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Abstract

Background: More than half of Australian adults manage one or more chronic condi-
tions through ongoing interactions with general practitioners (GPs). Their experience
of general practice interactions has important implications for their health outcomes
and is thus important to explore in-depth. Consumer expectations have emerged
as a key consideration in this regard. How well they met in care settings can inform
consumers' satisfaction and response to the care received. However, consumer ex-
pectations in Australian general practice are not well researched.

Obijective: To identify key consumer expectations in clinical interactions in Australian
general practice based on consumer and GP perspectives.

Design: Qualitative, phenomenological approach using thematic analysis of semi-
structured interviews.

Setting and participants: Thirty-one participants: 18 patients with one or more
chronic (persisting > 6 months) conditions, 10 GPs and 3 GP registrars in Sydney,
Australia.

Results: Consumer expectations were strongly related to the context of their ongo-
ing therapeutic relationship with a regular GP. Themes relating to some of the most
commonly reported consumer expectations were as follows: (a) the importance of
longevity and continuity; (b) having good rapport; (c) GP's respect for consumer opin-
ions and expertise; (d) having effective communication; and (e) addressing mental
health.

Conclusion: Australian GPs and consumers prioritize a positive, long-term clinical
relationship in which they respect one another and can communicate their expecta-
tions freely. This has implications for consumer satisfaction and in turn ensuring rela-
tional continuity, which is particularly relevant to the ongoing care and management

of consumers with chronic conditions.
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1 | INTRODUCTION

The burden of chronic conditions is a major problem in developed
countries. Globally, close to three out of four older adults live with
multiple chronic conditions.! In Australia, half of the population live
with at least one chronic disease, accounting for disproportionate
health and cost burden.? As in many other countries, much of the
care and management of these individuals in Australia takes place in
primary care settings, including general practice.®

General practitioners (GPs) are among various health profession-
als who play a vital role in the care of patients at this level. GPs act as
the gatekeeper, manager and coordinator of various health services
for patients, in addition to directly providing care that includes pre-
vention and early intervention.* They play a particularly important
role in the care of individuals living with one or more chronic condi-
tions, who require a multitude of services to manage their symptoms
and illnesses. As such, these consumers tend to have regular and
routine interactions with GPs, usually on a long-term basis,” and un-
derstanding their perception and experience of these interactions
can provide a useful insight into the quality of care in general prac-
tice. The value of consumer-reported quality of care has been widely
documented in literature: consumers who report high quality of care
have been shown to have better rates of treatment adherence,®? im-
proved self-management skills,'° greater motivation (or ‘activation’)
to manage care!! and a positive, ongoing relationship with their GP*?
- factors that are critical to good chronic disease management. Thus,
understanding what influences their perception of quality can help
inform the delivery of more appropriate and effective care to these
consumers.

Consumer expectations of care have been shown to be an ef-
fective predictor of perceived care qua\lity.m'15 Juxtaposed against
their actual experiences of care, these expectations - and whether
or not they were met by the care provider - provide an indica-
tion of consumers' satisfaction with the care received.'** This
comparison forms the lens through which consumers perceive the
quality of care and in turn can shape future expectations of care.”’
The definition of consumer expectations varies in literature but
is often understood as how likely consumers believe that ‘given
events will occur during, or as an outcome of, health care’!*18
Consumer expectations have also been broadly conceptualized
and expressed as beliefs, hopes, needs, wishes and desires about
the health services they receive.'”?° While expectations are partly
about what consumers anticipate will happen (‘What is the care
| think | will be getting?’), they also include their projection of
what could happen under ideal circumstances (‘What is the care |
think | could be getting?’).1**>2! Consumer expectations can also
be normative, in that they represent the consumers' evaluations

of what they ought to or should receive from health services.'®

Individuals managing chronic conditions usually have experience
and knowledge of the health-care system that enables them to
speak on these types of expectations informatively. The views of
such consumers are thus valuable to capture from research and
clinical practice standpoints.

Despite the importance of understanding consumer expecta-
tions, there is a paucity of research in this area with respect to clin-
ical interactions in Australian general practice. This knowledge gap
presents a missed opportunity to understand the quality of ongoing
clinical interactions for those managing chronic conditions. Through
consumer and GP perspectives, our qualitative study thus aimed to
identify key consumer expectations in clinical interactions, based
on the experience of people that are managing one or more chronic
conditions in Australian general practice. This work builds on a pre-
vious study to understand patient experience of general practice,
which identified accessibility barriers leading up to the consultation,
including the affordability of care and availability of various modes

of service delivery.’

2 | METHODS

A qualitative study was undertaken to capture and understand the
breadth and depth of participant experiences. We conducted phe-
nomenological research, which has been used in other studies to ex-
plore consumer expectations in health care.?? This methodology
is typically used to generate new knowledge about a phenomenon
that is not well-known or researched, so that others may learn about
its ‘essential features’.?® Consistent with this approach, this study
aimed to describe the essence - or common themes - of participants'
lived experiences of general practice interactions.?*2> While we at-
tempted to describe these experiences as closely to how they were
reported by the participants, we concurrently acknowledged that
‘there are no such things as uninterpreted phenomena’.?’ In other
words, the descriptions of participant experiences, including the
themes that were identified, inevitably represent our own interpre-
tation of these experiences. This was the underlying epistemological
assumption in this study.

