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Preferences of patients for patient centred approach to
consultation in primary care: observational study

Paul Little, Hazel Everitt, Ian Williamson, Greg Warner, Michael Moore, Clare Gould, Kate Ferrier,

Sheila Payne

Abstract

Objective To identify patient’s preferences for patient
centred consultation in general practice.

Design Questionnaire study.

Setting Consecutive patients in the waiting room of
three doctors’ surgeries.

Main outcome measures Key domains of patient
centredness from the patient perspective. Predictors
of preferences for patient centredness, a prescription,
and examination.

Results 865 patients participated: 824 (95%) returned
the pre-consultation questionnaire and were similar in
demographic characteristic to national samples.
Factor analysis identified three domains of patient
preferences: communication (agreed with by 88-99%),
partnership (77-87%), and health promotion
(85-89%). Fewer wanted an examination (63%), and
only a quarter wanted a prescription. As desire for a
prescription was modestly associated with desire for
good communication (odds ratio 1.20; 95%
confidence interval 0.85 to 1.69), partnership (1.46;
1.01 to 2.09), and health promotion (1.61; 1.12 to
2.31) this study may have underestimated preferences
for patient centredness compared with populations
with stronger preferences for a prescription. Patients
who strongly wanted good communication were more
likely to feel unwell (very, moderately, and slightly
unwell; odds ratios 1, 0.56, 0.39 respectively, z trend

P <0.001), be high attenders (1.70; 1.18 to 2.44), and
have no paid work (1.84; 1.21 to 2.79). Strongly
wanting partnership was also related to feeling unwell,
worrying about the problem, high attendance, and no
paid work; and health promotion to high attendance
and worry.

Conclusion Patients in primary care strongly want a
patient centred approach, with communication,
partnership, and health promotion. Doctors should be
sensitive to patients who have a strong preference for
patient centredness—those vulnerable either
psychosocially or because they are feeling unwell.

Introduction

The patient centred approach is widely advocated, but
implementation in practice is limited and related to
characteristics of both doctors and patients.””* Some
aspects of patient centredness may have important
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benefits for patients: improved communication can
improve satisfaction and biomedical outcomes* and
involving patients in partnership can have benefits

without increasing their anxiety' ' and with the
potential to reduce adverse outcomes connected to
prescribing.®

One of the problems in implementing patient cen-
tredness in practice is knowing which elements are the
most important. One influential patient centred model
of consultation with a doctor encompasses five princi-
pal domains: exploring the experience and expecta-
tions of disease and illness, understanding the whole
person, finding common ground regarding manage-
ment (partnership), health promotion, and enhancing
the doctor-patient relationship; and a sixth domain, the
realistic use of time.” However, there is little empirical
evidence from the patients’ perspective to support the
precise structure of the model or to identify which
components are most important to patients. It makes
little sense to try to implement each component of the
patient centred approach unless they are consonant
with patients’ perspectives. Although there is evidence
in general terms about what patients want from
doctors and what satisfies them,'*" most of the data do
not specifically examine preferences for the different
aspects of a patient centred approach—particularly
patients’ ideas, expectations, and the desire for
partnership—or do not come from patients who are
about to have a consultation. An impending consulta-
tion with the doctor provides the most relevant context
in which to assess preferences, as attending patients are
about to be “recipients” of the consultation approach
(as opposed to population samples, which include a
relatively high proportion of non-attending or low
attending patients). Furthermore, an impending
consultation with a particular problem may plausibly
change priorities and preferences and provides a real
rather than an abstract or theoretical basis for patients
considering questions and answers.

A further potential problem with the patient
centred approach is the feasibility of implementing all
domains in practice and whether a targeted approach
can be used for particular patient groups. Although the
last domain of the proposed patient centred model is
realistic use of time,’ provision of most of the
components in all consultations may not be feasible in
a busy surgery. Furthermore there is evidence, mostly
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from secondary care settings, that older patients and
those with serious illness” *' (estimated at one third in
a recent study”) may not prefer a patient centred
approach. If this is true then it would be unwise to
advocate universal adoption of all components of
patient centredness and important to be sensitive to
patients’ preferences for information seeking and part-
nership. However, it would be premature to extrapolate
these data to patients in primary care as the nature of
the problem (for example, cancer care®) may affect
preferences for patient centredness, and the range of
problems seen in primary care is different
Nevertheless, important questions are still raised: do all
patients in primary care want all components of
patient centredness, and are there preferences accord-
ing to clinical groups? As the literature relating clinical
groups to preference for patient centredness is
limited" *** there may be important differences in
preferences according to several dimensions: whether
the problem is a new problem, age, socioeconomic sta-
tus, how unwell or worried the patient feels, and
whether the doctor is the patient’s usual doctor.

