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Scandinavian Journal of Primary Health Care, 2010; 28: 185–190
 Attachment in the doctor – patient relationship in general practice: 
A qualitative study  
    HEIDI B Ø GELUND     FREDERIKSEN  1  ,       JAKOB     KRAGSTRUP  1    
&        BIRGITTE     DEHLHOLM-LAMBERTSEN  2   

  1  Research Unit of General Practice, Institute of Public Health, University of Southern Denmark, and   2  Odense University 
Hospital, Odense, Denmark                                  
 Abstract 
  Objective.  To explore why interpersonal continuity with a regular doctor is valuable to patients.  Design, setting, and subjects.  
A qualitative study based on 22 interviews with patients, 12 who saw their regular general practitioner (GP) and 10 who 
saw an unfamiliar GP. The patients were selected after an observed consultation and sampled purposively according to 
reason for encounter, age, and sex. The research question was answered by means of psychological theory.  Results.  A need 
for attachment was a central issue for the understanding of the value of interpersonal continuity for patients. The patients 
explained that they preferred to create a personal relationship with their GP and the majority expressed a degree of vulner-
ability in the doctor – patient relationship. The more sick or worried they were the more vulnerable and the more in need 
of a regular GP. Furthermore, patients stated that it was diffi cult for them to change GP even if they had a poor relation-
ship.  Conclusion.  Attachment theory may provide an explanation for patients ’  need to see a regular GP. The vulnerability 
of being a patient creates a need for attachment to a caregiver. This need is fundamental and is activated in adults when 
they are sick or scared.  

  Key Words:   Attachment  ,   doctor – patient relationship  ,   family practice  ,   interpersonal continuity  ,   qualitative study    
Patients often prefer a continuous relationship with a 
general practitioner (GP) [1 – 3]. However, recent 
research indicates that many patients with less serious 
problems fi rst of all wish to have an appointment 
quickly whereas most patients with long-term and/or 
serious problems wish to see a regular doctor [4,5]. In 
such situations it is often unclear whether patients make 
their own priority or merely accept seeing an unfamiliar 
doctor because their family doctor does not have time. 
Patients ’  preferences seem to vary according to their 
reason for encounter, but no studies have explained 
why. Furthermore, in a recent study, patients assessed 
the consultation with an unfamiliar doctor as satisfac-
tory but, asked directly, the majority preferred their 
regular doctor [6]. There are certain obvious advan-
tages of continuity of care, like the doctor knowing the 
patient records (information continuity) and familiar 
surroundings (organizational continuity) [7,8], but the 
question is whether there are important aspects of 
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 continuity related to the interpersonal contact. Some 
researchers argue that interpersonal continuity is cen-
tral to good care [9], but they have not offered a theory 
explaining why. It has been argued that general practice 
needs to turn to the sciences of human behaviour to 
develop a theoretical understanding of the value of 
interpersonal continuity [10]. 

 Most people feel comfort and ease when they do 
business with familiar persons and may for example 
prefer to stay with the same hairdresser or banking 
adviser. Does interpersonal continuity of care in general 
practice offer added value for patients on top of this? 
In a study of the patients ’  perspective of the doctor–
patient relationship in general practice [6] we noticed 
that the attachment to the GP for some patients 
appeared to be very strong and not just a matter of 
comfort. In some cases the bond to the doctor could 
seem almost irrational. In an attempt to explain this we 
have involved attachment theory. Attachment theory 
ice, University of Southern Denmark, JB Winsl ø ws Vej 9A, 5000 Odense C, 
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was originally developed to understand the mother – -
child relationship [11]. According to psychologist John 
Bowlby [11] the need for attachment is fundamental 
and is activated in adults when they are ill, distressed, 
or scared. Attachment relationships are emotional 
bonds that lead an individual to seek proximity to a safe 
or powerful person when threatened. The fi rst secure 
relationship with the mother is the ideal type for all 
human relationships, and it may be the same kind of 
 “ secure base ”  [12] many patients are seeking from their 
doctor. When individuals feel vulnerable in the face of 
major threats they seek attachment fi gures to help them 
feel safe [13]. 
 A long-term relationship with a general practi-
tioner (GP) appears to be important for most 
patients. 

