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Continuity of care is considered an essential compo-
nent of primary care and is associated with several 
beneficial outcomes, including decreased emergency 
department use1 and hospitalizations,2, 3 greater patient 
satisfaction,4,5 and increased use of preventive ser-
vices.6,7 Prior studies have indicated that many patients 
and physicians value continuity relationships.8-10 These 
ongoing relationships are valued for the accumulated 
knowledge,11-13 ease of communication,11,12,14 trust,15 
and confidence13,14 that develop. Despite this apparent 
preference for continuity, it is unclear whether patients 
and providers define this concept similarly.16 

Multiple definitions of physician-patient continu-
ity of care exist in the literature.17,18 Existing research 
that defines continuity from the patient perspective 
is limited to patients with specific diseases,19,20 was 
conducted with patients who had been with a practice 
for 15 years,11,21 or has used an externally imposed 
definition based on physician-derived dimensions of 
continuity of care.22 

Our study sought to extend this previous work by 
purposively sampling a varied group of family medicine 
patients with a range of health concerns and lengths of 
doctor-patient relationship and exploring solely the pa-
tient perspective. This study’s purpose was to examine 
how patients perceive a continuity of care doctor-patient 
relationship in a family medicine setting, from its de-
velopment through its consequences.

Methods
Overview

A qualitative study was performed using the 
grounded theory method23-25 to guide the sampling, data 
collection, and analysis processes. The study protocol 
was approved by the University of Wisconsin Institu-
tional Review Board, and all subjects gave informed 
consent. 

Subjects and Settings
Participants were patients of resident physicians, 

physician assistants, or faculty of a family medicine 
residency in Madison, Wis. Those eligible had an 
appointment 3 months prior to the study’s commence-
ment, were 18 or older, lived in the 10 zip code areas 
most populated by clinic patients, and were not patients 
of the first author. 
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A list of 40 random patients meeting the eligibility 
criteria was computer generated. Those individuals 
were mailed an invitation letter containing an opt-out 
postcard. Individuals not opting out were telephoned 
and invited to participate in the study if their character-
istics added variation to the existing sample. This sub-
sequent participant selection was based on theoretical 
sampling decisions driven partly by the ongoing analy-
sis and partly by the patient characteristics identified 
as important for continuity in prior research. As shown 
in Table 1, characteristics suggested in the literature 
as important for continuity of care preference were 
deliberately varied (eg, age, gender, level of education, 
health status, and length of physician relationship).26, 27 
Data collection stopped at 14 patients, when theoretical 
saturation was reached and interview data continued 
to confirm the existing framework without yielding 
additional concepts.28

Procedures
 In-person interviews were performed in a private 

area of the clinic, the participant’s office, or at a local 
hospital. Participants were paid $25 for their participa-

tion. All interviews were audiotaped and transcribed 
in entirety.

 
Data Organization and Analysis

The grounded theory method has built into it a sys-
tem of organization that minimizes the imposition of 
the researchers’ preconceptions. Thus, early interviews 
are open ended, eliciting participants’ perceptions of 
care. Over time, conceptual categories are generated 
through analysis in a grounded theory group. In this 
study, researchers were from nursing, social work, and 
family medicine backgrounds, thereby allowing for 
multidisciplinary perspectives and reflexivity through 
the discussion of assumptions or biases potentially af-
fecting analysis. Consistent with the method, because 
the phrase “continuity of care” did not emerge from the 
analysis, it was not forced into the analysis. However, 
ongoing relationships with providers were spontane-
ously mentioned and became an important analytic 
category. Comfort was a specific term spontaneously 
mentioned by several early participants when describing 
this ongoing relationship. Thus, it became a conceptual 
category and eventually, the focus of this study. 

