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Aim: Primary care patients are commonly worried about their complaints

when consulting their doctor. Knowing the reasons behind patients’ worries would

enhance consultation practices. The aim of this study was to find out the reasons

patients themselves give for their worries before a consultation and for possible relief

or persistent worry after the consultation. Background: Our previous study using

quantitative methods suggested that worried patients were uncertain about what

was wrong with them and they perceived their complaints as serious. These results

left some aspects unanswered; for instance, why did the patients consider their

complaints severe. Methods: We conducted semi-structured interviews of patients,

aged 18–39 years, with somatic complaints other than a common cold (n 5 40), both

before and after a consultation, and the patients described their reasons for worry

in their own words. These qualitative data were analysed using thematic content

analysis. Findings: The patients gave as reasons for their worries uncertainty,

consequences of their complaints (eg, inability to work), insufficient control (eg,

inadequate treatment) and prognosis. The patients were relieved when their uncer-

tainty was diminished by getting an explanation for their complaint or when they

achieved more control by getting treatment for their complaint. After a consultation,

their reasons for worry, except for concern about the ability to function, tended to be

replaced by other reasons. Psychological consequences and mistrust in health care

also played a role in persistent worry. Our findings offer support to the patient-centred

clinical method in primary care. To address the patients’ worries properly, the GP

should bring them up for discussion. Special attention should be given to worries

about the ability to function, as they tend to persist even after a consultation.
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Introduction

Primary health-care patients waiting to meet their
doctor are commonly worried about their com-
plaints, even though they may not be serious in
the opinion of a medical professional (Jackson
et al., 1999; Laakso et al., 2005). In our previous
study, we found that some patients were relieved,

whereas others remained worried after a con-
sultation (Laakso et al., 2008). It turned out that
persistently worried patients perceived their
complaints as more serious than others did after a
consultation. Yet, according to the attending GPs,
their complaints were not medically more serious
than the complaints of the relieved patients. The
persistently worried patients were also uncertain
about what was wrong with them. In the light of
these findings it is understandable that worried
patients generally prefer a patient-centred approach,
which includes good communication and exploration
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of their concerns (Little et al., 2001). Bringing
patients’ worries up for discussion may be difficult
for doctors, though, because patients often leave
their concerns unexpressed during a consultation
(Barry et al., 2000; Floyd et al., 2005). So, knowing
more about the contents and prevalence of
patients’ worries would be useful in enhancing
consultation practices. Earlier studies on patients’
worries in primary health care have mainly
focused on their general tendency to worry about
their health (Robbins and Kirmayer, 1996; Fink
et al., 1999) and on worries related to specific
illnesses, for example diabetes or whiplash
(Delahanty et al., 2007; Russell and Nicol, 2009),
whereas little is known about the various reasons
patients may have for their worries and about
possible changes in them after a consultation.

Patients normally try to develop their own
understanding of their complaints. They appraise
their symptoms and compare them with their
previous experiences and knowledge. According
to the self-regulation model (Leventhal et al.,
1998), patients’ perceptions of illness are com-
prised of five dimensions. These are the illness
identity (symptoms and illness label, ie, the name
of the illness, eg, ‘migraine’), the cause of the
illness (eg, hereditary, bacteria), the timeline
(acute versus chronic illness), the consequences of
the illness (eg, social, economic) and perceived
control over the illness. These perceptions are
associated with emotional reactions such as
worry. According to the cognitive-behavioural
hypothesis of health anxiety, a patient’s reactions
to a health threat depend on the perceived
probability of the threat and the perceived cost or
awfulness of the danger. In some studies, struc-
tured questionnaires with preset response alter-
natives (yes/no or Likert scale) have been used to
find out whether primary care patients’ worries
result from perceiving their current complaints as
a sign of a serious illness (Brody and Miller, 1986;
Marple et al., 1997). However, patients may also
be worried about many other things, depending
on the perceived probability of the threat and the
perceived cost or awfulness of the danger. For
example, worry about losing autonomy or inability
to work has been reported (Brorsson and Råstam,
1993; Lang et al., 2002).

Perceptions of a health threat can, however, be
modified by a perceived ability to cope with the
threat and a perception of the rescue factors

available, such as medical treatment (Salkovskis
and Warwick, 2001). In other words, a medical
consultation has the potential to affect the
patient’s perception of the illness. This effect may
vary considerably depending on, among other
things, how established the patient’s pre-existing
view is. Patients’ own views of their condition,
but also their medical knowledge and emotional
state, may to a great extent filter what kind of
information they are inclined to pick up from
their GP’s messages and how they understand
and recall them. And in turn, this understanding
may affect the patient’s perception of the illness
and consequential anxiety or worry (Ley, 1979;
Kessels, 2003).

In the present study, we explored how primary
health-care patients describe in their own words their
reasons for worry behind their current complaint
both before and after a consultation, as well as their
reasons for possible relief after the consultation. Our
purpose was also to explore processes of relief or
persistent worry, for example, would the reasons for
worry change during the consultation, and would
specific reasons for relief be associated with specific
reasons for pre-consultation worry?

