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Abstract
Introduction Patient ownership is an important el-
ement of physicians’ professional responsibility, but
important gaps remain in our understanding of this
concept. We sought to develop a theory of patient
ownership by studying it in continuity clinics from
the perspective of residents, attending physicians, and
patients.
Methods Using constructivist grounded theory, we
conducted 27 semi-structured interviews of attending
physicians, residents, and patient families within two
pediatric continuity clinics to examine definitions,
expectations, and experiences of patient ownership
from March–August 2019. We constructed themes
using constant comparative analysis and developed
a theory describing patient ownership that takes into
account a diversity of perspectives.
Results Patient ownership was described as a bi-direc-
tional, relational commitment between patient/family
and physician that includes affective and behavioral
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components. The experience of patient ownership
was promoted by continuity of care and constrained
by logistical and other systems-based factors. The
physician was seen as part of a medical care team that
included clinic staff and patient families. Physicians
adjusted expectations surrounding patient ownership
for residents based on scheduling limitations.
Discussion Our theory of patient ownership portrays
the patient/family as an active participant in the pa-
tient–physician relationship, rather than a passive re-
cipient of care. While specific expectations and tasks
will vary based on the practice setting, our findings
reframe the way in which patient ownership can be
viewed and studied in the future by attending to a di-
versity of perspectives.

Keywords Patient ownership · Resident continuity
clinics · Professionalism · Team-based care ·
Continuity of care

Patient ownership is an important element of a physi-
cian’s professional responsibility [1]. However, despite
considerable research, this concept is incompletely
understood, particularly as it relates to responsibili-
ties and expectations for resident physicians in post-
graduate training. While numerous articles have artic-
ulated the importance of fostering patient ownership
among medical trainees [1–5], supervising attending
physicians, residents, and medical students can have
different expectations of how residents should take
ownership of their patients’ care and what it means to
take ownership of a patient’s care [6]. Prior literature
has described factors that promote or inhibit patient
ownership, including personal attitudes or attributes
of the physician, socially-constructed expectations,
and environmental factors [6–11]. However, the rela-
tive influence of these factors, in addition to specific
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expectations surrounding patient ownership, is con-
text dependent. Accordingly, understanding specific
definitions of and influences surrounding patient
ownership in particular practice settings is important
for residency programs striving to build clinical expe-
riences that ensure learners understand the concept
of patient ownership and display it in practice.

A specific setting in which patient ownershipmerits
further study is continuity clinics, which are outpa-
tient clinics within U.S. primary care residency pro-
grams (pediatrics, family medicine, internal medicine)
in which residents longitudinally follow a panel of
patients as their primary care physician. Several
publications have offered behavioral definitions of
patient ownership, proposed what it entails (includ-
ing concepts such as responsibility, knowing patients
well, advocacy, autonomy, and communication) [1–6,
12–15] and described how these concepts could be op-
erationalized through a scale of attitudes and behav-
iors related to ownership of patient care [16]; however,
none have been specific to continuity clinics [16]. Fur-
thermore, the unique influencers of patient ownership
within continuity clinics have not been fully explored.
Several studies have suggested continuity of care fa-
cilitates patient ownership [17–21]. However, some
characteristics of continuity clinics could poorly posi-
tion residents to take ownership of their patients’ care,
including, for example, competing clinical demands,
time constraints, and scheduling limitations [7–11,
22]. Investigating the interplay between these and
other factors that might be specific to continuity clin-
ics could inform efforts to optimize clinic operations
and structures in ways to promote patient ownership.

Furthermore, other gaps remain in our current
theoretical understanding of patient ownership that
could be informed by examining this concept within
continuity clinics in greater depth. First, because
continuity clinics entail sustained engagement with
patients over time, they provide an optimal venue
in which to incorporate the patient’s voice into
our understanding of this concept. Patients have
not been included in any research to date specifi-
cally examining patient ownership. Much literature
has highlighted the active role of the patient and
the importance of patient autonomy in relationship
building and medical decision-making within the pa-
tient–physician relationship [23–26], as well as the
importance of continuity of care in fostering this re-
lationship [27, 28]; however, although patient owner-
ship is closely linked to these concepts, some scholars
have warned that the very construct of patient own-
ership entails a hegemonic power differential that
is disempowering to patients [29]. We believe it is
important to explicitly attend to the patient’s role
within the concept of patient ownership and critically
examine how this relates to previously described con-
ceptions of patient activation, patient autonomy, and
the patient–physician relationship as a whole.

A second theoretical gap is how to reconcile the
traditional concept of patient ownership as an indi-
vidual responsibility with the increasing prominence
of team-based care. Most research examining how
concepts of patient ownership have changed in light
of team-based care has focused on inpatient care and
duty-hour restrictions [1, 6, 30–33], with far less at-
tention paid to how such shifts have affected patient
ownership in the outpatient setting. The modern fo-
cus on team-based care within the outpatient setting
must also inform our ongoing investigations into and
theoretical understandings of patient ownership.

