the United Kingdom (UK), the study found that most
women who reported that they trusted in the cancer
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screening program kept their appointments, while those
who reported less confidence did not.8 It has been suggested that the structure of the health care plan plays a
role in increasing or decreasing patient trust.9
Historically, Americans have had the ability to choose
their own physician. In the UK, however, the ability to
choose a personal physician has been more limited.10,11
Cross-national comparisons between the United States
and the UK regarding continuity of care and trust are
useful in understanding the relationship between these
factors. In the UK, the patient registers with a general
practitioner (GP). Registration is a form of a contract,
which means the GPs are paid for having the patient
registered with them. The patient can choose with whom
to register, but, in practice, the degree of choice is often limited. Thus, within a practice of six doctors, four
may have as many patients as they can handle, and only
two doctors will be taking on new patients. Also, there
is no real competition among GPs for patients, and,
therefore, changing among GPs is rare. The assignment
of patients to individual physicians in the UK does not
mean that continuity is high. In fact, although patients
are registered with a named GP, the way it works in
most practices is that the patient mostly sees the GP in
the practice who is available.12 However, some GPs arrange their practices according to “personal lists,” a
system that attempts to steer patients to the physician
to whom they are assigned.13,14
In summary, patients in the UK have a limited ability to easily choose and switch doctors, and demand
for primary care exceeds supply. In the United States,
on the other hand, the patient has a better ability to
choose and change doctors, and there is competition
for patients. Patients unable to choose their physician
may be less satisfied with their care and perceive quality of care to be lower.11,12 This research explored differences between the United States and the UK in the
relationship between continuity of care and trust in one’s
physician.
Methods
Design
Adult patients (age >18) were approached for participation as they arrived for an office visit in several
ambulatory practices. The participating practices were
a family practice residency and a faculty practice 17
miles apart in Charleston, SC, a family practice residency and a faculty practice in Lexington, Ky, three
general practices (one solo, two group) in Leicester,
UK, and a general practice center in Exeter, UK. Participating patients were given a two-part survey with
questions to be completed prior to their visit and several other questions to be completed after their visit.
The questionnaire responses were anonymous. The institutional review board at each site approved the study.
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Survey Instrument
The survey included questions on a variety of variables, including source of care, continuity of care, importance of continuity, and trust in physician. Additional
questions pertained to the demographic characteristics
of the subjects.
Source of Care. The patients were asked whether they
had a usual source of care prior to the diagnosis for
which they were seeing the physician on the day of the
survey. This is a common way of operationalizing access to care in patient self-report surveys.15 The questions included, “Is there one particular place that you
go if you are sick or need advice about your health?”
and “Is there a regular doctor you usually see at this
place?” Subsequent questions on continuity of care and
trust in one’s physician were asked only of individuals
who indicated that they had a regular source of care.
Continuity of Care. Continuity of care with a provider
was operationalized in several ways that emphasized
related but differing constructs. One question asked if
the doctor the patients were seeing today was the doctor they usually see.
A second measure of continuity was based on the
concentration of care with a single provider, calculated
as a ratio of visits to the usual provider divided by the
total number of visits to all providers in a defined period of time.1 The proportion of encounters to the regular doctor represented an indicator of continuity of care.
This proportion has been termed the usual provider
continuity (UPC).1 The respondents in our study were
asked to report all the encounters they had with the
health care system in the past year (ambulatory visits,
emergency department visits, hospital outpatient, hospital admissions, home visits) and how many were to
their regular doctor, and we calculated the UPC.
A third construct of continuity of care was the
longitudinality of the relationship with the regular provider. The respondents were asked to assess the length
of time of the relationship with the regular provider
(ie, “How long had you been seeing this doctor?”).
Importance of Continuity of Care. Patients were
asked how important it was to them that they see the
same doctor every time they have a health problem.
The variable was scored on a 5-point Likert scale (1=not
important at all, 5=very important).
Trust in Physician. Trust in the primary provider was
measured by the Trust in Physician Scale.16 This scale
consists of 11 Likert-type items. It has demonstrated
reliability and validity and is distinct from patient satisfaction with the physician.7 The scale has been used
in other studies as an indicator of patient-physician
trust.17 The dimensions of trust included in the scale
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have been replicated as important dimensions in a qualitative study focusing on patient-physician trust.18 The
scale is scored from 11 to 55; a higher score indicates
greater trust in the regular doctor. Only individuals who
completed all of the items in the trust scale had a score
computed.