2.1 | Sample and setting

Participants were recruited from three primary health networks
(PHNs) in Sydney, Australia, including one rural area (Nepean Blue
Mountains). A purposive sampling procedure was carried out to
ensure that the cultural, linguistic, socio-economic and geographic
diversity of the Australian population was represented. Participants

recruited were people living with one or more chronic conditions
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TABLE 1 Inclusion criteria for consumer participants

Inclusion criteria for consumers

Living with one or more chronic conditions (symptoms
lasting = 6 mo):

e With or without an official medical diagnosis

e Can be arare, unknown or not well-understood condition

(self-reported)

Currently managing the condition(s) with a regular GP in general
practice in one of three participating Sydney PHNs (Central and
Eastern Sydney, South Western Sydney, Nepean Blue Mountains)

At least 18 y of age

Does not have a cognitive, psychological or other impairment that
would prevent independent participation in the study.

(persisting for more than 6 months)?® and GPs, including registrars.
Consumers were initially recruited by an expression of interest
through Health Consumers New South Wales. The inclusion criteria
for consumer participants are described in Table 1. GPs were first
recruited from practices known to the researchers and from direc-
tories provided by the PHNSs. An invitation letter was sent by fax or
email. Snowball sampling through relevant contacts known to par-
ticipants completed the recruitment of all participants until thematic

saturation was reached.

2.2 | Data collection

Qualitative, semi-structured interviews were conducted between
October 2016 and October 2017 by the researcher (HJS). Two
separate and ‘mirrored’ interview guides were used for consumers
and GPs. They were developed to ascertain (a) broad, descriptive
information about the overall care journey in general practice and (b)
participants' values and priorities with regard to specific aspects of
the consumer experience, including clinical interactions. The guides
were pilot-tested with staff from the Centre for Primary Health Care
and Equity, UNSW Australia, for ease of understanding and adapted
as needed.

Interviews were held in person for GPs who requested this in-
terview method for convenience and took place in their office. For
consumers, interviews took place by telephone to allow participants
to speak freely without social pressure (eg in the GP clinic) and due
to distance. Interviews lasted between 15 and 60 minutes (mean of
26 minutes), were recorded and transcribed verbatim. Field notes
were made by the interviewer during data collection. Participants
were also invited to provide any additional responses or clarifica-

tions post-interview by email or telephone.

2.3 | Analysis

The data were coded and thematically analysed using a process
described by Braun and Clarke.?” After the initial review and fa-

miliarization of the transcripts, the data were coded inductively, a

process by which knowledge is derived from the data without using
pre-conceived conceptualizations or existing theories. Relevant and
similar codes were then collated into themes, which were further
refined using an iterative process in which themes and subthemes
were added, removed, grouped, moved, relabelled, redefined and
confirmed. Data analysis was done collaboratively by all research-
ers (HJS, SD, JFL, MH) and was guided by ongoing discussion of
themes and iterative revisions of coding. Analytical memos were
developed after coding and analysing each transcript, which were
used to guide the interpretation of findings. NVivo 11 qualitative
analysis software (QSR International) was used for coding, analysing

and managing all data.

2.4 | Ethics

This study was approved by the Human Research Ethics Committee
at the University of New South Wales (HC16529). All participants
were provided with a participant information sheet and provided
their written informed consent to participate.

3 | RESULTS
3.1 | Participants

A total of 31 participants were included in the study, including 19
consumers and 13 GPs (including three registrars).
Information about participant characteristics was also col-

lected at the time of the interview and is detailed in Tables 2 and

TABLE 2 Characteristics of consumer participants

Number (% total or

Participant characteristics range, as indicated)

Sex
Female 13 (72%)
Male 5(28%)
Median age in years (range) 59.5 (29-88)
Median years lived with condition(s) (range) 13 (1-41)

Median years seeing current GP (range) 8(3.5mo-17y)
Presence of rare condition(s)
Yes 4(22.2%)

Recruited from patient advocacy or consumer representative
organization

Yes 11 (61.1%)

Has professional background or training in health care or related®
field

Yes 7 (38.9%)
?Health care-related field: no formal training as a health-care or medical

professional, but still within the health-care field (eg practice staff,
health-care researcher).
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TABLE 3 Characteristics of GP participants

Number (% total or

Participant characteristics range, as indicated)

Sex
Female 6 (46%)
Male 7 (54%)
Number of
GPs 10 (77%)
GP Registrars 3(23%)

Median years working in general practice 20 (2.5 mo-50Yy)

(range)

Median years working at current practice 15 (1 wk-30y)

(range)
Work status
Full-time 7 (54%)
Part-time 6 (46%)
Australian trained
Yes 10 (77%)

3. Consumers reported seeing the same GP for a median of 8 years.
Four participants reported having a rare or poorly understood med-
ical condition. More than half were recruited from patient advo-
cacy or consumer representative organizations. Seven consumers
also had a background as a health-care professional or in a health
care-related area (eg medical research, health-care administration).
Registered GPs (non-registrars) in this study had been practising in
general practice for a median of 26 years, and registrars had been

practising for a median of 1.5 years.

