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Background and Objectives: Patients' trust in their physician to act in their best interest contributesto 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 Sates and the United Kingdom (UK). Methods: We conducted a cross-
sectional survey of adult patients (n=418 in the United Sates and =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. USpatients (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 conti-
nuity 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 pa-

tients and physicians may improve the quality and outcomes of care.

(Fam Med 2001;33(1):22-7.)

The concept of having along-term relationship between
apatient and a physicianisahallmark of primary care
and has long been thought to have a beneficial effect
on health care utilization and outcomes. 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®® In fact, re-
search indicatesthat continuity with an individual phy-
sician provides health benefits that receiving care at
the same site but seeing different providers does not
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provide.* Moreover, discontinuity inthedelivery of care
has been suggested to play arolein medica errors and
patient safety.®

A common explanation given for the relationship
between continuity of care and health outcomesis that
continuity with a physician leads to increased knowl-
edge 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 of-
fice or over the phone, thereby avoiding hospitaliza-
tion or emergency department visits. There s, in fact,
some evidence that higher continuity of careisrelated
to greater trust in one’s physician.’

The trust that patients have in their physician to act
in their best interest may also contribute to the effec-
tiveness of medical care. In an investigation of the ef-
fect of a publicized error in cervical cancer screening
inthe 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, whilethose
who reported less confidence did not.? It has been sug-
gested that the structure of the health care plan playsa
role in increasing or decreasing patient trust.’

Historically, Americans have had theability to choose
their own physician. In the UK, however, the ability to
choose apersona physician has been more limited.*
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 aform 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 choiceis of-
ten limited. Thus, within a practice of six doctors, four
may haveasmany patientsasthey 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 GPsisrare. Theassignment
of patientsto individual physiciansin 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 practicesisthat the patient mostly seesthe GPin
the practice who is available.*? However, some GPs ar-
range their practices according to “personal lists,” a
system that attempts to steer patients to the physician
to whom they are assigned.’3*

In summary, patientsin the UK have alimited abil-
ity 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 beless satisfied with their care and perceive qual-
ity of care to be lower.**? This research explored dif-
ferences between the United States and the UK in the
rel ationship between continuity of careand trust inone’'s
physician.

M ethods
Design

Adult patients (age >18) were approached for par-
ticipation as they arrived for an office visit in severa
ambulatory practices. The participating practiceswere
a family practice residency and a faculty practice 17
miles apart in Charleston, SC, a family practice resi-
dency 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. Par-
ticipating patients were given a two-part survey with
guestions to be completed prior to their visit and sev-
eral other questions to be completed after their visit.
The questionnaire responses were anonymous. Thein-
dtitutional review board at each site approved the study.
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urvey Instrument

The survey included questions on a variety of vari-
ables, including source of care, continuity of care, im-
portance of continuity, and trust in physician. Additional
questions pertained to the demographic characteristics
of the subjects.

Sour ce 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. Thisis a common way of operationalizing ac-
cess to care in patient self-report surveys.™® The ques-
tions 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?’ Subseguent questions on continuity of careand
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 carewith aprovider
was operationalized in several ways that emphasized
related but differing constructs. One question asked if
the doctor the patients were seeing today was the doc-
tor they usually see.

A second measure of continuity was based on the
concentration of carewith asingle provider, calculated
asaratio of visitsto the usual provider divided by the
total number of visitsto all providersin a defined pe-
riod of time.* The proportion of encountersto the regu-
lar doctor represented an indicator of continuity of care.
This proportion has been termed the usual provider
continuity (UPC).* The respondents in our study were
asked to report al the encounters they had with the
health care system in the past year (ambulatory visits,
emergency department visits, hospital outpatient, hos-
pital 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 therelationship with the regular pro-
vider. 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.
Thevariablewas scored ona5-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.* This scale
consists of 11 Likert-type items. It has demonstrated
reliability and validity and is distinct from patient sat-
isfaction with the physician.” The scale has been used
in other studies as an indicator of patient-physician
trust.” The dimensions of trust included in the scale
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have been replicated asimportant dimensionsin aquali-
tative study focusing on patient-physician trust.® The
scaleis scored from 11 to 55; a higher score indicates
greater trust intheregular doctor. Only individualswho
completed all of theitemsin the trust scale had ascore
computed.

Demogr aphics. The demographic characteristics of the
study participants are shown in Table 1. Incomein the
UK was transformed from pounds to dollars using the
current exchange rate (April 2000) to alow for com-
parison between the countries. Similarly, education was
collapsed in both groups to provide for equivalent cat-
egories.