We report on a study of patient preferences for
patient centredness in the context of an impending
consultation with a doctor in primary care. We report
the principal domains of patient centredness from the
patients’ perspective and compare preferences for
these components with preferences for other more
conventional “biomedical” aspects of the consultation
such as providing a prescription or physical examina-
tion.

Method

Practices

We chose local practices that were active in research
and in supporting research to ease the logistic
problems of performing the study, which required
reception time to approach patients for the study and
clerical help in accessing notes. The three practices
selected represented a range of settings to ensure that
the impact of demographic factors on patient
preference could be assessed. The three practices serve
a population of 24 100 patients, with an average
patient turnover of 8.3% per year. One practice was in
a deprived area of a large provincial city; the second
was a training practice serving an urban population of
a cathedral city; the third was a training practice in a
market town serving a mixed urban-rural population.

Development and piloting

Patients completed a short questionnaire before their
consultation, asking them to agree or disagree on a
seven point Likert scale (very strongly agree, strongly
agree, agree, neutral, disagree, strongly disagree, very
strongly disagree) with questions about what they
wanted the doctor to do in the consultation. We devel-
oped the questionnaire on the basis of the five
principal domains of the patient centred model as pre-
viously described, including the main categories used
to measure patient centredness.’

We piloted the draft questionnaire among 140
patients, and consecutive patients were interviewed
about each question until no new comments emerged.
The questionnaire was feasible for most patients in the
time available before the consultation. The test-retest

Main domains of model of patient centredness

* Exploring the experience of disease and illness:
patients’ ideas about the problem, feelings,
expectations for the visit, and effects on function

* Understanding the whole person: personal and
developmental issues (for example, feeling emotionally
understood) and the context (the family and how life
has been affected)

* Finding common ground (partnership): problems,
priorities, goals of treatment, and roles of doctor and
patient

* Health promotion: health enhancement, risk
reduction, early detection of disease

 Enhancing the doctor-patient relationship: sharing
power, the caring and healing relationship

reliability after two weeks in 20 consecutive patients,
which might be expected to show only moderate
agreement because of changes not only in time but in
context, was also acceptable (factor 1 rank correlation
r=0.71, factor 2 r=0.56, factor 3 r=0.47). After inter-
views with patients the wording of a few ambiguous
questions was clarified and the wording of negative
items modified. To limit the halo effect (that is, groups
of similar questions being answered in a “routine” way)
we included some “negatively” worded items inter-
spersed with positive items—for example, after “I want
the doctor to be interested in how it affects my life
(positively worded)” we included “How it affects my life
is my affair and nothing to do with the doctor”
(negatively worded).

We also included questions about preference for a
prescription and an examination, whether the problem
was new or long standing or whether the doctor asked
them to attend (or a combination), how unwell they
were feeling, and how worried they were about the
problem (on six point Likert scales ranging from
extremely to not at all).

Main study

Both the main study and pilot study had ethical
approval from the Salisbury and the Southampton and
South East Hampshire local research ethics commit-
tees. After informed consent, patients completed the
pre-consultation  questionnaire and a  post-
consultation questionnaire, which included socio-
demographic details (age, sex, paid work, manual work,
marital status, partner’s work, years in higher
education), nature of presenting problem, number of
medical problems, current medication, and the short
state anxiety questionnaire.” The post-consultation
questionnaire also contained patients’ ratings of the
consultation style of the doctor according to the differ-
ent domains of the patient centred model (these data
will be presented subsequently). Patients completed the
pre-consultation questionnaire in the waiting room
and if possible also completed the post-consultation
questionnaire before they left the surgery.

Sample size (for 80% power and 95%)

To detect variables that predicted preference for
patient centredness (or for an examination or
prescription) with an odds ratio of 2 and a prevalence
of variables ranging from 25% to 75%, and assuming
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that at least 25% of “unexposed” patients want patient
centredness we calculated that we needed 448
post-consultation questionnaires (which documented
predictive variables) or 640 in total allowing for 30%
non-response.

