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The day-to-day tasks of family medicine are 
accomplished through the interaction of patient 
and clinician during a visit, the “essential unit 

of medical practice.”1 Coursing like a river underneath 
these discrete visits, however, is the ongoing relation-
ship, manifesting dimensions more enduring than the 
qualities of any one visit, dimensions such as trust, 
caring, feeling, power, and purpose. Medical, nursing, 
and psychotherapeutic literature contains references to 
processes that have as a goal a strong patient-clinician 
relationship: a working alliance,2 a guarded alliance,3 or 
a therapeutic alliance.4

In my view, there are 4 central questions that 
researchers could focus on regarding the patient-clini-
cian relationship: What is it? What aspects do patients 
expect and value? What can clinicians do or not do 
that will support the development of a positive and 
therapeutic relationship? What are the benefi ts of a 
positive relationship? Researchers have already covered 
some of this ground. 

In qualitative studies, some of the processes of 
the patient-clinician relationship have been illumi-
nated5,6 from the perspective of the patient, but not 
the clinician. In quantitative studies, fi ndings to date 
have been summarized in several reviews that indicate 
modest effectiveness of the patient-clinician relation-

ship in improving patient health outcomes.7-9 For 
these studies, measures and interventions have been 
created, although most focus on one visit alone, and 
only a few are based on theory. More limiting is the 
tendency to focus only on communication skills to the 
neglect, in both teaching and research, of the more 
enduring dimensions of relationship listed above. As 
well, replication studies are still needed, especially 
those that (1) test feasible interventions, sustainable in 
the real world; and (2) explicitly test the links among 
the variables in the hypothesized pathway: interven-
tion → process outcomes → behavioral outcomes → 
patient health outcomes. 

In this issue of the Annals, much to the authors’ 
credit, all the articles on the patient-clinician relation-
ship deal with enduring qualities of the ongoing rela-
tionship and not just one visit. Two articles focus on 
what patients value and perceive,10,11 and another 
2 focus on the benefi ts of ongoing patient-clinician 
relationships.12,13 The latter 2 add to our understanding 
of the links or pathways that explain the infl uence of 
the patient-clinician relationship.

Mainous et al have conducted a fascinating 
reanalysis of the Direct Observation of Primary 
Care (DOPC) study of more than 4,000 patients to 
tease out the interrelationships among length of the 
patient-physician relationship, the shared experiences 
of patient and physician, and the value that patients 
place on continuity of care. The results emphasize the 
crucial importance of shared experiences (ie, “been 
through a lot together”) to a positive attitude toward 
personal continuity of care. Statistically, the result is 
highly signifi cant, but as well I salute the authors for 
showing the reader the scores for positive personal 
continuity. These scores show the rich interaction 
effect in which we see the impressive linear increase 
in positive attitude as the shared experiences increase 
for each level of the duration of relationship. At the 
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same time, however, there is visible a small increase in 
the positive attitude in the group who had no shared 
experiences as the duration of the relationship rose to 
more than 4 years.

At the end of their article, Mainous et al pose a 
worthwhile question: what type of shared experiences 
have positive effects? I would like to take this opportu-
nity to honor the memory of the late Dr. Ron McCord, 
professor in the Department of Family Medicine at East 
Tennessee State University, whose unpublished master’s 
degree research asked and answered such a question. 
In a cross-sectional survey of patients’ experiences 
and the quality of their current relationship with their 
family physician, McCord found that certain kinds of 
shared experiences were signifi cantly associated with 
positive current patient-physician relationships: a com-
plete physical examination, delivery of a child, care 
of children, personal problem, family problem, and 
serious illness. Not signifi cantly associated were home 
visits, death in the family, pregnancy care, and serious 
illness in the family. The greater the number of shared 
experiences, the more positive the patient’s rating of 
the relationship after controlling for demographic char-
acteristics of the patient, frequency of visits, and seeing 
the regular doctor.14 Future research on the important 
topic of shared experiences should build on the work of 
Mainous et al and McCord.

