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A B S T R A C T

Relational continuity, care coordination, and teamwork are widely recognized as key components of quality in 
primary care. This study investigates population preferences regarding organizational models of primary care, 
with a particular focus on the roles of general practitioners, specialists, and nurses. A Discrete Choice Experiment 
(DCE) was conducted through a nationwide online cross-sectional survey, employing a full factorial experimental 
design with 20 randomly selected choice sets to minimize cognitive burden. The attributes examined included 
coordination, relational continuity, and teamwork.

Data were collected from a representative sample of 2,553 respondents across Italy in early 2021. Results 
underscore the centrality of teamwork (OR=1.85 in mild and 2.31 in severe chronic conditions), followed by 
relational continuity (OR=1.60 in mild and 1.55 in severe conditions). Coordination ranks third (OR=1.31) for 
mild conditions but reaches parity with relational continuity in the context of severe chronic conditions. These 
findings offer robust evidence of differentiated preferences based on chronic disease severity and support the 
design of tailored primary care models.

In conclusion, this analysis highlights the importance of incorporating coordination, relational continuity, and 
teamwork in the configuration of primary care services, offering policy-relevant insights for adapting delivery 
models to the needs of patients with varying levels of chronicity.

1. Introduction

More than 40 years have passed since the 1978 conference of Alma 
Ata, which affirmed the importance of primary health care to achieve 
better health outcomes. Primary health care can be defined as services 
operating close to where people live, the first contact point of people, 
providing a range of services from preventive to curative and rehabili
tative care, going beyond activities traditionally carried out by primary 
health care physicians [1]. Many countries have not yet fulfilled the core 
characteristics of primary health care identified by Barbara Starfield: 
equity in access, affordability, promptness, continuity, and coordination 
of care [2–4]. This happens despite studies reporting that when primary 
health care has been applied, healthcare systems have benefited from 
better health and a reduction of social disparities in access [5,4].

The 2018 Astana conference renewed the importance of strength
ening primary health care, considering that the population’s age and 
multimorbidity are becoming the norm [6]. The recent two years of the 

COVID-19 pandemic have highlighted the central role played by pri
mary healthcare and the urgency to meet the citizens’ expectations and 
expensive medical demands [7]. Primary health care is the front-line 
service of the health systems that aims at treating those who need care 
and helping people become more active in managing their health. Pri
mary healthcare approaches may improve health system efficiency and 
health outcomes for people across different socio-economic levels and 
make health systems more people-centred [5].

The pandemic has clarified the role of primary care in ensuring a 
resilient healthcare system [2,8]. For this reason, many countries, 
including Italy, have allocated most of their national funds coming from 
the NGEU program to implement primary care. Emphasis, however, has 
been put on structural and technological investments, without a clear 
redesign of the organizational model and professionals’ interactions [9,
5].

In fact, despite the call to strengthen primary health care, there is no 
single solution or model that can fit all health systems. Indeed, the 
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organizational models, the financing systems, and the provision of care 
greatly vary across countries and the recent report of OECD on primary 
health care listed some examples of specific actions recommended to 
different countries [5,10]. In particular, the aging of the population is an 
important issue in organizational models and affects chronic care 
management and the role of primary health care. In the past decades, the 
Chronic Care Model has been proposed as a possible solution, but it has 
been implemented with a disease-centred approach instead of a 
patient-centred one [11–13]. This may fail in managing complex con
ditions determined by comorbidity [14]. Providing care to patients with 
multiple chronic conditions requires a comprehensive and 
focused-person approach, which means considering episodes of care as 
part of the life course, instead of taking care of a single disease and re
quires integration and coordination of health care services [15,16,4]. To 
this end, coordination and continuity are considered core values of 
primary health care.

This paper investigates patients’ preferences in primary care, 
focusing on the relative value of care coordination and relational con
tinuity. While relational continuity is a crucial factor [17], especially for 
chronic care patients [18], these aspects are rarely studied together in 
relation to coordination. To address this gap, we conducted a Discrete 
Choice Experiment (DCE) within a nationwide survey of the Italian 
population in 2021, examining preferences in cases of mild and severe 
chronicity.

After a brief introduction of some issues debated on chronic care and 
primary health care, we highlight the hypotheses tested through a 
discrete choice experiment to elicit the population preferences on spe
cific characteristics of the primary health care services. Then, the paper 
reports the main findings and the discussions concluding with some 
remarks and suggestions for academics and policymakers.