To address these gaps, we first aimed to provide
an in-depth and practical description of patient own-
ership within continuity clinics. Specifically, our re-
search questions were: (1) What are the definitions,
expectations, and experiences of patient ownership
from the perspectives of residents, attending physi-
cians, and patients? and (2) What factors promote or
inhibit attitudes and behaviors related to patient own-
ership among residents in continuity clinics? Attend-
ing to these questions from a diversity of perspectives
should allow for a more representative and robust un-
derstanding of patient ownership within continuity
clinics. This knowledge can then help clarify expecta-
tions for residents and identify specific facilitators or
barriers that could be optimized to improve resident
education and patient care. Our second aim was to
use these findings to build a theory of the concept of
patient ownership within continuity clinics.

Methods

Setting and participants

This study was conducted within Wright State Univer-
sity/Wright-Patterson Medical Center Pediatric Resi-
dency Program. In this integrated program, military
residents have a continuity clinic at Wright-Patterson
Medical Center, and civilian residents have a conti-
nuity clinic at the Dayton Children’s Pediatrics Clinic.
Residents and attending physicians were recruited via
email from both clinical sites. Given that this research
was in a pediatric setting, families of patients seen
at each clinic were recruited for participation using
informational flyers.

Data collection and analysis

We employed constructivist grounded theory because
this methodology supports the study of complex so-
cial phenomena—like patient ownership—that have
yet to be theoretically described in detail [34]. While
prior literature has provided descriptions and defini-
tions of patient ownership [1–6, 12–15], such work
has not been expanded to the level of theory genera-
tion and not focused explicitly on this phenomenon
within continuity clinics. We approached this topic
from a constructivist paradigm [35] because we view
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Table 1 Participant characteristics

Participant Group Total Military Female

Residents 9 5 (55%) 7 (78%)

– First-year 3 2 (67%) 2 (67%)

– Second-year 3 1 (33%) 3 (100%)

– Third-year 3 2 (67%) 2 (67%)

Attending physicians 9 5 (55%) 7 (78%)

Patient family members 10 7 (70%) 6 (60%)

patient ownership as a social construct created and
agreed upon by an individual patient and physician,
and as something which will be influenced by each
individual’s prior experiences, personal beliefs, and
local context.

FromMarch–August 2019, data collection and anal-
ysis took place concurrently across three cycles of
semi-structured interviews, with each cycle consist-
ing of interviews with three residents, three attending
physicians, and three patient families (one family in-
terview included two parents; Tab. 1), for a total of
27 interviews. The interviewer (MK) asked partici-
pants about their definitions, expectations, and ex-
periences of patient ownership and factors that they
believed influenced patient ownership (see Electronic
Supplementary Material for the interview guides).
Interviews were audio recorded and professionally
transcribed, with participant identifiers removed.

Three investigators (MK, HM, LV) engaged in con-
stant comparative analysis, using NVivo Version 12.5.0
software to assist with data coding and analysis. Re-
searchers first independently coded interview tran-
scripts from cycle one, identifying recurring initial
codes. The team then met to refine codes and gen-
erate preliminary themes. After cycle one, the inves-
tigators modified the interview guide to explore the
initial themes and probe for gaps. After cycle two,
we further refined the theme structure and modified
the interview guide to vet and explore the boundaries
of the developing themes. We determined that no
significant new ideas or themes were emerging after
the third round of interviews. After all transcripts
were analyzed and final themes were defined and
explored, we inductively examined the interconnec-
tions between our themes, analyzed memos written
throughout the data analysis process, and created
visual diagrams to begin constructing a theory de-
scribing patient ownership. In refining this theory,
we attended to which features of our findings seemed
most specific to continuity clinic settings and which
we believed to be more overarching principles of
patient ownership in general, and we refined our
premises and diagram to reflect both the definitions
and key influencers identified by our participants.

Reflexivity

We acknowledge that our educational backgrounds
and personal experiences affected our conduct of

this study and the meanings we generated. MK is
a general pediatrician, attending physician at one
of the continuity clinics in our study, and Associate
Program Director of the residency program. Her po-
sition within the clinic and residency program could
have influenced participant responses; however, we
emphasized to participants that our questions had
no right or wrong answers, and we did not include
value-laden questions such as participants’ assess-
ments of how well certain physicians take ownership
of patients or families’ impressions of the care they
receive at their clinic. Additionally, MK’s professional
experience working within a continuity clinic setting
could have influenced her analysis of participant re-
sponses. LV and HM are educational researchers with
expertise in qualitative research and have no direct
involvement in the residency program or continuity
clinics. All three authors have previously researched
this topic as part of a scoping literature review. Al-
though our methods for this study were inductive, we
recognize that insights derived from prior research
could have informed our understandings.

Results

We identified four principal themes, each with points
of convergence and divergence between the three par-
ticipant populations. Themes highlighted that partic-
ipants viewed patient ownership as a relational phe-
nomenon that entails an active role for both the physi-
cian and the patient/family, with a supportive role for
other members of the medical care team. Continuity
of care was generally seen as a facilitator of patient
ownership, but other factors mediated this relation-
ship. All participants acknowledged and accepted sys-
tems-based barriers to patient ownership within con-
tinuity clinics.

