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Abstract
Objective-To evaluate the influence of con-

tinuity of care on patient satisfaction with consulta-
tions.
Design-Direct and episodic specific evaluation

of patient satisfaction with recent consultation.
Setting and subjects-A representative sample of

3918 Norwegian primary care patients were asked to
evaluate their consultations by filling in a question-
naire. The response rate was 78%.
Main outcome measures-The patient's overali

satisfaction with the consultation was rated on a six
point scale. Continuity of care was recorded as the
duration and intensity of the present patient-doctor
relationship and as patients' perception ofthe present
doctor being their personal doctor or not.
Results-The multivariate analysis indicated that

an overali personal patient-doctor relationship in-
creased the odds of the patient being satisfied with
the consultation sevenfold (95% confidence interval
4 9 to 9.9) as compared with consultations where no
such relationships existed. The duration of the
patient-doctor relationship had a weak but significant
association with patient satisfaction, while the in-
tensity of contacts showed no-such association.

Conclusion-Personal, continuous care is linked
with patient satisfaction. If patient satisfaction is
accepted as an integral part of quality health care,
reinforcing personal care may be one way of increas-
ing this quality.
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Introduction
Patient satisfaction is an important dimension in the

evaluation of quality of health care. Evidence has
accumulated that care which is less satisfactory to the
patient is associated with non-compliance with treat-
ment and return appointments and a poor understand-
ing and retention of medical information.' Patient
satisfaction also reflects technical competence of
doctors,2 and evidence is emerging that satisfaction
may be directly related to improvement in the health
status of patients.-

Satisfaction represents complex relations between
the patient's perceived needs, expectations, and
experience of care. Studies have suggested a number of
dimensions of satisfaction and Ware and Snyder have
identified four independent factors, ofwhich continuity
of care is one that explains most of the variation in
satisfaction.4

Continuity has commonly been viewed quantita-
tively as a succession of visits to the same provider.5
Banahan and Banahan, however, described it mainly as
a qualitative phenomenon that may occur between
patient and physician.6 In their view, continuity of care'
can best be characterised as a mutual attitudinal
contract in which patients perceive a dependency on
the physician for some or all of their primary health

care needs and the physician accepts a responsibility
for these needs.

Provider continuity may be seen both as an ante-
cedent to patient satisfaction and as a behavioural
consequence of satisfaction with a previous encounter.
With the importance placed on provider continuity in
the "cycle of care" and patient satisfaction7 it is
surprising that, as shown in a recent meta-analysis of
the literature on satisfaction, continuity was evaluated
in only 10 of 221 studies.8 Most of these were done in
the United States and limited to primary care physicians
in postgraduate training in hospitals or outpatient
cliniics or to special patient populations. Their general
value may accordingly be limited.

Personal and continuous care has long been held to
be the cornerstone ofprimary care. In the face ofmajor
structural changes in the primary health care delivery
system this cornerstone may erode.9 As part of a larger
assessment of the patient-doctor relationship'0 the
present study was undertaken to evaluate the influence
of continuity of care on patient satisfaction in an
unselected population of patients in primary care. Our
hypothesis is that continuous, personal doctoring
increases patient satisfaction.

Subjects and methods
The study took place during the spring of 1987. A

random sample of 133 Norwegian general practitioners
each agreed to record 30 consecutive surgery consulta-
tions, scheduled and unscheduled, with patients of all
ages. The physician recorded the age and sex of the
patient, the main reason for the encounter, and the
duration and intensity of the doctor-patient relation-
ship. At the end ofeach consultation the doctor handed
the patient a sealed envelope, asking the patient to take
it home, read it, and follow the included instructions.
In consultations with children the accompanying
adults were asked to complete the questionnaire.
The envelope contained an explanation of the study,

an assurance that their physician would not see the
answer, and a two page, self explanatory questionnaire
pertaining to the present patient-doctor relationship
and satisfaction with the consultation they had just
finished. A stamped, self addressed envelope was
included for return of the questionnaire directly to the
department of general practice in Oslo. The question-
naire was anonymous and no effort was made to reach
non-responders. Each questionnaire and doctor's
recording were given similar numbers, and basic
information about the non-responders could be
obtained from the doctors' recordings. The participat-
ing physicians were not informed about either the
content of the envelope they gave to the patients or the
nature of the questionnaire.
The patient's perception of continuity of care was

recorded on two dimensions. Longitudinal care was
noted as the duration of the relationship (time since
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first encounter with this specific doctor) and intensity
(the number of encounters with the doctor during the
previous 12 months). In Norway, where patients are
free to change primary care physicians at will, the
relationship that may develop is usually unspoken and
frequently unconscious. "Continuity of care" is an
expression not well understood by the layman. During
the pilot phase of the project it was found that the
common phrase "having a personal doctor" best
captured the qualitative dimension of continuity of
care. The following response alternatives were given:
today's doctor was not my personal doctor; or, today's
doctor was the personal doctor for some, for most, or
for all my health problems.