Method

Health-care setting, participants and
procedure

The study was carried out in a public primary
health-care centre with a family doctor system,
serving the 38 000 inhabitants of a town and its
rural surroundings in Southern Finland. The
present study is part of a longitudinal research
project aimed at exploring the development of
complaint-related worrying in young adult primary
health-care patients (Laakso et al., 2005). As we
aimed to explore various reasons that primary care
patients may have for their complaint-related
worry, all the patients aged between 18 and 39 years
who made an appointment for a current somatic
complaint other than a common cold were included
in the sample. Patients with psychiatric complaints
or who had non-complaint-related reasons for
making an appointment, for example wellness
examinations or a follow-up for chronic medical
disorders, were excluded. With these inclusion
criteria we also strove to reach cases in which the
origin of the complaint would not be obvious to the
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Primary Health Care Research & Development 2013; 14: 151–163

https://doi.org/10.1017/S1463423612000448 Published online by Cambridge University Press

https://doi.org/10.1017/S1463423612000448


patient and the complaint would not be associated
with chronic illnesses and confirmed diagnoses.
In other words, in these cases there would pre-
sumably be more room for patients’ own appraisals
of their complaints and more potential for changes
in worry during the consultation.

Receptionists recruited consecutive patients
who met these inclusion criteria. In these cases
the consultation in the health-care centre usually
took 10–30 min. After informed consent, the first
author interviewed the patients immediately
before and after the consultation. The ethical com-
mittee of the regional hospital district approved the
study protocol.

The patients were distributed among the 16
doctors working in the health-care centre. The
doctors were informed in general about the
ongoing study, but they were not aware of its
specific objectives. Neither were they told which
of their patients belonged to the sample. Only
after all the interview protocols were completed,
the GPs were asked to appraise the medical
severity of their patients’ complaints.

Pre- and post-consultation interviews
In a semi-structured interview before the con-

sultation, the patients were asked to rate the
intensity of their worry over their current com-
plaint on a visual analogue scale (VAS, 0–100,
0 5 not at all worried, 100 5 extremely worried).
Then they were asked to give reasons for their
worry in their own words. In a post-consultation
interview the patients were asked to rate their
worry again on the same VAS and to give reasons
for their rating. Additionally, the patients were
asked whether they felt more, less or equally
worried over their complaint compared with their
worry before the consultation (‘comparison
question on worry’) and, again, to give reasons for
this in their own words. By using these two dif-
ferent but concurrent measures, we aimed to
confirm the validity of measuring the change in
worry. The same open questions were presented
to all the patients, and as the questions were
explicitly focused, the researcher could easily
write down the patients’ answers word by word.

Patient and complaint characteristics
Altogether 62 patients were interviewed. Forty-

five (42%) of the 107 eligible patients were not

able to participate. The main reason for refusal
(32 patients, 71% of the refusers) was problems in
making arrangements for participation on a very
short notice (eg, absence from work, transporta-
tion to the health-care centre). The refusers did
not differ significantly from the participants in
terms of sex or age.

Only worried patients (n 5 40), that is, patients
with significant pre-consultation worry (VAS .
50), were included in the analyses of the reasons
for worry and relief. The cutting point for sig-
nificant worry was the same as the one we used in
our earlier quantitative study on the background
factors of and changes in complaint-related worry
(Laakso et al., 2008). We noticed that patients
who scored below 50 points on a VAS scale
reported lower scores in illness worry (Illness Worry
Scale, developed and validated by Robbins et al.,
1990; Kirmayer and Robbins, 1991; Robbins and
Kirmayer 1996) and anxiety (Symptom Check-
List-90 – SCL-90), for example, and they appraised
their complaints as less severe. These findings
support the use of this cut-off point to identify the
group of significantly worried patients.

There were more women (63%) than men in
the sample of worried patients. The most common
complaint was musculoskeletal symptoms (38%
of the patients), followed by abdominal symptoms
(23%), headache (15%), dermatological problems
(8%), cardio-pulmonary symptoms (8%) and mis-
cellaneous symptoms (10%). A majority of the
patients (70%, ie, 28 patients) had suffered from
their complaint for three months or less, nine
patients had a complaint with duration of several
months and three patients had a complaint that had
lasted five to ten years.

According to the GPs’ appraisals, most of the
complaints were self-limiting (30%) or curable
(38%). Some were considered chronic (23%) and
only 10% required treatment (life or functioning
threatened if not treated). None of the complaints
were appraised as severe (life or functioning ser-
iously threatened even if treated). Thus, the
sample consisted of young adults with non-serious
complaints that are typical symptoms for primary
care patients, as intended.

Study design and content analyses
Patients’ answers were analysed using thematic

content analysis (Green and Thorogood, 2009).
The inductive strategy of analysis was chosen
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because we strove to highlight patients’ reasons
for their worry as they described it themselves.
The categories were derived from the empirical
data instead of using theories as a starting point
for identifying them. After this, theories such as
the self-regulation model (Leventhal et al., 1998)
and cognitive-behavioural model of health anxi-
ety (Salkovskis and Warwick, 2001) served as a
basis to understand, interpret and conceptualise
the meanings of reasons for worry for patients.