Analysis

Univariate descriptive statistics were initially com-
puted. Continuity of care measures—trust in one’'s phy-
sician and importance of continuity—were compared
between the UK and US samplesin bivariate analyses
(chi-sguare, Wilcoxon rank sum, and t tests). Pearson’s
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correlations were computed between the Trust in Phy-
sician Scale and UPC and importance of seeing one’s
regular doctor. Since length of time seeing one’sregu-
lar doctor was assessed in collapsed categories, a
Spearman’s correlation was computed between this
measure of continuity and trust in one’sphysician. The
correlation matrices with the different continuity mea-
sureswere examined for evidence of multicollinearity.
These analyses were computed for the United States
and UK separately.

Following an examination of unadjusted univariate
relationships comparing the two countries, alinear re-
gression, withtrust in one's physician asthe dependent
variable, was computed with continuity of care and
country of residence, while adjusting for other factors
that might i nfluence the patient-physician relationship.
Since trust in one’s physician was limited to individu-
als who indicated that they had a regular doctor, the
regression was computed only for those who indicated
that they had aregular doctor. The variables that were
entered included UPC, length of time with regular doc-

tor, importance of continuity, UK/US

residence, age, gender, race, education,

Table 1

Demographic Characteristics of the Study Participants

United Sates United Kingdom
(n=418) (n=650)

Gender (%)

Mae 34.1 33.8

Female 66.0 66.2
Age (years)

Mean (SD) 42.1(13.9) 49.3 (16.4)
Income (%)

$9,999 or less 95 10.9

$10,000-$39,999 62.0 58.5

$40,000 or more 285 305
Education (%)

L ess than high school* 149 50.6

Completed high school* 437 18.2

Some college* 18.0 125

Completed college* 13.8 9.2

Beyond college* 9.6 9.4
Race (%)

Black 46.3 0

White (not Hispanic) 50.4 99.5

Hispanic 11 0

Asian, Pacific Isander, or

Asian British 22 5

Have a chronic disease (% yes) 359 36.7
# of office viditsin the past year

Mean (SD) 37(4.2) 6.6 (6.1)

* or equivalent

SD—standard deviation

income, presence of a chronic disease,
and number of office visitsin the past
12 months. Because of the differences
in educational systems and creation of
equivalents, education was dichoto-
ValLe mized as more than high school (1) and
3 high school or less (0). Race was clas-
sified as white (1) or nonwhite (0).
Country of residence was classified as
<0001 United States (1) and UK (0).
Results

Thedemographicsof the UK and US
samples are shown in Table 1. There
were several important differences be-
tween the samples. The individuals in
the UK sample were older, more likely
to bewhite, had less education, and had
significantly more outpatient utilization
in the past 12 months.

The correl ation between continuity of
care measures and the Trust in Physi-
cian 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

35 care, yet neither group demonstrated a
<0001 significant relationship between trust

and the UPC. Theimportance of seeing
one’s regular physician was signifi-
cantly related to trust in one’ sphysician
in both samples.

.62

<.0001

<.0001
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Table 2

Correlation Between Trust in One’s Physician
and Continuity of Care

UNITED STATES UNITED KINGDOM

Trust Trust
r P Value r P Value
UPC .09 7 .05 .32
Length of time with
regular physician 27 <.001 24 <.001
Importance of seeing
regular physician .18 .002 .24 <.001

UPC—usual provider continuity

Table 3 shows the comparisons between the two
countriesin continuity of care and trust in one's physi-
cian. UK patients were more likely than the US pa-
tientsto report having ausual site of careand aregular
physician. Nonetheless, the US patients had a higher
UPC than UK patients, though the UK patients had
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longer relationshipswith their regular doctor. Therewas
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 evi-
denceof multicollinearity between the continuity mea-
sures; no correlation was greater than r=.50.

Thelength of timewith one sregular 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 analysisindicated that coun-
try of residence was not significantly related to trust-
ing one's physician after adjusting for other relevant
variables (Table 4).