Patient satisfaction was recorded as the answers to
10 specific questions pertaining to the doctor's com-
municative skills and technical proficiency, and with
the answer to one general question relating to the
overall satisfaction with the consultation. Possible
responses ranged through six steps: very great, great,
fair, somewhat, slight, and no satisfaction, with a
separate category for uncertain. As each of the 10
specific responses correlated to a large degree with the
overall response (coefficients between 0-74 and 0 83)
this global evaluation was used in the final analysis.
Owing to the skewness of answers the respondents
were dichotomised into "very satisfied," including
those who had indicated very great or great satisfaction,
and "less satisfied" for the remainder.
The main reason for the encounter as noted by the

physician was coded by the authors in accordance with
the new International Classification of Primary Care
(ICPC)." The doctor's availability to patients was
recorded as the average hours per week in clinical
practice.

Multiple logistic regression'2 was used to evaluate
the relative importance of continuity of care for patient
satisfaction, and factors related to patient, doctor, and
reason for encounter were controlled for. The doctor's
age, stability, and availability were continuous
variables, and the others were categorical. This had the
effect that the odds ratios for the continuous variables
appeared very close to 1-0, as they applied to a single
unit of the variable. Fifteen patients were left out of
this analysis owing to uncertain answers or incomplete
data sets.
As a test of robustness of the dichotomised analysis

the 10 specific satisfaction responses of each patient
were treated as a single additive scale. A multiple linear
regression analysis was done with the same independent
variables and the new, continuous values of satisfaction

TABLE I-Influence of the doctor-patient relationship on patient satisfaction with the consultation. Results
are numbers (row percentages)

Overall satisfaction with present consultation

Slight/none
Very great/great Fair/somewhat at all Total

Today's doctor was:
Not my personal doctor 230 (64) 108 (30) 19 (5) 357 (99)
My personal doctor for:
Some ofmy health problems 142 (68) 54 (26) 12 (6) 208 (100)
Mostofmyhealthproblems 644 (78) 170 (21) 10(1) 824 (100)
Allmy health problems 1495 (90) 146 (9) 11 (1) 1652 (100)

Total 2511 (82) 478 (16) 52 (2) 3041 (100)
Duration of doctor-patient relationship (time since first encounter):

First contact today 185 (77) 46 (19) 10 (4) 241 (100)
<3 Months 135 (75) 45 (25) 0 180 (100)
3-12 Months 287 (78) 74 (20) 6 (2) 367 (100)
1-5 Years 1008 (83) 191 (16) 19 (2) 1218 (101)
>5 Years 893 (87) 122 (12) 17 (2) 1032 (101)
Total 2508 (82) 478 (16) 52 (2) 3038 (100)

Intensity of doctor-patient relationship (No of encounters in last 12 months):
Present encounter only 378 (78) 88 (18) 16 (3) 482 (99)
2-3 788 (80) 177 (18) 15 (2) 980 (100)
4-5 431 (86) 63 (13) 9 (2) 503 (101)
6-10 608 (85) 101 (14) 8 (1) 717 (100)
-11 299 (85) 48 (14) 5 (1) 352 (100)
Total 2504 (82) 477 (16) 53 (2) 3034 (100)

as the dependent variable. The numerical results were
somewhat different, but the significant findings were
the same with both methods.

Results
The 133 participating physicians recorded 3918 out

of a possible 3990 consultations. The patients' age, sex,
and morbidity patterns were closely compatible with
those in a previous representative survey.'3 In all, 3044
(78%) of the questionnaires were returned. No signifi-
cant differences were observed in age, sex, or mor-
bidity pattern between responders and non-responders.
There was, however, a somewhat higher proportion of
new patients among the non-responders (15% v 9%,
p<0001), and a greater usage of emergency and
unscheduled appointments among non-responders
(26% v 21%, p<0004).
The mean age of the respondents was 39 (range 0-98)

years and among the participating physicians 38
(30-70) years. The doctors had been in general practice
in the same geographical area for an average of seven
(0-40) years. They did a mean of 27 (12-45) hours of
clinical work a week.
As shown in table I, 1652 (54%) of all patients

considered the present doctor to be their regular doctor
for all their primary health care needs, 1032 (34%)
named him or her as their regular doctor for some of
their health needs, and 357 (12%) did not feel any
personal relationship had been established with the
present doctor. A total of 241 (8%) of the patients met a
new doctor, while 1032 (34%) had known him or her
for more than five years. Slightly less than half (1462;
48%) of the patients had three or fewer consultations,
while 352 (12%) had 11 or more with the present doctor
during the previous 12 months.