2. The debated issues on chronic care and primary health care

Some fundamental dimensions to evaluate quality in primary care 
are continuity and coordination [19,17]. Continuity of care includes 
informational, relational, and management continuity [20,21].

Continuity is widely recognized as one of the most crucial di
mensions in assessing the strength of primary care service delivery 
processes [3,22,10]. However, its significance may vary depending on 
the type of service provided [23,24]. Specifically, research indicates that 
the importance of familiarity with the provider tends to be higher in the 
context of routine check-ups compared to situations involving new 
symptoms such as colds or sudden pain [23]. Moreover, findings from a 
Swiss study suggest that for outpatient visits, structural elements such as 
the clinic’s facilities may outweigh the importance of the doctor-patient 
relationship, especially when physicians demonstrate good listening 
skills [25]. Conversely, in certain circumstances, patients may prefer 
seeking a second opinion to gain a fresh perspective on their care [24].

Research shows that relational continuity is highly valued by people 
with chronic and psychological conditions, older people, and those with 
poorer health status, as it is usually associated with trust and quality of 
communication [26,27]. Longitudinal continuity, in terms of main
taining the relationship with the same doctor over time, is often used as 
an indicator of relational continuity [28]. Repeated interactions with the 
same professional enable trust by patients [29]. For chronic and 
multi-chronic patients, it is important that the general practitioner (GP) 
is aware of their history, to be able to give consistent advice, take re
sponsibility, trust the patient and respect him [28]. Patients prefer not to 
have to “repeat their story” to multiple professionals, which is cited as 
the primary reason for patients to prefer a trusted healthcare profes
sional [26]. Relational continuity significantly increases the 
self-management of chronic and multi-chronic patients, and it is asso
ciated with greater patient satisfaction [18]. Moreover, relational con
tinuity has a positive impact on the patient’s sense of security, 
confidence, and understanding, and on the experienced quality of 
healthcare [30].

For some groups of patients, care should be provided by the smallest 
number of professionals possible, be consistent with the patient’s needs, 
and be uninterrupted as long as the patient requests it [26]. The frag
mented nature of the healthcare system becomes apparent to patients 
when they need to contact multiple professionals to coordinate care, 
errors occur during transitions between different care settings, or when 
professionals disagree with each other about care and necessary services 
[30]. The interaction with different health services, possibly in different 
settings, can have an impact on the patient experience and outcomes 
produced [31,18].

Coordination of care reflects the organization of services between 
different types and levels of care to ensure that patients receive services 
that are appropriate to their needs and coherent across care settings and 
over time [20,32]. In some studies, continuity is positively associated 
with coordination [33]; however, it can happen that relational conti
nuity, mainly with the GP, is not associated with coordination of care or 
what is sometimes called the case management [34].

The presence of a care coordinator (or case manager) is often cited as 
a solution to ensure continuity and coordination in the care of chronic 
patients. The care coordinator represents the person in charge of pa
tients’ care, and his functions, should include: serving as an easy-to- 
access point; coordinating the different types of health and social ser
vices that the patient needs; acting as contact person with patients and 
their families or caregivers, to have regular exchanges with them, book 
follow-ups, offer guidance on symptom management and provide 
assistance in everyday activities [31,35,30]. The care coordinator can 
vary between different types of patients, based on different preferences 
and health conditions. Care coordinators in the literature range from 
healthcare professionals to social workers. Indeed, nurses have been 
identified as a valuable source of information due to their ability to 
provide comprehensive and understandable advice [35,36,30] espe
cially when patients are elderly assisted in long term care settings [35]. 
However, the majority of patients report that they prefer to receive in
formation from a primary care professional, typically the GP [37–39]. 
Indeed, traditionally, GPs represent the professional figure that comes 
closest to the role of care coordinator but, according to patients, they 
must be able to broaden the boundaries of their activity, especially in 
terms of sharing information and teamwork [36]. Other studies show 
that patients prefer contact with specialists due to previous negative 
experiences with family doctors, who provide insufficient information to 
address their specific health problems [35].