 The need for continuity is not only based on   •
practical matters related to information and 
management or to the comfort of seeing a 
familiar person. 
 Patients may tend to stay with their doctor   •
even if they are dissatisfi ed. 
 The theory of  “ attachment behaviour ”    •
appears to be fruitful for the understanding 
of patients ’  needs for a long-term relation-
ship with their GP. 
n  �  22 1 Practice 1 Practice 2

Sex:
 Male 10 4 6
 Female 12 6 6
Age:
 18 – 35 6 2 4
 36 – 54 8 3 5
 55 – 82 8 4 4
Consulted GP: 2 
 Regular 12 5 7
 Unfamiliar 10 5 5
Reason for encounter:
 Acute 11 6 5
 Non-acute 11 4 7
 This qualitative study using interpretive phenom-
enological analysis and the theory of attachment aims 
to understand why a continuous interpersonal rela-
tionship with the GP may be valuable for patients.  

 Material and methods 

 This study was based on interviews with 22 patients 
selected in a six-month period in 2006 in two Danish 
general practice clinics (town and countryside, 
respectively). The researcher observed consultations 
with six doctors in the two practices; three doctors 
were regular doctors (i.e. the familiar doctor with 
whom the patients were listed) and three doctors 
were trainees and therefore unfamiliar (i.e. no previ-
ous consultations with the patients). The patients 
were selected after the consultation and sampled 
purposively [14] according to different reasons for 
the encounter (four patients were incurably ill, seven 
patients had a chronic disease, 11 patients had less 
serious problems), age, sex, and their relationship with 
the doctor (12 consulted their regular doctor and 10 a 
trainee) (Table I). The observations were used as back-
ground for the selection of patients and as a starting 
point for interviews. Data from observations were not 
used for the analysis in the present study. Sampling 
of patients continued until it was felt that no new 
signifi cant information was obtained in new inter-
views. The selected patients were contacted by tele-
phone a few days after the consultation and asked if 
they wished to participate. A total of 25 patients had 
been invited, but three declined to participate (men 
aged 18 – 35 years). Participants were told that infor-
mation provided would not be reported to the doc-
tor. A semi-structured interview guide was developed 
(Table II). All interviews were coded by means of the 
software Nvivo. 

 The patients were asked to assess the observed 
consultation with regard to their relationship with 
the doctor and to compare the observed consultation 
with their experiences with their regular doctor and 
other doctors. We compared consultations with 
known as well as unfamiliar GPs, and from this we 
derived the components that generate satisfaction at 
the fi rst meeting and over time. In order to maintain 
anonymity, all GPs in the article appear as men and 
patients ’  names are fi ctitious. 

 An approach called Interpretative Phenomenolog-
ical Analysis (IPA) [15] was used to study how patients 
experience their relationship with their doctor. IPA dif-
fers from descriptive phenomenology with more 
emphasis on psychological interpretation and on the 
interplay between data and theories. The interviews 
were fully transcribed and analysed thematically. The 
analysis proceeds through different stages from reading 
the interviews, noting and linking themes, and fi nally 
linking themes to appropriate social psychological 
theory in order to interpret the theoretical meaning of 
the subjective accounts [15]. In this process the theory 
of attachment [11] appeared to be a helpful frame-
work. The analysis therefore combines an inductive 
and a deductive approach and may be pictured as a 
spiral-shaped process involving a phenomenological 
analysis of the empirical data combined with a herme-
neutical analysis as described by Smith [16].   
  Table I. Characteristics of interviewees.  
   Notes:  1 Numbers out of 22.  2 An unfamiliar GP is a GP seen for 
the fi rst time.   
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1. Personal information about the patient Tell me about yourself  –  age, family, job and illness(es)
For how long have you been a patient of this GP?
Have you been a patient of other GPs?

2. Description and assessment of the observed 
consultation

Describe the consultation with the GP where I was present
What is your assessment of the encounter? Try to fi nd words to describe it.
Were you satisfi ed with the GP?
What does it take for you to be satisfi ed with your GP?