Patient ownership is a relational commitment
between patient and physician that includes both
affective and task-based components

Participants universally described task-oriented activ-
ities that represented patient ownership, including, for
example, the physician following up on laboratory or
radiology results and making important medical de-
cisions. All participant groups also emphasized that
patient ownership involves more than such tasks; it
also entails a fundamental desire to connect on a re-
lational level. For the residents and attendings, this
connection was expressed as a desire to be seen as
the primary physician for patients and to know their
patients in a meaningful way:

My definition of patient ownership is that my pa-
tients know who their primary care doctor is. In
residency, that’s challenging. So, I try to make sure
that they know that I am the doctor and they can
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come tome for anything—even if it’s just questions
through the nurse line.—Resident 3

Similarly, patient families communicated a desire
to be known and to be heard by their physician.

I’ve appreciated the fact that my provider actually
knows my kid, she remembers my kids . . . I came
in for an appointment for my son. . . . the provider
knew my son’s name because he was the patient,
but then she started talking to my daughter by her
name, too, without me even saying my daughter’s
name . . . she remembered or she took the time to
look it up.—Family 2

The relative weight placed on the affective versus
task-oriented components of patient ownership var-
ied by participant, but patient families were more
likely than physicians to emphasize relational and
emotional expectations. For example, physicians
often highlighted the benefits to patient care and
workflow:

[Knowing patients well] just makes the clinic day
better andmakes your practice easier. It’s amillion
times easier to follow up a lab that you ordered
and you understandwhy you did it andwhat your
next stepswere. The notes go quicker, the notes can
be shorter. It just—I feel like it makes all of clinic
betterwhen youhave, like, your [patients] that you
own.—Resident 6

Alternatively, patient families more commonly ex-
pressed how such relationships improved their patient
experience:

We’ve had exceptional providers here that are so
incredibly patient with [my child] and being able
to meet his needs and adjust accordingly based on
knowing that he’s going to often react quite nega-
tively to the simplest things. I could definitely see
where, you know, with his age and size how some-
body could easily interpret his actions as just being
a rebelling teenager versus if they didn’t know his
past medical history.—Family 5

This difference in emphasis (i.e., physicians focus-
ing on tasks, families focusing on affective experi-
ences) illustrates how each group interpreted the re-
lational commitment of patient ownership differently.
Patient families believed that kindness, compassion,
and good communication skills were important ele-
ments of patient ownership, whereas no attendings or
residents described similar perceptions. Attendings
and residents instead stressed responsibility for task
completion such as care coordination amongst spe-
cialists, patient handoffs, and complete documenta-
tion in their conceptions of patient ownership. How-
ever, all participant groups identified this relational
commitment as foundational to the concept of patient
ownership, even if its display in action looks different
for patients versus physicians.

Continuity of care exerts a powerful influence on
patient ownership, but it cannot guarantee patient
ownership

Importance of continuity of care
All groups cited continuity of care as the most im-
portant facilitator of patient ownership. Continuity
of care was articulated as a key driver of the pa-
tient–physician relationship, and it was credited with
improving patient care, physician satisfaction, and
workflow:

I think [continuity of care] helps a lot with patient
ownership. . . . If you see a baby from two weeks
all the way up, then you know them sowell. . . . So,
I think themore you know your patients, the easier
it is to take ownership of their care.—Resident 3

Residents and attendings also noted the educa-
tional benefit of following a patient longitudinally
to see the progression of the patient’s disease pro-
cess and the result of treatments. Residents reported
seeking out continuity, and attendings encouraged
residents to strive for continuity with patients in or-
der to maximize their learning.

[I]t’s one thing to go in, gather a history, think
through a differential, say, “Let’s order XYX,” or,
“Let’s refer to so-and-so.” And then if you never
hear what happens to that patient, you have no
idea if your initial working diagnosis was cor-
rect. . . . Learning about how that patient plays
out, what that disease process plays out. . . . I think
that’s where a lot of the learning ends up happen-
ing.—Attending 6

However, while continuity of care was identified as
a facilitator of patient ownership, it was neither nec-
essary nor sufficient to achieve patient ownership. In-
stead, several factors mediated the relationship be-
tween continuity of care and patient ownership.

