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Continuity and Trust in Primary Care: 

A Qualitative Study Informed by Game 

Theory

ABSTRACT
PURPOSE The relationship between continuity of care and patient trust in pri-
mary care is not fully understood. We report an empirical investigation, informed 
by game theory, of patients’ accounts of their trust in general practitioners (GPs).

METHODS We conducted an analysis based on the constant comparative method 
of 20 semistructured interviews with patients about trust in GPs in the United 
Kingdom.

RESULTS People use institutional trust, derived from expectations of medicine as 
an institution and doctors as professionals, as a starting point for their transac-
tions with unfamiliar doctors. This expectation may be enough to allow patients 
the minimum of what they want from doctors and is often suffi cient for single-
episode encounters, where patients have specifi c goals. Repeated interactions 
with the same doctor can allow patients to develop more secure expectations, 
based on a history of other interactions and anticipation of future interactions. 
Secure trust can develop over time, especially if patients are convinced that the 
doctor has their interests at heart.

CONCLUSIONS This work identifi es dynamics inherent in repeated interactions that 
enable secure trust to develop. These fi ndings have important implications for the 
design of services, which in the United Kingdom and elsewhere are increasingly 
focused on enhancing access rather than continuity. They suggest that patients 
do not see GPs as interchangeable and that the move toward organizing services 
around single encounters may disrupt the development of secure trust.

Ann Fam Med 2010;8:440-446. doi:10.1370/afm.1160.

INTRODUCTION

T
his article draws on game theory to help theorize the relationship 

between continuity of care and patient trust in primary care. Game 

theory is a formal theoretical framework for analyzing strategic 

interactions between 2 or more decision makers who, in the terminology 

of game theory, are called players.1 Game theory was originally developed 

by mathematicians in the 1920s, and its original objective was to specify 

how rational players will act and what outcomes will therefore result in 

particular games. Players are assumed to be rational only in the weak sense 

that they invariably act in their own best interests relative to their current 

knowledge and beliefs. Later developments of game theory, especially 

behavioral game theory,2-4 explicitly recognize the bounded rationality of 

human decision makers and have found wide application in the social and 

behavioral sciences.1,5,6

Game theory work makes an especially interesting and important 

contribution to refi ning understanding of features of trust and coopera-

tion in relationships by proposing and testing sophisticated models of 

the relevance and contribution of a range of psychological, social, and 
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institutional factors.2,3,6 This work suggests that social 

norms, awareness of others’ reputations, and signals of 

trustworthiness from verbal and nonverbal communi-

cation infl uence decisions about trust and cooperation, 

alongside the structural and dynamic aspects of the 

situations within which individuals interact. Given the 

relevance of trust and cooperation to health care, there 

is evident potential for application of game theory con-

cepts and principles to help theorize many aspects of 

interactions in health settings. With a few exceptions,7-9 

however, it has remained neglected within the health 

sciences. We propose that game theory is potentially 

valuable in explaining many empirically observed 

phenomena in health care, including the impact of 

structural and organizational models of health care 

provision on aspects of trust in professional-patient 

relationships, particularly where those models have 

implications for continuity of care.

UK primary care is an important area for the study 

of such phenomena because recent policy shifts have 

emphasized the enhancement of access and choice 

rather than sustaining long-term interpersonal relation-

ships as the key aspiration; at the same time, they have 

promoted the notion of health professionals being inter-

changeable. Patients no longer register with a particular 

general practitioner (GP); instead, they register with a 

group practice. GPs are no longer obliged to provide 

24-hour care for their patients, and responsibility for 

after-hours care is predominantly delegated elsewhere, 

usually to health professionals who have no prior 

acquaintance with the individual patients. Patients are 

also encouraged to use a range of primary care services, 

including walk-in centers, NHS Direct (a National 

Health Service telephone help line), and pharmacists. 

Who provides care is therefore increasingly seen as at 

policy level as less important than where and when. 