3. Experience with this GP and GPs in general Do you know this GP?
If no: Would you see the same GP again?
Do you have a regular GP?
How often do you visit your healthcare centre?
Who do you consult? Your regular GP or an unfamiliar GP?
Describe some good experiences at the GP ’ s
Describe some bad experiences at the GP ’ s

4. The importance of relational continuity Is it important to you that your GP knows you?
If yes, explain how and when it is important

5. Comparison between satisfaction with the 
GP and the health system in general

Do you have any experiences with other areas of the healthcare system?
 Results 

 One master theme, which was  “ the need for attach-
ment ” , was absolutely central to the understanding 
of why it was valuable for the patients to have a fam-
ily doctor. This need is explored from three different 
perspectives: (1) personal relationship, (2) vulnera-
bility, and (3) change of doctor. The perspectives all 
have their background in attachment theory and they 
illustrate from different angles the patients ’  need for 
attachment.  

 Personal relationship 

 There was no difference in satisfaction between 
patients seeing either a regular or an unfamiliar doc-
tor. Patients were all satisfi ed with the consultation. 
Nevertheless, a total of 20 of the 22 patients inter-
viewed preferred a regular doctor. This seemed para-
doxical. It was therefore interesting to understand 
why patients required interpersonal continuity when 
they assessed the relationship with the unfamiliar 
doctor as satisfactory. The 20 patients stated that they 
had created a kind of personal relationship with their 
regular doctor. The patient quoted below was seen by 
a trainee. He had accepted that the regular doctor did 
not have time for an emergency appointment, and he 
was satisfi ed with the trainee. But he still preferred 
seeing his regular doctor. He felt a need for the doc-
tor to recognize him even though he was not to see 
his regular doctor on that particular day: 

 I thought the most important thing was to get an 
appointment, but then in the second round you 
want to see a doctor who knows you, well … . If you 
are sitting in the waiting room, it means a great 
deal that you are recognized by your doctor. I believe 
it is important to be recognized, even though you 
are not going to see him, that you feel some kind of 
attachment to him or relationship. (Thomas, 48 
years old) 

 The patients strongly emphasised maintaining 
the relationship: 

 Now, I have this relationship with Bo and it has 
been developing, so I want to keep that. (S ø ren, 72 
years old) 

 A new patient expressed the wish to maintain 
 personal contact like this after her fi rst consultation: 

 I would prefer to see the same doctor again. Instead 
of being thrown around among these ten different 
doctors. I would fi nd that irritating, because 
you establish some kind of personal contact … . 
(Marianne, 29 years old) 

 Even though the relationship was personal, it was 
not a friendship rapport according to the patients. 
The respondents compared the doctor – patient rela-
tionship with other professional relationships, where 
they depended upon an expert opinion. Further-
more, it was a special professional relationship that 
differed from the more customer-related relation-
ships you have with, say, your hairdresser, because 
the patients were often in a vulnerable position.   

 Vulnerability 

 The majority of the patients expressed a degree of vul-
nerability in their relationship with their doctor. In par-
ticular the reason for encounter defi ned the degree of 
vulnerability and, accordingly, also differentiated the 
patients ’  need for a regular doctor. This explained why 
the patients did not always insist on seeing their regular 
doctor. The less sick and unworried the patient was the 
less vulnerable and in need of a regular doctor and vice 
versa. The 20 patients who found it valuable to have a 
  Table II. Themes and questions covered by the semi-structured interview guide.  
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regular doctor therefore distinguished between differ-
ent reasons for encounters, where it was more or less 
important to see their regular doctor. The following 
patient had chronic back problems and found it very 
important to see the same doctor, but in less vulnerable 
situations would accept an unfamiliar doctor: 

 If it relates to my back, and something related to 
that process, I will wait until he returns from vaca-
tion  …  but if it is something that can be fi xed by 
anyone, if it is a virus or an infection, well, then 
you can just see one of the others. (Dennis, 48 
years old) 

 A total of 11 patients were incurably (four 
patients) or chronically ill (seven patients) and they 
clearly expressed a need to see their regular doctor, 
but also other patients sought care from a regular 
doctor, because they expressed a need for security. 
The patient below was not seriously ill, but expressed 
a need to have the same doctor: 

 I always ask to see him, so it is important to me … . 
I feel a bit more secure seeing the same doctor every 
time. You are addicted to feeling secure to some 
degree. (Pernille, 29 years old) 

