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Abstract

Background Primary health care does not adequately respond to

populations known to have high needs such as those with com-

pounding jeopardy from chronic conditions, poverty, minority sta-

tus and age; as such populations report powerlessness.

Objective To explore what poor older adults with chronic condi-

tions who mostly belong to ethnic minority groups say they want

from clinicians.

Setting and Participants Participants were older adults whose

chronic conditions were severe enough to require hospital admis-

sion more than twice in the previous 12 months. All participants

lived in poor localities in Auckland, New Zealand’s largest city.

Methods Forty-two in-depth interviews were conducted and analy-

sed using qualitative description.

Results An outward acceptance of health care belied an under-

lying dissatisfaction with low engagement. Participants did not feel

heard and wanted information conveyed in a way that indicated

clinicians understood them in the context of their lives. Powerless-

ness, anger, frustration and non-concordance were frequent

responses.

Discussion and Conclusions Despite socio-cultural and disease-

related complexity, patients pursue the (unrealised) ideal of an

engaged therapeutic relationship with an understanding clinician.

Powerlessness means that the onus is upon the health system and

the clinician to engage. Engagement means building a relationship

on the basis of social, cultural and clinical knowledge and demon-

strating a shift in the way clinicians choose to think and interact

in patient care. Respectful listening and questioning can deepen

clinicians’ awareness of patients’ most important concerns.

Enabling patients to direct the consultation is a way to integrate

clinician expertise with what patients need and value.
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Introduction

‘People all over the world resent loss of control

over their lives’1 and for those with chronic ill-

ness being independent is often a hard-won

goal. In New Zealand, chronic conditions are

the leading cause of mortality, morbidity and

inequitable health outcomes disproportionately

affecting indigenous Māori, Pacific peoples,

and those with lower socioeconomic status.2,3

In many countries, including New Zealand,

powerlessness is embedded in the discrimina-

tion experienced by minority groups, making it

more important to participate in relationships

that have a deep intrinsic value.4 Successful

therapeutic relationships between patients and

clinicians are fundamental to supporting indi-

viduals and their families manage the symp-

toms and complications of chronic conditions

within the context of their lives.

Health system restructuring is placing an

emphasis on primary health care based on the

premise that universal coverage will reduce

exclusion and social disparities in health.5

Health services organised around peoples’ needs

and expectations and clinicians that facilitate

patient participation are elements of this

model.6 New Zealand, since 1938, has centred

primary health care in general practice,7 which

remains the dominant approach8 relying upon a

long-standing model of individual patient con-

sultation.9 in the present study, we re-think the

traditional general practice of consultation, and

use the term ‘engagement’ to describe the pro-

cess and outcomes leading to interpersonal

communication within the consultation and the

primary health care system that supports it.

Specific communication functions within the

consultation, including information exchange

and fostering relationships, and specific proxi-

mal and intermediate outcomes, including trust,

rapport and ‘feeling known’ are associated with

improved health outcomes.10 Specific system

features including continuity of the health- care

clinician; organisational accessibility and com-

prehensiveness of care are similarly associated

with trust and rapport and are presumed to

associate with improved health outcomes.11–13

Primary health care does not adequately

respond to populations known to have high

needs such as those with compounding jeopardy

from chronic conditions, poverty, minority

status and age. Chronic conditions and co-

morbidity are overwhelmingly prevalent in poor

communities and in ethnic minorities.14 Fur-

thermore, these populations report powerless-

ness15 and are among those underserved by

primary health care.16 In New Zealand, Māori17

and Pacific peoples18 have lower rapport with

health professionals than the New Zealand

European ethnic majority. Similarly, compared

with the white majority population, African

Americans in the United States have lower

trust, lower rapport and lower organisational

access to primary health care.19 In health, out-

comes are influenced by the ability to exercise

human and personal rights about health-care

choices (political), access to care (economic),

relationships of support (social) and the extent

to which values and ways of being and living

are accepted and respected (cultural).20 Exclu-

sion from such rights compounds powerlessness

and perpetuates disadvantage.