Mediating factors
First, residents recognized that their personal feelings
toward patients were key mediators of their sense of
patient ownership. Even though residents acknowl-
edged the need to provide good care and follow up to
all patients regardless of their personal feelings, hav-
ing a positive personal connection with families made
it more likely they would strive to take ownership of
the patient’s care:

There’s a couple of families that I’ve taken own-
ership on, and part of it is, I think—I just like
them so much. They’re such nice people. Not
that I don’t take ownership of the patient families
that aren’t nice, but the ones that I like, truly felt,
“Oh, I want you to come see me and only me” are
the ones that you really click on a personal level
with.—Resident 1
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Conversely, in the case of having difficult interac-
tions with families, continuity of care could make it
more challenging for them to feel ownership since
each encounter was difficult:

I think if it’s a good relationship, then [continuity
of care] is a good factor [supporting patient own-
ership]. But I think there are times when you’ve
seen that patient who’s complex, or the family just
has something that you don’t agree with. Then it
makes it [taking ownership of the patient] harder
and harder.—Resident 4

Second, the complexity of a patient’s medical his-
tory and presenting complaint also affected the inter-
play between continuity of care and patient owner-
ship. Patient families and physicians deemed conti-
nuity of care less critical for less medically complex
patients and presenting issues:

You know, if it is strep throat, it doesn’t matter.
I can see someone. They can do what they need to
do and move on. If it is something that you know
ahead of time that this is going to be something
or that it’s starting to become recurrent . . . then
continuity is really important.—Family 4

Finally, several physicians reported that working in
a clinic with a low degree of resident continuity of care
made themmore likely to take ownership of clinic pa-
tients they saw. They felt a responsibility to ensure pa-
tient care was not compromised in a system in which
they could not assume a patient’s assigned primary
care manager would be meaningfully involved in their
care:

You never really have that kind of feeling of con-
sistent continuity, and so I think it gets ingrained
that we have to treat everyone kind of like we’ll
never see them again, because oftentimes we never
will . . . you can’t just brush it off until the next
time you see the kid.—Resident 4

However, personal attributes of the residents also
influenced their proactive stance towards patient
ownership, including the resident’s own intrinsic
sense of responsibility toward patients, their com-
fort with having the medical knowledge needed to
take ownership of a patient’s care in the case of more
complex patients, and their career goals (i.e., whether
or not they intended to pursue a career in primary
care):

Some residents just seem to have a different expec-
tation of themselves within the clinic. And I think
that stemsmore from their own kind of confidence
and comfort . . . There’s kind of the transcendental
maturity—above the like, “What am I expected to
do?”—Attending 6

Patient families and physicians harbor idealized
conceptions of patient ownership but acknowledge
the constraints imposed by logistical and systems-
based factors

Residents, attendings, and patient families commonly
articulated an ideal of patient ownership in which pa-
tients would see their primary care physician for ev-
ery visit and physicians would personally manage all
of their patients’ medical needs. However, all groups
accepted that the reality of modern medicine is un-
likely to enable the realization of this ideal. Partici-
pants identified time constraints, competing respon-
sibilities, and the tension between prioritizing access
versus continuity in scheduling practices as barriers
to achieving this ideal version of patient ownership:

When I’m just so busy for months in the inpa-
tient side . . . I would like to be able to take care
of [my clinic] patients and feel like they think that
I’m their doctor and not just somebody they see
every fifth time they come in. . . . But I do un-
derstand that something will have to give during
this time frame in order to just complete resi-
dency.—Resident 9

While physicians wished they could have more time
to connect with patients and be more involved in all
aspects of their care, almost all saw these systems-
based barriers as an inevitable aspect of residency:

So there is a schedule conflict with the overall res-
idents’ schedules. But again, that is from an over
perspective of the entire residency. It’s not their
fault, it’s not my fault, it’s just the way it is that’s
going right now.—Attending 4

Similarly, patient families displayed understanding
of and empathy for physicians working under this sys-
tem and did not fault them for not living up to the
ideal:

I think that it’s nice when you can see the same
provider, especially for well [child] visits, because
they kind of know the history of the background,
but I also understand that they can’t be here 24/7.
So, that’s why we have a team that, you know,
that reviews the chart, kind of looks through
things.—Family 3

In recognition of these constraints, multiple physi-
cians elaborated on systems in place to ensure that
patients still received proper care. Patient handoffs,
both formal and informal, and relying on other mem-
bers of the care team, such as nurses, to monitor lab-
oratory and radiology results were key mechanisms
to mitigate these barriers. These team-based systems
were seen not only as a part of the local context but
also as a necessary task related to patient ownership.

A few residents discussed challenges to maintaining
patient ownership when personal or systems-based
limitations were not acknowledged or accepted. One
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noted that identifying too much with patients’ con-
cerns or feeling too much responsibility for their care
could lead to exhaustion or even burnout:

I think you can go too far [with having patient
ownership] in medicine. . . . I’ve had attendings
tell me I need to be careful with empathy versus
compassion because you can only empathize so
much. . . . One attending said it really well. He
said: “there was a lot of suffering in that room,
and you took too much of it.”—Resident 7

Another resident described feeling guilt after com-
ing off of a clinic block and handing off follow-up
tasks, even though such handoffs were expected.

When I’m here for a month I try very hard to
make sure I’m the only person following on labs
that I order. And I always feel really guilty when
I have to send them to somebody else because I’m
done.—Resident 9

These more extreme expectations of ownership
were identified by residents, not attendings. All physi-
cians expected residents to take full ownership of their
patients’ care while in clinic, but most did not expect
residents to be attending to clinic-related items while
on other rotations and expected residents to hand off
follow-up tasks more frequently.