3. Materials and methods

3.1. Study setting

Italian universal healthcare system follows a decentralized Beveridge 
model, regionally managed. Due to devolution, regions have developed 
distinct organizational and funding models, leading to variations in 
expenditure, performance, and care quality [40,41]. Governance is 
structured across three levels: national, regional, and local. The central 
government oversees regional health administrations, defines essential 
care levels, and allocates funding. Regions manage healthcare services 
by setting health plans, coordinating Local Health Authorities, distrib
uting budgets, and monitoring performance. The local level delivers 
primary, acute, rehabilitative, and preventive care. Primary care is led 
by General Practitioners (GPs), compensated through capitation, 
fee-for-service, and performance-related pay under national and 
regional contracts. Patients can freely choose their GP, who serves up to 
1,500 patients [42]. National policies promote GP collaboration, with 
67% working in group practices, though regional participation varies 
between 20% and 84% (Ministero della [43]).

3.2. Cross-sectional survey

This work uses data from a cross-sectional study carried out between 
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February and March 2021 to investigate the experience, outcomes, and 
preferences of Italian citizens with care, with a particular focus on 
healthcare services for chronic patients.

The survey was administered through a web-based questionnaire on 
the Qualtrics Platform, and it consisted in an observational part and an 
experimental part. The observational part of the study included socio- 
demographic questions. The experimental part consisted in two DCEs 
aimed at investigating respondents’ preferences regarding the service 
delivery configuration in the case of mild or severe chronic conditions.

3.3. Discrete choice experiment

The DCE method is based on consumer choice theory [44], which 
assumes that (1) the utility of goods can be defined by different char
acteristics (i.e., attributes) and that (2) each attribute varies systemati
cally with different specifications (i.e., levels). Individuals evaluate the 
overall desirability of the product or service based on these attributes, 
making compromises between them. In this method, respondents are 
asked to choose the most preferred option between two or more alter
natives (i.e., choice sets) generated by the various combinations of at
tributes. Thus, preferences are revealed indirectly through the 
respondents’ choices, determining which attributes drive individuals’ 
preferences and how changes in attributes and levels affect the respec
tive preferences [45]. It is considered the most appropriate type of 
conjoint analysis, as it comes very close to real-world decision-making 
[46], and it is increasingly being used to elicit preferences and anticipate 
consumer choices in healthcare [47–50]. The application of DCE to elicit 
preferences of patients across health and social care has grown signifi
cantly during the past two decades to address calls for greater involve
ment of users in the design and delivery of care and services or to assess 
the quality of care from their point of view.

The DCE has been used to evaluate patients’ preferences for four 
attributes, namely: type of professional, for the reference figure; trusted 
professional, as a proxy of relational continuity; type of work, as a proxy 
of teamwork; type of activity, as a proxy of care coordination. The at
tributes adopted and the respective levels are summarized in Table 1 and 
were chosen based on previous literature analysis. More details about 
attributes’ definition, their relevance in literature and their connection 
with the main aim of the paper are provided in Appendix A. Since the GP 
is always trusted by design in the Italian health system, the combination 
“on duty GP” is not included.

The full factorial experimental design was realized with the 
STATA15 software, by means of the modified Fedorov algorithm that 
maximizes the D-efficiency of the design [51].

Alternatives used the same attributes varying only the levels which 
were assigned through systematic changes to ensure orthogonality and 
low probability of overlap among levels [52,53]. To limit cognitive fa
tigue and avoid overload, each participant responded to only one of the 
five blocks of each experimental design, selected at random from the 20 
possible choice sets according to the block randomization strategy 
adopted by other studies (see for instance [49]. The respondent only 
must choose one option per choice set (the one in which he or she would 

feel more satisfied) and could not, go back or change answers once 
provided. More information about the scenarios and the choice sets are 
reported in Appendix B.

3.4. Reference population selection and recruitment

The reference population of this study consists of people over 45 
years old residents in Italy. The sample size was calculated by stratifying 
the population according to the following criteria: area of residence 
North-West, North-East, Centre, South, Islands and age group 45-55, 56- 
65, 65-74, 75+. By considering a reference level of 95% and a margin 
error of less than 8%, the authors estimated a theoretical sample size of 
2224, rounded to 2500 respondents, stratified according to the above- 
mentioned criteria. The sample size was defined using the algorithm 
of Cannavò and Frudà [54]. The sample size was estimated considering a 
response rate of 30%.