The experiences of people with chronic ill-

nesses, who rely on primary health care clini-

cians, offer unique perspectives. We sought to

understand the impact of an accumulated bur-

den of disadvantage on those who also experi-

ence the interactive effects of age, race21 and

poverty.22 Such knowledge of vulnerable popu-

lations is vital to the development of an equita-

ble health-care policy which has the potential

to strengthen clinical practice at the systems

level. The present study set out to explore what

poor older adults, who mostly belong to ethnic

minority groups with high needs, say they want

from clinicians and uncovered patient power-

lessness and low engagement in primary care

consultations. We constructed a systems model

(see Fig. 1) to convey our ideas of engagement

within the consultation.

The authors include nurses and doctors who

work in primary health care settings and are

multi-ethnic. They are concerned that clinicians

may unintentionally reinforce patients’ feelings

of powerlessness. The individual clinician
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however, has many opportunities to offer

expert care and share power with the patient,23

by engaging not only with their illness but also

with their lives – their culture and economic

reality. The present paper advocates ‘power-

with’ relationships between clinicians and

patients who are chronically ill, that are char-

acterized by shared understandings and respect

leading to participatory decision making.

Reducing the impact of chronic conditions in

primary health care is a significant way to

improve health equity in the system and the

present study paper is a contribution to that

project.

Methods

A qualitative methodology was chosen to gain

a detailed understanding of patients’ beliefs

and experiences.24,25 All participants were pur-

posefully selected on the basis of: ethnicity

(Māori, Pacific, Asian or New Zealand [NZ]

European); gender; 50 years of age or older;

two or more chronic conditions; and admitted

to hospital two or more times for five or more

bed days (as a proxy for severity of condition)

between January and December 2008. Partici-

pants were identified from the emergency care

database of a large urban teaching hospital in

New Zealand.

A research nurse contacted those who were

eligible by phone and letter approximately

1 month after discharge from hospital. A fol-

low-up phone call confirmed participation and

established a date for interview. Three-quarters

of those who were invited to participate

accepted. All participants chose to be inter-

viewed in their own homes; six people were not

interviewed – four were not at home and two

people were in the hospital on the day of the

interview. Participant information and consent

forms were provided in English and Samoan.

Written informed consent was gained on the

day of the interview.

At the time of recruiting participants, who

spoke either English or Samoan fluently, two

research nurses were engaged to conduct in-

depth interviews of about 60 min. One was of

NZ European descent and spoke English the

other was of Samoan descent and spoke

English and Samoan. Participants chose to be

interviewed in either English or Samoan.
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Figure 1 Powerlessness associated with compounding jeopardy impacts clinician-patient engagement and outcomes.

Communication functions and outcomes are adapted, with permission, from Street et al. (10).

© 2012 John Wiley & Sons Ltd

Health Expectations, 18, pp.32–43

Patients’ engagement in primary care, N F Sheridan et al.34



Interviews were conducted using a topic guide

and explored five main areas: living with

chronic conditions; interactions with health

professionals; information and communication;

receiving health care services; and self-care. We

were interested in exploring what patients say

they want from clinicians but did not set spe-

cific variables to be studied in order that unan-

ticipated knowledge could be uncovered.26

Such flexibility allows discussion of what is

meaningful26,27 and allows rich detail to be

gained,28 which are the features of this method-

ology. Participants could invite a family mem-

ber/support person to attend the interview and

were able to stop at any time if they did not

want to continue. All participants consented to

their interview being recorded. Digital audio

file names were coded to ensure anonymity

after interview.

Qualitative description is the most frequently

employed methodological approach29,30 because

it is amenable to obtaining straightforward

answers to questions that have relevance to

clinicians and policy makers. In the present

study, we ask questions about participants’

experiences of the consultation in primary

health care. We used open-ended questions and

reported the subjective experiences of partici-

pants who are from different ethnic groups.

Interview questions were piloted with six partic-

ipants from the main ethnic groups to ensure

that the questions were clearly understood. This

resulted in only minor changes to wording. The

present study is best described as qualitative

description albeit with narrative, phenomeno-

logical and ethnographic overtones.

Interviews were transcribed by the interview-

ers and those in Samoan were translated into

English. Transcripts were imported into soft-

ware NVivo 8 to support analysis. Transcripts

were re-read several times by NS, TK, JH and

JS-B; we sought interpretive validity, that is,

low inference descriptions, which we recognised

centred on features of communication. A recent

communication model was adopted as a

framework for analysis and reporting.10 The

remaining authors concurred. The full group of

authors represented the disciplines of

psychology, sociology, medicine, nursing, edu-

cation and business management, with personal

ethnicities of Māori, Samoan, and New Zealand

European. The findings are reported under the

communication model framework: fostering

relationships, enabling self-management, infor-

mation exchange and making decisions, manag-

ing uncertainty and responding to emotions.10

This offered a practical means of arranging the

data. Ethical approval was obtained from the

Northern Y Regional Ethics Committee (Refs.