3.2 | Consumer expectations of general practice
interactions

Consumer expectations were relayed through past and current ex-
periences interacting with GPs and through participant beliefs on
the factors that would constitute positive interactions during gen-
eral practice consultations. GPs also reflected on their views on
these expectations and provided their perspectives on how they
may influence clinical interactions. Themes relating to some of the
most commonly reported consumer expectations were as follows: (a)
the importance of longevity and continuity; (b) having good rapport;
(c) GP's respect for consumer opinions and expertise; (d) having ef-

fective communication; and (e) addressing mental health.

3.2.1 | Theimportance of relational
longevity and continuity

Clinical benefits of informational continuity in chronic care
Participants reflected on the importance of having a regular, long-

term GP in managing their conditions. Consumers felt that this was

WILEY-"%

integral to chronic care, as it enabled their GP to develop crucial
contextual information about them over time, including a compre-
hensive overview of the individual's iliness history, changes in symp-

toms, and health and non-health needs:

[...] in the past | haven't necessarily had a regular GP and
| can definitely see the benefit in having a regular GP who
has an understanding and overview of your medical his-
tory, especially if you've had long term chronic illnesses.
(Patient 1FO3p)

GPs also perceived that the continuity in the relationship led to
better health management and outcomes in consumers, especially
for those with a complex set of health issues. Establishing this con-
tinuity with consumers was a priority for GPs, who stressed the im-

portance of ensuring that they return routinely for visits:

Good quality health care involves establishing, number
one, a regular GP. | think that for patients, particularly
the ones that have complex chronic problems [...] see-
ing just one person is the best way to have their health
managed. | find that [those without a regular GP] have
the most gaps versus the ones that just stay with one
doctor.

(GP Registrar 2F02)

Encouraging people to come regularly when they've got
chronic disease | think is the thing we have to concen-
trate on the most.

(GP 1F12)

Emotional aspects of having a long-term therapeutic relationship

Consumers reported feeling reassured by having a GP who knew
them well, as it removed the need to explain their condition and
symptoms at each visit. This sentiment seemed to resonate strongly
in those managing a rare or unknown condition, who reported hav-
ing to frequently justify their illness to clinicians - particularly non-
specialists - who may not be familiar with their condition and set of
symptoms. As one such consumer described, having a long-term GP
gave them a sense of reassurance and validation about their iliness

experience:

He said | don't have to prove anything to him because
he's known me for a long time and knew me when | was
healthy and active [...] | guess that was very comfort-
ing because | have an invisible illness and | often have
to prove it to people. Having that longevity and the fact
that [...] he knew enough about me.

(Patient 1FO1p)

Consumer participants further described a sense of closeness
and comfort that developed from having a long relationship with

their GPs, which they felt was a crucial part of their interactions:
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[We] get along really well actually. | feel really comfort-
able that | can ask him anything, because I've known him
for so long [...] You kind of have a good patient/doctor
relationship.

(Patient 2F01p)

This was further emphasized by GP participants, who also valued
relational longevity. They believed establishing a long-term relation-
ship led to an understanding between the consumer and GP that

they acknowledged to be a priority for their patients:

[patients] get that feeling sometimes that only you under-
stand them because you have been going on that journey
for 15 years [...] So, that's the longevity and | guess that
privilege of being in the long journey and understanding
them really well. So, it is this relationship | think is the
most important thing that they value.

(GP 1F13)

3.2.2 | Having good rapport

Participants described having a good rapport with the GP as another
crucial aspect of the clinical relationship and a key component of
consumer experience in general practice. The qualities consumers
valued in GPs were their friendliness and professionalism that facili-
tated comfortable interactions:

The thing | like with him is that he's very personable [...]
| think it's really good that he has that relaxed, yeah,
there's more of an interaction, which is what | get with
[my GP]. It's great.

(Patient 1MO1p)

I mean he's very friendly but he's still very professional
so | can certainly be very candid with him and there's a
good rapport there.

(Patient 1FO3p)

However, there were some mixed views among consumers on
the importance of having an informal, social rapport with their GP,
with some participants valuing this aspect of their relationship (‘the
GP and | have a rapport that we can talk about anything [...] you can
talk about your personal life’), while others placed little importance
on this (‘I'm not there for a social chat’).