Table 1

Demographics, Health Status, and Characteristics of Physician Relationship*

Age Gender Highest Education Health Status
Time With 
Physician

Percent of Visits 
With Physician 
in Past Year**

38 Female High school Fair 8 years 33%

25 Female Graduate school Very good 3 years 33%

34 Female Graduate school Excellent 4 months 100%

29 Female High school Very good 4 years 40%

56 Male High school Fair 7 years 50%

53 Female Graduate School Excellent 4 years 0%

52 Male College Very good 11 years 50%

53 Male High school Fair 4 months 80%

48 Male < High school Fair 6 years 100%

42 Female < High school Excellent 5 months 67%

62 Female < High school Poor 6 years 100%

38 Female < High school Fair 10 months 50%

59 Male College Excellent 19 years 50%

46 Male Graduate school Very good 10 years 75%

*   Listed in order of interview
** Year prior to interview or all data available if time with physician < 1 year
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Each interview was analyzed prior to conducting 
subsequent interviews. The subsequent interviews con-
sisted of questions that evolved throughout the analysis. 
Interview questions verified the conceptual categories, 
generated new conceptual categories, filled in details 
about categories, or linked categories together. As 
the conceptual categories developed, early questions 
were replaced by other questions. Table 2 gives ex-
amples of the evolution of questions and conceptual 
categories used in the interviews. A question about 
the participant’s knowledge of the phrase “continuity 
of care” was included as the final question of the last 
11 interviews. 

Data were analyzed using open, axial, and selective 
coding schemes.23 Open coding consisted of line-by-
line examination of the data to generate concepts. Axial 
coding allowed the determination of conditions where 
these concepts applied and their consequences. Selec-
tive coding established the relationship between open 
coding and emerging categories to create a theoretical 
framework. Research group analysis verified selective 
coding, emerging categories, and data matrixes around 
the dimension of comfort. Member checking validated 
results of our analysis. 

While grounded theory is meant for hypothesis gen-
eration rather than quantitative validation, we indicate 
the relative frequency of response so that the range and 
variation of the description provided can be ascertained; 
use of the term “most” signifies observations in half 
or more pertinent participant reports, “some” indicates 
observations in less than half, and “few” means only 
cases in clear contrast to the majority of others, often 
one or two.29 

Results
More than half of the participants had seen the physi-

cian they identified as their own for less than 50% of 
visits in the year prior to interview (Table 1). Only four 
of the participants had heard of the phrase “continuity of 
care.” Despite the majority not being familiar with this 
phrase, all participants either spontaneously mentioned 
or verified comfort with a physician as an important 
aspect of developing and maintaining a relationship 
with the physician that they named as their own. Par-
ticipants varied in the characterization of comfort. 
However, interesting similarities were found in the 
ways in which they perceived comfort was achieved 
and maintained. 

The remainder of the results section reports how 
participants perceived the development of comfort, its 
maintenance, and its consequences. Supporting quotes 
for each of these processes and subsections are listed 
in Table 3. 

Developing a Sense of Comfort
Patients reported developing comfort with a physician 

in one of three ways. The first was to feel comfortable 
or uncomfortable immediately based on the physician’s 
initial presentation and actions. The second way was 
to become comfortable after evaluating the physician’s 
response to specific medical situations. The third was 
to choose a physician who was similar to them in some 
way in hopes of achieving comfort eventually.

First Impressions Group. The five patients who de-
scribed being comfortable immediately developed this 
level of comfort with a physician based on a physician’s 

Table 2

Evolution of Interview Questions and Conceptual Categories (Examples)

Early Questions Initial Conceptual 
Categories Later Questions

Development of 
Conceptual Categories

“Tell me about the last time you were seen 
at clinic.” “In and Out”  “Do the words “In and Out” doctor mean 

anything to you?”
“In and Out” → Immediate discomfort

 “Do you have one person you consider your 
regular provider?”

“Can you tell me about a time when you 
felt uncomfortable with a physician?”

“How did that person become your doctor?” “Caring/Concern”  “Are there ways that your doctor shows 
you he is concerned?”

“Caring/Concern” → Immediate comfort
 “So when she is chatting, what do you talk 
about?”