NTY/08/22/EXP).

Findings

Of the 139 potential participants who were

approached, 42 agreed to be interviewed. Those

who declined shared the same profile with

respect to ethnicity, gender, age, number of

chronic conditions, and number of hospital

admissions. Of those interviewed, 32 were from

minority ethnic groups. Pacific (19), mostly

Samoans (12), comprised the largest group, fol-

lowed by Māori (8) and Asian (3). Half of the

participants were female; 33 were between 55

and 74 years of age and 13 were 75 years of age

or older. Most had three or more chronic condi-

tions, which included diabetes, cardiovascular

disease, congestive obstructive pulmonary dis-

ease, congestive heart failure, depression, arthri-

tis and gout. All participants resided in localities

classified within the lowest socioeconomic quin-

tile in Auckland, the largest New Zealand city.

The majority (33) lived with family, six lived

alone, and three were in residential care.

Participants commonly saw a different gen-

eral practitioner (GP) and/or practice nurse at

each visit, with only one-third reporting they

saw the same GP or practice nurse. Few differ-

entiated between seeing a nurse or doctor, and

only one participant said a GP had made a

home visit. The majority of participants

described their relationship as ‘very good’,

‘fine’ or ‘clinical’ but their stories of interac-

tions with either GPs or practice nurses

revealed dissatisfaction. Comments clustered

around the style and content of engagement

including the quality of information exchange,
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and the poor linkages between the health ser-

vices they used.

Fostering relationships

All participants wanted to engage with clini-

cians in a way that allowed a conversation rele-

vant to their needs and within the context of

their lives. This almost never happened to the

extent they wanted, but was clearly seen as

fundamental. Participants frequently com-

mented that they liked the GP despite not

being listened to and feeling the GP was not

‘involved’ in their care.

I have had [my GP] for a long time. But it is nice

if they listen… not being talked down to… there

has to be an element of trust… letting them into

my life (Niuean woman, 54 years)

I have built up a relationship with the GP and I

feel safe and that is why I am afraid to change

to another one. I don’t think he benefits me

because he is not actively involved. In and out

[appointments], that’s how it works (NZ Euro-

pean woman, 90 years).

Others said

I would like him [GP] to ask me how this is

going and how that is going. I need to be told,

but also listened to (Māori man, 68 years)

Sometimes they say here is another pamphlet,

but I would rather they ask what do I under-

stand about it (Māori man, 68 years)

One man described his GP as

80% good… busy and does what he has to do. I

would like to talk about some things a bit more…
not always sickness… the diabetes [is] a bit more

than just being sick (Asian man, 55 years)

One participant described their GP as a ‘dis-

penser of pills’ (NZ European man, 61 years).

Other negative comments included the short

time available at general practice visits; ‘in and

out in two minutes – doesn’t think to ask me

anything’ (NZ European woman, 64 years), or

long waiting times ‘sometimes I have to wait for

an hour or more… sometimes I go home [before

being seen]’ (Samoan woman, 62 years).

Being objectified and feelings of invisibility

were also expressed, ‘here the practice nurses

treat you as part of the furniture’ (NZ Euro-

pean woman, 90 years). Others commented on

the practice nurses’ lack of involvement ‘There

are no practice nurses… the nurse is on recep-

tion’ (Asian woman, 51 years), unavailability ‘I

don’t think we have a practice nurse, there

doesn’t seem to be one’ (NZ European woman,

64 years) and limited connection ‘The practice

nurse will talk but asks nothing much’ (Māori
woman, 67 years). Several participants identi-

fied problems of loneliness and sadness. Several

people reported feeling suicidal in the preced-

ing months, yet no one had communicated

these feelings to the practice nurse.

I have my doubts that the nurse is the right per-

son… unless she can get away from her blood

pressure work and learns to have the right chat…
I was quite depressed, I wonder about her being

able to pick up on that (NZ European man,

78 years).

The loneliness and losing my partner made me

suicidal… when I lost the eye, no one knows this

but I thought, if I can’t see my family anymore I

won’t see the bullet… (Māori man, 50 years).