These changes in institutional patterns of primary care 

provision have led to concerns that disrupting conti-

nuity in primary care may undermine trust.10 Trust is 

often considered a critical aspect of health professional-

patient interactions; apart from its intrinsic value, it is 

associated with desirable outcomes, including patient 

satisfaction, adherence to treatment or advice, and per-

ceived effectiveness of care.11-15

Notwithstanding the effort given to describing 

and modeling the development of trust over time,16-24 

the mechanisms underlying the relationships between 

aspects of continuity and trust are still not fully under-

stood. For example, the extent to which the quality of 

the GP-patient relationship depends upon longitudi-

nal continuity is unclear.17,25,26 A key problem is that 

empirical research into continuity of care has lacked 

an integrative theory,24 making it diffi cult to offer a 

conceptually sophisticated answer to the question of 

whether continuity of care from the same GP over 

time really matters for patient trust, and if so, why.

Game theory addresses this lacuna. It is especially 

relevant to thinking about continuity because of the 

distinction it makes between the properties of single-

episode interactions (or games) on the one hand and 

repeated interactions on the other. Experimental 

evidence in game theory shows how the dynamics of 

repeated interactions provide a context that facilitates 

and enhances the development of secure trust and 

lasting cooperation.1,27 It further suggests that stable 

mutual cooperation often depends on individuals hav-

ing the opportunity to build a history of cooperative 

encounters, and that cooperative and trustworthy 

behaviors are incentivized by the anticipation of long-

term reciprocal benefi ts (the so-called shadow of the 

future) when repeated interactions are anticipated.7,27 

The nature of single encounters, in contrast, is thought 

to limit the extent to which secure trust and stable 

cooperation can be established; individuals have no 

expectations of each other’s behavior, and any incentive 

to cooperate or to maintain a reputation of trustworthi-

ness for possible future gain is necessarily lacking.27

In this article, we report the results of a qualita-

tive study designed to interrogate patient accounts of 

their trust in GPs. We compare and contrast accounts 

of trust in single encounters with accounts of trust in 

repeated interactions. Our study is not intended to 

provide a test of predictions based on game theory; 

rather, game theory provides a set of sensitizing con-

cepts28 for qualitative data analysis.

METHODS
Our analysis was based on semistructured interviews 

with 20 general practice patients conducted as part 

of a larger qualitative study into the meaning of ”per-

sonal care” in UK general practice.29 Research Ethics 

Committee approval was granted for the study. In 

the original study, 40 participants were purposively 

sampled from 6 general practices in Leicestershire, 

United Kingdom, varying in terms of locality, size, 

deprivation, and proportion of patients from ethnic 

minority groups. Participants were interviewed face-

to-face in their own homes. Interviews were conducted 

by 2 social scientists trained in qualitative research 

(1 of whom is an author of this article, C.T.). The 

interview topic guide included open-ended questions 

asking patients to describe their recent experiences of 

consulting in general practice and to talk about their 

relationships with their usual GP and with unfamiliar 

GPs. Specifi c questions about trust were not asked in 

interviews, but when issues of trust arose in partici-

pants’ accounts, they were encouraged to talk about 
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their experiences in relation to trust, the meanings 

they ascribed to it, and its relevance to their relation-

ships with GPs. Interviews were tape-recorded and 

transcribed verbatim.

As trust emerged as a core theme in participants’ 

accounts of their relationships and encounters with 

GPs, it was decided to select a subsample for in-depth 

and focused analysis. Interviews were purposively 

selected to allow a range of age, sex, ethnicity, locality, 

and health status. Purposive sampling ensured that the 

interviews selected came from a heterogeneous group 

of patients with diverse experiences of illness and of 

general practice, allowing the phenomenon of trust to 

be explored in a broad context, not as it applied to spe-

cifi c groups of patients.