 “How do you know your doctor is a 
good doctor?”

“How does the doctor use the information 
you tell her?” “Knowledge”  “Does it make any difference if a doctor 

knows who you are?

“Knowledge” + “Caring/Concern” 
→ Competency → Comfort through 
evaluation

  “What are some reasons that you would 
switch from your physician?”

“What does your own doctor know 
about you that is different from other 
doctors?

 “And comfortable, what do you mean by 
that word?” “Comfortable”  “When you are comfortable with a 

doctor, what difference does it make?”
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Table 3

Supporting Quotations for Developing and Maintaining Comfort and Its Consequences

Developing comfort

   Based on first impressions “I’d have an appointment and find out how they’d handle that and find out who they were that way.  I’d 
base my decision based on that first meeting. First impressions are everything…The big thing is the 
comfort, having them make me feel at ease.” [P7]  
 
“I think it definitely makes a difference when you walk in the door and people at the front desk are 
friendly and helpful or if they are just kind of rude. A couple of the receptionists because I called she 
knows exactly who I am and she’s like ‘Hi, how are you?’ You know and then you get other ones who 
are just kind of rushing to get through the day. It makes a difference of how you feel when you walk in.” 
[P3] 
 
“They don’t look at you, they don’t listen to you, they don’t even want to care what you have to say. ‘Oh 
what’s your symptoms?’ That to me is an ‘in and out’ doctor. That doctor is not going to sit and spend 
time with you to find out what’s really wrong. They’re just going to treat your symptom that day and who 
cares what tomorrow brings. If you have to come back, sure come on back, we’ll bill your insurance.” 
[P1]

   Based on evaluation over time “I’m not sure there’s anything they can say just in an initial meeting that would pull me either way until I 
see you know, how do they handle it when my son comes in and he can’t breathe?” [P4]  
 
“Don’t do something to me that you ain’t telling me what you’re doing ‘cause I am going to say 
something. I’m not just going to let you do anything. You come to me with needles and medication, 
what’s this for? I’m not going to let you do anything.” [P12] 
 
“Well because when she says to do something, and I do it, it seems to work. You know, it seems to work 
when she tells me to do. So that makes me feel, you know, comfortable.” [P9] 
 
“Finally they can tell me to do anything they want to and the quality of my care is largely in my own 
hands in following the advice they give me, in taking my prescription they give me. So the delivery 
of information and the degree to which it impacts how faithfully I am inclined and able to follow their 
advice, that’s part of their competency.” [P14]  

   Based on bridging characteristics “You know over time it becomes more comfortable. Certainly as a younger person it was hard, which 
was one of the reasons I think I decided that I would want to be cared for by a female physician if 
possible because there was just a more immediate level of comfort.” [P6] 

Maintaining comfort

   Patients’ actions “I believe sometimes when you call I don’t believe they even tell her.” [P10] 
 
“Some people are scared to talk to the doctor you know and I’m not scared to ask him about anything or 
tell him about anything.” [P5] 
 
“But with P I try not to miss his appointments ‘cause I like talking with him. Sometimes my body won’t 
let me, and I’ll call and let them know I can’t make it, I don’t feel good.” [P12]

   Physicians’ actions “If they remember something specific from a prior visit, not necessarily anything personal, but some 
medical thing. And I know that’s hard because they see so many people, but that impresses me I guess. 
So you know it kind of builds from there and you get more and more comfortable.” [P7] 
 
“Somebody who remembers me when I come in, ‘cause when you are in school you’ll have a professor 
and sometimes you’ll walk in to their office after having them for a semester and they’ll be like ‘who are 
you?’ or look at you like ‘who is this person?’ and so I think recognition is very important.” [P2] 
 
“I have a feeling that when he sees me he’s looking at the history and the whole picture of who I am and 
it presents a meaningful profile to him. And I’m very comfortable with that.” [P13] 
 
“Well I don’t know if it is important medically but it’s an affirmation when the doctor picks up on my 
level of interest in my own health care.” [P6] 
 