Respondents were recruited by the above-mentioned Qualtrics 
Company. This service ensures data quality through respondent verifi
cation, screening procedures, and measures to prevent duplicate or 
fraudulent responses, enabling a targeted and reliable sampling process. 
It adheres to ethical standards for participant recruitment and data 
collection. Participants are informed about the study’s purpose, pro
cedures, and their rights before beginning the survey. An information 
sheet outlining privacy details, including how their data will be handled 
and their right to withdraw at any time, is provided after participants’ 
acceptance to take part to the survey. Participation is entirely voluntary, 
and respondents must read informed consent before proceeding with the 
survey.

3.5. Statistical analyses

A descriptive analysis of the sample was computed through condi
tional logit modelling using STATA 15 software [55]. Conditional logit 
relates the probability of choice among two or more alternatives to the 
characteristics of the attribute levels defining those alternatives. The 
conditional logit model was employed to analyze the DCE data, as it is 
widely used for modeling choice behavior in studies with discrete al
ternatives. This approach has been effectively applied in similar 
research, for instance, Bellé et al [56], where it was used to examine 
preferences of population on reducing the privacy rights under crisis 
circumstances. The model’s simplicity and interpretability make it an 
appropriate choice for this analysis. Respondent preferences were 
identified with respect to the different levels characterizing the attri
butes. Subsequently, a post-estimation analysis was computed, to create 
predicted values. More specifically, the authors computed the pre
dictions of the respondents’ choices considering a different combination 
of attributes’ levels, to compare their preferences. Finally, a comparison 
was made between the two different experiments, which had a slightly 
different scenario of choice: mild chronic condition vs severe chronic 
condition. Respondents’ preferences were identified with respect to 
main effects and, secondly, to interaction effects considering the char
acteristics of respondents (i.e., age, sex, being a chronic patient, 
geographical area of residence) and the experience with care (i.e., ser
vice use, professional reference). Throughout the analysis, the p-value 
cut-off considered for statistical significance was p<0.01.

4. Results

The number of completed questionnaires suitable for data analysis is 
2553.

The sample consisted of participants with a slight majority of females 
and a nearly equal distribution of males. Most participants resided in the 
North-West and Centre regions, with the majority being Italian citizens. 
In terms of age, most participants were between 55-64 years, followed 
by those aged 45-64 years. Regarding education, the majority had 
completed high school, with a significant proportion holding graduate 

Table 1 
Attributes and levels of the DCE.

Attributes Levels

Type of professional Specialist
General practitioner (GP)
Nurse

Trusted professional Trusted (not for GP)
On duty (not for GP)
-empty level- (only for GP)

Type of work Working alone
Working in a multi-specialist team

Type of activity Providing information on care pathway
Organizing and coordinating my care pathway
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or postgraduate qualifications. The sample included a mix of health 
statuses, with most participants reporting no chronic conditions, a sig
nificant number having one chronic condition, and a notable portion 
experiencing multiple chronic conditions. Table 2 shows the charac
teristics of the respondents and of the Italian population aged 45 years 
and older, based on data from 2021 or the closest available year. The 
population data were retrieved from the Italian National Institute of 
Statistics (ISTAT). Tables 3 shows the conditional logistic regressions’ 
results for the DCEs of both mild and severe chronic conditions. For each 
of the four attributes in the DCEs, the table displays the following items: 
odds ratios (OR), standard errors (SE), p-values (through the asterisk) 
and the percentage change in odds when the corresponding attribute 
varies from the reference level to the corresponding one (OR variation 
%). The reference terms are the general practitioner, on duty, working 
alone, and giving information about the care path. OR represents the 
probability to prefer the choice of a service configuration with the 
respect to the reference terms. Hence, a unitary OR means that there is 
an equal probability of preference between the service configuration and 
the reference terms. An OR higher than the unit means that there is a 
higher probability of choice, while an OR of less than the unit means that 
the choice is less likely to happen.