GP participants believed that having a positive relationship
with consumers was crucial to their own work, with one participant
characterizing general practice as ‘a relationship-driven profession’.
They perceived that this also enabled a greater sense of trust from
consumers that made them more willing to agree with the GP's

recommendations:

[...] have this good rapport and relationship with your pa-
tients, and they will follow what you're saying.
(GP 1M07)

3.2.3 | Respect for consumer opinions and expertise

Consumers' confidence in their expertise

There were strong expectations from consumers in this study for
GPs to respect their opinions and take them seriously. This appeared
to be due to several reasons. Consumers tended to report strong
confidence in their knowledge and capacity to manage their con-
ditions. At the very minimum, all of the participants reported hav-
ing acquired knowledge through the lived experience of managing a
chronic condition, as well as from navigating and using various health
services. This experiential knowledge appeared to facilitate a clear

understanding of what they want out of their care:

[T]o be honest, | have been in and out of the hospital sys-
tem for 17 years. I've had a trillion doctors and so I'm a
really assertive patient and | generally know what | want
and | have a pretty good understanding of what | want.
(Patient 1IM01p)

Consumers reported other characteristics and backgrounds that
provided them with an additional source of knowledge. Examples of
these qualities were having a professional background in health care
(n = 7), connection to a consumer network (n = 11) and pursuing inde-
pendent research. Those who seemed particularly compelled to seek
information outside general practice were consumers managing con-
ditions that are rare or not typically well understood in mainstream
medicine (n = 4):

| work for a health care organisation, so we actually do
a lot about patient-centred care and all this stuff. I'm
probably coming from a bit of high expectations maybe
of what you should receive when you're sick [...]

(Patient 3F01p)

I've done enough research, particularly through Arthritis
New South Wales, to only work with an evidence-base.
(Patient 2F03p)

Rare disease patients know a lot more than the qualified
doctor does because they've research it to the nth degree.
(Patient 2M01p)

Given this background, many consumers perceived having health
literacy and confidence in their abilities. They felt that it was import-

ant for GPs to acknowledge and legitimize their expertise, especially
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as partners in the decision-making process. Many expressed prefer-
ences for clinicians who did not enforce their own agenda, but instead
respected consumer autonomy to make the final decision about their

care:

He would just trust what | say in that we've done our own
research and we want to see this specialist.
(Patient 2F01p)

Our GP has said to us, “I strongly recommend that you
have [the treatment],” but she hasn't said, “You must
have it.” She said, “Its' your decision.” [...] | think that rela-
tionship is really good |[...]

(Patient 2F03p)

Moreover, consumers appreciated their GP's ability to admit
when they did not know something, which they perceived as a
demonstration of humility that reinforced the strength of their
relationship:

[...] the reason why | go back to her is because she is will-
ing to say, “We don't know.” Or, “We're not sure yet. It
hasn't been researched.

(Patient 1F04p)

3.2.4 | Effective communication

Good communication was viewed by consumers and GP partici-
pants as the cornerstone of the therapeutic relationship. In this
sense, communication comprised of more than the exchange of
health information, but rather, it was about feeling comfortable
enough with their GP to ask questions, raise concerns and com-
plaints, and feeling listened to without feeling dismissed. This was
important given the complex and dynamic nature of managing

long-term conditions:

Because I've got so many different medical issues going
on, | think it is important that you feel relaxed with
them and you trust them and you can ask them any-
thing [...]

(Patient 2F01p)

Part of good communication in a clinical setting was also described
by consumers as being able to disagree with the GP's recommendation

without fear of judgement or criticism:

| would again feel comfortable saying to her, ‘No, | actu-

ally don't want to follow up with that recommendation’

and | wouldn't feel judged or criticised for doing that.
(Patient 1F05p)

WILEY--72

Non-verbal communication was also viewed as an essential part of
good communication, and this related to the GP knowing consumers
well enough to pick up on non-verbal cues and reading body language,
including in situations where they were not capable of expressing

themselves verbally:

[...] because | know them, at times | am able to pick up an
expression on their face where I'll say, “Something | said
worries you,” or, “Did you really understand what | was
saying?” That's something that as a doctor, as a health
care professional | have to be aware of. | have to try and
read body language as well to see whether in fact my
communication is getting through.”

(GP 3M05)

Effective communication also appeared to be facilitated by the
GP's ability to be active listeners. GP participants described this as
listening attentively and following up with reassurance of consumers'
concerns and fears. GPs felt this approach helped to alleviate fears and
anxiety in consumers, which they believed was an important aspect of

their role as care providers:

| listen to them [...] unless you address their fears, it is not
good medicine. [...] because that's important for patients.
They go away and they feel a load is off my back just be-
cause the doctor listened to me, talked and explained
things to me.

(GP 1M07)

3.2.5 | Addressing consumer mental health

Mental health issues were discussed often in this cohort and were
reported to impact significantly on the overall patient experience.
Several consumers described mental health issues as a significant
challenge that arose from the difficulties of managing a chronic
condition (‘It's a very significant part of my condition’.) and re-
ported expectations for the GP to ask about their mental health
as part of routine care. Thus, a GP's initiative to ‘check in’ with
their patients about their mental health was viewed positively by
consumers. One participant related this to her GP's empathetic

and caring nature:

She has oodles of empathy and always puts my mental
health front and centre and makes sure, apart from man-
aging physical symptoms, that she's always checking in
with how I'm doing from a mental health perspective.
(Patient 1F0O5p)

Some consumers perceived that looking after the patient's men-
tal health was a marker of the GP's competence, including their ability

to be thorough and intuitive clinicians. They expected GPs to address
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mental health issues - in addition to the physical chronic condition - as
a part of delivering whole-person care:

He doesn't just treat the condition that I'm coming in for.
He'll ask me about my stress levels and anxiety levels and
mental health. He's quite intuitive, | think [...] he's really
good.