Patient families and physicians hold an expansive
view of team-based ownership that includes
physicians, support staff, and patient families

Participants described patient ownership as a hybrid
of individual- and team-based responsibility. Most
saw the physician as personally responsible to pa-
tients as the leader of a care team, and no physician
thought that the presence of multiple team members
diminished this responsibility. Some referred to the
physician as the “quarterback” of the team (Attend-
ing 9) or even the “commander in chief” (Attending 4).
Yet nearly all articulated a team-based concept of pa-
tient ownership, with the team including not only
other physicians within the clinic, but also nurses,
case managers, social workers, front desk staff, and
technicians:

First and foremost, [responsibility] goes to the in-
dividual [physician], but then the team is there
kind of as a backup. So, especially with our teams
and our nurses, they do a great job of helping co-
ordinate to get some of that information, get the
ED records, get the labs, get everything like that.
But then, that decision-making usually comes on
the individual.—Attending 2

Additionally, multiple patient families and some
physicians identified patients and patient families
as integral members of this team. They viewed pa-
tient ownership as a shared responsibility between
physicians and patient families. Patient families were

seen as responsible for advocating for their children,
navigating the medical system to ensure proper care
and follow up for their child, and negotiating and
adhering to medical recommendations made by the
physician.

It’s definitely team-based. You can give me a plan
of care, but it’s on me, the parent, to carry out that
plan. . . . So, it is you, me on the team together, and
my child.—Family 8

As a member of this care team, patient families
partnered with the physician in their child’s care.
For patients and physicians who espoused this joint
concept of patient ownership, they described the pa-
tient–physician relationship as a partnership, each
with distinct roles and responsibilities.

Patients that I have kind of taken ownership of
work to be in my clinic. They seek me out, they
book all their well visits with me, they will try
to book acute visits with me, they’ll adjust their
schedules to try to be with me.—Resident 6

Patient ownership I think definitely revolves
around for me the word relationship. I think pa-
tient ownership, I think about health. I think that
ownership has to be 50–50. Ownership of health
has to be patient and physician.—Resident 7

This central position for the patient/family within
the medical care team aligned with the bi-directional
relationship articulated by participants in defining pa-
tient ownership. Both sets of descriptions cast active
and empowered roles for patients/families within the
construct of patient ownership, which became a foun-
dational premise of our theory of patient ownership
within continuity clinics.

Discussion

Our findings provide new insights into the concept
of patient ownership within continuity clinics by in-
corporating the perspectives of attending physicians,
residents, and patient families. We developed a the-
ory of patient ownership within continuity clinics
that rests on several premises, illustrated in Fig. 1.
The first premise of our theory is: Patient ownership
within continuity clinics is a relational commitment
that involves a bi-directional exchange between patient
and physician. This relationship exists within the
context of medical care provision, which is the foun-
dational task upon which this relationship is built.
For both parties, patient ownership entails distinct
affective and behavioral elements. Tab. 2 provides ex-
amples of such elements within our continuity clinic
setting. The attitudes and behaviors articulated for
physicians align well with prior descriptions of patient
ownership that emphasize feelings of responsibility,
personally carrying out patient care tasks, autonomy,
and knowing patients well [5, 8, 12, 13, 15, 29, 36, 37].
Within our continuity clinics, coordination of care
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Fig. 1 Visual representation of theory of patient ownership
within continuity clinics

within a team-based environment was emphasized as
a particularly important task, including involvement
of medical support staff and patient handoffs to other
physicians.

The second premise of our theory is: The physi-
cian and patient engage in patient ownership within
the constraints and affordances of their local context.
We view the systems-based and logistical constraints
articulated by our participants (Box 1) as examples of
barriers within our local context. Conversely, conti-
nuity of care, scheduling practices favoring continuity
over access, and resident autonomy were facilitators
in most circumstances (Box 1). While many of these
factors also align with prior literature describing in-
fluencers of patient ownership [7–11, 17–22], findings
specific to the continuity clinic setting that have not

Table 2 Examples of affective and behavioral elements of patient ownership in a continuity clinic setting

Affect Behaviors

Physician – Feels responsibility for patient’s care
– Feels like primary care provider for patient
– Sees the patient’s concerns as their own

– Provides medical care
– Follows up clinical care, radiology, laboratory studies, and consults
– Coordinates care between medical care team and subspecialists
– Listens to patient
– Knows the patient well, both medically and personally
– Makes important care decisions
– Seeks continuity with patients

Patient/
Patient family

– Identifies physician as primary care
provider
– Feels known by physician
– Feels heard by physician
– Trusts physician

– Advocates for self/patient
– Carries out home treatment plans
– Actively seeks out appointments/continuity with physician

been well described previously included protocols for
calling back patients regarding laboratory or radiology
results, the resident patient load during clinic, and
the medical complexity of resident patient empanel-
ments. The practice setting and medical care team
can also be seen as integral parts of the local context;
however, none of these contextual factors can guar-
antee or disallow patient ownership. The ownership
exhibited and felt by both physicians and patients is
influenced by, but not dependent on, the context in
which they are operating.