Table II shows the multivariate relation between
continuity of care and satisfaction with the consulta-
tion, controlled for patient and doctor related factors
and factors related to the consultation and illness. An
overall personal patient-doctor relationship increased
the odds of the patient being satisfied with the con-
sultation sevenfold as compared with consultations
where no such relationships existed. When the doctor
was considered responsible only for some of the needs
the odds of being satisfied increased by 50% as
compared with new relationships, and it was two and a
half times as great if the doctor was considered
responsible for most of the patient's primary health
care needs. The duration of the patient-doctor relation-
*ship in itself showed a weak but significant association
with patient satisfaction, taking as much as five years to
develop. The intensity of contacts showed a lesser, not
significant association with patient satisfaction.
The present study did not find any significant

associations between the age or gender of the patient
and satisfaction with the consultation, nor did the
doctor's age or gender, or the stability or location of the
practice, or the type of partnership seem to influence
patient satisfaction (table II). The patient had, how-
ever, a significant, 40% increased chance of being
satisfied with consultations with doctors on a fee for
service system as compared with consultations with
salaried doctors.
There was a significant relation between the doctor's

availability, as measured by hours of curative practice a
week, and patient satisfaction with the consultation. A
doctor spending 40 hours a week at the office with
curative work had an 82% increased chance of having
patients satisfied with the consultation as compared
with a doctor working only 20 curative hours a week.
There was a trend, though not significant, for patients
to be less satisfied with unscheduled and emergency
appointments as compared with those scheduled, and
to be more satisfied with consultations arising from
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TABLE II-Influence of continuity of care on patient satisfaction with consultati4
logistic regression, controlling for patient, doctor, and consultation related fac
with the consultation: 0=less satisfied (n=530); 1 =very satisfied (n=2499)

Odds ratio (95%
No confidence interval)

Factors related to continuity ofcare
Today's doctor was:
Not my personal doctor 357 1-0
My personal doctor for:
Some ofmy health problems 207 1-48 (0-99 to 2-19)
Most of my health problems 821 2-62 (1-87 to 3-64)
All my health problems 1644 6-95 (4-89 to 9-90)

Duration of doctor-patient relationship (time since first encounter):
First contact today 241 1-0
<3 Months 179 1-03 (0-66 to 1-61)
3-12 Months 366 1-24 (0-91 to 1-71)
1-5 Years 1215 1-32 (0-92 to 1-86)
>5 Years 1028 1-85 (1-07 to 3-19)

Intensity of doctor-patient relationship (No of encounters in past 12 months):
Present encounter only 485 1-0
2-3 979 1-03 (0-71 to 1-50)
4-5 502 1-10 (0-75 to 1 59)
6-10 715 1-20 (0-79 to 1-79)
>11 351 1-27 (0-83 to 1-96)

Age (years):
>15
16-69
-70

Sex:
Female
Male

Age (years)
Sex:
Female
Male

Stability of doctor in practice (years)
Location of practice:
Major cities
Towns
Rural area

Type of practice:
Solo practitioner
Dual partnership
Group practice

Reimbursement:
Set salary
Fee for service

Availability (clinical hours a week)

Type:
Scheduled
Unscheduled
Emergency

Type of illness:
Somatic or non-psychosocial
Psychosocial

Duration of problem:
New
Follow up
Chronic
Preventive or other

Factors related to patient

193 1-0
2266 1-08 (0-72 to 1-64)
570 1-04 (0-65 to 1-67)

2024 1-0
1005 0-99 (0-80 to 1-23)

Factors related to doctor
1-0 (0-99 to 1-03)

835 1-0
2194 0-92 (0-71 to 1-18)

0-99 (0-97 to 1 01)

450 1-0
1120 1-05 (0-77 to 1-44)
1459 0-95 (0-71 to 1-28)

770 1-0
785 1-05 (0-77 to 1-44)
1474 0-95 (0-71 to 1-28)