All attributes have a significant impact on respondents’ decisions, in 
both mild and severe disease scenarios with the exception of the 
specialist in the mild chronic condition so that, other things being equal, 
there is no statistical difference between the probability of choosing a 
(trusted) GP or an on-duty specialist, working alone providing 

information on care pathway.
Table 3 presents the preferences observed concerning individual 

attributes. For patients with mild chronic conditions, there is a prefer
ence for GPs as the primary reference figure over nurses, whereas spe
cialists are preferred for severe conditions. The presence of a trusted 
professional significantly increases patient preference, by 60% for mild 
conditions and 55% for severe conditions (p < .001). Additionally, co
ordination of care, rather than just providing information about the care 
path, increases preference by 31% for mild conditions and 54% for se
vere conditions. Teamwork emerges as the most influential character
istic, increasing patient preference by 85% for mild conditions and more 
than doubling for severe conditions (p < .001).

In terms of main effects, teamwork emerges as the strongest deter
minant for both mild and severe conditions, as indicated by the odds 
ratio (OR). Following teamwork, continuity is deemed the most 
important attribute for patients with mild chronic conditions, followed 
by coordination. For patients with severe chronic conditions, the 
importance of coordination increases, reaching the same relevance as 
continuity.

Figure 1 compares various service delivery combinations based on 
attributes (teamwork/solo, trusted/on-duty, information/coordination) 
and professional figures (Specialist/Nurse), with the GP as the reference 
point. In cases of severe conditions, the basic configuration of a Solo GP 
providing only information may be preferred by on-duty specialists and 
even on-duty nurses working in a team (Figure 1B). In cases of mild 
conditions, the usual care - a solo GP providing only information - may 
be substituted or preferred only in the case of on-duty specialists 
working in a team (Figure 1A).

When relational continuity is ensured (Figure 1C and D) with a 
specialist, the specialist is consistently preferred over the solo GP. 
Additionally, when the specialist coordinates care, they are preferred 
over the GP even if the specialist works in a team and coordinates care. 
Furthermore, when a nurse is trusted and coordinates care, they seem to 
be preferred to the solo GP in cases of severe conditions. In cases of 
severe conditions (Figure 1D), the configuration of a trusted nurse who 
both coordinates and works in a team is preferred over all combinations 
of attributes related to the GP, with the only exception being a GP who 
both coordinates care and works in a team.

Additional results of the post-estimation analysis, based on the pre
diction of the probability of choosing different service configurations 
after estimation, can be found in Appendix C.

Table 2 
characteristics of respondents (n=2553) and Italian population aged 45 years 
and older (data from 2021 or the closest available year.

Variables Categories Number 
(%)

Italian population 
>45 years (Number, 
%)

Area of residence North-East 502 
(20%)

6.361.916 (20%)

North-West 694 
(27%)

8.766.254 (27%)

Centre 516 
(20%)

6.505.089 (20%)

South 558 
(22%)

6.980.340 (22%)

Islands 283 
(11%)

3.408.169 (11%)

Sex Female 1315 
(52%)

17059819 
(53%)

Male 1238 
(48%)

14.961.949 
(47%)

Age 45-54 837 
(33%)

9.510.176 (30%)

55-64 1068 
(42%)

8.570.061 (27%)

65-74 525 
(21%)

6.915.504 (22%)

>74 123 (5%) 7.026.027 (22%)
Highest 

education 
qualification

No educational 
qualification / 
elementary education

108 (4%) 8.004.224 (22%)

Middle school 390 
(15%)

11.524.900 (32%)

High school 1455 
(57%)

11.728.486 (33%)

Graduate or 
postgraduate

600 
(24%)

4.795.752 (13%)

Citizenship Italian 2454 
(96%)

30.415.408 (95%)

Not Italian 99 (4%) 1.606.360 (5%)
Chronicity Not chronic 945 

(37%)
39,02%

One chronicity 919 
(36%)

24,96%

More than one 
chronicity

689 
(27%)

36,02%

Table 3 
conditional logistic regression results for the DCEs on both mild and severe 
chronic conditions.

Chronic conditions

Mild Severe

ATTRIBUTES LEVELS OR (SE) OR (SE)
Type of 

professional
General Practitioner - -
Specialist 1.04 (.046) 1.83* 

(.085)
Nurse .38* (.018) .59* 

(.029)
Trusted 

professional
On duty - -
Trusted 1.60* 

(.058)
1.55* 
(.058)

Type of work Working alone - -
Working in team 1.85* 

(.047)
2.31* 
(.060)

Type of activity Giving information about the 
care path

- -

Coordinating the care path 1.31* 
(.0344)

1.54* 
(.040)

Notes: The reference terms are the general practitioner, on duty, working alone, 
and giving information about the care path, indicated by the hyphen. (*) in
dicates when the p-value<0.01. For mild chronic conditions χ2: 2037.43 Prob >
χ2 is 0.00 whilst for severe chronic conditions χ2: 2405.15 Prob > χ2 is 0.00
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The analysis of interaction effects driving citizens’ preferences con
firms all results in figure 1. Considering different respondents’ charac
teristics analysed (e.g., sex, age, educational level, geographical area of 
residence), the direction of the preferences was confirmed, while very 
few variations were observed in the probability of choosing a specific 
service configuration.

