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For decades, continuity of care has been considered one
of the fundamental aspects of family medicine.1 Higher
continuity between patients and physicians has been
associated with a higher level of trust,2 greater satis-
faction with consultations,3 and increased “enablement”
of patients.4 In The Netherlands, general practitioners
have longstanding relationships with most of their pa-
tients, and they act as gatekeepers to secondary care.
They are not directly involved in inpatient care, al-
though they may visit their patients in the hospital.
Normally, a full-time doctor serves a practice popula-
tion of 2,200 patients.

In The Netherlands, as in other countries, there is
pressure on continuity due to changes in the organiza-
tion of health services. These include larger practices,
part-time work, the development of walk-in centers, and
the delegation of tasks to other professionals such as
nurse practitioners. Some argue that personal continu-
ity will become less important and that present-day

patients prefer quick and high-quality help from any
professional, rather than waiting to see their personal
physician.5 However, recent data demonstrate that pa-
tients f ind personal continuity highly important when
dealing with serious and emotional conditions. From
the patient’s perspective, therefore, it appears that the
challenge is to offer continuity at those moments that
count.6,7

There is doubt, on the other hand, about whether the
newer generation of family physicians still value con-
tinuity. To our knowledge, valid data on this issue are
lacking. More insight into this topic is needed because
it may direct the content of training programs and give
rise to ideas about the future organization of the pro-
fession.

Therefore, we conducted a study to explore trainees’
views on continuity of care and related these to the views
of their experienced older colleagues who had been
educated on the importance of continuity. Moreover,
we were interested in learning about factors determin-
ing differences in views among trainees. We hypoth-
esized that female trainees differ in their opinions from
male trainees, because they might chose to work part
time in the future and place less importance on conti-
nuity. We also hypothesized that trainees’ views on
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continuity would be influenced by their feelings of “ job
burden”  and job satisfaction.

Methods
Subjects and Sampling Methods

We sent a questionnaire to all 1,048 general practice
trainees who were in Dutch training practices in Sep-
tember 2001 and to all 776 trainers with the eight train-
ing programs at the time. We sent the questionnaires
with a cover letter from the board of the Dutch College
of General Practitioners and the Dutch Association of
General Practitioners. A postage-paid envelope was
enclosed.

Respondents were asked to send completed question-
naires back to the researchers. After 2 weeks, we sent a
reminder card to nonrespondents. Two weeks later, we
sent a one-page questionnaire (an abbreviated version
of the full instrument) to nonrespondents to collect in-
formation about whether nonrespondents might answer
differently than respondents. Due to privacy concerns,
f ive training programs would not supply us with the
data necessary to link individual trainees to their trainers.

Instruments and Variables
We adapted a questionnaire that had been developed

to examine patients’ views on continuity.6 The ques-
tionnaire provided subjects with 11 hypothetical rea-
sons for an encounter with their physician and asked
subjects (ie, trainees and trainers) to rate the impor-
tance of “seeing their own patients”  during off ice hours.
The instrument used a f ive-point Likert scale. The spe-
cif ic reasons for encounter specif ied in the question-
naire ranged from minor problems, such as a sprained
ankle, to more serious probl ems, such as discussing the
future with a seriously ill patient.

We also collected information on characteristics that
might inf luence trainees’ views, such as personal char-
acteristics, future preferences for practice settings, and
information on job satisfaction and workload.

A pilot study was carried out with 10 general practi-
tioners. Following this, changes were made to produce
a f inal version of the questionnaire.

Data Analysis
The data were entered into the statistical program

SPSS 9.0.® We used principal components analysis to
explore the data and to determine whether summing up
of scores was possible for trainees’ and trainers’ views
on continuity. Consequently, we calculated a sum score
for the importance that respondents attached to seeing
their own patients (very important=5 points, impor-
tant=4 points, neutral=3 points, unimportant=2 points,
and very unimportant=1 point).

We used a Bland and Altman plot to show the rela-
tionship between individual trainees’  scores and the
scores of their trainers8 and multiple linear regression

analysis (General Linear Model procedure, SAS) to
relate sum scores to the following trainee characteris-
tics: age, gender, training institute, practice of prefer-
ence in the future, practice setting of preference in the
future, workload preference for the future, job satis-
faction, and burden of job.

Results
The percentage of complete and viable responses

from trainees was 595/1,048 (57%) and for the trainers
was 478/776 (62%). The mean age of the responding
trainees was 30.6 years, compared to a mean age of
49.2 years for the trainers (Table 1). A total of 133 of
448 nonrespondi ng trai nees and 199 of 298
nonresponding trainers returned the abbreviated one-
page questionnaire. Nonrespondents did not differ sig-
nif icantly from respondents in how they answered the
questions on this abbreviated questionnaire.