 The two patients who stood out by not expressing 
a need for attachment to a certain doctor were both 
young and, until now, had only seen the doctor for 
something clinical. However, they both expressed the 
opinion that they might need a regular doctor under 
other life circumstances. Currently they did not feel 
their health was threatened and therefore they con-
fi rmed the need in an indirect kind of way. One said 
that she would select a regular doctor if she had chil-
dren, and the other said it would be important to 
have a regular doctor if he became seriously ill or had 
children: 

 I can imagine, if you had a serious illness that it 
would matter to have a relationship of confi dence 
with the doctor, that the same doctor handled your 
case  …  [and] I can image that if my girlfriend was 
to become pregnant then you would want to see the 
same doctor all the way through … . I would feel 
most secure about that. (Zander, 27 years old) 

 The degree of vulnerability depended on the 
patient ’ s reason for encounter or the patient ’ s per-
sonal need for safety.   

 The diffi cult change of doctor 

 Several of the patients had found it diffi cult to change 
GP despite a poor relationship. It was almost an irra-
tional problem, because the patients found it diffi cult 
to explain why they did not just change right away. 
The following patient had been dissatisfi ed with her 
doctor for 20 years, but did not change until she 
experienced a very satisfactory consultation with 
another doctor. She found it diffi cult to explain why 
it had taken so long. But she worded it by saying that 
the diffi cult thing was  “ to start all over ”  by creating 
a relationship: 

 Changing doctors is not something we do every 
day, the reason being that once you have got used 
to and are a regular with a doctor, and he knows 
you, you actually have to start all over. (Bente, 57 
years old) 

 The following patient changed when her doctor 
called her hysterical, even though she was not satis-
fi ed: 

 Well, I think it took so long because I came to him 
with soccer injuries, or if I had cut my hand and 
needed to have stitches taken out … . It was only 
after, well after he started calling me hysterical. 
Until then, there hadn ’ t been any major things. 
(Pernille, 29 years old) 

 It was not easy to change doctor, even when the 
GP behaved humiliatingly and several waited for 
some time: 

 T: Well, I thought I was being dismissed with half 
an answer. You weren ’ t taken seriously when you 
said you were in pain. Already at that time, it 
must have been these kidney stone pains that had 
begun because I had pains in my shoulder and 
back for some time, and where I was told, well it 
was nothing. 

 Interviewer: What did it take for you to change? 

 T: Well, I came to see him with my shoulder when 
he said  “ This, as long as it creaks, it ’ ll hold ” . And 
that was kind of it  …  yes, that was kind of the last 
straw. (Thomas, 48 years old)    

 Discussion 

 Common to all three perspectives of the analysis, 
personal relationship, vulnerability, and change of 
doctor, is that they show that patients have a need to 
feel attached to their GP. When individuals feel vul-
nerable in the face of major threats they seek attach-
ment fi gures to help them feel safe. When the threat 
is illness, it is the doctor who is in the position to be 
an attachment fi gure. But attachment is a theory con-
cerning feeling secure rather than being secure and 
the theory does not tell us anything about how the 
GP feels about the patient [13]. The patients showed 
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attachment behaviour by reason of a biological need 
for care from an individual who is  “ stronger/wiser ”  
[11] than themselves, and the doctor automatically 
becomes  “ caregiver ” , no matter how he/she behaves. 
The quality of the doctor – patient relationship is very 
important because the empathic responsiveness of 
the GP to the patients ’  attachment needs infl uences 
the success of the therapeutic relationship that seems 
to develop. Attachment theory has been applied to 
explain therapeutic relationships in psychotherapy 
[17]. The relationship between psychotherapist and 
patient is shaped by threat and the need for security 
and similar principles can be applied to the doctor –
 patient relationship. Our study is the fi rst to use 
attachment theory to explain why patients in general 
practice prefer a continuous relationship with a doc-
tor. A few studies apply attachment theory to the 
doctor – patient relationship to illustrate how patients ’  
different styles of attachment signify compliance 
[18 – 21]. For instance, the GP has to recognize the 
patient, show understanding, be tolerant, and con-
fi rm the patient in order to make patients with inse-
cure attachment style secure [21]. These factors, 
however, do not only create security for patients with 
insecure attachment. These are factors that, accord-
ing to other studies, create a good interpersonal 
doctor – patient relationship irrespective of the 
patient ’ s attachment style. [22 – 25]. The studies of 
attachment styles referred to ignore the general term 
of attachment theory, i.e. that all patients, irrespec-
tive of the patient ’ s attachment style, seek security to 
some degree. According to our study the extent of 
attachment is dependent on the reason for encounter 
and young healthy patients may not feel the need for 
attachment to a regular doctor. Other studies have 
shown that attachment also depends on the patient ’ s 
individual attachment style [19 – 21]. 