As the meaning unit we used combinations of
words and sentences related to each other in
content, that is, each meaning unit expressed one
reason for worry (Graneheim and Lundman,
2004). Because the patients could give several
reasons for their worry and some of them gave
reasons for both relief and persistent worry in the
post-consultation interview, the patients’ answers
often consisted of several meaning units. Conse-
quently, a patient’s answer might be given several
category codes. The meaning units were classified
into categories, which were exhaustive and mutually
exclusive. Some patients talked about peripheral
matters or their reasons for worry remained
unclear. These answers were classified as no reasons
for worry given.

To begin with, the first author (V.L.) read through
all the answers, identified the themes that emerged
in them, and compiled preliminary descriptions and
definitions for each thematic content category.
Second, both authors coded the answers indepen-
dently according to these preliminary category
descriptions. Examination of observed incongruities
showed that some of the limits of the meaning units
and the criteria of the categories needed further
clarification. After these clarifications and con-
sequent recording, the final categorisations of the
remaining incongruities could be obtained by
negotiations (Graneheim and Lundman, 2004; Joffe
and Yardley, 2004). The analyses of pre- and post-
consultation data resulted in the same categories of
reasons for worry. One additional category of worry
emerged in the post-consultation data, namely
‘complaint still present’. The categories of reasons
for relief were identified, naturally, solely on post-
consultation interviews.

We also transformed qualitative data into
quantitative form by calculating the distribution
of the reasons, that is, their frequencies and the
percentage of patients who mentioned a reason.
In this way we found the most common reasons,

as this is important information from the point of
view of the consultation praxis. This data trans-
formation design is one of the recommended
models of mixed methods studies in primary care
(Creswell et al., 2004).

Finally, we took a closer look at the patients
who consistently reported either relief or persis-
tence of worry. These patients were identified on
the basis of three methods: (1) the VAS ratings of
pre- and post-consultation worry (relieved
patients 5 decrease in worry of at least 40 points
and persistently worried patients 5 increase in
worry or decrease of ,40 points), (2) the answers
to the comparison question on worry and (3) the
reporting of reasons for relief or worry after the
consultation. There was significant but not perfect
overlap between the groupings of patients made
on the basis of changes in the VAS scores and
based on the answers to the comparison question
(x2 16.19 (4), P 5 0.003).

Thus, the ‘relief group’ (n 5 11) consisted of
those who were classified as relieved according
to their VAS ratings, reported being ‘less worried’
to the comparison question and gave reasons
for relief after the consultation. The ‘group of
persistent worry’ consisted of patients (n 5 14)
who were classified as persistently worried
according to their VAS ratings, answered ‘equally
worried’ or ‘more worried’ to the comparison
question and still reported reasons for worry after
the consultation.

Results

Reasoning behind pre- and post-consultation
worry

The analysis of the reasons for the patients’
worry generated 11 categories (Table 1). In the
first category, nature of the complaint, the patients
based their worry on the characteristics of the
complaints, for example the duration or intensity
of the complaint. Also, suffering pain as such was
experienced as worrisome, as was the fact that the
complaint was still present after the consultation
(complaint still present). In each of these three
categories, worry seemed to be based on the
patient’s perception of a disturbing bodily sensation
as a health threat. In other words, the patients had
assumptions of ‘normal’ and threatening signs. For
example, a stable course and long duration of the
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Table 1 Categories of reasons for pre- and post-consultation worry, definitions of categories and examples of meaning units

Category Definition of the category Examples of meaning units

Nature of the
complaint

Something about the nature of the complaint so far (eg,
its duration, intensity or quality) worries the patient.

‘The complaint has not gotten bettery it has lasted so
longy it has become more intense/harder’. ‘It has become
worse all the time’.

Pain The patient feels pain that is intense or otherwise
disturbing.

‘It’s hard to have this, it hurts’. ‘Because of the painy the
pain is worse than a toothache’.

Complaint still
present

The patient is still worried after the consultation, as the
complaint is still present and unchanged; the
consultation did not immediately change the situation.

‘Now I know, but it doesn’t change anything, because the
pain is still exactly the same’. ‘As it didn’t become better
during this consultation yet’.

(Having/getting) No
explanation

The patient does not know what’s wrong with him/her
and this makes him/her worry.

‘As I don’t know, what’s wrong’. ‘Uncertainty about what’s
wrong with me, what causes the pain’.
‘I’m even more uncertain, will they ever find the cause of it’.
‘As nothing was cleared up, the situation is the same as
before the consultation’.

Bodily damage or
dysfunction

The patient is worried that the complaint is related to
some damage or dysfunction in the body.

‘If I let it go on and on, I’m afraid my body will suffer from it’.
‘If the inflammation leads to inability to conceive children’.

Ability to function The complaint impairs the patient’s ability to manage his/
her daily activities, to act in different roles, etc.

‘When the terrible headache attack comes, I am not able to
drive the car, I just shut my eyes and throw up, I can’t do any
housework’. ‘I’m pretty worried, as I can’t do almost
anything’.

Psychological
consequences

The complaint impairs cognitive performance (eg,
concentration) or evokes negative emotions (eg,
nervousness or depression).

‘I keep thinking about it daily nowadays, it disturbs me daily
in some way’. ‘It (the complaint) easily makes you depressed
and your mood keeps varying’.