Analysis

We scanned data with Formic 3 software and
performed data analysis with SPSS for Windows and
Stata for Windows software. We did factor analysis with
varimax rotation to assess the underlying main latent
variables (or domains) and assessed the internal
reliability of the scales developed from these factors
with Cronbach’s a statistic. We assessed predictors of
preferences for the components of patient centredness
or for an examination or a prescription using logistic
regression. Variables significant in univariate analysis
at the 5% level were entered by forward selection and
retained if the variables remained significant.

Results

Of the 865 patients who participated, 824 (95%) and
661 (76%), respectively, returned pre- and post-
consultation questionnaires.

Response

When we compared those who returned the
post-consultation questionnaire (responders) with
those who did not (non-responders) there were no sig-
nificant differences in those feeling moderately or very
unwell (44% and 38% respectively) or worried (55%
and 58%), nor those strongly wanting good communi-
cation (43% and 45%), partnership (27% and 32%), or
health promotion (25% and 25%).

Patient characteristics and generalisability
Compared with patients’ estimates from the national
morbidity survey for patients consulting at a surgery,
the responding sample (that is, “responders” to the
post-consultation questionnaire) were similarly mostly
adults aged 17 to 64 (10% aged 0-16 years, 73% aged
17-64, and 18% aged 65 and over in sample versus
20%, 62%, and 18% in morbidity survey), married or
living as married (67% versus 60%), working (in those
aged over 16: 57% versus 57%), and female (66%
versus 60%).

Main results
Table 1 shows patients’ preferences for the consulta-
tion. Factor analysis suggested a three component
solution, which explained 91% of the variance. Firstly,
there was “communication,” which included listening,
exploration of concerns and requirements for infor-
mation, doctor-patient relationship, and clear explana-
tion (Cronbach’s o for the scale based on this factor
0.92). Second was “partnership,” which included
specific aspects of communication related to finding
common ground’—exploration, discussion, and mutual
agreement about patients’ ideas, the problem, and
treatment (Cronbach’s o 0.87). Finally, there was health
promotion, including how to stay healthy and reduce
the risks of future illness (Cronbach’s o 0.90).
Although factor analysis identified three domains,
there was some overlap between factor 1 and factor
2—which are both about communication, albeit differ-
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ent aspects of communication. This is evident from the
items which loaded most weakly on to these two
factors—that is, item 3 of factor 1 and item 1 of factor
2—and which also loaded moderately on to the other
factor. Thus the loadings for factors 1 and 2 for “I want
the doctor to be interested in what I want to know” are
0.51 and 0.44 (that is, loading on to factor 1 but also
moderately on to factor 2) and conversely for “I want
the doctor to be interested in what I think the problem
is” are 0.44 and 0.50.

Most patients wanted all aspects of good communi-
cation, partnership, and health promotion (questions
answered with agree or more strongly for these
domains, ranged from 88-99%, 77-87%, and 85-89%
respectively).

Secondary analysis of predictors of patients’ desire
for patient centredness

The groups of patients who agreed strongly that they
wanted good communication were more likely to feel
particularly unwell, be high attenders, and not have
paid work and less likely to be aged over 60 (table 2).
Similarly, those wanting partnership were more likely
to feel particularly unwell, be very worried, be high
attenders, and not have paid work. Those strongly
wanting health promotion were high attenders and
those worried about their problem. No domain of
patient centredness related to whether the problem

Table 1 What patients want from their general practitioner: descriptive data and factor