The final premise of our theory is: A patient own-
ership relationship is built between physician and pa-
tient. Therefore, although a physician is part of a care
team, this teammembership does not diminish a physi-
cian’s personal commitment toward his/her patients.
Prior literature has expressed concern over a dilution
of responsibility among residents in light of team-
based care [2–4], but no participants within our study
felt that team-based care lessened personal feelings of
patient ownership. Instead, care teams played an im-
portant role in facilitating provision of care, attending
to follow-up issues, and coordinating additional care.

We contend that an important contribution offered
by our theory is to articulate the active role cast for the
patient/family within the construct of patient owner-
ship. In our theory, the patient is not the passive re-
cipient of a physician’s care. Instead, the patient has
agency to actively partner with the physician in nego-
tiating and carrying out medical care plans, and the
feelings the patient has toward his/her physician mat-
ter. Of course, the physician can still execute his/her
responsibilities within this relationship even if, for ex-
ample, the patient/family does not adhere to treat-
ment plans. But can a physician really be seen to
have good ownership of a patient’s care if the patient/
family does not feel heard or listened to, or if they do
not see that particular physician as their physician?

Within the larger body of literature on the pa-
tient–physician relationship, patient autonomy and
activation are increasingly recognized as central con-
cerns [23, 26, 38, 39]. Emanuel and Emanuel [40] de-
scribed four prototypical models of this relationship:
paternalistic (strong control exerted by physician),
informative (physician only provides information,
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Box 1 Contextual factors affecting patient
ownership in continuity clinic setting

� Degree of continuity of care
� Clinic scheduling practices (e.g., prioritizing ac-

cess versus continuity)
� Resident rotation scheduling practices (e.g., ful-

l-day versus half-day continuity clinics, division
of inpatient/outpatient rotations)

� Composition of medical care team
� Protocols for calling patients back regarding lab-

oratory or radiology results
� Degree of resident autonomy
� Faculty role modeling
� Resident patient load during clinic
� Medical complexity of patient empanelment
� Handoff protocols/practices

patients have full control of decisions), interpretive
(physician helps patient elucidate and articulate their
values), and deliberative (physician partners with
patient to decide treatment plan based on patient
values), with the conception of patient autonomy
as one of the prime distinguishing features of each.
Some have contended that the term patient owner-
ship is inherently paternalistic [29] and suggested
alternative phrasings such patient care ownership or
decision ownership [2, 8, 36], and we respect those
who chose to embrace different terminology. How-
ever, this model reframes patient ownership in a more
inclusive sense by shifting the locus of control from
the physician alone to a shared position between both
parties—with the physician still having information
and expertise, and with the patient/family empow-
ered to negotiate and carry out treatment plans and to
shape the nature of the relationship through their feel-
ings toward the physician. We suggest that our theory
of patient ownership is compatible with a more inter-
pretive or deliberative model of the patient–physician
relationship, which some have argued to be the most
ethical models of interaction [38] and the most likely
to foster trust [39, 41], and it brings this concept in
line with more modern views of patient autonomy.

We acknowledge our study has limitations. In
accordance with constructivist epistemology, our
findings are specific to our particular context and
shaped by our subjective perspectives. Further study
is needed to determine the transferability of our the-
ory to clinical settings other than continuity clinics.
We suspect that the longitudinal, sustained relation-
ships built within continuity clinics—the interper-
sonal facet of continuity of care [42]—could exert
a strong influence on expectations surrounding the
patient/family role within the patient ownership re-
lationship. How the patient/family role is articulated
and experienced in inpatient or other acute care set-
tings, for example, merits investigation. Furthermore,

the patient families who agreed to participate in the
study were predominantly military (70%). While we
did not notice significant differences in responses
between groups, we recognize that factors such as
frequent moves within this population could affect
participant expectations regarding patient ownership
and continuity of care. We also acknowledge the
strong female predominance among resident and
attending physician participants, which mirrors the
gender distribution of the program’s residents and
clinic attending physicians.

We hope future studies can build upon these find-
ings by vetting this theory in other settings. Using
contextual factors identified in this study, future work
could also examine how to reshape clinical policies
or practices designed to optimize patient ownership
between residents and patients in continuity clinics,
particularly in light of the unique time and systems-
based barriers they face in training. In all future stud-
ies of patient ownership, we hope this theory can re-
frame the concept in a more inclusive light that con-
tinues moving these important conversations forward
in a way that respects the diversity of perspectives in-
volved.

Acknowledgements The authors thank Dr. Sara Guerrero-
Dubyforherassistancewithpatientrecruitment for this study.

Funding This study was funded by a grant from the As-
sociation of American Medical Colleges’ Central Group on
Educational Affairs.