Death The patient is worried about the complaint leading to death. ‘If it is a heart problemyyou cannot survive without your heart’.
Inadequate treatment The patient has not gotten treatment for the complaint or

he/she assumes that the complaint is not easily treatable.
‘I came to get some help and now there is no help to get’.
‘There have been many attempts to treat it and they have not
been helpful’.
‘Time is running out and the sports game will soon take
place and the doctor has not made any progress with my
complaint’.

Mistrust in health care The patient reports mistrust in doctors or health care or
doubts the quality of care.

‘If I have to go to hospital for a long time, I don’t like it,
because you can get a hospital bacteria there, if I’ll be treated
by some moron doctor who makes treatment errors again’.
‘Because I don’t trust the doctor’.

Negative prognosis of
the complaint

The patient is worried about what will happen with the
complaint in the future, will the complaint get better, will

‘I’m worried it is something serious’. ‘It (the pain) may
become so bad I can’t bear it a moment longer’.

it turn out to be serious, etc. ‘I can’t be completely sure that it will get better; that is why
I’m worried’.
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complaint may be viewed as more serious signs of
illness than are transient and short-term symptoms.
In addition, the patients were concerned about not
knowing what was wrong with them. This uncer-
tainty appeared in the category ‘no explanation’ as a
reason for worry, that is, patients were uncertain
about the identity of their illness.

The patients were also concerned about the
possibility that the complaint could cause some
kind of bodily damage or dysfunction or could
impair their ability to function, that is, their ability
to work or cope with their parenting. The com-
plaint could also have worrisome psychological
consequences, which refer, for example, to nega-
tive emotions and thoughts elicited by the com-
plaint. Some patients worried about death. For a
few patients, their pre-consultation worries were
based on their experiences of inadequate treat-
ment for their complaints. Some patients reported
mistrust in doctors or the health-care system.
Finally, some patients reported concern over the
prognosis of the complaint, for example whether
their complaints would be cured and whether
they would seriously affect their lives. Thus, the
anticipated negative consequences and perceived
treatment options were closely linked to the patients’
worries. Feelings of worry were strengthened when
the complaint was perceived as a sign of an awful
threat to health and life, and when no proper rescue,
such as treatment, seemed to be available (Leventhal
et al., 1998; Salkovskis and Warwick, 2001).

The distribution of the expressed reasons
revealed that the patients were most often con-
cerned about their ability to function or the lack of
an explanation for their complaint (Table 2). Many
patients were also concerned about the nature of
their complaint, its possible damaging or harmful
effects on body functions and prognosis. Interest-
ingly, patients expressed worry because of a lack of
an explanation after the consultation more often
than before it. Mistrust in health care as reason for
worry was also reported after the consultation more
often than before it (Table 2).

Reasoning behind post-consultation relief
The reasons for relief after the consultation

resulted in five content categories (Table 3). The
patients were relieved when they got an explanation
for their complaint or when they were referred for
further examinations in order to get one. Further-
more, the patients reported relief because of getting
treatment or having trust in health care, that is,
they believed they were in good hands. Finally,
the patients felt relieved because they believed in
the positive prognosis of the complaint, that is, the
complaint would be alleviated or it would not affect
their life badly. To conclude, as described in the
cognitive-behavioural model of health anxiety,
diminished awfulness (getting a probably reassuring
explanation) and strengthened trust in rescue (get-
ting treatment and trust in health care) led to

Table 2 Distributions of the reasons for pre- and post-consultation worry and the percentage of the patients who
mentioned the reason

Category of reason Pre-consultation interview (n 5 40) Post-consultation interview (n 5 29)

Mentions of
reasons (f )

Patients who mentioned
the reason (%)

Mentions of
reasons (f )

Patients who mentioned
the reason (%)

Nature of the complaint 11 28 1 3
Pain, discomfort 3 8 1 3
Complaint still present – – 4 14
No explanation 9 23 10 35
Bodily damage/dysfunction 9 23 2 7
Ability to function 12 30 9 31
Psychological consequences 7 18 4 14
Death 2 5 1 3
Inadequate treatment 3 8 3 10
Mistrust in health care 1 3 4 14
Negative prognosis of the
complaint

6 15 6 21

No reasons for worry given 2 5 3 10
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mitigated worry and relief (Salkovskis and War-
wick, 2001).

Altogether, getting an explanation and/or
treatment or having a positive and trusting view
of the prognosis of the complaint were most often
found to be the reasons behind experiences of
relief (Table 3).

Processes of relief and persisting worry
We explored the processes of relief and per-

sistent worry in two groups of patients who con-
sistently reported either relief or persisting worry,
that is, the relief group (Table 4), and the group of
persistent worry (Table 5). These processes linked
the reasons for pre-consultation worry with the
reasons for post-consultation worry or relief.

Pre-consultation worry based on the perceived
nature of the complaint or having no explanation
for the complaint was relieved by getting an
explanation and, in many of these cases, also
getting treatment. These two reasons for worry
indicate a patient’s uncertainty about the identity
of the illness, and they were diminished by getting
an explanation from the GP. Case example S47
below demonstrates these two reasons for worry
and how they were relieved by getting an expla-
nation, accompanied by treatment:

Pre: It has lasted for a long time and it bothers
me all the time and I don’t know what it is.
Post: I got an answer to what’s wrong, I got
treatment advice and now I know how to
take proper measures for it.