1099 1-0
1930 1-38 ( 1- 10 to 1-78)

1-03 (1-01 to 1-05)

Factors related to consultation

2395
341
293

1-0
0-91 (0-68 to 1-23)
0-82 (0-59 to 1 14)

2755 1-0
274 0-54 (0-40 to 0-74)

1053 1-0
698 1-15 (0-87 to 1-51)
955 1-41 (0-95 to 2-08)
323 1-08 (0-82 to 1-41)

chronic problems than those arisi
Patients with psychosocial reas
showed significantly less satisfact
sultations than patients with somat

Discussion
Previous studies have shown th

influence patient satisfaction, but.
ways.'4 The sevenfold odds ratio s.
study is substantial and sugges
between personal care and patient
may be several explanations for thi
an artefact of study design. In spite
rate and the representativeness
response bias may have influence
evident in table II, new patients
unscheduled or emergency appoir
what less satisfied. Other studies h
responders tend to be less satisfied
in the present setting, inclusion of
might have made new patients eve
shown, inflating the personal ca
further.

on, evaluated by multiple Personal care and satisfaction are related cognitive
*tors. Patient satisfaction constructs that may be mixed by the respondents. To

reduce the possibility of measuring the same thing the
constructs were evaluated through independent ques-

p Value Estimate (SE) tions and on separate pages of the questionnaire. From
interviews with respondents in the pilot phase we
believe that this source of error did not have a great
role.

0-060 0-39 (0-20) In this study we used an approach that was both
0-001 0-96(0-17) direct and specific to the episode to evaluate patient
0-001 1-94 (0-18) satisfaction. These are generally accepted methods of

eliciting patient satisfaction, but tend to give high
0-915 0-03 (0-23) ratings.'4 16 As shown in table I, 82% of the patients
0-173 0-22 (0 16) were to a large degree satisfied with their primary care0-129 0-27 (0-18)
0-026 0-61(0-28) encounter. The cut off point between satisfied and less

satisfied, between 2 and 3 on the six point scale we
0-889 0-03 (0-19) used, was arbitrary. As 76%-84% levels of satisfaction
0-631 0-09 (0 19) have been found in most other studies,'7 this seems to
0-400 0-17 (0-21) be a valid demarcation.
0-268 0-24 (0-22) A major reason for the strong link between personal

care and patient satisfaction may be found in an
understanding of the psychosocial mechanisms under-

0-721 0-08 (0-21) lying satisfaction. According to Pascoe, satisfaction
0-879 0-04 (0 24) consists of "health care recipients' reactions to salient

aspects of the context, process and result of their
0-937 -0-01(0-11) experience."'4 In the present setting satisfaction may

be understood as the patient's reaction to the consulta-
0-727 0-01(0-01) tion and its outcome, relative to a conscious or

subconscious standard that the patient had set before
0 500 -0-09 (0-13) or during the encounter. This standard may be formed
0-334 -0-01 (0-01) from a subjective ideal, a sense ofwhat one deserves, or

a minimal acceptable standard and is usually influenced
0-749 0-05 (0-16) by a subjective average of past experiences in similar
0-731 -0-05 (0-15) situations.'4 With continuity of care and accumulated

knowledge about the specific physician and the con-
0 750 005 (0 16) sultation setting, the patient's standard may be set
0-733 -0-05 (0-15) more realistically and major discrepancies between

0-011 0-32 (0- 13) expectation and experience may be less common, thus
0-004 0-03 (0-01) increasing the likelihood of satisfaction. Furthermore,

the personal connections that frequently develop in an
ongoing patient-doctor relationship'8 may increase
patients' tolerance by widening the latitudes of accep-

0-558 -009 (0-15) tance around their subjective standard, thereby in-
0-235 -0-20(0-17)

creasing the chance of satisfaction.
0-001 -0-61 (0-16) Continuity ofcare and satisfaction are bidirectionallyrelated. In addition to continuity leading to increased

satisfaction, satisfaction ratings predict what patients
0-326 0-34(0-20) will do next time they need health services.'" In all
0-618 0-07 (0-14) primary health care systems, but most obviously in the

open ones, incompatibility problems may cause the
patients to use their "exit" option and change doctors.20

ing from new ones. Some of the increase in satisfaction that takes place
;ons for encounter over time, as seen in table II, may be related to this.
tion with their con- Unsatisfied patients who often change doctors have
tic problems. short patient-doctor relationships. After trial and error