Analysis was based on the constant comparative 

method.30 Initial open codes were generated from 

the text. Key concepts from behavioral game theory 

served as sensitizing concepts28 used to guide, but not 

constrain, coding; these included notions of single vs 

repeated interactions, reputation, reciprocity, anticipa-

tion of the future, and infl uencing factors on trust, such 

as evidence of past trustworthy behavior and verbal and 

nonverbal cues. Disconfi rming cases were sought. Codes 

were grouped into a set of organizing themes, then sto-

rylines31 and concept maps32 were used to identify rela-

tionships between subthemes. Coding and analysis were 

undertaken by the fi rst author (C.T.), with checks on 

coding and interpretation made by 2 additional authors 

(T.S. and A.M.C.) Analysis was facilitated by the use of 

the ATLAS.ti software package, version 4.1 (ATLAS-

ti, GmbH, Berlin, Germany). Twenty interviews were 

subject to this detailed analysis, and this sample size was 

suffi cient to reach theoretical saturation. 

RESULTS
Of the 20 participants included in the analysis; 2 were 

younger than 20 years, 7 were aged between 21 and 40 

years, 6 were aged between 41 and 60 years, and 5 were 

older than 60 years. There were 8 men and 12 women. 

Thirteen identifi ed themselves as white, English, or Brit-

ish, 6 as South Asian, and 1 as black Caribbean. Eleven 

participants had chronic health conditions.

Trust in a Single-Episode Consultation
As an initial starting point for transactions with doc-

tors whom they were to meet for the fi rst (and possibly 

only) time, participants described relying primarily on 

what Mechanic33 describes as social or institutional 

trust (ie, trust in institutions, such as the health care 

system, the medical profession, or an organization). For 

participants, it made sense to be optimistic about doc-

tors’ skills and competence, since they wanted access 

to their expertise and wanted treatment. This form 

of trust was functional, in the sense that it enabled 

patients to get things done.

If something severe happened, and I had to have surgery 

or something, I’d have to have that confi dence in a doctor 

for them to do it, because I’m not gonna know that surgeon 

cause I’m not gonna have seen them before, and I’d have to 

have that confi dence with them (interview 5).

This trust was strongly grounded in beliefs that 

doctors would be suitably qualifi ed; professional cre-

dentials acted as warrants of trust34 and enabled a way 

of orienting toward doctors as an institution.

You have to have that confi dence in them…because they 

wouldn’t be a doctor, they wouldn’t have the qualifi cations 

that, you know, everything that goes with being a doctor, 

they wouldn’t have all that. They’d have to have got there 

somehow (interview 5).

Institutional trust was often suffi cient for patients, 

because it allowed them to access the minimum of 

what they wanted from doctors—practical outcomes, 

such as treatment, sickness certifi cates, diagnoses, 

referrals, etc. Participants were often prepared to 

accept anyone for some types of health problems, 

especially urgent or minor problems, or where the 

patients did not feel the need to be assured of high lev-

els of competence or good interpersonal skills.

If it was an injury type thing that you needed to go to the 

doctor for, then it wouldn’t matter to me who I saw because 

I’d feel confi dent that even if it was a locum, the junior doc-

tor, a fi rst day there, I would feel confi dent that they have 

had the experience of how to deal with a strained muscle or 

something like that (interview 3).

Describing the trust that patients bring to the con-

sultation as blind or naïve,35 however, would seem a 

defi cient way of conceptualizing how participants in 

our study oriented themselves toward GPs. Rather than 

uncritical acceptance that all doctors would be equally 

trustworthy, many participants attended to other cues 

and signs, including heuristics, such as group member-

ship and reputation, to determine whether to trust a 

particular GP: “They all speak very highly of him…. 

They tell me that the man doctor’s very, very good” 

(interview 9).

We found examples of patients who were not 

wholly optimistic when consulting an unfamiliar GP. 

These patients did not withhold trust, but they were 

more skeptical and open to the possibility of disap-

pointment. Heuristics and reputation could therefore 

operate to undermine, rather than secure, trust—as in 

the case of a female South Asian patient, who, though 

she had not met any of them, described how she did 
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not trust the GPs at a practice because they were all 

older South Asian men. For others, wariness derived 

from their own dispositional characteristics, previous 

experiences of untrustworthy GPs, or a sense of acute 

personal vulnerability.