analysis. Figures are numbers (percentage) of patients

Ve
Stem (unless specified): | want the doctor slrunr;Iy Strongly Neutral/ Factor
to... agree agree Agree disagree  loading
Factor 1 communication: illness experience, communication, and doctor-patient relationship*
Deal with my worries about the problem 221 (27) 189 (23) 308 (38) 95 (12) 0.55
Listen to everything | have to say about my 275 (34) 235 (29) 273 (33) 38 (5) 0.70
problem
Be interested in what | want to know 197 (24) 211 (26) 323 (39) 89 (11) 0.51
Understand my main reason for coming 222 (28) 224 (29) 314 (40) 24 (3) 0.69
Be friendly and approachable 332 (42) 214 (27) 234 (30) 5(1) 0.71
(Full question:) | want to feel really 270 (34) 225 (29) 274 (35) 17 (2) 0.71
understood
Find out how serious my problem is 316 (40) 231 (30) 210 (27) 25 (3) 0.74
Clearly explain what the problem is 354 (45) 244 (31) 170 (22) 16 (2) 0.74
Clearly explain what should be done 314 (40) 243 (31) 215 (28) 10 (1) 0.68
Factor 2 partnership: interest in beliefs, expectations, and negotiating common ground*
Be interested in what | think the problem is 201 (26) 186 (24) 273 (35) 125 (16) 0.50
Discuss and agree with me what the 215 (27) 215 (27) 255 (33) 98 (13) 0.61
problem is
Be interested in what | want done 179 (23) 177 (23) 298 (38) 128 (16) 0.79
Be interested in what treatment | want 172 (22) 161 (21) 266 (34) 182 (23) 0.83
Discuss and agree with me on treatment 212 (27) 198 (25) 263 (34) 111 (14) 0.65
Factor 3: health promotion*
Give advice on how to reduce the risk of 193 (24) 197 (24) 331 (41) 85 (11) 0.61
future illness
Give advice on how to stay healthy in 182 (23) 197 (24) 306 (38) 124 (15) 0.65
future
Other aspects of consultation desired (not loading strongly on to any factor)
Practical medicine:
Examine me fully 104 (14) 139 (18) 245 (32) 280 (36)
(Full question) | want a prescription 35 (5) 38 (5) 118 (15) 593 (76)
Give advice on what | can do 188 (23) 199 (25) 353 (44) 66 (8)
Appreciating the whole person:
Understand my emotional needs 133 (17) 134 (17) 297 (37) 241 (30)
Be interested in how it (the problem) 236 (29) 204 (25) 282 (35) 95 (12)
affects my life
*Cronbach’s o for scales based on factor 1=0.92, 2=0.87, 3=0.90.
3
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Table 2 Predictors of desire for main domains of patient centredness in general practice consultations.* Scales derived from factors
listed in table 1 (communication, partnership, health promotion) dichotomised to cut off at average question rating of strongly agree.