“When he’s not here I know he confronts with the doctors that I see when he’s not here cause he goes 
right to them and they sit there and go through the records and stuff. He knows. So like I say, he’s one of 
the best ones here.” [P5]

(Continued on next page)
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Consequences of comfort

   Adherence “’Cause when I had other doctors and I didn’t feel comfortable around them I didn’t go to the doctor.  
They would set appointments for me but I wouldn’t go. So that’s why my health got like it is because I 
didn’t want to go in ‘cause I wasn’t comfortable.” [P11] 
 
“I’m not as apprehensive beforehand and I’m more likely to…actually when I call to make an 
appointment if I can get him, I am more likely to make an appointment than wait. And maybe if I can’t 
get him then I think about whether I can wait or whether I really got to get in.” [P8] 

   Concerns addressed faster “So it’s kind of nice that there’s somebody there that who even if they don’t remember everything, they 
remember my history a little bit and that’s comforting also. So they can put two and two faster than 
somebody who has to start from scratch and read somebody else’s records or notes.” [P7]

   Trust
 
 
 

“I have some personal health problems I think probably most of my doctors along the way haven’t 
known about just because it wasn’t something I don’t want to discuss and recently she and I started 
discussing those things and working on them.” [P4] 
 
“Well another doctor, he has to read through here what kind of medications I’ve been on and I’m looking 
at him like okay, whatever, I’m out of here. If I’m not your patient, I know you’re not going to treat 
me right. They don’t know why I got a cold, what it comes from. My doctor can say ‘well have you 
been taking everything that you should be taking?’ and then go from there. Don’t just give me no cold 
medicine, you don’t know what’s wrong with me. You know it might give me a side effect and you don’t 
even know that.” {P12]

Table 3

(Continued)

initial presentation. All of these patients were comfort-
able when the physician started the visit by acknowledg-
ing them personally rather than immediately focusing 
on their symptoms. Personal acknowledgement meant 
smiling during the first few minutes, listening, and 
not appearing hurried. Specifically, most patients felt 
physicians were listening if they looked at the patient, 
did not repeat questions, asked follow-up questions, 
and did not make replies that were condescending or 
judgmental. For some, physicians were perceived nega-
tively as hurried if they sighed after hearing a patient’s 
concern or checked the time.

Most of these patients particularly were uncomfort-
able with physicians who gave them a sense of needing 
to be “in and out” of the exam room within a set amount 
of time by focusing exclusively on the presenting com-
plaint. Some attributed negative motives to this kind of 
doctor such as “wanting to make money,” “not caring,” 
or “just filling a role.” Others described this behavior as 
a function of the ways that physicians were trained to 
cope with a difficult fast-paced medical environment. 

However, for some, under certain conditions, the 
symptom focus did not lead to discomfort. A focused 
visit was acceptable when the patient was being worked 
in on the same day for an acute, minor illness or knew 
in advance that they were seeing a doctor other than 
his/her usual one. If this illness was of a sensitive, per-
sonal nature, though, patients still expected the doctor 
to take the time to explain their condition thoroughly 

and to deal with both their physical and emotional 
concerns. 

Besides initial impressions of their physician, some 
patients felt that comfort with their doctor was influ-
enced by their initial interactions with the front desk 
staff. Some mentioned the friendliness of this office 
staff as one of the reasons that they had stayed with 
their physician. A few, however, shared negative ex-
periences. As a result, despite being comfortable with 
their physician, they were considering leaving the 
clinic, and in fact, one had left an office previously for 
the same reason. 

Evaluating Group. An equal number of patients 
evaluated the physician over several visits before they 
developed a sense of comfort. Most of the patients in 
this group wanted to have a sense of what was going 
to happen next before feeling comfortable: either when 
their next visit should be scheduled or what was the 
next step to diagnosis.