I was quite anxious…because I had just become pregnant, 

and I had received 5 years’ fertility treatment… So it was 

quite an important time for me. It was fi ne but you don’t 

know that and it makes you quite uneasy…what’s he like 

(interview 1)?

Once a doctor had been accessed, effective com-

munication and development of common understand-

ing during the consultation could help to develop 

what Meyerson et al refer to as swift trust36 in a single 

encounter:

If you go and see any doctor for the fi rst time…if you get 

the proper treatment…if he has got a listening ear, if he’s 

calm, if he asks the patient politely, ”What’s wrong?”…you 

reinforce your trust in him (interview 6).

Swift trust was fragile and easily undermined, how-

ever, by perceived breaches of expectations about GPs’ 

motivation or competence.

His general attitude, I felt, wasn’t a pleasant attitude, and he 

wanted you to leave as quickly as possible…. I just felt that 

he really wasn’t bothered at all…. I remembered feeling I 

don’t ever want to see that man again (interview 12).

These fi ndings are consistent with the game theory 

suggestion that there is little inherent in a single inter-

action to provide a foundation for secure trust. In this 

context, people can draw only on whatever general 

information is available as to the likely trustworthiness 

of the person with whom they are interacting, such as 

social role and group membership (including the assur-

ances inherent in the social role of doctor), and cues 

to trustworthiness derived from aspects of verbal and 

nonverbal communication.4 Trust in single encounters 

can be functional, but it is fragile and limited in scope.

Repeated Interactions and Trust
Many patients preferred to see trust as an integral part 

of an ongoing relationship with a GP. Consulting a GP 

repeatedly, as would be suggested by game theory,4,27 

provided the opportunity to amass cumulative experi-

ences of trustworthy behavior and establish norms 

of cooperation and reciprocity. Two features seemed 

especially important to patients as elements of a doc-

tors’ trustworthy behavior over time: the extent to 

which GPs seemed competent, and the extent to which 

they appeared to act in the patient’s interests.37

Participants mostly tended to begin from the 

assumption that GPs would be competent, and their 

trust was maintained and reinforced if they perceived 

that the care they received was appropriate and effec-

tive, or if GPs demonstrated awareness of the limits of 

their expertise: 

Well, very much having confi dence in the doctor…. You see, 

he discovered this angina, well, I don’t say he discovered it, 

but I mean he immediately sent me to hospital (interview 2).

In the same way, trust could be undermined by 

breaches of expectations about competence, especially 

evidence of misdiagnosis: “I’ve been to a particular 

doctor at the practice who has misdiagnosed…. I 

wouldn’t have any confi dence in him” (interview 17).

Evidence of the GP’s motivation to put the interests 

of the patient fi rst was core to the development of trust. 

For participants, strong evidence of trustworthiness was 

provided when a GP seemed intrinsically motivated 

to care for patients, was willing to invest effort in the 

patient, showed personal knowledge, was particularly 

caring, invested time in identifying and resolving their 

problems, or made an additional effort to help them.

He wants to fi nd out more, which I like, rather than you just 

telling him that you’re ill and he’ll give you something. He 

actually wants to fi nd out what is actually wrong with you 

(interview 4).

In contrast, trust could be undermined by rush-

ing patients, appearing to be motivated by fi nancial or 

personal interests, or not demonstrating the orientation 

toward the patients’ welfare that their role required: 

“All they are concerned about is profi t…my doctor he 

seems more businesslike rather than patients come fi rst” 

(interview 20). In another reply, “It seems that he was 

more interested in when he were retiring, than [in] my 

missus [wife]” (interview 11).

Repeated interactions not only allowed patients to 

validate the GP as trustworthy but also enabled patients 

to build their own reciprocal reputation with their GP. 