Discussion

The results of this study indicate the relationship
between continuity of care with a provider and trustin
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 demo-
graphicsand continuity of care, residence in the UK or
United States was not a significant predictor of trustin

Table 3

Continuity of Careand Trust in One's Physician, by Country

Isthere one particular place that you usually go if you are sick or need advice

about your health? (% yes)
Isthere aregular doctor you usualy see at this place? (% yes)

Among those with aregular doctor
Isthe doctor you are seeing today your regular doctor? (% yes)

How important isit to you to see the same doctor every time you have
ahealth problem? (% responding “important” or “very important™)

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

UPC
Mean (SD)

Trust Scale
Mean (SD)

UPC—usual provider continuity
SD—standard deviation

United Sates United Kingdom

(n=418) (n=650) P Value
88.2 98.1 <.0001
79.0 86.8 <.0001
64.2 81.4 <.0001
92.4 70.8 <.0001
<.0001

233 7.9

45.0 7.0

23.6 15.4

4.0 254

4.0 4.4
.001

.79 (.29) .72 (.26)
.23

45.1(5.9) 45.7 (6.1)
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one’s physician. Thisstudy pointsto the importance of
the patient-physician rel ationship and trust in one’ sphy-
sician asfactorsin delivering care across countries and
health care systems.

The patient-physician relationship is an important
part of delivering quality care and is built on afounda-
tion of trust.’®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 appropri-
ate methods of treatment. Such conflict may, in turn,
lead to alack of patient adherence to medications and
frustration by physicians in their ability to communi-
cate effectively with patients.?® Promoting mechanisms
to increase trust between patients and physicians is a
strategy that should be implemented in al health sys-
tems. Our study results suggest that oneway 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. How-
ever, the results of these studies have not been consis-
tent.! One reason for this inconsistency could be that
continuity isoften conceptualized and measured in dif-
ferent ways. In some studies, continuity is defined as
having a regular physician or place of care® along-
term relationship with a physician or place or con-
centration of one’s care with that physician or
place.*>? Still other studies define continuity accord-
ing to patient perceptions and priorities.? 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 relation-
ship with the doctor was significantly and independently
associated with trust, yet the short-term UPC measure
was not. This suggests that the various continuity mea-
sures capture different constructs, and the establishment
of arelationship between apatient and aprovider seems
to require time to develop.

The difference between the UK patientsand the US
patientsin trust was attenuated in amultivariate model.
The results indicated that continuity of care and a de-
sire for continuity were significant predictors of trust.
This finding has been reported previously.” Increased
choice in physicians has also been shown in asingle-
country analysisto be related to trust,'® but the lack of
a difference between the countries in our studies im-
pliesthat patient choice of physician may not beasim-
portant a factor in trust as has been assumed.

Itisunclear whether trust in one's physician leadsto
a continued relationship with that provider or whether
seeing the same individual over time contributesto the
patient-physician rel ationship, thereby increasing trust.
Research hasindicated that for some patients, rapid ac-
cessto aphysician for an acute illness is more impor-
tant than delaying care to see their regular physician.®
It is worth noting that length of time in the patient-
physician relationship issignificantly and independently
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Table 4

Multiple Regression With Continuity, Country
of Residence, and Demographic Variables
on Trust in Physician*

Standardized
Regression

Variable Coefficient P Value
UPC .034 46
Length of time with regular physician 321 <.0001
Importance of seeing regular physician .199 .0001
US residence 112 A2
Age .169 .001
Gender .020 .65
Race -.010 .85
Education .034 .54
Income .073 12
Chronic disease .059 21
Number of outpatient visitsin past 12 months .051 .29
* 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 measuresis based on self-reports of health care
utilization. Thisindex of continuity may be subject to
recall bias. However, we used several indicators of con-
tinuity of care in an attempt to overcome the limita-
tions inherent in each of the continuity of care mea-
sures. Second, the samples of patients surveyed in the
study were not random or popul ation-based sampl es of
the US or UK adult population. By collecting data in
several locationsin the United States and several loca-
tions 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 (Tablel). However, there was no significant dif-
ference in chronic illness between the UK and the US
samples.
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Conclusions

This study shows that higher continuity is associ-
ated with a higher level of trust between patient and
physician. Thisfinding has significant implicationsfor
health care delivery today. There is widespread agree-
ment that trust between patient and physician isimpor-
tant for high-quality health care. Recent studies have
suggested that trust in physicians has deteriorated over
recent decades.? Onereason for this deterioration could
be decreasing continuity. Our study suggests that one
way toimprovetrust istoimprove continuity. Thiscould
be encouraged through financial incentives, eg, by pro-
viding 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. More-
over, in the UK, it might be worth continued explora-
tion of the use of personal lists. Such effortstoimprove
continuity can improve the relationship between a pa-
tient and hig/her physician and may improve the qual-
ity and outcomes of care.
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