the patient may find a doctor fitting his or her own style
and standard, causing the significant increase in satis-
faction found with longitudinal care. It is of interest to

at numerous factors note that the frequency of visits does not have the same
most do so in minor effect.
hown in the present In 1987 about a third of Norwegian general practi-
,ts a close linkage tioners were salaried and worked in practices owned by
satisfaction. There the municipalities. The remaining two thirds owned

is finding. It may be their own practices and were reimbursed by the
ofthe high response national health insurance on a fee for service basis.2'
of the sample, the The general standard of care in the two types of
d the results. As is practices was much the same, and for the individual
s and patients with patient these differences had no economic conse-
ntments were some- quences. After each consultation, regardless of the
vave shown that non- doctor's reimbursement system, the patient paid a set
1.'" If this holds true fee directly to the doctor's office. Information about
the non-responders the reimbursement system was elicited from the
Mn less satisfied than doctor; most patients would not know which system
re odds ratio even their doctor was on. In spite of this patients had a 40%

increased chance of being satisfied with consultations
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with doctors on a fee for service system as compared
with those with salaried doctors. Thus not the monetary
aspect as such, but rather something in the way the two
different groups of doctors arrange or run their prac-
tices, seems to influence patient satisfaction. As has
been found by other studies,'4 the doctor's availability,
here measured as the average hours of clinical practice
a week, increased patient satisfaction with consulta-
tions. Inasmuch as patient satisfaction is important,
part time partnerships and the ownership structure
may be relevant factors to consider when planning
primary health care systems.

Patients with psychosocial reasons for encounter
showed significantly less satisfaction with their con-
sultations than patients coming for other, usually
somatic reasons. This may be due to the possibility that
patients with psychosocial problems actually get in-
ferior care. Psychosocial problems may be more time
consuming, complex, and difficult for the physician to
handle than somatic problems, or the patients may
have unrealistic expectations of help. Another reason
may be that these patients often are depressed or have
unfavourable life circumstances. Studies suggest, how-
ever, that patients' assessments of service are relatively
independent of depression and general life outlook,"4
making this explanation less likely. This finding may
furthermore be influenced by the new international
classification of primary care system itself, recording
the patient's major reason for consultation rather than
the final diagnosis. When evaluating patient satisfac-
tion, however, the reason for contact seems to be the
most valid measure. With the patient-doctor relation-
ship and continuity of care being integral parts of both
diagnosis and treatment in patients with psychosocial
problems,22 it seems important to further evaluate why
these patients are less satisfied with their consultations.
The present study shows a link between personal,

continuous care and patient satisfaction. If patient
satisfaction is accepted as an integral part of quality

health care, reinforcing personal care may be one way
of increasing this quality.
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Abstract
Objective-To clarify the relation between the

dependency ofelderly people and the assistance they
receive from others by using a detailed but simple
measure of dependency.
Design-Secondary analysis ofdata from a survey

of people aged 70 and over.
Setting-Two general practices in south Wales.
Subjects-1280 people aged 70 and over.
Main outcome measures-Dependency on others

to perform essential functions; detailed data on who
assists with those functions.
Results-Increasing dependency was associated

with increased use of more than one member of the
family or friends and an increase in the provision of
statutory services.
Conclusion-The complexity of the relation

between dependency and those who care for depen-
dent people has previously been underestimated.
The presence of providers of statutory services at
the household of elderly dependent people suggests
that these services can be developed further to
help those caring for elderly people at home.

Introduction
For many years it has been the policy of the

Department of Health to maintain elderly people at

home for as long as this remains a viable alternative.
Most elderly people, when asked, agree with this and
reinforce it by saying that, even if quite severely
dependent on others, they would prefer to be managed
at home. Further, they state that members of their
family will be available to assist.'

There are two aspects to the home care of elderly
dependent people by their families: the degree of
dependency of that person and the ability of the carer
to cope in physical, mental, and social terms. Previous
work has concentrated on the second aspect. This
paper uses data from a previously published study2 to
explore the interrelation between the dependency of
elderly people and the contribution made to their care
by relatives, friends, and the statutory services. This
reanalysis has led us to revise the original findings of
the survey.
We believe that survey groups and methods used

previously on this topic have inadvertently led to an
underemphasis on the contribution that service pro-
viders make to the home care of elderly dependent
people. This has had important repercussions on the
development of relevant services.

Method
This paper presents a reanalysis of data obtained

from a study published previously, which was the first

1290 BMJ VOLUME 304 16 MAY 1992
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