Specifically, being a chronic patient does not alter the interaction 
effects illustrated in Figure 1. Additional details regarding the small 
differences in preference magnitudes for both scenarios, namely mild 
and severe chronic conditions, are outlined in Appendix D. The absence 
of differences in these effects could be expected considering the char
acteristics of the respondents; indeed, more than half of them suffer from 
at least one chronic condition, as indicated in Table 2.

5. Discussion

Our findings align with similar studies conducted in other countries 
that have investigated preferences for primary care organizational 
models. Indeed, most of the attributes included in our DCE (type of 
professional, trust, teamwork, and care coordination) are in line with 
those identified in other studies that applied DCE in primary care [57] 
where aspects such as provider type, continuity of care, information 
provision, and organization of services were commonly explored and 
valued by patients in different countries (England, Scotland, Sweden, 
Denmark, Germany, USA). However, our study adds a distinctive 
perspective by examining the differential value placed on relational 
continuity and coordination depending on the severity of the condition, 
an aspect less frequently explored in previous DCEs. For example, 
research by Cheraghi-Sohi et al. [58] and Rubin et al. [59] on relational 
continuity in the UK supports our conclusion that consistency of care is a 
key element in patients’ preferences, particularly for chronic conditions. 
Similarly, studies in other European countries, such as those by Seghieri 
et al. [49] in Italy and Hole [60] in Norway, highlight the importance of 

continuity and coordination in healthcare settings. This insight is 
particularly relevant given recent healthcare reforms, such as Italy’s 
Ministerial Decree 77 of 2022, which aims to promote integrated, 
team-based care. Our results also resonate with findings from other 
studies on interprofessional teamwork, such as those by Bonciani et al. 
[61] and Kerrissey et al. [62], which emphasize the value of collabo
rative practices in healthcare. These cross-country comparisons under
score the relevance of care coordination and relational continuity in 
improving patient outcomes, while also highlighting the contextual 
factors, such as healthcare reforms and professional practices, that may 
shape preferences in different settings. In particular, our findings un
derscore that, in the case of severe chronic conditions, relational con
tinuity may be balanced by care coordination.

The empirical evidence underscores the importance of introducing 
teamwork into all policy strategies for chronic care models. Our analysis 
indicates that for severe chronic conditions, the significance of coordi
nation increases (refer to Table 2), ultimately matching the importance 
of relational continuity. Thus, under specific circumstances, coordina
tion may surpass relational continuity in preference; for instance, on- 
duty specialists working in a team and coordinating care are preferred 
over GPs working in a team without coordinating the care path (refer to 
Figure 1B and D). The examination of various alternative combinations 
confirms that teamwork and the practice of coordination outweigh 
relational continuity when patients suffer from severe chronic 
conditions.

Such insights hold the potential to significantly influence policy and 
health system strategies for managing chronic diseases. By gaining a 
better understanding of patient preferences concerning primary care, 
policymakers will be better positioned to promote truly patient-centred 
health systems, also avoiding the one-fits-all models. This impact can 
manifest in two distinct ways: a) through a segmented approach, dis
tinguishing between mild and severe chronic conditions, and b) by 
integrating hybrid models that incorporate different coordinating 

Figure 1. Post-estimation results based on the combination of attributes. A and B report the results of professionals on duty respectively for mild and severe 
conditions, C and D report the results of trusted professionals respectively for mild and severe conditions. 
Notes: Continuous line is the case of Solo GP who coordinates care; dotted line is the case of GP working in team who coordinates care; mixed line is the case of Solo 
GP who provides only information and dashed line is the case of GP working in team who provides only information. Info: giving information. Coord: coordinating 
the pathway.
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figures. Recent research on nursing organizational models in acute care 
settings has demonstrated that certain elements of theoretical models 
may not be perceived by patients as relevant as expected, while hybrid 
models have shown a positive impact on patient perceptions of care 
services [63]. Primary care policies based on the key role of nurses 
should consider these findings by designing hybrid models according to 
the severity of health conditions. Our findings suggest potential for task 
shifting among healthcare professionals for individuals with chronic 
conditions. This finding aligns with the concept of task shifting defined 
by van Schalkwyk et al. [64] “task shifting has the potential to 
contribute to health systems strengthening when accompanied by 
adequate planning, resources, education, training and transparency” (p. 
1379).