Enabling self-management

In describing their relationships with health pro-

fessionals, two-thirds of participants reported

wanting a greater role in self-management.

Information, delivered in a way that makes

sense to patients, is a fundamental right and is

necessary, though not sufficient, to enable self-

management. Some patients felt they lacked this

basic necessity and sought more specific and

detailed information about the therapies they

had been prescribed and the effect, for example,

of adhering to medication regimes.

Yes, I would like more information about my tab-

lets. I don’t know what they are for – he just gave

me the prescription. (Cook Island man, 78 years)

I agree with whatever happens [following doc-

tor’s instructions but] I would like more informa-

tion and to check if I am better or not (Samoan

woman, 64 years).
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I would like a bit more information so I know

what I am doing. More about the pills… if I

don’t take the pills I know I could get sick…. It

is not enough just to say ‘here you are, here’s the

pills, see ya’ (Māori woman, 68 years).

Information exchange and making
decisions

Participants expressed frustration that decision

making was made more difficult when they

received inconsistent information from individ-

ual clinicians over time, or from different

clinicians. They recognised that some of this

confusion resulted from poor information trans-

fer between clinicians. For example

The practice nurse explained the diabetes but

didn’t seem to know what I should do. Said to

cut sugar and potatoes then said something else

the next time (Asian woman, 51 years).

I was annoyed that no one told me about the

pneumococcal vaccine. Why didn’t the GP tell

me about it? The nurses in the general practice

were confused about why I was there and were

going to give me a flu vaccine. No communica-

tion … they didn’t know what I was talking

about (Niuean woman, 54 years).

This participant further articulated a lack of

confidence in the exchange of information

between clinicians in different health services

because the messages were conflicting.

Then I asked for info [about the pneumococcal

vaccine] and the practice nurse said it has been

around for years but the hospital doctor said it

was new (Niuean woman, 54 years)

Another participant explained

The pharmacist and GP don’t say the same

things, I wonder if they ever talk to each other

(Māori woman, 66 years).

In addition, inconsistent messages under-

mined trust in relationships and threw doubt

on how best to self-manage. Patients’ infer-

ences of personal incompetence undermined

relationships and attempts at self-management.

The medications are changed at the hospital… it

creates a lot of mess when I go back to the

GP… I say the medicine is not taking care of me

but they don’t think I have the brains to be

right. When I know it makes me feel sicker I

know (Tongan woman, 50 years).

The district nurse is good and comes straight

round and explains. Dieticians talked to me to get

the right food; he wasn’t eating. I had a few run-

ins with the nurses – they disagreed with what the

dieticians had said. No communicating with one

another… (daughter, Māori man, 73 years).

Poor information at multiple levels, and the

need to repeat basic patient information, com-

pounded the carer burden and affected the

wider family, as illustrated below.

Sometimes they send him home too soon. They

don’t keep him in – he had to go back three

times in one week. I have to explain myself every

time even though they know him. District nurses

have shown me how to use the equipment, but…
no one tells me where to get things (daughter,

Māori man, 73 years)

Managing uncertainty

Most participants were aware that they were

becoming increasingly unwell and wanted clini-

cians to talk with them openly about uncertain-

ties in their future and about dying. They

wanted help to come to terms with life choices

that went beyond clinical management. One

man described his fear of dying before returning

to his birthplace in the Pacific to stake a land

claim. It was only as he became sicker that he

felt an urgency to fulfil this family duty.

I went back to Rarotonga with my daughter

[name] in March this year to claim an occupation

right for a house site for her (Cook Island man,

72 years).

Uncertainty surrounding the diagnosis and

illness trajectory applied to families just as

much as participants and caused considerable

distress.

I talked to my GP one day that I would like to

know more information about my condition

before I die. I would like to understand about the

reason before I die, so there’s no confusion in my

family… when my father died our family was told
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six months later that he died of cancer, but we did

not know that (Samoan man, 57 years).

Participants’ families wanted to discuss the ill-

ness and related issues that affected the care they

provided. Several carers reported feeling iso-

lated, being house-bound and of the uncertainty

of each day. One woman who relied on the GP

had to constantly ask for information about her

father’s care. She said ‘now I have a greater say

in knowing what is happening’ and further com-

mented, ‘so many other people I know just

never ask’ (daughter, Māori man, 73 years).