(S47, back pain)

Notably, all the patients who reported pre-
consultation worries because of a lack of an expla-
nation were relieved by getting an explanation. A
further example of a ‘worry and uncertainty relieved
by the GP’s explanation’ process was pre-consulta-
tion worry about bodily damage that was relieved by
getting an explanation or examinations:

Pre: If the inflammation leads to not being
able to have children.
Post: Now that the tests have been taken,
then it will be cleared up, whether there is
something wrong or not.

(S2, pain in the lower abdomen)

Worry about bodily damage and the nature of the
complaint was also relieved by getting treatment.T
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In contrast, being left without treatment led to
persistent worry (Table 5):

Pre: The complaint is becoming worse all
the time and I worry about what’s going to
happen next. Will my menstruation cease?
Post: I came to get some help and now there
was no help to get.

(S55, menstrual disturbance)

Worry about ability to function was unique in the
way that it tended to persist after the consultation,
as in the case below. This case also demonstrates
how worry about the ability to function was
accompanied by negative expectations about the
prognosis of the complaint:

Pre: If I can’t find a job that I could manage,
and if it starts to affect my daily life, house-
cleaning, etc.
Post: My hand is just so weak that it gets
strained because of work; if I’ll always lose my
job because of my hand. If it bothers me the
rest of my life, if there’s no way to treat it.

(S13, hand ache)

Patients whose worry was solely based on psy-
chological consequences of the complaint remained
worried as they did not get an explanation for their
complaint from the GP:

Pre: I keep thinking about it every day nowa-
days, it disturbs me in some way every day.
Post: I became uncertain, will they ever find
the cause of the complaint. The doctor said
it’s common to have stomach complaints; I
think he did not really take me seriously.

(S36, stomach trouble)

The patient above (S36) also exemplifies mis-
trust in health care, as was the case with patients
who were worried about death:

Pre: I became scared because of the bad
blood values, they are associated with stay-
ing aliveyas I have dependantsy it needs
to be cleared up whether it is something
serious.
Post: I will be worried until I get the next
blood test resultsyI’ll be relieved if my
hemoglobin has kept on risingy only then
will I believe the doctor that it’s anemia.

(S16, tiredness)T
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Table 5 Processes of persisting worry – pre- and post-consultation answers of the patients in the group of persistent worry (n 5 14)

Patient ID Reasons for
pre-consultation
worry

VAS score
of the pre-
consultation
worry

VAS score
of the post-
consultation
worry

Comparison
question

Reasons for post-consultation worry

S55 Nature of the complaint 1 bodily
damage 1 negative prognosis of
the complaint

88 81 Equally Ability to function 1 inadequate treatment

S9 Nature of the complaint 1

inadequate treatment
71 48 Equally Psychological consequences 1 mistrust in health

care
S19 Pain 1 psychological

consequences
56 50 More Bodily damage

S4 Ability to function 94 57 Equally Ability to function 1 complaint still present
S10 Ability to function 100 100 Equally Ability to function 1 complaint still present
S14 Ability to function 100 96 More Ability to function 1 inadequate treatment
S13 Ability to function 81 63 Equally Ability to function 1 inadequate

treatment 1 negative prognosis of the complaint
S30 Ability to function 100 100 Equally Complaint still present 1 pain 1 negative

prognosis of the complaint
S59 Ability to function 1 mistrust in

health care
65 89 Equally No explanation 1 bodily damage 1 negative

prognosis of the complaint
S39 Psychological consequences 70 70 More No explanation 1 psychological consequences
S36 Psychological consequences 93 97 More No explanation 1 mistrust in health care
S16 Death 86 86 Equally No explanation 1 mistrust in health care
S3 Death 64 51 Equally Mistrust in health care (1 getting an explanation)
S24 Inadequate treatment 78 77 Equally No explanation

VAS 5 visual analogue scale.
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The eight patients who expressed ‘no explana-
tion’ as a new reason for worry after the con-
sultation (Table 2) had reported other reasons for
their worry before the consultation, mostly pain,
ability to function, psychological consequences
and death. Five of them belonged to the group of
persistent worry (Table 5). Also the four patients
reporting mistrust in health care as a new reason
after the consultation consistently reported per-
sisting worry; before the consultation they had
been worried about death, psychological con-
sequences, the nature of the complaint and
inadequate treatment (Table 5).

In conclusion, all the patients, whose pre-
consultation worry was caused by uncertainty
(lacking an explanation), were relieved by getting
an explanation from the GP. In contrast, worry
tended to persist in patients who expressed fear of
death or disturbing thoughts or emotions (psy-
chological consequences) instead of uncertainty
before the consultation, but reported uncertainty
and mistrust in health care after the consultation.
Finally, patients who were worried about their
ability to function tended to remain worried, and
this was often associated with experiences of
getting no treatment.