Conflict of interest M.E. Kiger, H.S. Meyer and L. Varpio
declare that they have no competing interests.

Ethical approval This studywasapprovedby the Institutional
Review Boards of Dayton Children’s Hospital and Wright-
Patterson Medical Center.

Open Access This article is licensed under a Creative Com-
mons Attribution 4.0 International License, which permits
use, sharing, adaptation, distribution and reproduction in
anymedium or format, as long as you give appropriate credit
to the original author(s) and the source, provide a link to
the Creative Commons licence, and indicate if changes were
made. The images or other third party material in this article
are included in the article’sCreativeCommons licence, unless
indicated otherwise in a credit line to thematerial. If material
is not included in the article’s Creative Commons licence and
your intended use is not permitted by statutory regulation or
exceeds the permitted use, you will need to obtain permis-
sion directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. Van Eaton EG, Horvath KD, Pellegrini CA. Professionalism
andtheshiftmentality: howtoreconcilepatientownership
withlimitedworkhours. ArchSurg. 2005;140:230–5.

2. Dubov O, Frankel L, Seng E. The importance of foster-
ing ownership during medical training. Am J Bioeth.
2016;16:3–12.

3. Antiel RM,BlinmanTA. To leave or to lie: duty hour restric-
tionsandpatientownership. AmJBioeth. 2016;16:13–5.

108 Attending, resident, and patient family perspectives on patient ownership

http://creativecommons.org/licenses/by/4.0/


Original Article

4. Conti CR. Some thoughts about patient ownership. Clin
Cardiol. 2015;38:1.

5. Greenzang KA, Revette AC, Kesselheim JC. Patients of our
own: defining “ownership” of clinical care in graduate
medicaleducation. TeachLearnMed. 2019;31:393–401.

6. Kiger ME, Meyer HS, Hammond C, Miller KM, Dickey KJ,
HammondDV,etal. Whosepatient is this? Ascopingreview
ofpatientownership. AcadMed. 2019;94(11S):S95–S104.

7. Hom J, Richman I, Chen JH, Singh B, Crump C, Chi J.
Fulfillingoutpatientmedicineresponsibilitiesduringinter-
nal medicine residency: a quantitative study of housestaff
participation with between visit tasks. BMC Med Educ.
2016;16:139.

8. Soeprono T, Markman J, Grodcsky M, Cowley D. Practical
interventions to enhance resident ownership of patient
care. AcadPsychiatry. 2018;42:222–7.

9. Pincavage AT, Dahlstrom M, Prochaska M, Ratner S, Beit-
ing KJ, Oyler J, et al. Results of an enhanced clinic handoff
and resident education on resident patient ownership and
patientsafety. AcadMed. 2013;88:795–801.

10. Schumacher DL, Sloven SR, RiebschlegerMP, Englander R,
Hicks PJ, Carraccio C. Beyond counting hours: the im-
portance of supervision, professionalism, transition of
care, and workload in residency training. Acad Med.
2012;87:883–8.

11. Bernabeo EC, Holtman MC, Ginsburg S, Rosenbaum JR,
HolmboeES. Lost in transition: the experience and impact
of frequent changes in the inpatient learning environment.
AcadMed. 2011;86:591–7.

12. McLaren K, Lord J, Murray SB, et al. Ownership of patient
care: a behavioural definition and stepwise approach to
diagnosing problems in trainees. Perspect Med Educ.
2013;2:72–86.

13. Hinchey KT, Iwata I, Picchioni M, McArdle PJ. “I can do
patient care onmy own”: autonomy and themanager role.
AcadMed. 2009;84:1516–21.

14. Kontos N, Freudenreich O, Querques J. Ownership, re-
sponsibility and hospital care: lessons for the consultation
psychiatrist. GenHospPsychiatry. 2008;30:257–62.

15. Sun NZ, Gan R, Snell L, Dolmans D. Use of a night float
system to comply with resident duty hours restrictions:
perceptions of workplace changes and their effects on
professionalism. AcadMed. 2016;91:401–8.

16. DjulbegovicM, Beckstead JW, Fraenkel L. The patient care
ownershipscale: developmentofaninstrumenttomeasure
patient care ownership among internalmedicine trainees.
JGenInternMed. 2019;34:1530–7.

17. Francis MD, Thomas K, Langan M, Smith A, Drake S,
Gwisdalla KL, et al. Clinic design, key practicemetrics, and
residentsatisfactionininternalmedicinecontinuityclinics:
findingsof theeducational innovationsprojectambulatory
collaborative. JGradMedEduc. 2014;6:249–55.

18. Chaudhry SR, Hanna-Attisha M, LaChance J, Reyes G,
Aririguzo J, Fadi H. Primary resident physician: improving
continuityofcare. JGradMedEduc. 2015;7:291–2.

19. SabaGW,ChouCL,Satterfield J.Teachingpatient-centered
communicationskills: atelephonefollowupcurriculumfor
medicalstudents.MedEducOnline. 2014;19:22522.