Responding to emotions

Repeatedly participants reported being upset at

how they were spoken to, and feeling not

heard or disregarded. The majority of the par-

ticipants were from non-European cultures,

and many spoke English as a second language.

Difficult communication, anger and non-

concordance as a consequence of mistrust are

highlighted in the following example. When

this woman was admitted to hospital, she was

told that she had gall stones. The doctors

advised her to have an operation, but she

declined because this was not consistent with

the advice she had been given in the hospital in

Samoa. Sometimes, in the hospital, she threw

away her medications.

When they [NZ European doctors] talk to me, I

don’t trust them… I was not very happy when

the doctors talked to my children and told them

to come and talk to me to have the operation, or

otherwise I will die… I told them that I am not

scared to die. Whatever God’s will, I will accept

it, because I’ve been sick for a long time

(Samoan woman, 61 years).

Others were annoyed at overly simplistic

advice given without engaging in dialogue –
insensitive to cultural context, such as the older

Māori man who was berated when he tried to

discuss reducing his medication to attend a

tangi [funeral]. Another said in frustration,

Any medicine I don’t want to take, I won’t take.

I want to look after myself (Tongan woman,

50 years).

One woman, who had stopped attending the

general practice, said she felt very angry. She

described the nurses as thinking they knew it

all, despite it being her illness. She was ada-

mant that she was not going back and was

tearful during the interview.

They [practice nurses] don’t give you a chance to

finish what you are saying. They walk off and

say ‘I can’t hear you’ (Māori woman, 68 years).

A Samoan man who had his questions

answered by a doctor he trusted and who had

cared for him over several years, said ‘He gives

me a relationship’ (Samoan man, 66 years).

Being truly understood was critical to how par-

ticipants felt. Another man was confident his

GP understood him because he was also

Samoan.

I have a good relationship with my doctor

because he’s Samoan. He understands me and I

understand him when we use Samoan language

(Samoan man, 63 years).

It is difficult to convey the participants’ tone

in the words that are quoted. Overall, there

was a pervasive sense of powerlessness as par-

ticipants repeatedly and persistently described

consultations with clinicians where they were

not heard and did not receive the information

and care they wanted. On the surface, partici-

pants appeared resigned to this type of encoun-

ter, but when prompted, the responses often

had an emotional intensity that conveyed dee-

per feelings of anger and frustration. For par-

ticipants who chose to be interviewed in

Samoan, cultural gestures were also seen to

play an important part in revealing the subtext

and were recorded in the interviewer’s field

notes.

Discussion

The most significant findings from the present

study related to the participants’ sense of

powerlessness in the clinical consultation as a

consequence of low levels of engagement

with clinicians. Although engagement, the

process and outcomes leading to interpersonal
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communication within the consultation, occurs

between individuals, the collective actions of

individuals define a system response.

The issues of communication and engage-

ment in primary health care have been exam-

ined and discussed for several decades, with

many therapeutical and interpersonal skill sets

being proposed,31–35 yet questions remain

about how best to engage patients in decisions

about their own health. In the present study,

the majority of participants spoke of their

desire to participate more in their own health

care. Even so, it was only when primary

health-care clinicians appeared to ‘extend their

reach’ into the territory of engagement by pay-

ing attention to what patients said they wanted

and discussed their real needs that patients felt

able to participate. In these situations, clini-

cians were enablers and created the conditions

necessary to empower patients. Although indi-

vidual clinicians cannot often affect the social

determinants that impact patients’ lives, they

can acknowledge (to themselves and hence to

patients) the burden of disadvantage experi-

enced, and help patients to develop the skills

they need.

Most participants neither had the conversa-

tions nor the relationships they wanted with

the clinicians they saw routinely. Participants

identified the need to talk about the emotional,

spiritual and socio-cultural aspects of living

every day with a chronic condition. They

wanted clinicians to ‘be present’.36 Previous lit-

erature has identified very different frames that

patients and clinicians use to understand ill-

ness; patients are concerned with the impact of

a condition on their lives whereas clinicians are

concerned with the pathophysiological prob-

lems that impact patients’ physical bodies.37–39

However, when clinicians focus on the immedi-

ately presenting problems of living, and show

care and respect (for example by correctly pro-

nouncing the patient’s name) patients perceive

they are receiving significantly better care40–43

and there is mounting evidence that they attain

better health outcomes.44–46

The primary health care consultation

encompasses a complex hierarchy of social,

professional and cultural systems47 which is

more problematic when patients’ and families’