Discussion

To sum up our main findings, patients were
worried before the consultation because of
uncertainty (not knowing what is wrong and not
understanding the nature of their symptoms), the
consequences of the complaints (bodily damage,
impaired ability to function, psychological con-
sequences, death), insufficient control or rescue
factors (inadequate treatment, mistrust in health
care) and the prognosis of the complaint. As a
whole, these same categories of reasons for worry
also existed after the consultation, but in indivi-
dual cases the reasons for pre-consultation worry
tended to be replaced with other reasons after the
consultation. In addition, some patients remained
worried because the complaint was still present.
Most often patients’ worry was caused by uncer-
tainty and concerns about their ability to function
and vice versa; patients were most often relieved
by getting an explanation or by getting treatment
for their complaint, as well as by having con-
fidence in a positive prognosis. Patients who were

worried because of a lack of explanation for their
complaint before the consultation were relieved
by getting an explanation from the GP. On the
contrary, worry about the ability to function tended
to persist and could only be relieved by getting
treatment. Patients who were worried about death
or the psychological consequences of the complaint
(such as nervousness, depressive mood, difficulty in
concentrating) before the consultation tended to be
worried even after the consultation. The persistence
of their worry was associated with the experience of
being left without an explanation and mistrust in
health care.

Our previous study, which used quantitative
methods, indicated that worry is perpetuated by
uncertainty (Laakso et al., 2008). The results of
the present study, which uses qualitative methods,
support this finding and further illuminate the
experience of uncertainty; it may be associated with
concerns about bodily damage and psychological
consequences of the complaint, such as nervousness
or diminished ability to concentrate. We also found
previously that worried patients appraised their
complaints as severe. Our present findings with
qualitative methods reveal further that, for the
patient, ‘seriousness’ may mean ‘impaired ability to
function’. In all, our results suggest that this kind of
worry may be very persistent.

Uncertainty regarding the nature of the complaint
as one of the key experiences is not surprising.
When faced with a complaint, a person often starts
to search for a label and tries to figure out what is
wrong (Martin et al., 2001). It is understandable that
this naming process easily becomes active in pri-
mary care patients who may consult a GP for the
first time and thus may not yet have an explanation
for their complaint. Most of these uncertain patients
were relieved by getting an explanation for their
complaint. This finding is in line with a previous
study (Woloshynowych et al., 1998) showing that
primary care patients found talking about their
symptoms with the doctor most helpful, as was
having the GP explain what was wrong with them.
Because the explanation is reassuring in most cases,
the experience of a threat also diminishes, which is
in line with the cognitive-behavioural hypothesis
(Salkovskis and Warwick, 2001). Worry about the
complaint causing bodily damage can also be con-
sidered an expression of uncertainty. This was
relieved by getting an explanation, which pre-
sumably can result in a better understanding of the
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nature of the complaint, or by a referral to medical
examinations, which could be seen as a way to find
out what is wrong.

Several patients were worried after the con-
sultation due to a lack of explanation for their
complaint, even though they had not reported
this concern before the consultation. Either
this uncertainty was left unvoiced in the pre-
consultation interview or perhaps their need for
an explanation and subsequent relief originated
from another reason for worry, such as the per-
ceived consequences of their complaints. Some
of these patients were worried about death or
the psychological consequences of the complaint
before the consultation; patients with these
reasons for worry tended to be worried also after
the consultation. Reporting psychological con-
sequences of the complaint can be taken as an
expression of a strong emotional load associated
with the current complaint. Constant rumination
about what is wrong along with impaired mood
and cognitive functioning may provide room for
negative appraisals of the complaint and, conse-
quently, experiences of increased health threat.
This vicious circle tends to preserve patients’
worry, which is consistent with the cognitive-
behavioural hypothesis of health anxiety (Salkovskis
and Warwick, 2001). If this is the case, the strongest
experiences of health threat and consequently
expectations of rescue by health personnel may
emerge in these patients.

Uncertain patients often prefer to visit a
familiar doctor, that is, they value continuity in
health care (Turner et al., 2007), which for them
may represent a ‘promise’ of ‘stronger rescue’ by
a trusted doctor. But if these expectations are
unmet, patients’ feelings of uncertainty may
increase and trust in health care may diminish.
Being left in a state of uncertainty and worry after
the consultation also easily leads to dissatisfaction
with the consultation (Frostholm et al., 2005).
This, in turn, may result in doctor shopping in an
effort to find a ‘better’ doctor that meets the
patient’s expectations.

In contrast to the other reasons for worry,
worry over the ability to function tended to per-
sist after the consultation. Obviously, the ability
to lead an active life and carry out daily chores
was important for the patients (Johansson et al.,
1999). Unless the patients got treatment they
perceived as effective, worry related to these

goals turned out to be persistent. In other words,
if patients did not have confidence in adequate
rescue factors, the awfulness of the complaint
sustained their worry (Salkovskis and Warwick,
2001). Presumably, these patients knew what was
wrong with them, as their worry did not persist
because of getting no explanation for the com-
plaint. They only wanted to get relief from their
sickness, that is, control over the complaint was a
key issue for them (Leventhal et al., 1998).