Our study has several strengths. First, to our knowledge, this is the 
first study investigating the preferences of the population on core at
tributes of primary care in the scenario of chronic conditions: relational 
continuity and coordination of care. Second, it contributes to the liter
ature by providing information on the different priorities the population 
assigns to coordination, teamwork, and continuity of care in the case of 
both mild and severe chronic conditions. Third, the analysis benefits 
from a solid methodology based on an experimental survey, which is 
considered a pivotal tool for social scientists [65].

However, some limitations of the study need to be acknowledged. 
Firstly, despite the study sample comprises people over 45, a limitation 
consists of lower representativeness of the over 75 age group, which 
instead represents the most care-demanding and experienced group of 
citizens. Secondly, the design of the DCE was not informed by a prior 
qualitative study [66,48]; however, it was based on a previous literature 
review [49]. Thirdly, the scenarios presented to the population report 
the case of a single disease. Thus, future studies could consider 
multi-morbidity conditions, which are quite frequent among elderly. A 
fourth limitation relies upon the number of attributes used in the study, 
which are limited due to the methodology used. This choice was made to 
avoid placing a considerable cognitive burden on respondents. Future 
studies could consider some factors investigated in other research works, 
such as the waiting times [49,67], cost and accessibility. In particular, a 
more comprehensive DCE would address how to redesign chronic care 
services. Another limitation is related to the fact that the findings of this 
research are specific to the Italian healthcare system. Despite this limi
tation, this study provides a foundation for future investigations on re
spondents from other countries, because a different governance model 
of the health system and past different experiences with healthcare 
services might lead to different weights of the attributes.

Future research avenues stemming from this study include con
firming or challenging the priorities assigned to attributes in different 
jurisdictions. Variations in health system governance and cultural con
texts may influence people’s preferences. Additionally, investigating 
scenarios involving multi-morbidity conditions could provide further 
insights into the holistic view of individuals versus disease-centric ap
proaches. Other research could also complement the results of this study 
by incorporating additional attributes considered important in rede
signing healthcare services, such as cost, waiting times, and access. 
Lastly, exploring the needs of older individuals requiring more social 
care services could deepen our understanding of healthcare delivery for 
this demographic.

6. Conclusions

Due to the necessity of moving care of patients with chronic condi
tions outside of the hospitals, and the increased specialization and 
fragmentation within health care services, the role of coordination in 
primary care is increasingly growing. The results of this experimental 
study provide evidence of the population’s preferences for efficient co
ordination of care, particularly for severe chronic conditions. Such in
formation could inform policy and health system efforts to manage 
chronic diseases.

Our study reveals that trusted specialists who coordinate care, 
regardless of whether they work in a team or independently, are typi
cally preferred by individuals with both mild and severe chronic con
ditions. Particularly noteworthy is the preference for trusted nurses, 
ensuring relational continuity and coordinating care within a team, over 
GPs who work alone, especially in cases of severe chronic conditions. 
Thus, under specific circumstances, nurses could serve as substitutes for 
GPs, as perceived by patients.

These insights can aid health managers in designing organizational 
models for chronic care, considering variations in professional shortages 
across geographical areas. For instance, in rural areas with GP shortages, 
promoting organizational models with trusted nurses working in teams 
and coordinating care, facilitated by digital technologies, could be 
beneficial. Conversely, in urban areas with concentrated specialists, 
healthcare managers could leverage specialists to provide care for 
chronic patients in the absence of GPs.

The flexibility of organizational models is crucial, as one solution 
may not fit all contexts. Models must adapt to changing healthcare 
service needs and environmental circumstances. The evaluation of 
alternative models depends on the specific context of each geographical 
area, considering the diverse primary care models and GP roles across 
European countries and even within the same country.
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