correlations were computed between the Trust in Physician Scale and UPC and importance of seeing one’s
regular doctor. Since length of time seeing one’s regular doctor was assessed in collapsed categories, a
Spearman’s correlation was computed between this
measure of continuity and trust in one’s physician. The
correlation matrices with the different continuity meaDemographics. The demographic characteristics of the
sures were examined for evidence of multicollinearity.
study participants are shown in Table 1. Income in the
These analyses were computed for the United States
UK was transformed from pounds to dollars using the
and UK separately.
current exchange rate (April 2000) to allow for comFollowing an examination of unadjusted univariate
parison between the countries. Similarly, education was
relationships comparing the two countries, a linear recollapsed in both groups to provide for equivalent catgression, with trust in one’s physician as the dependent
egories.
variable, was computed with continuity of care and
country of residence, while adjusting for other factors
Analysis
that might influence the patient-physician relationship.
Univariate descriptive statistics were initially comSince trust in one’s physician was limited to individuputed. Continuity of care measures—trust in one’s phyals who indicated that they had a regular doctor, the
sician and importance of continuity—were compared
regression was computed only for those who indicated
between the UK and US samples in bivariate analyses
that they had a regular doctor. The variables that were
(chi-square, Wilcoxon rank sum, and t tests). Pearson’s
entered included UPC, length of time with regular doctor, importance of continuity, UK/US
residence, age, gender, race, education,
income, presence of a chronic disease,
and number of office visits in the past
Table 1
12 months. Because of the differences
in educational systems and creation of
Demographic Characteristics of the Study Participants
equivalents, education was dichotoUnited States
United Kingdom
mized as more than high school (1) and
(n=418)
(n=650)
P Value
high school or less (0). Race was clasGender (%)
.93
sified as white (1) or nonwhite (0).
Male
34.1
33.8
Female
66.0
66.2
Country of residence was classified as
United States (1) and UK (0).
Age (years)
<.0001
Mean (SD)

42.1 (13.9)

49.3 (16.4)

Income (%)
$9,999 or less
$10,000–$39,999
$40,000 or more

9.5
62.0
28.5

10.9
58.5
30.5

Education (%)
Less than high school*
Completed high school*
Some college*
Completed college*
Beyond college*

14.9
43.7
18.0
13.8
9.6

50.6
18.2
12.5
9.2
9.4

46.3
50.4
1.1

0
99.5
0

2.2

.5

35.9

36.7

3.7 (4.2)

6.6 (6.1)

Race (%)
Black
White (not Hispanic)
Hispanic
Asian, Pacific Islander, or
Asian British
Have a chronic disease (% yes)
# of office visits in the past year
Mean (SD)
* or equivalent
SD—standard deviation

.62

<.0001

<.0001

.35
<.0001

Results
The demographics of the UK and US
samples are shown in Table 1. There
were several important differences between the samples. The individuals in
the UK sample were older, more likely
to be white, had less education, and had
significantly more outpatient utilization
in the past 12 months.
The correlation between continuity of
care measures and the Trust in Physician Scale are shown in Table 2. The
United States and the UK both yielded
significant relationships between trust
in one’s physician and continuity of
care, yet neither group demonstrated a
significant relationship between trust
and the UPC. The importance of seeing
one’s regular physician was significantly related to trust in one’s physician
in both samples.
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Table 2
Correlation Between Trust in One’s Physician
and Continuity of Care

UPC

UNITED STATES
Trust
r
P Value
.09
.17

UNITED KINGDOM
Trust
r
P Value
.05
.32

Length of time with
regular physician

.27

<.001

.24

<.001

Importance of seeing
regular physician

.18

.002

.24

<.001
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longer relationships with their regular doctor. There was
no significant difference in trust between the two
groups; both groups had high levels (>44 points on the
scale that ranges from 11 to 55). There was no evidence of multicollinearity between the continuity measures; no correlation was greater than r=.50.
The length of time with one’s regular physician and
the importance of seeing one’s regular physician each
time were the strongest predictors of trust. The greater
the continuity, the higher the trust. Additionally, the
older the patient, the greater the trust. However, the
results of the multivariate analysis indicated that country of residence was not significantly related to trusting one’s physician after adjusting for other relevant
variables (Table 4).

UPC—usual provider continuity

Table 3 shows the comparisons between the two
countries in continuity of care and trust in one’s physician. UK patients were more likely than the US patients to report having a usual site of care and a regular
physician. Nonetheless, the US patients had a higher
UPC than UK patients, though the UK patients had

Discussion
The results of this study indicate the relationship
between continuity of care with a provider and trust in
the provider. The greater the continuity between the
patient and provider, the higher the patient’s trust in
the provider. This relationship was present in both the
United States and the UK. After controlling for demographics and continuity of care, residence in the UK or
United States was not a significant predictor of trust in

Table 3
Continuity of Care and Trust in One’s Physician, by Country
United States
(n=418)

United Kingdom
(n=650)

P Value

Is there one particular place that you usually go if you are sick or need advice
about your health? (% yes)

88.2

98.1

<.0001

Is there a regular doctor you usually see at this place? (% yes)

79.0

86.8

<.0001

Among those with a regular doctor
Is the doctor you are seeing today your regular doctor? (% yes)