Shers et al also deal with aspects of the relation-
ship that patients value, but they present a different 
perspective on shared experiences. In this article we 
learn about patients’ views of their future needs in seri-
ous circumstances (death of a family member, birth, 
discovery of cancer by a specialist) and less serious 
circumstances (minor foot operation, broken leg). 
The patients’ purposes and motives for their expressed 
needs are illuminated by a qualitative component. Most 
patients desired physician-initiated emotional support 
indicating commitment and caring. A small subgroup 
expressed a need only for patient-initiated tangible sup-
port, such as prescribing and organizing. These data 
show the importance of the physician’s commitment to 
the patient as a person, regardless of the setting of care, 
not only in the offi ce but in the hospital and the home.

Saultz and Albedaiwi12 have conducted a rigorous 
systematic review of studies linking interpersonal conti-
nuity with patient satisfaction. In addition to the excep-
tional accompanying bibliography and the rigorous 
and clearly described methods, the article offers several 
hidden jewels. First, in a 2-sentence justifi cation for 
the choice of a generic outcome variable vs a disease-
specifi c outcome variable, they ask a central question 
for all researchers in our discipline: “If interpersonal 
continuity of care improves diabetes outcomes, does it 
necessarily follow that hypertension outcomes would 

also be improved?” Grumbach threw down the same 
gauntlet in the editorial for the fi rst issue of the Annals 
of Family Medicine when he wrote, “the overall qual-
ity of generalist care is more than simply the sum of 
atomized, disease-specifi c measures.”15 Although some 
researchers may not consider patient satisfaction to 
be the outcome measure of choice, family medicine 
researchers should value such generalist measures as 
patient satisfaction.

The second hidden jewel is a legitimate chicken-
or-egg discussion. Which comes fi rst, continuity or 
satisfaction? Let us be clear about the design options 
to overcome such a dilemma: one is the randomized 
controlled trial with proof that the intended enhanced 
continuity was actualized; the other is a true inception 
cohort study of new patients receiving different types 
of care and observed over time. The latter, also called 
natural history studies, are much needed and vastly 
underutilized to answer some of the most important 
questions in family medicine research. 

The fi ndings, however, are the most stunning aspect 
of the article. Of the 22 studies reviewed, 19 showed 
signifi cant positive associations between interpersonal 
continuity and patient satisfaction, 3 showed nonsig-
nifi cant fi ndings in the expected direction, and none 
showed trends in the opposite direction. Convincingly, 
not one of the studies reviewed showed any hint of the 
downside of continuity.

The article by Kerse et al makes a major contribu-
tion by associating patient-physician agreement on care 
with the important outcome of patient adherence with 
prescribed medication. This article adds to our think-
ing about mechanisms for the action of patient-physi-
cian relationship upon patient health outcomes. We 
can hypothesize that one testable pathway might be 
relationship → satisfaction → adherence → improved 
health. (An alternative mechanism might be the rela-
tionship directly infl uencing the patient’s physiology, 
but that is not relevant to the present article.) Despite 
the logic of the hypothesized pathway, almost no pre-
vious intervention trials or cohort studies on the effect 
of patient-clinician relationships on patient health 
assess patient adherence as an intervening variable.7,16

It is surprising to read that continuity-of-care mea-
sures showed similar levels in New Zealand compared 
with the literature from the United States, except for 
the US Medicaid population, who experienced lower 
levels. In my view, researchers need to distinguish for 
policy makers when we are comparing among relatively 
high levels of continuity of care from when we are 
comparing low continuity with high continuity.

The articles in this issue provide some answers to 
2 of the 4 central questions outlined earlier in this 
editorial: What aspects of the relationship do patients 
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value, and what are the benefi ts of the relationship? 
As well, the articles overcome some of the limitations 
found in earlier literature. They focus on ongoing 
qualities of patient-clinician relationships; they assess 
some of the links in the pathway of the effects of 
patient-clinician relationships; they illuminate patient 
values and perceptions.

Much remains to be done. Future research needs to 
be more grounded in theories of relationships and to 
test a more holistic conceptual framework of infl uences 
on and infl uences of patient-clinician relationships. 
Future research needs to include the perspective of cli-
nicians as well as patients.

We learn much from the articles in this issue. We 
learn that shared experiences are important to patients 
to whom they represent caring and commitment. We 
learn that the benefi ts of an ongoing patient-clinician 
relationship include patient satisfaction and patient 
adherence. Patient-clinician relationships are like 
rivers, requiring a continuous course in the form of 
continuity of care and deepening from the shared 
experience of shoals in the form of important patients’ 
life circumstances.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/2/5/388. 
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