cultural, religious, or ethnic backgrounds differ

from those held by the dominant health care

provider.48 Participants in the present study

were further vulnerable to experiencing diffi-

culties in the healthcare relationship; minority

elderly who live in poverty and experience

chronic illness suffer compounding jeopardy in

terms of the interactive effects of age, poverty,

illness and race. Ethnic minorities have less

shared decision making, less patient-centred

care and more physician dominance in their

clinical encounters.49,50

The shortage of consultation time has been a

longstanding concern of primary care doctors

and the public.51 In New Zealand, doctors

have reported lower levels of rapport along

with shorter mean consultation times for Māori
patients52 although it is known that clinicians

are more likely to provide effective care when

they know the patient.53 Although longer con-

sultations may have an effect on patient satis-

faction and preventive activity54 we suspect

that length of consultation is a poor proxy for

quality when what is really needed is high

engagement. This may or may not require

longer (initial) consultations that establish rap-

port and identify patients’ most important

issues but could equally lead to fewer and more

efficient consultations over time. For partici-

pants in the present study, attaining an

engaged relationship within the current model

of service, delivery seemed unachievable.

Inequity in health-care provision is a feature

of most health systems55 including New

Zealand. People with chronic conditions often

have a long-term experience of powerlessness

because they feel unable to change outcomes;23

low outcome expectancy is itself associated

with poor outcomes56,57 and personal behav-

iours, such as having smoked cigarettes, can

lead to feelings of helplessness and blame by

clinicians.16,58,59 A sense of powerlessness does

not, however, constitute a passively helpless

population. Although participants reported dif-

ficulties in navigating the health system, engag-

ing with clinicians, and understanding the
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symptoms and potential effects of illness and

treatment, these participants are managing

their illnesses, their families, their finances and

sometimes their deaths with determination and

dignity.

Although participants expressed discontent

or unhappiness at the standard of humanistic

care provided, few made formal complaints.

Established reasons for a ‘lack of complaint’

include the need to maintain control by being

co-operative, undemanding and grateful60 and

‘feelings of indifference’ when there is a belief

that nothing can be done.16 Māori, Pacific peo-

ples, those who are socio-economically disad-

vantaged and the elderly represent groups less

likely to speak up.61,62 Clinicians cannot pre-

sume satisfaction in the face of a lack of com-

plaint. Uncovering patient dissatisfaction

requires explicit enquiry.59,63

Although clinicians tend to blame patients

for non-concordance with medication and

unhealthy behaviours,59 when viewed through

the lens of compounding jeopardy, actions such

as non-attendance at appointments and non-

concordance with medications can be under-

stood as coping skills and powerful statements

of self-determination. With this understanding,

clinicians are afforded the opportunity to discuss

these apparently uninformed activities to under-

stand why such decisions were made. Shared

decision making within a respectful relationship

is an antidote to powerlessness, but was not

experienced by the majority of participants.

The limitations of the present study include

that we have reported on the experiences of

patients in one time and place. We do not

claim that they represent any specific larger

group of patients. In general tone, their expe-

riences sound depressingly consistent with

findings reported in the literature from many

other times and places. It is possible that

other researchers would identify additional

themes within the transcripts but this does not

lessen the validity of our findings. In our final

model (Fig. 1) we attempt to show how our

findings have an important relationship to

previous literature on the healing power of

consultations.10

Conclusion

Chronic disease and poverty amongst elderly

ethnic minorities represents a significant cur-

rent and future burden for primary health care.

The present study found that low levels of

engagement reinforced powerlessness in the

very people who may most need support to

manage their conditions in the context of their

often difficult lives.

The results show that despite cultural, social,

and disease-related complexity, patients pursue

the ideal of an engaged relationship with an

understanding primary health care clinician.

To achieve this, clinicians must be willing to be

guided by their patients’ perceptions of need,

not by assumptions of similarity and their own

beliefs about illness and clinical management.

Government policy that advocates engagement

with vulnerable populations, emphasizes health

equity and better incentivizes GPs to adopt

new approaches within the primary health-care

consultation are critical, as increasingly chronic

conditions are managed in this sector.
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