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Essays and Commentaries

Continuity of care and patient-
centeredness are longstanding 
philosophical pillars for the organi-
zation of delivery of care in family 
medicine.1 At the same time, there 
is pressure to improve the speed of 
access to health care for patients by 
providing “open access” systems.2 
Two articles in this issue of Family 
Medicine sensitize us to the diffi-
culties in creating a health system 
that will appeal to everyone.3,4 

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.3 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 

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.5-8 Other 
studies, however, have not found 
continuity to be as beneficial for 
quality-of-care measures.9,10 

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.11 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.12 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.13 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.14-16 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.17-19 
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.15,20 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.4 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.6 

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.21 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.

Corresponding Author: Address correspondence 
to Dr Mainous, Medical University of South 
Carolina, Department of Family Medicine, 
295 Calhoun Street, Charleston, SC 29425. 
843-792-6986. Fax: 843-792-3598. mainouag@
musc.edu.

  
References

1. 	 Martin JC, Avant RF, Bowman MA, et al; 
Future of Family Medicine Project Lead-
ership Committee. The Future of Family 
Medicine: a collaborative project of the 
family medicine community. Ann Fam Med 
2004 Mar-Apr;2 Suppl 1:S3-S32.

2. 	 Mehrotra A, Keehl-Markowitz L, Ayanian 
JZ. Implementing open-access scheduling of 
visits in primary care practices: a cautionary 
tale. Ann Intern Med 2008;148:915-22.

3. 	 Phan K, Brown SR. Decreased continu-
ity in a residency clinic: a consequence 
of open access scheduling. Fam Med 
2009;41(1):46-50.

4. 	 Bennett KJ, Baxley EG. The effect of a carve-
out advanced access scheduling system on 
no-show rates. Fam Med 2009;41(1):51-6.

5. 	 Gill JM, Mainous AG III. ����������������The role of pro-
vider continuity in preventing hospitaliza-
tions. Arch Fam Med 1998;7:352-7.

6. 	 Mainous AG III, Gill JM. The importance of 
continuity of care in the likelihood of future 
hospitalization: is site of care equivalent to 
a primary clinician? Am J Public Health 
1998;88:1539-41. 

7. 	 Gill JM, Mainous AG III, Nsereko M. The 
effect of continuity of care on emergency 
department use. Arch Fam Med 2000;9: 
333-8.

8. 	 Saultz JW, Albedaiwi W. Interpersonal conti-
nuity of care and patient satisfaction: a criti-
cal review. Ann Fam Med 2004;2:445-51.

9. 	 Gill JM, Mainous AG III, Diamond JJ, 
Lenhard MJ. Impact of provider continu-
ity of care on quality of care for persons 
with diabetes mellitus. Ann Fam Med 
2003;1:162-70.

10. 	Gulliford MC, Naithani S, Morgan M. Con-
tinuity of care and intermediate outcomes 
of type 2 diabetes mellitus. Fam Pract 
2007;24:245-51.

11. 	Kerse N, Buetow S, Mainous AG III, Young 
G, Coster G, Arroll B. Physician-patient 
relationship and medication compliance: a 
primary care investigation. Ann Fam Med 
2004;2:455-61.

12. 	Gil l  JM. The structure of  primary 
care: framing a big picture. Fam Med 
2004;36(1):65-8.

13. 	Mainous AG III, Goodwin MA, Stange KC. 
Patient-physician shared experiences and 
value patients place on continuity of care. 
Ann Fam Med 2004;2:452-4.

14. 	Stokes T, Tarrant C, Mainous AG III, Schers 
H, Baker R, Freeman G. Continuity of care: 
is the personal doctor still important? A 
survey of general practitioners and family 
physicians in England and Wales, the United 
States, and The Netherlands. Ann Fam Med 
2005;3:353-9.

15. 	Turner D, Tarrant C, Windridge K, et al. Do 
patients value continuity of care in general 
practice? An investigation using stated pref-
erence discrete choice experiments. J Health 
Serv Res Policy 2007;12:132-7.

16. 	Ridd M, Shaw A, Salisbury C. Two sides of 
the coin—the value of personal continuity 
to GPs: a qualitative interview study. Fam 
Pract 2006;23:461-8.

17. 	Love MM, Mainous AG III. Commitment to 
a regular physician: how long will patients 
wait to see their own physician for acute 
illness? J Fam Pract 1999;48:202-7.

18. 	Nutting PA, Goodwin MA, Flocke SA, Zy-
zanski SJ, Stange KC. Continuity of primary 
care: to whom does it matter and when? Ann 
Fam Med 2003;1:149-55.

19. 	Salisbury C, Goodall S, Montgomery AA, et 
al. Does advanced access improve access to 
primary health care? Questionnaire survey of 
patients. Br J Gen Pract 2007;57:615-21.

20. 	Gerard K, Salisbury C, Street D, Pope C, 
Baxter H. Is fast access to general practice 
all that should matter? A discrete choice 
experiment of patients’ preferences. J Health 
Serv Res Policy 2008;13:3-10.

21. 	Murray M, Berwick DM. Advanced access. 
Reducing waiting and delays in primary care. 
JAMA 2003;289:1035-40.