No (%) who No (%) who don’t

Adjusted odds ratiot Likelihood ratio test 2

want it want it Crude odds ratio (95% CI) (95% ClI) (P value)
Want good communication strongly
High attender (=5 times/year) 127 (50) 112 (34) 1.96 (1.40 to 2.74) 1.70 (1.18 to 2.44) 8.2 (0.004)
Female 234 (71) 269 (63) 1.42 (1.04 to 1.93) 1.14 (0.78 to 1.68) 0.5 (0.50)
No paid work 124 (48) 128 (37) 1.55 (1.1 to 2.14) 1.84 (1.21 t0 2.79) 8.2 (0.004)
No disability benefit 223 (93) 295 (97) 0.36 (0.15 to 0.84) 0.52 (0.20 to 1.36) 1.9 (0.17)
Not seeing regular doctor 153 (48) 229 (55) 0.74 (0.55 to 0.98) 0.89 (0.63 to 1.28) 0.4 (0.54)
Feeling unwell:
Very 73 (22) 42 (10) 1 1 5.4 (0.07)
Moderately 169 (52) 262 (62) 0.41 (0.26 to 0.66) 0.55 (0.32 to 0.94)
Slightly/not 86 (26) 120 (28) 0.37 (0.24 to 0.57) 0.57 (0.34 to 0.97)
Feeling worried about the problemt:
Very 117 (36) 76 (18) 1 1 19.6 (<0.001)
Moderately 111 (34) 221 (52) 0.50 (0.34 to 0.74) 0.56 (0.35 to 0.89)
Slightly/not 101 (31) 130 (30) 0.33 (0.23 to 0.47) 0.39 (0.25 to 0.59)
Age (years):
0-16 31 (12) 31 (10) 1 1 10.5 (0.015)
17-40 103 (39) 141 (41) 0.78 (0.45 to 1.35) 1.08 (0.56 to 2.07)
41-60 91 (35) 104 (30) 0.93 (0.53 to 1.64) 1.41 (0.73 to 2.73)
>60 37 (14) 66 (19) 0.60 (0.31 to 1.13) 0.55 (0.27 to 1.10)
Want partnership strongly
High attender (=5 times/year) 79 (50) 162 (38) 1.64 (1.14 to 2.37) 1.43 (0.96 to 2.11) 3.2 (0.08)
No paid work 86 (52) 170 (38) 1.80 (1.26 to 2.59) 1.80 (1.24 to 2.62) 9.4 (0.002)
No disability benefit 137 (92) 383 (97) 0.39 (0.17 t0 0.87) 0.55 (0.23 to 1.30) 1.8 (0.18)
Feeling unwell:
Very 48 (23) 69 (13) 1 1 14.8 (<0.001)
Moderately 48 (23) 160 (29) 0.43 (0.26 to 0.70) 0.61 (0.38 to 0.99)
Slightly/not 116 (55) 317 (58) 0.53 (0.34 to 0.80) 0.38 (0.23 to 0.62)
Feeling worried about the problem:
Very 82 (38) 114 (21) 1 1 7.3 (0.026)
Moderately 64 (30) 167 (30) 0.53 (0.36 to 0.80) 0.47 (0.27 to 0.83)
Slightly/not 69 (32) 268 (49) 0.36 (0.24 to 0.53) 0.71 (0.42 to 1.21)
Want health promotion strongly
High attender (=5 times/year) 81 (53) 163 (36) 1.98 (1.37 to 2.87) 1.81(1.25 to 2.64) 9.7 (0.002)
Not seeing regular doctor 88 (45) 311 (54) 0.72 (0.52 to 0.99) 0.88 (0.60 to 1.29) 0.4 (0.51)
Feeling unwell:
Very 40 (20) 79 (13) 1 1 1.8 (0.41)
Moderately 46 (23) 174 (29) 0.52 (0.32 to 0.86) 0.76 (0.43 to 1.37)
Slightly/not 113 (57) 338 (57) 0.66 (0.43 to 1.02) 1.03 (0.59 to 1.81)
Feeling worried about the problem:
Very 74 (37) 130 (22) 1 1 7.7 (0.02)
Moderately 53 (27) 187 (31) 0.50 (0.33 to 076) 0.57 (0.35 to 0.93)
Slightly/not 73 (37) 280 (47) 0.46 (0.31 to 0.67) 0.56 (0.36 to 0.87)
Medical problems:
0 9 (6) 43 (10) 1 1 2.8 (0.09)
1 28 (19) 107 (25) 1.25 (0.55 to 2.87) 1.20 (0.51 to 2.79)
2 30 (20) 112 (26) 1.28 (0.56 to 2.92) 1.04 (0.45 to 2.43)
=3 81 (55) 175 (40) 2.21 (1.03 to 4.75) 1.66 (0.75 to 3.69)

*Variables tested were sex, seeing regular doctor, reason for visit (new problem, chronic problem, doctor asked patient to come), feeling unwell, feeling worried
about problem, age, paid work, sickness certificates, disability benefits, married, paid work of partner, partner’s job, number of medical problems, years in full time
education, tablets taken, symptom or disease category (related to appropriate BNF chapter), state anxiety. Variables are listed for each logistic model if they were

significant in either univariate or multivariate analysis.
tAdjusted for variables that remained significant in logistic models.
1Z trend P<0.001.

was new or long standing or whether the doctor had
initiated the consultation.

Patients’ desire for prescription and for
examination

A quarter of patients wanted a prescription, and 63%
wanted an examination (see table 1). Patients who
wanted a prescription were more likely to want good
communication strongly (odds ratio 1.20; 95%
confidence interval 0.85 to 1.69), partnership (1.46;
1.01 to 2.09), and health promotion (1.61; 1.12 to 2.31).
Patients wanting a prescription were more likely to be

unmarried, have a partner with no paid work, no edu-
cation beyond GCSE, and be aged over 60. Those
wanting an examination were more likely to have no
education beyond GCSE and to feel worried about
their problem (table 3).

Discussion

This study is one of the largest quantitative studies to
date to assess patients’ preferences and one of the few
to assess specifically preferences for patient centred-
ness. We have shown that as patients are waiting to
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Table 3 Predictors of patients’ desire for prescription and examination in general practice

No (%) who No (%) who don’t

Adjusted odds ratio* (95% Likelihood ratio test

want it want it Crude odds ratio (95% Cl) cl) %2 (P value)

