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Continuity of care, one of the basic characteristics of family 
medicine, was studied over a 12-month period in a family 
practice residency program. Continuity was measured in three 
contact areas; office hours, after hours, and on the inpatient 
service. The intensity of continuity was defined at three levels, 
from encounters with the personal physician to those with 
physicians on other medical teams. Continuity was further as­
sessed in relation to family encounters.

Third year residents averaged 83 percent continuity with 
their individual patients and 70 percent with their assigned 
families. Residents from other years were noted to have lower 
levels of continuity. Similar figures were noted for family 
practice inpatients.

Continuity of care in private practice occurs in about 80 
percent of patient encounters and it seems reasonable and 
feasible to expect residency training programs to come close to 
this figure.

Continuity of care has been identified as one of 
the important characteristics of primary care.1'3 
The discipline of family medicine has played a 
leading role in defining the concept of continuity 
and underlining its importance in educational pro­
grams.4 To achieve accreditation, family practice 
residency programs are expected to provide, 
among many factors, evidence that strong efforts 
are made on both inpatient and outpatient services 
to ensure continuity of care for patients by their 
personal physicians. This evidence, in general, 
consists of the assignment of a physician to a spe­
cific group of patients or families, the provision of
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regular office hours for that physician through the 
three-year training period, and arrangements for 
following the patients on the family practice in­
patient service. Critics of these attempts to pro­
vide continuity suggest that it is in fact not 
achieved, in spite of the organization of other sup­
porting mechanisms such as physician teams and 
nurses.

This report investigates the nature of continuity 
of care in the Family Practice Residency Program 
at the University of North Carolina over a one- 
year period. During this time, a population of 
5,020 active patients was served by 17 residents 
and four faculty physicians divided into three med­
ical teams.

Methods
Continuity of care was studied in three areas of 

patient contact; office hours contacts, after-hours
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Figure 1. Continuity of care in a university family medicine program. 
Office hour contacts: levels of continuity* between individual patients 
and physicians, first year resident physicians

contacts, and inpatient contacts on the family 
practice inpatient service. Continuity was 
classified into three levels. The most intense or 
first level occurred when the patient interacted 
only with his or her personal physician over the 
study period. The second level occurred when the 
patient made contact with another physician on 
the same medical team, and the third level was 
noted when the patient interacted with a physician 
from another team.

In addition to the study of continuity for the 
individual, office hours contacts were investigated 
further in order to ascertain the continuity pro­
vided for the families assigned to each physician. 
Levels of continuity were judged using the same 
categories as described earlier. Over a period of a 
year, 11,482 visits were made during office hours 
and 2,213 contacts were made after hours (both 
face-to-face and by telephone). The average office 
consultation rate was 2.7 visits per year. 
Seventy-five percent of the illness episodes only 
required a single visit and only 12 percent of 
patients made two visits.
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Each patient encounter was documented using 
an encounter form on which was coded the iden­
tification numbers of the patient’s personal physi­
cian and the contact physician seeing the patient. 
These, of course, could be one and the same 
number. The data were punched and stored on 
computer tape. Inpatient data were obtained by 
reviewing the medical records and identifying the 
admitting, discharging, and personal physicians.

Results
Office Hours Contacts—Individual Patient 
Continuity

Only one half-day was spent per week by first 
year residents in the Family Practice Center. 
These physicians therefore saw a relatively small 
group of patients. Figure 1 shows that, on average, 
187 patients were seen by each first year r e s i d e n t  

over the 12-month period. First level continuity of
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Figure 2. Continuity of care in a university family medicine program. 
Office hour contacts: levels of continuity* between individual patients 
and physicians, second year resident physicians
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care was provided for between 68 percent and 80 
percent of their patients. On the average, 17 per­
cent of the first year residents’ patients were seen 
by another physician from the same team. Con­
tinuity given by the second year residents is shown 
in Figure 2. On average, 80 percent of patients saw 
only their personal physician over the 12-month 
study period. Figure 3 demonstrates that first level 
continuity provided by 6 third year residents, who 
had an average of 901 patient contacts during the 
study, averaged 83 percent; the faculty physicians 
averaged 85 percent.

Family Continuity
When the members of a family were seen only 

by their personal physician over the 12-month 
period, continuity was regarded as being at the 
first level. Second and third levels of continuity 
were lumped together for ease of analysis. Any 
family receiving care from a physician who was 
not their personal physician was regarded as hav­
ing received second or third level continuity of

THE JOURNAL OF FAMILY PRACTICE, VOL. 8, NO. 5, 1979

care. However, in 90 percent of this latter group 
the family still saw their personal physician for all 
contacts except for one encounter. Family con­
tinuity of care provided by third year residents is 
shown in Figure 4. These physicians served 60 
percent of the total practice population. First level 
continuity was provided for 66 to 76 percent of all 
families seeking care over the 12-month period. 
Similar figures were obtained for faculty physicians 
(74 percent on average) but were lower for second 
year residents (70 percent average) and first year 
residents (53 percent).

After-Hours Contacts
The major portion of care after office hours was 

provided by third year residents and the remainder 
by second year residents. As shown in Figure 5, 
the first level of continuity, in which the patient 
consulted with his or her own personal physician, 
was low for third year residents (9 to 19 percent of 
each physician’s contacts) and even lower for sec­
ond year residents, averaging six percent of con-

977



CONTINUITY OF CARE

100

90

^ 80 
g  70

S  60

1  50
<

40h-
I  30ce
LU

20

10
0

n - Number of specific Doctor's assigned patients seen by all physicians.

Figure 3. Continuity of care in a university family medicine program. 
Office hour contacts: levels of continuity* between individual patients 
and physicians, third year resident physicians

tacts. In general, only a third of the patients made 
after-hours contact with a physician from their 
own medical team during the study, so that the 
lowest level of continuity was provided to patients 
after hours for approximately two thirds of all the 
contacts.