(Patient 1FO3p)

Mental health is something that is not looked after [...]
There's not this overall looking after your health, your
whole body. It's just this part and that part [...] but not
looking after the whole person.

(Patient 2M01p)

4 | DISCUSSION
4.1 | Summary of findings

In this study, consumer expectations were based strongly on the
context of their ongoing therapeutic relationship with a regular GP.
These expectations were as follows: maintaining a long-term rela-
tionship with the same GP, having good rapport, being respected for
their knowledge and opinion, having effective communication and
having their mental health addressed.

4.2 | Comparison to other research and practical
implications

Participants identified that the consumer-GP relationship, in which
expectations are communicated and responded to appropriately, is
important to consumer experience of clinical interactions in general
practice. For those with chronic conditions, these experiences were
not necessarily based on individual clinical interactions, but in the
context of an ongoing relationship with the same GP. This is not sur-
prising given that the management of chronic conditions is often a
long-term endeavour shared with the GP.*7

Relational continuity appeared to be related to and reinforced
by other interpersonal expectations. For instance, having the same
GP contributed to a sense of trust and comfort that enhanced the
quality of clinical rapport and of interpersonal communication.
This expands on previous literature about the importance of sus-
tained therapeutic relationships to the care of those with chronic
conditions.?®3! In our study, GPs reported that relational and in-
formational continuity facilitated more effective consultations, as
well as better overall management of patients. Previous research
has similarly shown that continuity of care helps GPs perform
clinical tasks more effectively, including improving the diagnosis
and management of chronic and complex conditions.3®3! In this
study, relational continuity also enabled GPs to develop a deeper

understanding of their patients as individuals with multifaceted

needs, which is often viewed as being crucial to the delivery of
patient-centred chronic care.?%3
Ongoing interactions with the same GP have important implica-
tions for shared decision-making. By becoming more familiar with
each other over time, consumers and GPs are able to negotiate how
their expectations and priorities will be met during clinical interac-
tions. We found that this not only gives consumers an idea of what
to expect from current and future interactions, but it also enables
them to feel comfortable enough with their GPs to express them
openly. The links between therapeutic relationships, development
of expectations and effective communication are integral to patient
management and deserve further exploration in research.3%°
Feeling respected for their expertise and opinions was an-
other important consumer priority that was identified in the study.
Consumers discussed their confidence in their perceived health
and health-care literacy to navigate and use services effectively.
Literature supports the notion that health literacy is a ‘genera-
tive’ skill, or an ongoing process that develops over time through
a multitude of experiences and encounters throughout the care
journey.®**” In line with this thinking, consumers develop greater
knowledge and skills through the experience of managing long-term
conditions. In this study, input from such experienced consumers
was valued by GPs in ensuring good quality of care for collaborative
decision-making (‘good quality of care is a compromise between the
patients' and doctors' agenda’) and for overall service improvement
(‘you can't do quality improvement without understanding what
their experience is [...] they bring a very good, different perspective’).
While our GP participants acknowledged the value of seeking con-
sumer knowledge, the collection and use of consumer feedback are
not formalized in Australian general practice, highlighting a need to
address this gap in both clinical practice and at a policy level.®8
Consumers also raised the importance of addressing mental
health needs in addition to their chronic physicaliliness. The strong
association between chronic physical illness and depression and
anxiety has been documented in literature.’”*! The association
goes both ways: depression and anxiety are more common in those
with a chronic physical illness than the general population39; in
turn, the presence of mental illness exacerbates the negative out-
comes of chronic conditions such as functional outcomes, quality
of life and increased mortality.*"*3 In order to alleviate this burden
on patients and improve outcomes, chronic disease management
should incorporate the provision of mental health care, including
assessment, planning and review at the general practice level.** As
expressed by our participants, routinely looking after their mental
health may be an important way to address consumer expectations
around a holistic, whole-person approach to chronic care.
Consumers in Australia are not required to stay with the same
GP.2® They have the freedom to change GPs easily if they are not
satisfied with their care, although initiatives such as Health Care
Homes are currently being trialled to enrol and manage people
with complex needs within a single practice.*> Our findings show
that GPs endeavour to negotiate with and manage consumer ex-

pectations partly to ensure they return. This is relevant because
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for those living with chronic conditions, continuity of care with

4647 more effective co-

a GP can lead to better clinical outcomes,
ordination of care*® and increased patient satisfaction.*” While
seeing the same GP may not be a priority for all consumers, es-
pecially those with more acute needs,? relational continuity with
a trusted GP is important to consumers managing chronic and
complex problems.3® One could assume that those whose expec-
tations are not met are not likely to return to the same GP. It would
be useful to research this relationship in future studies, especially
in the Australian context where patients can easily change GPs if

they are not satisfied.