Participants described the value of having the opportu-

nity to be validated in the eyes of the GP as legitimate 

or trustworthy patients who would not abuse or take 

advantage of the service provided.19,38,39 Developing and 

maintaining this identity as a cooperative patient acted 

to secure trust, as patients believed that the GP would 

have good reasons to take them seriously and would be 

motivated to act in their best interests:

You know he understands that if you’re complaining about 

something, you’ve jolly well got something and you’re not 

sort of making it up or wasting his time (interview 2).

Again, in contrast, trust could be undermined if the 

patient felt discredited by the GP, to the extent that 

patients were unwilling to continue to see the GP in 

the future.
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This was when she was teething, my daughter…. It was 

really upsetting her and that and she was high with tem-

perature and…I thought I’d just take her in and to the doc-

tors and see if he could give me something a bit stronger to 

relieve the pain, and he just told me straight, ”Well it’s up to 

the parents to look after them properly….” And that really 

got me (interview 13).

In this way, initial orientations toward GPs were 

superseded by experiential knowledge that informed 

patients’ level of trust. This fi nding is consistent with 

the game theory conclusion that trust can develop over 

repeated interactions, in which individuals have the 

opportunity to update their beliefs about each others’ 

trustworthiness.27

Not only was past experience important in promot-

ing trust, but expectations of future interactions also 

played an important role.9 Participants described how 

expectations of future care from the GP, as well as 

evidence of the GP’s commitment to their future care, 

provided a strong foundation for trust. In contrast, a 

perception that they would not see the GP again was a 

reason for patients questioning the extent to which the 

GP could be trusted to fully act in their best interests.

You may see [doctor] again or something…it’s not the sort 

of feeling—”Oh, I’ll give him a pill and go.” They’re slightly 

more accountable probably (interview 3).

Value of Secure Trust
In contrast to the fragile trust relations characterizing 

single encounters, secure trust built over time tended 

to be robust, with participants willing to forgive the 

occasional mistake or to accept a GP’s limits without 

long-term damage to their trust. Once they had built 

evidence that the GP was motivated to care for them, 

patients were less likely to attribute errors to a lack of 

effort or motivation on the part of the doctor.

I think  cor, good of the bloke, that he’s found time to ring me 

up and say—well actually more or less apologize to me on the 

phone that he didn’t diagnose what I had got (interview 3).

The kind of trust developed over time tended to 

engender feelings of confi dence and security, which 

were very highly valued by participants.

As time goes on you get more confi dence and you feel more 

comfortable with them, and you know how they are going to 

be with you, the sort of responses you are going to get from 

them, and that makes you feel more comfortable and secure 

in going to see them (interview 17).

Secure trust stretched further than swift trust and 

was especially highly valued; patients often felt they 

needed secure trust where problems were personal or 

complex, or where they felt they needed an advocate 

to act in their interests or their situation required 

someone who they could rely upon to take some extra 

trouble for them.

I probably go to see other GP’s if I got fl u and cold or what-

ever, but Dr X I would go and see her for my personal prob-

lems…like after I had her, for the contraception injections I 

was having, I won’t go and see any other doctors. I’ll just go 

and make sure I had an appointment with her (interview 14).

DISCUSSION
Our analysis suggests that drawing on game theory 

not only helps to provide a theoretical basis for previ-

ous descriptions of the development of the GP-patient 

relationship,40,41 it also generates a new set of under-

standings into the dynamics of trust in encounters and 

relationships. Patients are often willing to draw on 

institutional trust as to engage with unfamiliar GPs, 

consistent with the observation from behavioral game 

theory that people can and do trust each other enough 

to cooperate even in single encounters.42 This trust is 

not blind or naïve; rather, it is a handy or convenient 

heuristic that provides a pragmatic starting point, is 

provisional and contingent, and can be reinforced or 

undermined by cues to trustworthiness picked up from 

interpersonal aspects of the consultation. We found 

that, on the whole, patients’ initial trusting stance 

tended to be maintained passively as long as assurances 

were available about the motives and competence of 

the GP. Evidence that refuted these assumptions could 

easily destroy trust, perhaps especially in the early 

stages of relationships. 

