Essays and Commentaries

Vol. 41, No. 1 57

Advanced Access, Open Access, and Continuity of Care:
Should We Enforce Continuity?

Arch G. Mainous lll, PhD; Chris Salisbury, MD

Continuity of care and patient-
centeredness are longstanding
philosophical pillars for the organi-
zation of delivery of care in family
medicine.! At the same time, there
is pressure to improve the speed of
access to health care for patients by
providing “open access” systems.?
Two articles in this issue of Family
Medicine sensitize us to the diffi-
culties in creating a health system
that will appeal to everyone.>*
Phan and Brown point out that
by providing open-access schedul-
ing, the continuity of care between
patients and physicians decreased
from what it was in a system based
on scheduled appointments.® Al-
though the decrease was relatively
slight, it was statistically signifi-
cant. Was it really a surprise that a
move from advanced scheduling of
appointments to seeing whichever
physician was available at short
notice resulted in decreased conti-
nuity, especially when each of the
physicians was only available for
a limited number of sessions each
week? A more important ques-
tion that may need to be asked is
whether, because of the importance
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of continuity, it should be mandated
and imposed through the health
care system.

Continuity of care, and the more
current discussion of a medical
home, are so ingrained as desir-
able characteristics defining family
medicine that it might seem that the
delivery system needs to be built
around them. Indeed, data from
some cohort and cross-sectional
studies have shown distinct ad-
vantages to continuity between
patients and physicians, particu-
larly in terms of hospitalizations,
emergency department utilization,
and patient satisfaction.’® Other
studies, however, have not found
continuity to be as beneficial for
quality-of-care measures.*!

Other data suggest that continu-
ity of care is not an endpoint but
rather just a strategy to enhance
the patient-physician relationship.
Indicators of the relationship such
as trust between the patient and
the physician are the primary key
to good outcomes.!" Thus, greater
continuity may not yield the ben-
efits that one would hope unless it is
associated with an increase in trust,
and this is more likely if patients
have chosen to see a particular
physician, rather than having them
required to see a particular physi-
cian.”? Further, most studies of con-
tinuity are observational in nature
and may not represent what would
happen if continuity were imposed.
Relationships between patients and
physicians are built on shared expe-
riences and time together.'* Forcing
two individuals together through

scheduling systems that enforce
continuity may not yield a positive
patient-physician relationship.
Both patients and physicians like
continuity but recognize that it is
more important in some situations
than in others."*'* Some evidence
suggests that there is a group of
patients who particularly value con-
tinuity; they tend to be older, have
worse health status, and are more
likely to have a chronic disease.'”"?
These patients particularly want
to see their personal physician.
Other patients have a greater desire
for rapid access to care for acute
problems, even if it is with a physi-
cian they don’t know. Importantly,
not only may different groups of
patients place a different priority
on continuity or fast access, but
these priorities may differ within
individuals depending on the nature
of the problem.'>° Patients are will-
ing to wait longer to see a familiar
physician who is well informed
about their case when they have
a problem causing uncertainty or
when they need a routine checkup.
The same patients prefer quick ac-
cess for likely minor “low-impact”
problems. Being forced to wait for
an appointment with a specific phy-
sician when the patient desires rapid
care may not be a useful strategy in
organizing the health care system.
If mandating a continuity dyad
may yield dissatisfaction and may
not necessarily translate into a
positive patient-physician relation-
ship, how can we maintain patient-
physician relationships but also
provide fast access to care? One
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strategy might be linking patients
with a team of providers rather than
with one individual. Relationships
do not have to be exclusive—it is
possible to get to know and trust a
small number of physicians, par-
ticularly if they communicate well
with each other, share good medi-
cal records, and work to the same
clinical management protocols. In
Bennett and Baxley’s study, this ap-
proach was used to provide access
to a team of individuals’ schedules
rather than one particular provider
of choice.* Continuity with a team
may be the only way of providing
any sort of continuity in settings
such as academic medical centers,
where each physician is only avail-
able intermittently.

This idea assumes that the bene-
fits of continuity can be transferred
from an individual doctor-patient
relationship to a team, but can this
transfer be made successfully? This
and other related questions should
be priorities for future research.
We need to know more about why
and in what way a positive relation-
ship with a doctor really matters to
patients, whether these findings are
transferable to relationships with
teams of physicians, the character-
istics of a team that can generate the
sense of trust and positive regard
that patients feel for “their doctor,”
and the size of team to which pa-
tients can easily relate.®

Until we know the answer to
these questions, there are some
practical strategies that seem rea-
sonable in light of current research.
Although it is important to allow an
element of open access scheduling
for people who want or need to see
a physician on the same day, this
approach to scheduling should not
restrict the ability of other people to
book in advance with a physician of
their choice. Indeed, the advanced
access approach does not propose
that people are always seen on the
same day because they are not

allowed to book ahead.” Instead,
the claim is that by measuring and
planning for predictable demand,
it is possible to allow patients to be
seen on the day they wish—which
includes both same-day appoint-
ments and booking in advance
to see a preferred physician. We
would suggest that doctors work
in small “teams within teams,”
with each small team consisting
of about three physicians within a
larger medical center. At least one
of these physicians would be avail-
able on each day of the week. In this
way, each patient can relate to and
usually consult one of their three
usual physicians and can balance
fast access and the ability to consult
a known and trusted doctor. Since
both access and doctor-patient
relationships are important to dif-
ferent people at different times,
team-based continuity may be the
way forward.
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