4.3 | Study limitations and areas for future research

Our participant cohort comprised of a subset of consumers, many
of whom had backgrounds and experiences that provided them
with high self-reported health literacy and strong motivation to
manage their care. For instance, more than half of the consum-
ers in the study had a professional or personal connection to the
health-care profession, and several had unique knowledge as pa-
tients with a rare or unknown condition. Many were also recruited
through consumer organizations. This high level of health literacy
and confidence in their knowledge likely informed their high ex-
pectations of care,”® which may not be representative of the gen-
eral population.

Many of the GPs who were included in the study also repre-
sented a unique subset of their peers due to the way they were
recruited. Initially, GPs who were known to the researchers were
invited to participate. These individuals were clinicians who had
previously participated in or expressed interest in research ac-
tivities in improving patient care. Some of the GP participants
were also actively involved in the area as clinician-researchers
or they had academic appointments and were also GP educa-
tors. Further snowball sampling of GPs through the participants'
own contacts completed the recruitment process. For those
who were not recruited through a research-related network (eg
through the PHN directories), there was still a self-selection of
clinicians who were interested in the topic, since there were no
other incentives provided for participation. As such, and as re-
flected in the richness of the interview data, these participants
seemed well-versed and keenly motivated to learn more about
patient-centred care in general practice. This was both a strength
and limitation because while this may limit our ability to general-
ize study findings, we were able to capture the rich perspectives
of those with a strong interest in the research topic. This is im-
portant for a study like ours which is the first of its kind to explore
this topic in depth.

Additionally, despite efforts to recruit from culturally and lin-
guistically diverse regions of Sydney, this level of diversity was not
reflected in our study sample, particularly in our patient cohort.
We surmise that this may have been partly due to the English lan-

guage requirements of the study inclusion criteria. Exposure to

WILEY--7%

other health-care systems and traditions, as well as varying levels
of health and health-care literacy, likely influences expectations
of care,*® as such, it would be interesting to study and compare
the unique perspectives of these consumers. Furthermore, there
may be those who are unable or unwilling to express their expec-
tations during the clinical exchange, even in the context of long-
term relationships with their GP. Understanding how cultural and
other factors influence the expression of their expectations during
consultations would be extremely valuable to explore in future
research.

Finally, because of this study focused on people with chronic
conditions with a regular GP (ie median duration of seeing same GP
was 8 years), the findings may not be transferable in the context of
those with more acute needs and without a regular GP. The strong
emphasis on relational continuity may be less significant to this

group of consumers.

5 | CONCLUSION

This study found that for consumers managing a chronic condition,
expectations of general practice interactions were heavily based on
their ongoing relationship with a regular GP. Within this context, GPs
and consumers prioritized a continued, long-term relationship which
facilitated positive rapport, respected consumer expertise, effective
communication and attention to consumer's mental health. An im-
portant area for future research would be to test these expectations
and see how they are being met in general practice settings. These
findings may inform the way that GPs engage and make decisions
with chronic disease patients. We recommend that assessing con-
sumer expectations needs to be a crucial component of evaluating
their general practice experience.

ACKNOWLEDGEMENTS

The authors would like to acknowledge the staff of Centre for
Primary Care and Equity in their assistance in pilot testing and fine-
tuning the interview guides. We would also like to thank Health
Consumers New South Wales in advertising our study to their read-
ership and all volunteers for participating in the interviews. The re-
search reported has been conducted as part of the author's (HJS)
doctoral study at the University of New South Wales. Funding was
provided as part of her scholarship.

CONFLICT OF INTEREST

The authors declare no conflicts of interest.

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are available on re-
quest from the corresponding author. The data are not publicly avail-
able due to privacy or ethical restrictions.

ORCID

Hyun Jung Song https://orcid.org/0000-0001-8309-3983


https://orcid.org/0000-0001-8309-3983
https://orcid.org/0000-0001-8309-3983

™ | wiLEy

SONG ET AL.

REFERENCES

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Hajat C, Stein E. The global burden of multiple chronic conditions: a
narrative review. Prevent Med Rep. 2018;12:284-293.

. Australian Institute of Health and Welfare. Australia's Health 2018.

Canberra; 2018:1-570.

Harris MF, Harris-Roxas B, Knight AW. Care of patients with chronic
disease: achievements in Australia over the past decade. Med J Aust.
2018;209(2):55-57.

Dennis SM, Zwar N, Griffiths R, et al. Chronic disease management
in primary care: from evidence to policy. Med J Aust. 2008;188(S8):
S$53-S56.