Want prescription
Not in paid work 81 (58) 178 (37) 2.36 (1.61 to 3.47) 1.43 (0.74 to 2.75) 1.1 (0.29)
Not married or living as married 56 (41) 148 (31) 1.49 (1.01 to 2.20) 3.24 (1.06 to 9.84) 4.2 (0.04)
Partner not in paid work 40 (46) 80 (24) 2.63 (1.61 to 4.28) 1.99 (1.02 to 3.89) 4.0 (0.046)
Partner non-manual work 26 (52) 184 (68) 0.50 (0.27 to 0.92) 0.59 (0.30 to 1.18) 2.2 (0.14)
Age (years):

0-16 8 (6) 56 (12) 0.19 (0.08 to 0.44) 0.06 (0.01 to 0.63)

17-40 47 (34) 201 (42) 0.31 (0.19 to 0.51) 1.09 (0.49 to 2.40)

41-60 38 (27) 161 (34) 0.32 (0.19 to 0.53) 0.60 (0.27 to 1.34)

>60 47 (34) 63 (13) 1 1 11.6 (0.009)
High attender 69 (54) 169 (36) 2.03 (1.37 to 3.01) 1.45 (0.82 to 2.56) 1.6 (0.20)
Medical problems

0 7 (6) 43 (10) 1 1 0.6 (0.91)

1 25 (20) 110 (25) 1.40 (0.56 to 3.47) 0.78 (0.25 to 2.42)

2 25 (20) 114 (26) 1.35 (0.54 to 3.34) 0.66 (0.22 to 2.03)

=3 71 (56) 178 (40) 2.45 (1.05 to 5.70) 0.79 (0.28 to 2.23)
Education (above GCSE) 37 (34) 245 (56) 0.40 (0.26 to 0.63) 0.31 (0.18 to 0.55) 17.2 (0.000)
Want examination
Education above GCSE 157 (48) 122 (57) 0.69 (0.49 to 0.98) 0.70 (0.49 to 0.99) 3.9 (0.048)
Feeling unwell:

Very 87 (18) 29 (11) 1 1 3.4 (0.18)

Moderately 129 (27) 77 (28) 0.56 (0.34 to 0.93) 0.58 (0.32 to 1.05)

Slightly/not 260 (55) 171 (62) 0.51 (0.32 to 0.80) 0.70 (0.40 to 1.24)
Felling worried about the problemt:

Very 143 (30) 53 (19) 1 1 9.9 (0.007)

Moderately 155 (32) 73 (26) 0.79 (0.52 to 1.20) 0.81 (0.49 to 1.33)

Slightly/not 184 (38) 151 (55) 0.45 (0.31 to 0.66) 0.52 (0.34 to 0.81)

*See table 2 for details.
1Z trend P=0.002.

enter the consulting room they strongly want a patient
centred approach. From these data and from previous
studies this desire is greater than for “biomedical”
aspects of the consultation such as an examination or a
prescription. There are likely to be at least three
important domains of patient centredness from the
patients’ perspective: communication, partnership, and
health promotion. Patients with a very strong
preference for patient centredness are those who are
vulnerable either socioeconomically or because they
are feeling particularly unwell or worried.

Limitations of the study

The study is limited by the fact that patients required
about 3-5 minutes to complete the questionnaire
before seeing the doctor, and thus patients who came
within 2-3 minutes of seeing doctors who were
running on time (a small minority of consultations)
could not be approached. The effect of this would pos-
sibly be slightly to overrepresent new same day
appointments later in the surgery, when the doctors
tended to run late. However, the type of problem did
not predict preferences for patient centredness, and
thus this probably does not greatly bias the study esti-
mates. The time limitation also meant that relatively
few questions could be asked; nevertheless we included
questions relating to the five main domains of the
patient centred model” Although the sample came
from only three surgeries, the surgeries reflect a range
of practices (deprived urban inner city, cathedral city,
market town), and the characteristics of the sample
were similar to the attending sample from the national
morbidity survey, with the exception of slightly more
women.
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An unusual finding in this sample was that the
number wanting a prescription was apparently lower
(25%) than seen in previous studies (range 50-67%).*'
This could reflect several factors that are different
compared with even the most recent studies.” ¥ The
format of the questions may have had an effect. For
direct comparison with desire for patient centredness
we used the same widely used format—that is, agreeing
or disagreeing on a seven point scale with statements
about what they wanted from the doctor; in this case
most patients were “neutral” about wanting a prescrip-
tion (54%). If we had used a question with a
dichotomised answer (yes or no) this might have
altered the apparent preference for a prescription;
similarly if we had used “hoped for” or “expected” as in
some previous studies rather than the more strongly
worded “wanted” more patients may have responded
positively. Demography may have influenced the
results. Other studies have used inner city populations,
and demographic factors strongly predict desire for a
prescription. Surgeries in our study generally had low
rates of antibiotic prescription, which might modify
expectations.” Also, government campaigns and
media coverage (for example, the “don’t wear me out”
campaign about antibiotic use) may have influenced
expectations for a prescription. However, even if we
assume that expectations for prescriptions were really
lower than the national picture, it is still not likely to
alter the inference that most patients strongly want all
components of the patient centred approach, as the
desire for a prescription was slightly positively
associated with the desire for patient centredness.
Thus, this study may have slightly underestimated
patients’ preferences for patient centredness compared
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with other populations in which desire for a
prescription is stronger.