With repeated positive interactions, however, 

trust could become more secure as patients amassed 

experience of the GP and built their own reputations 

as cooperative and trustworthy. The expectation of 

future interactions gave patients what they saw as good 

reasons to trust their GP to act in their best interests. 

Trust that had been established over time and was set 

in the context of a relationship that was expected to 

continue into the future was especially rich and valued 

by patients. Such trust was more robust to errors and 

lapses on the part of the GP. In contrast, transactions 

in single encounters tended to be limited in scope, and 

patient trust in such encounters was much more pre-

carious and vulnerable to failure. In this sense, as game 

theory would suggest, repeated interactions between 

patients and GPs have unique dynamics that can sup-

port the development of secure and trust which are not 

shared by single encounters.7,27

The fi ndings of this study may be limited in that 

the sample consisted of patients from a single county of 

England. Though the sample was purposively selected 

to be heterogeneous in terms of patient characteristics 
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and experiences of care, it is possible that a different 

set of views might have been expressed by a different 

sample. Nonetheless, there are a number of important 

implications of our fi ndings for choices about the opti-

mal organization of primary care services.

Our study goes beyond simply repeating the fi nd-

ing that there is a relationship between continuity and 

trust. By developing a theoretically based account of 

trust in relationships and encounters, our analysis helps 

to explain how and under what circumstances trust can 

be reinforced or undermined over time. Further, rather 

than focusing solely on past experience as the relevant 

dimension of continuity, as is the norm in the current 

literature, an analysis animated by game theory dem-

onstrates that continuity has both a past and a future 

dimension,43 thus improving understanding of the role 

of the longitudinal dimensions of the doctor-patient 

relationship in the development of trust.

Our study also provides new insights into the com-

plexities of continuity and avoids valorizing continuity 

as necessarily a good thing.44 Our fi ndings suggest that 

repeated interactions over time are not in themselves 

suffi cient to develop secure trust. Though some degree 

of longitudinality17 is needed, the development of trust 

is also dependent on what happens in interactions. We 

found some instances where trust was not built or was 

undermined despite repeated interactions, particularly 

where patients believed the GP was not motivated to 

act in their best interests or where they had concerns 

about quality of care. We would not expect continuity 

as measured by such indicators as frequency of visits or 

proportion of visits to the usual doctor45 to be neces-

sarily associated with increased trust.17,25 Rather, we 

argue that, as game theory would predict, a history of 

past interactions and the anticipation of future interac-

tions provide a context that makes it possible for trust 

to build and become secure. Our work sheds light on 

the specifi c features of ongoing relationships that are 

likely to build or undermine trust by identifying some 

ways patients assure themselves of the doctor’s compe-

tence and motivation.

This analysis is important because recent changes 

to primary care mean that continuity is under threat. 

Primary health care is more often being provided 

through transactions between patients and unfamiliar 

health professionals, and in addition to structural and 

organizational changes, a loss of continuity of care 

between patients and GPs has been one of the con-

sequences of the Quality and Outcomes Framework 

scheme used for incentivizing performance of general 

practices in England.46 Our study shows that patients 

can still interact with doctors, even if they only see 

them once. Even so, the form of trust characteristic of 

such encounters is limited and may be insuffi cient to 

enable patients to have some aspects of their health 

care needs met. Patients do not see GPs as inter-

changeable, and organizing services around single-

episode encounters may disrupt the development of 

secure trust. We suggest that when and where care 

is accessed remain important, but a renewed recogni-

tion of the importance of who is consulted is required. 

Efforts should be made to design and deliver primary 

care in a way that enables patients to build relation-

ships with GPs over time, in particular by enabling 

patients to be able to access their preferred GP when 

they want and need to,47 alongside other primary care 

professionals where appropriate.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/8/5/440.
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