Personal Continuity
Sixty-seven percent of the trainees indicated that they

felt they had their own “personal”  patients in the train-
ing practice. Seventy-one percent of the trainees stated
that they considered it important to see their own pa-
tients in general, compared to 60% of trainers who con-
sidered it important. For regular diabetes or hyperten-
sion checks and for minor problems such as f lu, a
sprained ankle, or a splinter in the eye, only a minority
of trainees and trainers considered continuity impor-

Table 1

Trainees’ and Trainers’ Characteristics (Percentages)

                Trainees (n=595) Trainers (n=478)
Characteristic             %                               %
Age

20–29 43 —
30–39 54 5
40–49 3 46
50–59 — 47
60–69 — 2

Gender
Female 64 12

Job satisfaction high
Very 14 16
Rather 68 72
Slight ly 17 10
Barely 1 1
Not at all — —

Workload high
Not at all 4 3
Barely 17 11
Slight ly 55 42
Rather 23 41
Very 1 3
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tant (Table 2). For problems at work, family problems,
and discussing the future with a seriously ill patient,
the vast majority had the view that it was important or
very important to see and have continuity with their
own patients (Table 2).

Principal components analysis showed that all items
loaded on one factor (>.4), explaining 35% of the ob-
served variance. We calculated sum scores for continu-
ity. Trainees attached signif icantly more importance to
continuity than did trainers (mean overall sum score
38.7 (confidence interval [CI]=38.3–39.1) and 34.2
(CI=33.5-34.8), respectively.

Relationship With Personal Characteristics
Personal characteristics were related to sum scores,

but the relationship was not strong. A model contain-
ing nine regional characteristics could only explain 9%
of the observed variance in responses about continuity
(P=.02). Only the relationship between job satisfaction
and how a trainee valued continuity reached signif i-
cance in the model. Trainees more satisf ied with their
jobs valued continuity more highly (Table 3).

Relation With Trainers’ Views
The sum scores of 162 trainees from three training

programs could be linked to the scores of their own
trainers. The Pearson correlation coeff icient between
trainees’  and trainers’  scores on the importance of con-
tinuity was very low (.026). Figure 1 shows the Bland
and Altman plot for this relation, indicating that the
difference in sum scores between trainers and trainees
had no statistical relationship.

Discussion
The f inding that family medicine trainees attach a

greater importance to continuity than their trainers for
hypothetical scenarios was surprising. Both trainers and
trainees valued continuity for serious and emotional
problems and less for minor medical problems. But,
trainees’ views about continuity were stronger than
those of their trainers. This may be caused by the fact
that trainers normally share patients with their train-
ees, which in itself leads to less personal continuity in
their practices. However, trainers’ views in this study

were similar to the views of a sample of
Dutch family physicians.9

Studies have shown that training con-
ditions often influence trainees’ views.
Trainees in practices that provide full
obstetric care are, for instance, more
likely to believe that family physicians
have an important role in obstetric care
than are those whose practices do not pro-
vide this service.10 Further, trainees are
found to follow their trainers’ prescrip-
tion behavior11 and imitate their referral
patterns.12 Surprisingly, therefore, our
study did not show trainees’ views on
continuity to be related to their trainers’
views. Views on such an important topic
might be less pliant than one would think.
The f inding that job satisfaction was sig-
nif icantly related to continuity scores was
interesting and concordant with our f ind-
ings in the study of Dutch family physi-
cians.9

Table 2

Percentage of Respondents Stating That “Seeing My
Own Patients”  Is Important or Very Important

                                                   Trainees (n=595)        Trainers (n=478)

                                                                  “ Seeing my own patients”  is:  (%)
     Very    Very

Situations    Important*   Important Important* Important
Common i nf luenza 14.2 1.5  6.2 .6
Splinter in the eye 23.6 4.7 9.5 2.1
Sprained ankle 23.9 4.8 10.2 .8
Regular blood pressure check 30.6 3.9 13.7 1.5
Regular diabetes mellitus check 40.4 6.1 23.6 1.7
Unexpected blood in stools 70.4 11.6 46.2 4.9
A-specif ic abdominal symptoms 83.9 17.3 64.5 9.8
Myocardial infarction 67.4 23.0 50.6 15.2
Problems at work 92.8 25.7 74.4 11.9
Family problems 94.3 41.2 90.5 31.4
Discussing future with seriously ill patient 99.2 81.7 96.8 70.4

* Important or very important on a 5-point scale

Table 3

Relationship Between Trainees’ Personal
Characteristics and Continuity Sum Scores*

P Value
Age .438
Gender .995
Training faculty .204
Experience of having own patients .160
Future practice preference .687
Future practice setting preference .716
Preference for full-/part-time work .266
Job satisfaction .007**
Workload .243

Variance explained                                         8.8%

* P values from GLM procedure
** Signif icant at <.01
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Limitations
This study had some limitations. First, views on con-

tinuity do not necessarily predict actual practice. Re-
spondents may give desirable answers to questions, but
the answers may not be related to their true behavior.
We tried to minimize this problem by offering realistic
scenarios from real practice.