Australian Government Department of Health. Education Guide -
Chronic Disease GP Management Plans and Team Care Arrangements;
2018; https://www.humanservices.gov.au/organisations/healt
h-professionals/topics/education-guide-chronic-disease-gp-manag
ement-plans-and-team-care-arrangements/33191

Rotar AM, Van Den Berg MJ, Schafer W, Kringos DS, Klazinga NS.
Shared decision making between patient and GP about referrals
from primary care: does gatekeeping make a difference? PLOS ONE.
2018;13(6):e0198729.

Song HJ, Dennis S, Levesque J-F, Harris MF. What matters to peo-
ple with chronic conditions when accessing care in Australian gen-
eral practice? A qualitative study of patient, carer, and provider
perspectives. BMC Fam Pract. 2019;20(1):79.

Martin LR, Williams SL, Haskard KB, Dimatteo MR. The challenge of
patient adherence. Therapeut Clin Risk Manage. 2005;1(3):189-199.
Vermeire E, Hearnshaw H, Van Royen P, Denekens J. Patient ad-
herence to treatment: three decades of research. A comprehensive
review. J Clin Pharm Therapeut. 2001;26(5):331-342.

van Houtum L, Heijmans M, Rijken M, Groenewegen P. Perceived
quality of chronic illness care is associated with self-management:
results of a nationwide study in the Netherlands. Health Policy.
2016;120(4):431-439.

Russell EG, Edward HW, Judith S, Lisa DM, Robert JR, Sarah MG.
Development and validation of the patient assessment of chronic
illness care (PACIC). Med Care. 2005;43(5):436-444.

Mercer SW, Cawston PG, Bikker AP. Quality in general practice
consultations; a qualitative study of the views of patients living in
an area of high socio-economic deprivation in Scotland. BMC Fam
Pract. 2007;8(1):22.

Conway T, Willcocks S. The role of expectations in the perception
of health care quality: developing a conceptual model. Int J Health
Care Qual Assur Inc Leadersh Health Serv. 1997;10(2-3):131-140.
Bowling A, Rowe G, McKee M. Patients' experiences of their health-
care in relation to their expectations and satisfaction: a population
survey. J R Soc Med. 2013;106(4):143-149.

Thompson AG, Sunol R. Expectations as determinants of patient
satisfaction: concepts, theory and evidence. Int J Qual Health Care.
1995;7(2):127-141.

Bell RA, Kravitz RL, Thom D, Krupat E, Azari R. Unmet expectations
for care and the patient-physician relationship. J Gen Intern Med.
2002;17(11):817-824.

Janzen JA, Silvius J, Jacobs S, Slaughter S, Dalziel W, Drummond
N. What is a health expectation? Developing a pragmatic
conceptual model from psychological theory. Health Expect.
2006;9(1):37-48.

Bowling A, Rowe G, Lambert N, et al. The measurement of patients'
expectations for health care: a review and psychometric test-
ing of a measure of patients' expectations. Health Technol Assess.
2012;16(30):i-xii, 1-509.

Hamnes B, Hauge MI, Kjeken |, Hagen KB. ‘| have come here to
learn how to cope with my illness, not to be cured’: a qualitative
study of patient expectations prior to a one-week self-management
programme. Musculoskeletal Care. 2011;9(4):200-210.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Pittet V, Vaucher C, Froehlich F, Maillard MH, Michetti P. Patient-
reported healthcare expectations in inflammatory bowel diseases.
PLoS One. 2018;13(5):e0197351.

Kravitz RL, Callahan EJ, Paterniti D, Antonius D, Dunham M, Lewis
CE. Prevalence and sources of patients' unmet expectations for
care. Ann Intern Med. 1996;125(9):730-737.

Kenten C, Bowling A, Lambert N, Howe A, Rowe G. A study of
patient expectations in a Norfolk general practice. Health Expect.
2010;13(3):273-284.

Matua GA, Van Der Wal DM. Differentiating between descriptive
and interpretive phenomenological research approaches. Nurse Res.
2015;22(6):22-27.

Crotty M. The Foundations of Social Research: Meaning and Perspective
in the Research Process. St Leonards, NSW: Allen & Unwin; 1998.
Van Manen M. Researching Lived Experience: Human Science for an
Action Sensitive Pedagogy. Albany, NY: State University of New York
Press; 1990.

Australian Government. Chronic Disease Management - Provider
Information. Canberra: The Department of Health; 2016.

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res
Psychol. 2006;3(2):77-101.

Wright M, Mainous IA. Can continuity of care in primary care be
sustained. Aust J Gen Pract. 2018;47:667-669.

Bodenheimer T, Ghorob A, Willard-Grace R, Grumbach K. The 10
building blocks of high-performing primary care. Ann Fam Med.
2014;12(2):166-171.

Guthrie B, Wyke S. Personal continuity and access in UK gen-
eral practice: a qualitative study of general practitioners' and pa-
tients' perceptions of when and how they matter. BMC Fam Pract.
2006;7:11.

Stokes T, Tarrant C, Mainous AG, Schers H, Freeman G, Baker R.
Continuity of care: is the personal doctor still important? A sur-
vey of general practitioners and family physicians in England and
Wales, the United States, and the Netherlands. Ann Fam Med.
2005;3(4):353-359.