Strengths and limitations of the study
The interviews were conducted in the natural

context of a primary health-care setting with
genuine patients, immediately before and after an
authentic consultation. This design most probably
increases the credibility of the study.

Letting the patients describe their experiences
in their own words offered them an opportunity
to express the reasons that are personally sig-
nificant to their experiences of worry and relief.
This provided us new knowledge concerning the
various reasons related to patients’ worry and
appraisals of the seriousness of their complaints
that would not have been possible to reach
through structured methods with preset response
alternatives. In addition, by quantifying the qua-
litative results, that is, using mixed methods, we
were able to identify the most common reasons
for worry and relief.

The sample consisted of patients whose com-
plaints corresponded fairly well to those typically
met in primary care. The complaints were non-
serious, and most were of fairly short duration.
Some of the patients had suffered from their com-
plaints for several months or longer and this may
have increased the number of patients reporting
‘inadequate treatment’ as the reason for their worry.

Further research with larger samples of patients
with complaints of different durations is recom-
mended in order to examine the impact of com-
plaint duration on patients’ reasons for worry. The
categories of reasons determined by our qualitative
analysis may serve as a basis for constructing
structured measures (eg, questionnaires).

The semi-structured interviews, conducted in
the fairly definite time limits resulting from the
strict time schedules of the consultations in the
health-care centre, did not allow us to go deeper
into the backgrounds of the patients’ reasons.
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Further research using a narrative approach or
clinical interviews, for example, would provide
more in-depth information on patients’ views on a
personal level.

Conclusion

Although the small sample size of our qualitative
study has to be acknowledged, our results suggest
that patients are worried about a range of issues,
of which uncertainty and concerns about the ability
to function are the most common. The doctors can
usually reassure their patients by giving an expla-
nation, treating the complaint or by strengthening
their confidence in a positive prognosis.

Our findings suggest that the GP may need to
manage patients differently as they have different
reasons for worry. First, some patients search for
an understanding of their complaint. These cases
exemplify cognitive processing of the complaint,
that is, the patients primarily try to figure out
what is wrong with them instead of demonstrating
strong emotional expressions. They are probably
the most responsive to the GP’s medical expla-
nations about their complaint and, consequently,
relieved by them.

Second, some patients worry about their ability
to function. This worry persists and these patients
are not easily reassured after the consultation if
they do not get the treatment they expect. The
relief may come later if the patient witnesses a
favourable effect of the treatment received.
Meanwhile, it is important that the GP tries to
encourage patient optimism, for example, by
focusing attention on the positive measures that
already have been taken and perhaps on further
treatment possibilities, if available.

Third, there are patients whose reasons for
worry seem to include strong emotional aspects,
for example nervousness or fear for death. These
patients may not directly express their uncer-
tainty. They also seem to lack trust in health care.
These patients most probably require special
attention from the GP. Their reasons for worry
should be carefully addressed; this may be chal-
lenging for the GP if the patient leaves their
uncertainty unvoiced. The reasons for worry
should be asked directly but sensitively by the
doctor and responded to in a way that takes patient
views and experiences of the complaints into

account. Feeling they are being understood and
taken seriously is essential to prevent the develop-
ment of increased anxiety and to preserve patient
confidence in health care. Sometimes psychological
counselling may need to be considered.

Our results support the use of the patient-
centred interview method in primary care settings
(Larivaara et al., 2001). Patient-centred inter-
viewing by a GP encourages patients to express
their own views about their complaint and related
concerns. In this way the doctor can discuss
patients’ worry and plan his or her actions
according to patients’ needs.

Our results suggest that the self-regulation
model of illness perceptions (Leventhal et al.,
1998) serves as an appropriate conceptual fra-
mework for understanding the worry experiences
of primary health-care patients. The results of this
study are in line with the cognitive-behavioural
hypothesis of health anxiety (Salkovskis and
Warwick, 2001). The perceived awfulness of the
complaint, for example bodily damage or impaired
ability to function, perpetuates worry, unless the
patient has confidence in adequate rescue factors,
such as effective treatment.
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Primary Health Care Research & Development 2013; 14: 151–163

https://doi.org/10.1017/S1463423612000448 Published online by Cambridge University Press

https://doi.org/10.1017/S1463423612000448


of diabetes-related emotional distress with diabetes
treatment in primary care patients with Type 2 diabetes.
Diabetic Medicine 24, 48–54.

Fink, P., Ewald, H., Jensen, J., Sorensen, L., Engberg, M.,
Holm, M. and Munk-Jorgensen, P. 1999: Screening for
somatization and hypochondriasis in primary care and
neurological in-patients: a seven-item scale for hypochondriasis
and somatization. Journal of Psychosomatic Research 46,
261–73.

Floyd, M.R., Lang, F., McCord, R.S. and Keener, M. 2005:
Patients with worry: presentation of concerns and
expectations for response. Patient Education and Counseling

57, 211–16.
Frostholm, L., Fink, P., Oernboel, E., Christensen, K.S., Toft,

T., Olesen, F. and Weinman, J. 2005: The uncertain
consultation and patient satisfaction: the impact of
patients’ illness perceptions and a randomized controlled
trial on the training of physicians’ communication skills.
Psychosomatic Medicine 67, 897–905.