 Attachment theory can also explain why the need 
for a personal relationship cannot be explained as 
simply  “ rational ” . This became clear when the 
patients could not explain why they did not change 
doctors immediately if they were dissatisfi ed. The 
value of interpersonal continuity was not solely about 
being comfortable with a GP [26], like appreciating 
having the same hairdresser. One may wonder why 
patients who are humiliated in the doctor – patient 
relationship [27,28] do not just change doctor. It 
may seem irrational, but can be understood in terms 
of attachment theory. In contrast to common beliefs 
the doctor – patient relationship does not seem to be 
a consumer relationship, where the patient can go 
 “ doctor shopping ”  until he or she is happy. As shown 
in the results section patients felt a need to have a 
personal relationship with the doctor and it was a 
special professional relationship that differed from 
more customer-related relationships because the 
patients were often in a vulnerable position. It is 
 diffi cult to break off contact, because the patient is 
vulnerable. A recent study showed that even though 
patients were not satisfi ed with their regular doctor, 
they did not necessarily change doctor [6]. Other 
studies point out how different patient groups are 
vulnerable [29 – 32], but fail to see the point that all 
patients are potentially vulnerable. 

 The strength of this study is the in-depth qualita-
tive approach that combines interview with patients 
seeing either a regular or an unfamiliar doctor. This 
made it possible to study when and why patients pre-
fer a regular doctor. The empirical analysis that showed 
the vulnerability and diffi culties in changing doctors 
made the theory convincing. A weakness of the qual-
itative study design is that we did not focus on the 
doctors ’  attachment style. Other studies have done 
that [13,33]. Another weakness of this study is that 
the analysis focused on the equalities of the 22 patients ’  
preferences. However, it was necessary to focus on the 
common features of the patients to take the analysis 
above a subjective level and to create coherence 
between the interviews. Furthermore, the most sig-
nifi cant variations were included in the analysis in the 
form of the two patients who differed from the others. 
They showed the complexity of the situation by oppos-
ing the need for attachment to a certain GP in the 
actual consultation, but still confi rmed the theory by 
believing that their need for attachment would change 
when their life circumstances changed. 

 A deeper understanding of the role of attachment 
within the doctor – patient relationship in primary 
care can lead to better patient care and enrich the 
GP ’ s clinical experience. Attachment theory explains 
why it is valuable to have a regular doctor and is an 
argument for general practice having a special quality 
in relation to the remaining health care system. It 
provides the patients with the desired possibility of 
attaching themselves to a regular doctor. Several stud-
ies have tried empirically to pin down the special qual-
ity in the good doctor – patient relationship in general 
practice [25,26,34], but they lack the theoretical depth 
that is required to obtain a more comprehensive theo-
retical framework for human sickness [35]. 

 This study is a theoretical contribution to further 
research into the signifi cance of interpersonal conti-
nuity in the doctor – patient relationship. It would be 
very interesting to convert this qualitative study into 
a quantitative study design and look at the correla-
tions between the patients and the doctors ’  attach-
ment style. The results oppose the tendency of 
European practice where the importance of the sub-
jectivity of the doctor is being minimized [36]. Within 
contemporary society, the ascendancy of market 
rhetoric has made it diffi cult to see the difference 
between a consumer – provider relationship and a 
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doctor – patient relationship. However, this study 
determines that patients should not be mistaken for 
consumers. The study raises new questions as to how 
large health centres can be organized to still maintain 
continuity between patient and doctor. Furthermore, 
there is a need for further knowledge of the patients ’  
different attachment styles and how they affect the 
doctor – patient relationship.   
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