Shippee ND, Shippee TP, Mobley PD, Fernstrom KM, Britt HR.
Effect of a whole-person model of care on patient experience in pa-
tients with complex chronicillness in late life. Am J Hospice Palliative
Care. 2018;35(1):104-109.

Baker R, Camosso-Stefinovic J, Gillies C, et al. Tailored interven-
tions to address determinants of practice. Cochrane Database Syst
Rev. 2015;4:Cd005470.

Hooper R, Rona RJ, French C, Jones M, Wessely S. Unmet expec-
tations in primary care and the agreement between doctor and pa-
tient: a questionnaire study. Health Expect. 2005;8(1):26-33.

Keitz SA, Stechuchak KM, Grambow SC, Koropchak CM, Tulsky JA.
Behind closed doors: management of patient expectations in pri-
mary care practices. Arch Intern Med. 2007;167(5):445-452.
Edwards M, Wood F, Davies M, Edwards A. The development of
health literacy in patients with a long-term health condition: the
health literacy pathway model. BMC Public Health. 2012;12(1):130.
Zarcadoolas C, Pleasant A, Greer DS. Elaborating a definition of
health literacy: a commentary. J Health Commun. 2003;8(Suppl
1):119-120.

Gardner K, Parkinson A, Banfield M, Sargent GM, Desborough J, Hehir
KK. Usability of patient experience surveys in Australian primary
health care: a scoping review. Aust J Primary Health. 2016;22(2):93-99.
Clarke DM, Currie KC. Depression, anxiety and their relationship
with chronic diseases: a review of the epidemiology, risk and treat-
ment evidence. Med J Aust. 2009;190(S7):554-560.

Uhlenbusch N, Léwe B, Harter M, Schramm C, Weiler-Normann
C, Depping MK. Depression and anxiety in patients with differ-
ent rare chronic diseases: a cross-sectional study. PLOS ONE.
2019;14(2):e0211343.


https://www.humanservices.gov.au/organisations/health-professionals/topics/education-guide-chronic-disease-gp-management-plans-and-team-care-arrangements/33191
https://www.humanservices.gov.au/organisations/health-professionals/topics/education-guide-chronic-disease-gp-management-plans-and-team-care-arrangements/33191
https://www.humanservices.gov.au/organisations/health-professionals/topics/education-guide-chronic-disease-gp-management-plans-and-team-care-arrangements/33191

SONG ET AL.

41.

42.

43.

44,

45.

46.

47.

Harris B, Duggan M, Batterham P, et al. Australia's Mental and
Physical Health Tracker: Background Paper. Melbourne, Australia:
Australian Health Policy Collaboration; 2018.

Lichtman JH, Froelicher ES, Blumenthal JA, et al. Depression as
a risk factor for poor prognosis among patients with acute coro-
nary syndrome: systematic review and recommendations: a scien-
tific statement from the American Heart Association. Circulation.
2014;129(12):1350-1369.

Katon W, Lin EH, Kroenke K. The association of depression and
anxiety with medical symptom burden in patients with chronic
medical illness. Gen Hosp Psychiatry. 2007;29(2):147-155.

Johnson C. Managing mental health issues in general practice. Aust
Fam Phys. 2007;36(3):202-205.

Australian Government Department of Human Services. Health
Care Homes; 2019; https://www.humanservices.gov.au/organisati
ons/health-professionals/subjects/health-care-homes.  Accessed
November 5, 2019.

van Walraven C, Oake N, Jennings A, Forster AJ. The association
between continuity of care and outcomes: a systematic and critical
review. J Eval Clin Pract. 2010;16(5):947-956.

Pereira Gray DJ, Sidaway-Lee K, White E, Thorne A, Evans PH.
Continuity of care with doctors-a matter of life and death? A

48.

49.

50.

WILEY--7*

systematic review of continuity of care and mortality. BMJ Open.
2018;8(6):e021161.

Guthrie B, Saultz JW, Freeman GK, Haggerty JL. Continuity of care
matters. BMJ. 2008;337:a867.

Saultz JW, Albedaiwi W. Interpersonal continuity of care and patient
satisfaction: a critical review. Ann Fam Med. 2004;2(5):445-451.
Roder-DeWan S, Gage AD, Hirschhorn LR, et al. Expectations of
healthcare quality: a cross-sectional study of internet users in 12
low- and middle-income countries. PLoS Med. 2019;16(8):e1002879.

How to cite this article: Song HJ, Dennis S, Levesque J-F,
Harris MF. What do consumers with chronic conditions expect
from their interactions with general practitioners? A qualitative
study of Australian consumer and provider perspectives.
Health Expect. 2020;23:706-715. https://doi.org/10.1111/
hex.13050



https://www.humanservices.gov.au/organisations/health-professionals/subjects/health-care-homes
https://www.humanservices.gov.au/organisations/health-professionals/subjects/health-care-homes
https://doi.org/10.1111/hex.13050
https://doi.org/10.1111/hex.13050