64.2

81.4

<.0001

How important is it to you to see the same doctor every time you have
a health problem? (% responding “important” or “very important”)

92.4

70.8

<.0001

Length of time with regular doctor (%)
<1 year
1–2 years
3–5 years
6–10 years
>10 years

23.3
45.0
23.6
4.0
4.0

7.9
7.0
15.4
25.4
44.4

UPC
Mean (SD)

.79 (.29)

.72 (.26)

Trust Scale
Mean (SD)

45.1 (5.9)

45.7 (6.1)

UPC—usual provider continuity
SD—standard deviation

<.0001

.001
.23
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one’s physician. This study points to the importance of
the patient-physician relationship and trust in one’s physician as factors in delivering care across countries and
health care systems.
The patient-physician relationship is an important
part of delivering quality care and is built on a foundation of trust.19 A lack of trust by patients may lead to
conflicts between the patient and the physician about
the cause of the patient’s medical problem or appropriate methods of treatment. Such conflict may, in turn,
lead to a lack of patient adherence to medications and
frustration by physicians in their ability to communicate effectively with patients.20 Promoting mechanisms
to increase trust between patients and physicians is a
strategy that should be implemented in all health systems. Our study results suggest that one way to increase
trust may be to increase continuity of care between
patients and their personal physician.
Many previous studies have examined the impact
of continuity on health care quality and outcomes. However, the results of these studies have not been consistent.21 One reason for this inconsistency could be that
continuity is often conceptualized and measured in different ways. In some studies, continuity is defined as
having a regular physician or place of care,15 a longterm relationship with a physician or place,21 or concentration of one’s care with that physician or
place.3-5,22 Still other studies define continuity according to patient perceptions and priorities.23 In our study,
however, continuity was defined in each of these ways.
What is particularly striking about the results is that
the length of time that the patient has had a relationship with the doctor was significantly and independently
associated with trust, yet the short-term UPC measure
was not. This suggests that the various continuity measures capture different constructs, and the establishment
of a relationship between a patient and a provider seems
to require time to develop.
The difference between the UK patients and the US
patients in trust was attenuated in a multivariate model.
The results indicated that continuity of care and a desire for continuity were significant predictors of trust.
This finding has been reported previously.7 Increased
choice in physicians has also been shown in a singlecountry analysis to be related to trust,19 but the lack of
a difference between the countries in our studies implies that patient choice of physician may not be as important a factor in trust as has been assumed.
It is unclear whether trust in one’s physician leads to
a continued relationship with that provider or whether
seeing the same individual over time contributes to the
patient-physician relationship, thereby increasing trust.
Research has indicated that for some patients, rapid access to a physician for an acute illness is more important than delaying care to see their regular physician.24
It is worth noting that length of time in the patientphysician relationship is significantly and independently

Table 4
Multiple Regression With Continuity, Country
of Residence, and Demographic Variables
on Trust in Physician*
Standardized
Regression
Coefficient
.034

P Value
.46

Length of time with regular physician

.321

<.0001

Importance of seeing regular physician

.199

.0001

US residence

.112

.12

Age

.169

.001

Gender

.020

.65

-.010

.85

Education

.034

.54

Income

.073

.12

Chronic disease

.059

.21

Number of outpatient visits in past 12 months

.051

.29

Variable
UPC

Race

* R2=.183
UPC—usual provider continuity

associated with trust, which seems to be evidence that
the probability is that continuity fosters trust. Future
research focusing on determinants of commitment to a
physician and how trust develops may be particularly
enlightening.
Limitations
There are several limitations to the generalizability
of the results of this study. First, one of the continuity
of care measures is based on self-reports of health care
utilization. This index of continuity may be subject to
recall bias. However, we used several indicators of continuity of care in an attempt to overcome the limitations inherent in each of the continuity of care measures. Second, the samples of patients surveyed in the
study were not random or population-based samples of
the US or UK adult population. By collecting data in
several locations in the United States and several locations in the UK, our study populations do provide a
general picture of patients seen in family practice and
general practice settings, but the populations under
study may be skewed toward individuals with chronic
illness (Table1). However, there was no significant difference in chronic illness between the UK and the US
samples.
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Conclusions
This study shows that higher continuity is associated with a higher level of trust between patient and
physician. This finding has significant implications for
health care delivery today. There is widespread agreement that trust between patient and physician is important for high-quality health care. Recent studies have
suggested that trust in physicians has deteriorated over
recent decades.25 One reason for this deterioration could
be decreasing continuity. Our study suggests that one
way to improve trust is to improve continuity. This could
be encouraged through financial incentives, eg, by providing higher reimbursement to physicians or lower
copayments to patients when a visit is made to one’s
regular physician or by allowing patients to keep their
regular physician when they change health plans. Moreover, in the UK, it might be worth continued exploration of the use of personal lists. Such efforts to improve
continuity can improve the relationship between a patient and his/her physician and may improve the quality and outcomes of care.
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