Some of these patients evaluated the physician for a 
nonjudgmental response to potentially sensitive topics 
such as having a sexually transmitted disease or being 
out of work. Others waited until a sensitive screening 
exam such as a pap smear to evaluate how gentle the 
physician was during the physical. A few waited to see 
how the physician handled a more emergent medical 
situation. Finally, others evaluated the physician for 
competency before determining comfort. 



271Vol. 39, No. 4Health Services Research

Patients evaluated competence through examining 
the physicians’ behaviors, communication ability, and 
efficacy of the encounter. Competent behavior was 
described as the physician acting concerned. Similar to 
the immediate-comfort group, most patients included 
physician behaviors such as eye contact and asking 
more questions “to get to the bottom of things” as in-
dicative of concern. Other behaviors related to concern 
were leaning forward and asking the patient to follow 
up. Communication was evaluated by the physician’s 
ability to explain what was happening with the patient’s 
body and to put together a whole picture using past and 
current medical information. 

Competency through efficacy was indicated to 
one individual by the prescribing of treatments that 
worked. Another individual linked competence to the 
physician’s delivery of information and his own resul-
tant willingness to follow what was said. 

 
Bridging the Distance Group. Two patients explained 
needing to overcome their fear of medical visits in 
general before they could become comfortable with 
any one physician. These two patients often looked 
for characteristics in a physician similar to themselves, 
such as the same gender. Early negative experiences 
with feeling judged or misunderstood by a physician 
led these patients to delay seeking care and finding a 
physician with whom they were comfortable. 

Maintaining a Comfortable Relationship 
With a Physician

Once they developed comfort with a physician, 
participants were able to identify several ways that 
they and the physician maintained the comfortable 
relationship.

Patients Maintaining Comfortable Relationship. 
One way that some patients maintained a comfortable 
physician relationship was blaming the medical system, 
other clinical staff, or the illness for difficulties that oc-
curred rather than blaming their own physician. Other 
ways some patients maintained comfort with physicians 
were through asking them questions and making and 
keeping appointments. 

Patients’ Perceptions of Physicians Maintaining the 
Comfortable Relationship. Their physician’s ability to 
remember them as a person and build up knowledge of 
their medical and personal preferences is one way that 
most patients said physicians maintained the comfort-
able relationship. Knowing that their physician had 
gathered information from them previously and could 
use this information to screen them for risks and be 
sensitive to their preferences about medical decisions 
comforted patients. A few patients also felt the comfort-
able relationship was maintained when the physician 

expressed appreciation of choices the patient had made 
to improve their health, such as changing diet to lose 
weight.

Some patients believed that physicians maintained 
the comfortable relationship through acknowledging 
the patient’s visit to other physicians. Participants stated 
their physicians either mentioned these other visits at 
the time of the next visit or called them after receiving 
information from a consultant. This comprehensive 
knowledge building was related to patients stating 
that their physician was competent and “on top of my 
care.” 

Besides conversation about medical problems, 
most patients appreciated the value of “chit-chat” in 
maintaining the comfortable relationship. This term 
was defined as conversation not strictly necessary 
for management of medical concerns. It ranged from 
discussion of hobbies or travel to inquiring about the 
patient’s family members. Most patients saw chit-chat 
as the physician taking extra time to put them at ease.

Consequences of a Comfortable Relationship
Participants mentioned several consequences of 

being comfortable with their physician. Some patients 
were not as apprehensive prior to the medical visit, 
and as mentioned above, were more likely to show up 
for it. Another frequent consequence mentioned was 
that medical concerns were addressed faster because 
patients did not have to start their story from the be-
ginning and could disclose more information earlier 
in the process. Because physicians had accumulated 
knowledge about the patient, they did not need to start 
at the beginning with questioning. This accumulated 
knowledge was facilitated by patients’ ability to discuss 
anything with their physicians and answer questions 
fully because they were comfortable with them. 