Second, we were not able to link all trainees to their
trainers. But, for those trainees and trainers whose re-
sponses were linked, the relationship between trainers’
and trainees’  views was so minimal that we consider it
unlikely that a stronger relationship would have been
found if all pairs had been included.

Third, the response rate was only fair, though it was
comparable to other national trainee studies.13 We con-
si der response bi as to be unl i kel y, because
nonrespondents gave similar answers to the questions
in the short questionnaire as respondents did in the regu-
lar questionnaires.

Conclusions
What are the implications of this study? We conclude

that the future generation of family physicians, at least
in The Netherlands, does not consider continuity an un-

important characteristic of general practice. Rather, they
see it as a core value when caring for patients with se-
rious conditions. Gender, training program, and future
practice setting preferences do not signif icantly influ-
ence trainees’  views.

The challenge will be to i ntegrate the old values with
new organizational developments and to make sure that
personal continuity can be provided if considered nec-
essary. Fortunately, at least for the hypothetical sce-
narios presented in our study, the future generation of
family physicians seems to agree with our patients about
the value of continuity of care.

Acknowledgment: We thank Jan van Doremalen and Hans Bor for their
statistical support.

Corresponding Author:  Address correspondence to Mr Schers, University
Medical Centre St Radboud, Department of  General Practice, HSV 229,
Geert Grooteplein Noord 21, Postbus 9101, 6500 HB Nijmegen, The Neth-
erlands. 0031-(0)24-3619779. Fax: 0031-(0)24-3617084. H.schers@
hag.umcn.nl.

REFERENCES

1. Freeman G, Shepperd S, Robinson I , Ehrich K, Richards SC, Pitman P.
Continui ty of  care: report of  a scoping exercise, summer 2000, for the
SDO program of NHS R& D (draft). London: NCCSDO, 2001:1-141.
www.sdo.lshtm.ac.uk.

2. Mainous AG, Baker R, Love MM, Gray DP, Gill JM. Continuity of
care and trust in one’s physician: evidence from primary care in the
United States and the United Kingdom. Fam Med 2001;33(1):22-7.

3. Hjortdahl P, Laerum E. Continuity of  care in general practice: effect on
patient satisfaction. BMJ 1992;304:1287-90.

4. Howie JGR, Heaney DJ, Maxwell M, Walker JJ, Freeman GK, Rai H.
Quality at general practice consultations: cross-sectional survey. BMJ
1999;319:738-43.

5. Fleming DM. Continuity of  care: a concept revisited. Eur J Gen Pract
2000;6:140-5.

6. Schers H, Webster S, van den HH, Avery A, Grol R, van den BW. Con-
tinuity of  care in general practice: a survey of patients’  views. Br J Gen
Pract 2002;52:459-62.

7. Kearley KE, Freeman GK, Heath A. An exploration of the value of the
personal doctor-patient relationship in general practice. Br J Gen Pract
2001;51:712-8.

8. Bland JM, Altman DG. Statistical methods for assessing agreement
between two methods of clinical measurement. Lancet 1986;1:307-10.

9. Schers HJ, Maat CC, Van de Ven C, Van den Hoogen HJM, Grol RPTM,
Van den Bosch WJHM. Hoe denken huisartsen over continuïteit in de
zorg? [General practitioners’ views on continuity of  care: a survey,
English abstract]. Huisarts Wet 2002;45(9):450-4.

10. Smith LF. Roles, risks, and responsibilities in maternity care: trainees’
beliefs and the effects of  practice obstetric training. BMJ 1992;304:
1613-5.

11. Bain DJ. Practice research. Training for general practice: clinical
behaviour in trainers and trainees. Br Med J (Clinical Research Edi-
tion) 1984;288:762-4.

12. Rashid A, Jagger C. Comparing trainer and trainee referral rates: impli-
cations for education and all ocation of resources. Br J Gen Pract
1990;40:53-5.

13. Lanyon P, Pope D, Croft P. Rheumatology education and management
skills i n general practice: a national study of trainees. Ann Rheum Dis
1995;54:735-9.

Figure 1

Bland and Altman Plot

Figure shows the mean of trainee and trainer score (x axis) in relation to the
observed dif ference between both (y axis).