20. Garment AR, Lee WW, Harris C, Phillips-Caesar E. De-
velopment of a structured year-end sign-out program in
an outpatient continuity practice. J Gen Intern Med.
2013;28:114–20.

21. Lee A, Kennett S, Khera S, Ross S. Perceptions, practice,
and “ownership”: experiences in continuity of the pa-
tient–doctor relationship in a family medicine residency.
CanMedEducJ.2017;8:e74–e85.

22. Bowen JL, Hirsh D, Aagaard E, Kaminetzky CP, Smith M,
Hardman J, et al. Advancing educational continuity in pri-
marycareresidencies: anopportunity forpatient-centered
medicalhomes. AcadMed. 2015;90:587–93.

23. Kilbride MK, Joffe S. The new age of patient autonomy:
implications for thepatient–physician relationship. JAMA.
2018;320:1973–4.

24. Hoff T, Collinson GE. How do we talk about the physi-
cian–patient relationship? What the nonempirical litera-
turetellsus.MedCareResRev. 2017;74:251–85.

25. MendozaMD, Smith SG, EderMM, Hickner J. The seventh
element of quality: the doctor–patient relationship. Fam
Med. 2011;43:83–9.

26. TofanG,BodolicaV, SpraggonM.Governancemechanisms
in the physician–patient relationship: a literature review
andconceptual framework.HealthExpect. 2012;16:14–33.

27. Noyes R, Kukoyi OA, Longley SL, Langbehn DR, Stuart SP.
Effectof continuityof careandpatientdispositional factors
on thephysician–patient relationship. AnnClinPsychiatry.
2011;23:180–5.

28. NuttingPA,GoodwinMA,FlockeSA,ZyzanskiSJ,StangeKC.
Continuity of primary care: to whom does it matter and
when? AnnFamMed. 2003;1:149–55.

29. WyattTR,BowenJ,MannK,RegehrG,CiancioloAT.Coming
in from the cold: physician professional development
as deepening participation in the healthcare community.
TeachLearnMed. 2016;28:358–61.

30. Coverdill JR,AlseidiA,BorgstromDC,etal. Professionalism
inthetwilightzone: amulticenter,mixed-methodsstudyof
shift transition dynamics in surgical residents. Acad Med.
2016;91:531–6.

31. Park J, Woodrow SI, Reznick RK, Beales J, MacRae HM. Pa-
tient care is a collective responsibility: perceptions of pro-
fessionalresponsibilityinsurgery. Surgery. 2007;142:111–8.

32. Arora VM, Farnan JM, Humphrey HJ. Professionalism in
the era of duty hours: time for a shift change? JAMA.
2012;308:2195–6.

33. SanfeyH,Cofer J,Hiatt JR, etal. Serviceoreducation: in the
eyeof thebeholder. ArchSurg. 2011;146:1389–95.

34. Watling CJ, Lingard L. Grounded theory in medical ed-
ucation research: AMEE guide no. 70. Med Teach.
2012;34:850–61.

35. Charmaz K. Constructing grounded theory: a practical
guide throughqualitative analysis. ThousandOaks: SAGE;
2006.

36. Greenzang KA, Kesselheim JC. Responsibility for patient
care in graduate medical education: yours, mine, or ours?
JAMAPediatr. 2015;169:987–8.

37. Cowley DS, Markman JD, Best JA, et al. Understanding
ownership of patient care: a dual-site qualitative study
of faculty and residents from medicine and psychiatry.
PerspectMedEduc. 2017;6:405–12.

38. Borza LR, Gavrilovici C, Stockman R. Ethical models of
physician–patient relationship revisitedwith regard to pa-
tient autonomy, values and patient education. Rev Med
ChirSocMedNatIasi. 2015;119:496–501.

39. RoweR, CalnanM. Trust relationship in health care: devel-
oping a theoretical framework for the “new” NHS. J Health
OrganManag. 2006;20:376–96.

40. Emanuel EJ, Emanuel LL. Four models of the physi-
cian–patientrelationship. JAMA.1992;267:2221–6.

41. Pelligrini CA. Trust: the keystone of the physician–patient
relationship. JAmCollSurg. 2017;224:95–102.

42. SaultzJW.Definingandmeasuringinterpersonalcontinuity
ofcare. AnnFamMed. 2003;1:134–43.

Attending, resident, and patient family perspectives on patient ownership 109


	“It is you, me on the team together, and my child”: Attending, resident, and patient family perspectives on patient ownership
	Abstract
	Methods
	Setting and participants
	Data collection and analysis
	Reflexivity

	Results
	Patient ownership is a relational commitment between patient and physician that includes both affective and task-based components
	Continuity of care exerts a powerful influence on patient ownership, but it cannot guarantee patient ownership
	Importance of continuity of care
	Mediating factors

	Patient families and physicians harbor idealized conceptions of patient ownership but acknowledge the constraints imposed by logistical and systems-based factors
	Patient families and physicians hold an expansive view of team-based ownership that includes physicians, support staff, and patient families

	Discussion
	References