Some patients felt that the comfortable relationship 
allowed them to trust that their physician was “looking 
at the whole picture” to put together a diagnosis, beyond 
what they themselves might notice. Finally, because 
they were comfortable, some patients stated they were 
more likely to trust what was being done for them to 
diagnose a problem and more likely to be compliant 
with prescribed medication.

Discussion
Our findings suggest that patients view continuity in 

terms of being comfortable with a physician. Comfort 
with a physician, rather than number of visits with the 
physician (one of the usual measures of continuity), 
determines who patients identified as their personal 
physician. Although patients develop comfort with a 
physician through different processes, once a comfort-
able relationship is established, patients will actively 
work to maintain it. Patients also stated their own 
physicians actively engage in behaviors that maintain 
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this comfortable relationship. Interestingly, our study 
suggests that once patients achieve comfort, they are 
likely to overlook potential reasons for dissatisfaction 
such as not having phone messages returned. 

Like prior studies on the physician-patient rela-
tionship13,30 our findings suggest that patients want 
physicians to acknowledge them as a whole person, 
act concerned and caring, and be competent. Patients 
also appreciate nonmedical conversation described as 
chit-chat, which is similar to the social conversation 
categorized in the physician-patient communication 
literature.31 

Moreover, our study also suggests that the attitude of 
the front office staff plays an important role in making 
patients comfortable with their physician. This is sup-
ported anecdotally by practice management literature 
that emphasizes the importance of the receptionist in 
creating a good first impression.32 Many patients appear 
to make decisions of comfort on first impressions, both 
of the clinic staff and the physician. 

In addition, our study suggests that comfort has sig-
nificant consequences for patients’ health behavior and 
perceptions of treatment efficacy. Participants linked 
comfort to beneficial relationship outcomes that prior 
studies have found associated with continuity of care 
such as trust3,33,34 and compliance.35 Clinicians should 
use this information to evaluate their practice style 
in terms of creating and maintaining a comfortable 
relationship with patients and to teach learners about 
creating comfort.

To our knowledge, this is the first study that explores 
how patients develop and maintain comfort with a phy-
sician in the context of an ongoing relationship. That 
comfort is important to patients is suggested by its brief 
mention in several contexts that are patient centered. 
As part of surveys measuring patient satisfaction and 
quality of care, questions ask about comfort discuss-
ing personal issues with the doctor36 or with asking 
the physician questions.37,38 A recent study of cultural 
and linguistic barriers to access asked patients about 
aspects of an encounter that made them more or less 
comfortable, and considered comfort as a surrogate for 
access.39 Finally, patient education literature stresses 
the importance of being comfortable when choosing 
a physician.40

Limitations
This study has several limitations. All patients 

interviewed were from resident, faculty, or physician 
assistant practices at a residency teaching site and thus 
these findings may only be applicable to patients from 
similar settings. Poor health status was identified by 
only one participant. Since patients with chronic condi-
tions place greater value on continuity of care than those 
who are healthier,41 our characterization of continuity 
may have been strengthened if more people in poor 
health had been included in our sample. 

Finally, the grounded theory method was used to 
develop emergent theory for hypothesis generation. 
Further validation of these findings quantitatively 
with larger sample sizes and different populations 
may verify their relevance to patients’ perceptions of 
continuity of care. 

Future Directions
Future research should continue to explore dimen-

sions of continuity of care from the patients’ perspec-
tive. Using definitions of continuity derived by patients 
may assist research that seeks to link this kind of 
continuity with outcomes. Since comfort was viewed 
as integral to the continuing doctor-patient relationship 
by the participants in our study, future studies should 
consider comparing both the physician and patient 
perspective on its attainment. In particular, answers to 
the following questions could be sought: What is the 
range and variation in how patients define comfort? 
Is comfort with a physician conceived of differently 
by different groups? When does it make a difference 
if comfort is not achieved? Does physician comfort 
make a difference for patient comfort? Does comfort 
extend beyond a single physician to a care team? How 
is comfort related to health outcomes? Learning the 
answers to these questions may help us provide better 
care that meets patients’ preferences and values.
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