The loss to follow up potentially limits the study,
although a 76% follow up was achieved, and the char-
acteristics of patients followed up and those not
followed up were similar in feeling unwell and worried
and in their preferences for patient centredness.

Important domains of patient centredness

This study provides empirical evidence that from the
patients’ perspective there are probably at least three
important and distinct domains of patient centredness:
communication, partnership, and health promotion.
These domains provide strong support for the patient
centred model,” although the precise details of the
theoretical structure are not all supported. Thus
patients’ ideas about the problem and expectations for
treatment are more closely related to mutual
discussion and partnership (empirical finding) rather
than understanding the illness experience (theoretical
model). Similarly the doctor-patient relationship (for
example, being friendly and approachable (doctor),
feeling understood (patient) is closely allied to
communication (empirical finding) rather than a sepa-
rate domain (theoretical model). Questions relating to
the whole person—feeling emotionally understood
and how the problem affects the patient’s life—did not
load strongly on to any factor and thus could be
considered a fourth potential component of a patient
centred model.

Do patients want patient centredness?

‘We have shown that most patients waiting to see a doc-
tor strongly want a patient centred approach, not only
a friendly approachable doctor who communicates
well but health promotion and a partnership approach
to both the problem and treatment. Furthermore most
patients probably want patient centredness rather
more than they want a prescription or an examination,
with the caveats already discussed. This work supports
general evidence about what patients want from their
consultation'”"” ' and contradicts evidence from other
settings that a considerable minority of patients want a
doctor centred approach,”* although the latter
discrepancy may be explained by the very different
nature of the problem (for example, cancer care). The
current study is likely to be more representative of
patients’ views in primary care.

What predicts who wants patient centredness, a
prescription, and an examination?

The patient groups who agreed strongly that they
wanted good communication were more likely to feel
unwell and worried, be higher attenders (who have a
high incidence of anxiety and depression®), and have
no paid work. The preference for a patient centred
approach in this group of patients—that is, those with a
high prevalence of psychosocial problems—supports
previous work that patients presenting with psychoso-
cial problems are more likely to be satisfied with a
patient centred consultation style.” A similar pattern
was found for those strongly wanting partnership and
health promotion. Age was important only in the
desire for communication: middle aged patients were
more likely and older patients less likely to want good
communication strongly. No domain of patient

What is already known on this topic

A patient centred approach to consultation in
general practice is often advocated

Little is known about the main domains from the
patients’ perspective

What this study adds

Three important domains of the patient centred
approach are communication, partnership, and
health promotion

Patients in primary care strongly want a patient
centred approach

Doctors should be sensitive to those patients who
are likely to have a particularly strong preference
for patient centredness: patients who are
vulnerable either psychosocially or because they
are feeling particularly unwell

centredness related to whether the consultation was for
a new or chronic condition or was initiated by the doc-
tor. In contrast with the predictors of desire for patient
centredness, sociodemographic factors were more
important in the desire for a prescription: unmarried
patients, partner with no paid work, no education
beyond GCSE, and age. The finding that older patients
are more likely to want a prescription is supported by a
previous smaller study of patient expectations.”
Predictors of wanting an examination were both
psychological and sociodemographic: no education
beyond GCSE and feeling worried.

Conclusion

Most patients strongly want a patient centred
approach. There are likely to be at least three
important domains of patient centredness from the
patients’ perspective: communication, partnership, and
health promotion. Doctors should be sensitive to those
individuals who are likely to have a particularly strong
preference for patient centredness: patients who are
vulnerable either psychosocially or because they are
feeling particularly unwell.
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