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Background
Continuity of care is a fundamental 
element of traditional general practice 
linked, via an expanding evidence base, 
with important patient and system 
outcomes. It is of particular importance 
as populations age and live increasingly 
with significant, ongoing lifestyle and 
chronic disease challenges. 

Objectives
The aim of this article is to examine the 
challenges in measuring and promoting 
continuity of care in Australia.

Discussion
Appropriate measurement is 
challenging and the choice of tool 
requires careful consideration. This 
should include scope, length, validation 
testing, accessibility of the tool, 
alignment with the initiative requiring 
evaluation, and application to local and 
system-level analysis. As our healthcare 
system looks to major reform in the near 
future, we must ensure that it supports 
and incentivises continuity of care in its 
policy development, care models, 
payment method, training, data 
analytics, and community consultation 
and messaging.

CONTINUITY OF CARE has been part of general 
practice philosophy since inception. It is 
a central tenet of The Royal Australian 
College of General Practitioners’ Quality 
general practice of the future,1 Royal College 
of General Practitioners’ Promoting 
continuity of care in general practice,2 and 
the The Royal New Zealand College 
of General Practitioners’ Aiming for 
excellence: The RNZCGP standard for New 
Zealand general practice.3 The concept 
underpinned Barbara Starfield’s ground-
breaking international work on the impact 
of high-quality primary care on health 
system outcome4 and Julian Tudor Hart’s 
legacy,5 and it has been jealously guarded 
by generations of general practitioners 
(GPs) and family physicians.

Despite wide support for continuity of 
care, there has been a steady erosion of 
general practice continuity of care over the 
past 30 years. In Australia, 34% of very high 
and frequent general practice attenders 
see three to four GPs annually, while a 
further 36% see five or more.6 New models 
of care, such as drop-in clinics (UK, ACT) 
and urgent care centres in Walmart and the 
drugstore chain CVS (US), offer easy access, 
non-medical, episodic care to increasing 
sectors of the population. In Australia, 
online services, such as GP2U7 and Qoctor,8 
promote quick and inexpensive access to a 
one-off remote primary care encounter. 

Benefits of continuity of care 

Continuity of care has consistently been 
associated with improved outcomes, 
despite some variation in how the concept 

is defined, interpreted and assessed. 
Terms such as therapeutic alliance,9 
working alliance,10 continuity of care,11 
relational continuity12 and relationship-
based care13 are fundamentally 
synonymous and refer to the positive 
outcomes that occur when a patient has an 
ongoing sense of affiliation, collaboration 
and trust with a single provider.14 High 
levels of continuity of care (and other 
similar terms) have been shown to result 
in positive patient experiences, greater 
patient satisfaction, increased treatment 
adherence and improved patient 
outcomes.9,10,15 A recent data linkage 
project identified continuity of care as a 
predictor for improved health outcomes, 
especially – and not surprisingly – for 
ambulatory–care sensitive conditions 
for older patients.16 Furthermore, van 
Loenen’s recent systematic review on 
organisational aspects of primary care 
related to avoidable hospitalisation 
identified adequate physician supply 
and better longitudinal continuity of 
care as key influences on avoidable 
hospitalisation.17 Periera Gray’s 2018 
systematic review links increased 
continuity of care with lower mortality.18 

Recently, two key health services 
studies have explored the benefits of 
continuity of care to patients and health 
systems. Last year, the Health Foundation 
(UK) conducted a cross-sectional study 
examining the association of continuity 
of care and hospital admission.16 Higher 
continuity of care was associated with 
12.49% (95% confidence intervals: 
9.45, 19.29) fewer hospital admissions, 

Continuity of care
Vital, but how do we measure and promote it?
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compared with patients with low 
continuity of care.16 Data from an 
ongoing cohort study in older people in 
the Netherlands (the Longitudinal Aging 
Study Amsterdam) showed a low level of 
continuity of care to be associated with 
a higher risk of mortality.19 These large 
studies support the development of care 
models that improve continuity of care.

A stronger focus on continuity of 
care in contemporary care delivery is 
therefore clearly warranted. With a 
growing number of Australians who have 
high health and social care needs, and 
community pressure to better support 
them, continuity of care is increasingly 
a critical reform element for our Council 
of Australian Governments.