Graneheim, U.H. and Lundman, B. 2004: Qualitative content
analysis in nursing research: concepts, procedures and
measures to achieve trustworthiness. Nurse Education
Today 24, 105–12.

Green, J. and Thorogood, N. 2009: Qualitative methods for

health research. London: SAGE Publications.
Jackson, J.L., Kroenke, K. and Pangaro, L. 1999: A

comparison of outcomes for walk-in clinic patients who
see interns and those who see staff physicians. Academic

Medicine 74, 718–20.
Joffe, H. and Yardley, L. 2004: Content and thematic analysis

(Ch. 4). In Marks, D.F. and Yardley, L., editor, Research

methods for clinical and health psychology. London: SAGE
Publications, 56–68.

Johansson, E., Hamberg, K., Westman, G. and Lindgren, G.
1999: The meanings of pain: an exploration of women’s
descriptions of symptoms. Social Science and Medicine 48,
1791–802.

Kessels, R.P.C. 2003: Patients’ memory for medical information.
Journal of the Royal Society of Medicine 96, 219–22.

Kirmayer, L.J. and Robbins, J.M. 1991: Three forms of
somatization in primary care: prevalence, co-occurence,
and sociodemographic characteristics. Journal of Nervous

and Mental Disease 179, 647–55.
Laakso, V., Niemi, P.M., Grönroos, M. and Karlsson, H. 2008:

Relieved after GP’s consultation? Change in the complaint-
related worry of young adult patients. Psychology Health and

Medicine 13, 291–302.
Laakso, V., Niemi, P.M., Grönroos, M., Aalto, S. and Karlsson,

H. 2005: The worried young adult as a primary care patient.
Family Practice 22, 406–11.

Lang, F., Floyd, M.R., Beine, K.L. and Buck, P. 2002:
Sequenced questioning to elicit the patient’s perspective
on illness: effects on information disclosure, patient

satisfaction and time expenditure. Family Medicine 34,
325–30.

Larivaara, P., Kiuttu, J. and Taanila, A. 2001: The patient-
centred interview: the key to biopsychosocial diagnosis and
treatment. Scandinavian Journal of Primary Health Care

19, 8–13.
Leventhal, H., Benyamini, Y., Brownlee, S., Diefenbach, M.,

Leventhal, E.A., Patrick-Miller, L. and Robitaille, C. 1998:
Illness representations: theoretical foundations (Ch. 1). In
Petrie, K.J. and Weinman, J., editor, Perceptions of health

and illness. Amsterdam: Harwood Academic Publishers,
19–45.

Ley, P. 1979: Memory for medical information. British Journal

of Social and Clinical Psychology 18, 245–55.
Little, P., Everitt, H., Williamson, I., Warner, G., Moore, M.,

Gould, Cl., Ferrier, K. and Payne, S. 2001: Preferences of
patients for patient centred approach to consultation in
primary care: observational study. British Medical Journal
322, 468–72.

Marple, R.L., Kroenke, K., Lucey, C.R., Wilder, J. and Lucas,
C.A. 1997: Concerns and expectations in patients
presenting with physical complaints. Frequency, physician
perceptions and actions and 2-week outcome. Archives of

Internal Medicine 157, 1482–88.
Martin, R., Lemos, K. and Leventhal, H. 2001: The psychology

of physical symptoms and illness behaviour (Ch. 2). In
Asmundson, G.J.G., Taylor, S. and Cox, B.J., editor, Health

anxiety. Clinical and research perspectives on hypochondriasis

and related conditions. Chichester: John Wiley & Sons,
22–45.

Robbins, J.M. and Kirmayer, L.J. 1996: Transient and persistent
hypochondriacal worry in primary care. Psychological

Medicine 26, 575–89.
Robbins, J.M., Kirmayer, L.J. and Kapusta, M.A. 1990:

Illness worry and disability in fibromyalgia syndrome.
International Journal of Psychiatry in Medicine 20, 49–63.

Russell, G. and Nicol, P. 2009: ‘‘I’ve broken my neck or
something!’’ The general practice experience of whiplash.
Family Practice 26, 115–20.

Salkovskis, P.M. and Warwick, H.M.C. 2001: Making sense
of hypochondriasis: a cognitive model of health anxiety
(Ch. 3). In Asmundson, G.J.G., Taylor, S. and Cox, B.J.,
editor, Health anxiety. Clinical and research perspectives

on hypochondriasis and related conditions. Chichester:
John Wiley & Sons, 46–64.

Turner, D., Tarrant, C., Windridge, K., Bryan, S., Boulton, M.,
Freeman, G. and Baker, R. 2007: Do patients value
continuity of care in general practice? An investigation
using stated preference discrete choice experiments.
Journal of Health Services Research & Policy 12, 132–37.

Woloshynowych, M., Valori, R. and Salmon, P. 1998: General
practice patients’ beliefs about their symptoms. British
Journal of General Practice 48, 885–89.

Primary health-care patients’ reasons for worry 163

Primary Health Care Research & Development 2013; 14: 151–163

https://doi.org/10.1017/S1463423612000448 Published online by Cambridge University Press

https://doi.org/10.1017/S1463423612000448