Inpatient Services
Over the period of 12 months, 168 patients were 

admitted to the family practice inpatient service. 
Continuity of care was presumed to occur if the 
personal physician was involved in either admitting 
or discharging his or her patient, or both. Social 
visits by the personal physician on the wards were 
difficult to ascertain from the records and no at­
tempt was made to document these. The percent­
age of patients receiving continuity of care from 
their physicians on the inpatient service is shown 
in Table 1. In all, 68 percent of all patients were 
involved in some continuity of care by their per­
sonal physician. This continuity of care was pro­
vided for 92 percent of the patients assigned to 
third year residents, 77 percent of patients as-
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signed to second year residents, and 50 percent of the 
patients assigned to faculty physicians.

Discussion

Continuity of care has been characterized into 
five theoretical dimensions by Hennen: chronolog­
ical, geographic, interdisciplinary, interpersonal, 
and informational.5 It is not possible to adequately 
measure all of these characteristics, but Hansen 
has detailed variables of continuity that are 
measurable.6 The continuity of care in the present 
study was provided mainly in the chronological 
dimension over a 12-month period; and in the geo­
graphical dimension in the Family Practice Center 
and on the inpatient service.

The analysis was based on single contacts be­
tween patients and their families and physicians. 
Consequently, continuity over illness episodes 
was not studied. The investigation of illness 
episodes might reflect more accurately the im­
plementation of continuity of care but is probably
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Figum 4. Continuity of care in a university family medicine program. 
Office hour contacts: levels of continuity* between nuclear families and 
physicians, third year residents
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Figure 5. Continuity of care in a university family medicine program. 
After-hours contacts: levels of continuity* between individual patients 
and physicians, third year residents
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Table 1. Inpatient Continuity

Personal Physician Activity Third Year 
Patients

Second Year 
Patients

First Year 
Patients

Faculty
Patients Patients

Admitted and discharged 68 15 0 6 89
Admitted only 4 2 1 0 7
Discharged only 10 6 0 3 19
No contact 7 7 2 25 41

Total Number of Patients 89 30 3 34

Physician unidentified 12

not so significant in the present study since 75 per­
cent of the illness episodes required only one visit.

Little is known about continuity in private 
practice, but it is presumed to be high. In England, 
with relatively static populations compared to the 
United States, continuity of care given by family 
physicians occurs in 80 percent of all contacts, and 
in Canada the figure is 83 percent.7-8 In a US pri­
vate pediatric practice, the percentage of con­
tinuity was 84 percent, but this figure dropped to 
64 percent after the practice became a university 
training program.9

It seems reasonable to expect a figure of 70 to 
80 percent first level continuity for individual 
patients and 60 to 70 percent for families in the 
family practice residency training program. Simi­
larly, one should expect continuity of care (char­
acterized by some administrative and medical con­
tact with the personal physician) in 65 percent of 
inpatients on the family practice service. Although 
these figures probably do not replicate exactly 
those of private practice, it is likely that they rep­
resent enough continuity of care to engender the 
necessary feeling of responsibility in young 
physicians in training.

In spite of the presumption of its long standing 
value, continuity of care has only recently been 
shown to have valid benefits in medical care, par­
ticularly in the areas of reducing health costs, im­
proving' patient and physician satisfaction, in­
creasing efficient utilization of health care serv­
ices, and reducing hospitalization rates.1011 Unfor­
tunately the mobility of both patients and physi-
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cians in industrial society tends to detract from the 
principle of continuity of care, which therefore 
may be difficult for the family to attain over long 
periods of time.12

References
1. McWhinney IR: Continuity of care in family practice: 

Implications of continuity. J  Fam Pract 2:373, 1975
2. The Royal College of General Practitioners: The Fu­

ture General Practitioner: Learning and Teaching. London, 
British Medical Journal, 1974

3. American Academy of Family Physicians: Official 
Definition of Primary Care. AAFP reprint No. 302, 1975

4. Carmichael LP: Social and educational factors af­
fecting development of the health care system. In Bryan 
TE(ed): Academic Missions of Family Medicine, Proceed­
ings No. 38 of the National Institutes of Health (Bethesda, 
Md): Fogarty International Center Series. DHEW publica­
tion No. (NIH) 77-1062. Government Printing Office, 1977, p
84 ,5. Hennen BK: Continuity of care in family practice: 
Dimensions of continuity. J  Fam Pract 2:371, 1975

6. Hansen MF: Continuity of care in family practice: 
Measurement and evaluation. J  Fam Pract 2:439, 1975

7. Cobb JS , Baldwin JA : Consultation patterns in a 
general practice. J  R Coll Gen Pract 26:599, 1976

8. Hill M, McAuley RG, Spaulding WB, et al: Validity of 
the term "family doctor": A limited study in Hamilton, On­
tario. Can Med Assoc J 98:734, 1968

9. Breslau N, Reeb KG: Continuity of care in a 
university-based practice. J  Med Educ 50:965, 1975

10. Becker MH, Drauchman RH, Kirscht JP : A field ex­
periment to evaluate outcomes of continuity of physician 
care. Am J Public Health 64:1062, 1974

11. Haggerty MC, Robertson LS, Kosa J , et al: Some 
comparative costs in comprehensive versus fragmented 
pediatric care. Pediatrics 46:596, 1970

12. Boyle RM: An analysis of returning patients in fam­
ily practice. Presented at the Sixth Annual Meeting of the 
North American Primary Care Research Group, Toronto, 
Ontario, April 12-15, 1978

THE JOURNAL OF FAMILY PRACTICE, VOL. 8, NO. 5, 1979