The challenge of measuring 
continuity of care

If we wish to encourage and evaluate 
the effect of care continuity, we must 
use effective measures. Most large-
scale studies, such as those above, 
use formulaic indices to measure and 
quantify continuity of care, enabling 
a numerical score to be computed for 
individual patients on the basis of the 
consistency of providers they have 
encountered over a given time. This 
approach allows large-scale statistical 
analysis with other quantifiable outcomes, 
at the level of the individual, provider 
and service. However, formulaic indices 
have limitations, chiefly, the inability to 
capture the experiential and humanistic 
nature of high-quality relationships 
between patients and providers.20 
Exploring continuity of care using 
qualitative approaches provides a richer 
understanding of the connection between 
patients and primary care providers,20 but 
currently does not enable the ‘big data’ 
analyses stated above. 

Finding the all-important 
measurement ‘balance’ was the focus 
of a recent systematic review (LB, 
Kate Barnes, Lisa Crossland, Caroline 
Nicholson, CJ, unpublished data) 
exploring tools that were considered 
strongest candidates to address this 
conundrum. The authors searched for 
existing tools that went beyond formulaic 

indices to capture information about 
the depth of the relationship between 
patients and providers. No qualitative 
tools were found, but three quantitative 
questionnaires were identified as coming 
closest to bridging the evidence gap. 
These questionnaires – Care Continuity 
Across Levels of Care Scale,21 the 
Nijmegan Continuity Questionnaire22 and 
the Patient-Doctor Depth of Relationship 
Tool,23 – were freely available in English 
and did not require additional pilot work 
prior to use.19 Ongoing work in the area 
may benefit from their inclusion. Choice 
of tool requires careful consideration, 
including the scope, length, validation 
testing, accessibility of the tool and 
alignment with the initiative being 
evaluated. The ongoing challenge, as 
the area develops, will be to use valid, 
brief, but comprehensive, assessments 
of continuity of care that enable both 
local and system-level analysis.

The challenge for Australia

If we are convinced of its importance, 
and can measure its application and 
impact, how do we encourage uptake 
of continuity of care by community 
members, clinicians and policymakers?

Culture change
Our historic approach to primary care 
delivery has prioritised access and 
universal choice. Yet, the literature 
increasingly argues that continuity is a 
safer and more satisfying metric for the 
many Australians with ongoing conditions. 
We need to share the evidence with our 
patients and communities, allowing them 
to make informed choices of the best care 
to suit their individual circumstances. 
Better including them in discussions, 
and understanding their needs and 
expectations in embracing the concept, 
is essential. 

Models of care
New care models, such as the Patient-
Centred Medical Home (US), Primary 
Care Home (UK) and Health Care Home 
(Australia), promote both continuity 
and accountability at their core. Thus, 
effective measures of continuity of care 

and assessment of impact on key quality, 
satisfaction and efficiency metrics are 
essential. 

Incentives
Our current general practice funding 
model most strongly rewards recurrent 
standard face-to-face consultations, 
with negligible reward to either patient 
or practice for continuity or virtual care. 
Facilitating encounters that are not face-
to-face will be essential for true care 
continuity, especially with groups that are 
hard to reach. Reform workgroups such 
as the Medicare Benefit Schedule Review 
Taskforce should consider appropriate 
continuity of care incentives for patients 
and practices to incentivise ongoing 
support, accountability and engagement. 
This could include patient benefits such as 
enhanced in-hour, after-hour or electronic 
access for voluntary practice linkage, and 
practice and practitioner incentives such 
as ‘year of care’ payment for prevention, 
chronic disease management and hospital 
avoidance. Practice Incentive Program 
payments could support informational 
continuity, care coordination and clinical 
quality metrics, with supplementary 
support payments linked with age, social 
disadvantage and rurality.

Training
The impact of continuity of care and 
relational continuity on care outcome 
and satisfaction should be part of every 
college’s future training curriculum. 
With population care now so weighted 
to complex chronic disease, frailty, 
and social and mental health support, 
our entire health community must be 
involved in better understanding and 
fostering its uptake.

Continuity with whom?

Much of our continuity of care focus to 
date has been on the relationship between 
the patient, family and their practice 
or primary care clinician. Yet the most 
complex patients increasingly require 
support more broadly to maintain optimal 
health status. This appropriately raises 
the input of the ‘medical community’ 
or ‘medical village’ in ongoing care 
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relationships. This concept links the 
secondary and tertiary care sector more 
closely with the patient’s practice, shared 
care planning and community care team, 
and again highlights the importance of 
informational continuity of care at all 
service delivery points.

Conclusion

Continuity of care is a fundamental 
element of traditional general practice, 
increasingly linked with important 
patient and system effects. It is of growing 
importance as our populations age and 
live increasingly with significant, ongoing 
lifestyle and chronic disease challenges. 
As our healthcare system looks to major 
reform in the near future, we must ensure 
that it supports and incentivises continuity 
of care in its policy development, care 
models, payment method, training, data 
analytics, and community consultation 
and messaging.
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