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Primary care physicians who have practiced for
years do not doubt that continuity of care is real
and that it adds a special dimension to the practice
of medicine. However, when a physician attempts
to describe continuity, the concept often seems to
elude meaningful words.

Most of the literature on continuity of care has
addressed the effect continuity has on the quality
of care, utilization of services, and patient and
physician satisfaction. Although many studies
have indicated that continuity has a beneficial ef-
fect on these variables,}-3some studies have failed
to support such findings45 or have indicated that
the relationship may not be straightforward.6

Perhaps the most important problem is that in
the past most definitions of continuity have been
operational in nature. Operational definitions are
necessary for the measurement of continuity and
are important for evaluating the effect of continu-
ity on the delivery of medical care services. How-
ever, when operational definitions are proposed
before a complete conceptual model has been de-
veloped, inconsistent conclusions will be reached
because of a failure to clearly identify and under-
stand the concept being measured.

Continuity of care is a phenomenon that occurs
between a patient and physician which can best be
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described as a contract. Since it is a contract in-
volving attitudes, it will be referred to as an atti-
tudinal contract. Analysis of existing good physi-
cian-patient relationships reveals three essential
characteristics of the attitudinal contract: (1) a
beginning point, (2) an end point, and (3) quality.

The beginning point of continuity is not simply
the point at which medical care services are first
delivered. Medical care services can be delivered
without continuity existing. The beginning point of
continuity is the point at which the patient and
physician enter into an attitudinal contract.

As with any contract, certain rights and re-
sponsibilities are inherent in the attitudinal con-
tract. The patient perceives a need for medical
care and a dependence on the physician to provide
this care. ldeally the patient will seek comprehen-
sive health services from the physician7in such a
way that the physician is informed of all the pa-
tient’s health care needs and that an appropriate
referral system is developed.8 The physician as-
sumes the responsibility for the care of the patient.
When both the patient and the physician accept
these complimentary attitudes, continuity exists.
Continuity of care is a phenomenon that exists
when (1) the patient perceives a dependency on
the physician for medical care, and (2) the physi-
cian perceives a responsibility for the patient’s
medical care. When either attitude ceases to exist,
continuity ends.

The end point of continuity, just as the begin-
ning point, is not related to the actual delivery of
medical care services but is determined by the pa-
tient and physician’s attitudes. Whenever the pa-
tient and/or physician cease to have the appropri-
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ate attitudes, continuity ends. The attitudinal con-
tract may be terminated by mutual agreement or
by either of the individuals.

Some of the most frequently discussed factors
that are related to the quality of continuity are (1)
the length of the relationship, (2) the stability of
the relationship, (3) the physician’s and patient’s
perceived need for care, (4) the interdisciplinary
approach, (5) the accessibility of care, and (6) the
amount of information collected. Any of the above
factors may enhance the quality of continuity, may
be enhanced by the existence of continuity, or
may simply be related to the quality of continuity.

Based on the three characteristics of continuity
discussed above, three distinct types can be iden-
tified. Each type possesses all three of the essen-
tial characteristics, but the types differ in other
significant aspects.

Type A continuity is the ideal of primary care
medicine. It involves a physician-patient relation-
ship that extends not only across periods of illness
and periods of well-being but also across signifi-
cant life cycle changes of the patient.

Type A continuity has the potential for the
highest level of quality because of the extended
period in which all factors related to quality can
develop. Such continuity that spans multiple cri-
ses and periods of health, as well as significant
portions of the life cycle, give the physician-
patient relationship a quality that is well known to
seasoned primary care physicians but difficult to
describe or accurately quantify.

Type B continuity is perhaps more common
today than Type A continuity because of the mo-
bility of society. Type B continuity can be exem-
plified by the care provided in a residency program
in which the physician is present for a limited
number of years. This type of continuity extends
across periods of illness and periods of well-being
but does not span major life cycle changes because
of the shorter duration of the relationship. The fact
that this type of continuity spans periods of well-
being allows the physician to address preventive
medicine and health maintenance in a way they
cannot be addressed during medical crises.

Type C continuity is the most common form of
continuity; however, it is seldom recognized as
such because of confusion between longitudinal
care and continuity. Type C continuity is the
shortest of the three types, extending only across a
single illness episode. Although Type C continuity
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does not include care during periods of well-being,
it does encompass all three of the essential charac-
teristics of continuity.

Continuity of care is therefore a phenomenon
that occurs when two complimentary attitudes
come into existence between the patient and phy-
sician. The patient must perceive the physician as
being responsible for his or her care, and the phy-
sician must perceive and accept responsibility for
the care of the patient. This state of continuity of
care continues until one or both of these attitudes
no longer exists.

Most studies have observed and measured the
factors related to the quality of continuity and
have not addressed the question of whether an at-
titudinal contract actually existed. In order for
these studies to have measured the quality of con-
tinuity, it must be assumed that continuity did
exist in the situation and that the attitudinal con-
tract, therefore, was present. Studies have found,
however, that some patients do not value the rela-
tionship necessary for continuity.56

This faulty assumption about the basic exist-
ence of continuity in every physician-patient con-
tact may explain many of the inconsistencies in
previous empirical studies. The conceptual defini-
tion proposed here, however, alleviates this prob-
lem. This definition of continuity provides a dis-
tinct beginning point and end point to continuity of
care. Within the framework of the described con-
ceptual model, the factors related to the quality of
continuity can be evaluated and their relationships
studied. Such further studies will facilitate a
deeper understanding of continuity of care.

References

1. Becker MH, Drachman RH, Kirscht JP: A field exper-
iment to evaluate various outcomes of continuity of physi-
cian care. Am J Public Health 64:1062, 1974

2. Alpert J, Kosa J, Haggerty RJ, et al: Attitudes and
satisfactions of low-income families receiving comprehen-
sive pediatric care. Am J Public Health 60:499, 1970

3. Gordon DW: Assessing ambulatory medical care uti-
lization patterns in the community: A brief questionnaire
survey of young families. Am J Public Health 65:177, 1975

4. Gordis L, Markowitz M: Evaluation of the effective-
ness of comprehensive and continuous pediatric care. Pe-
diatrics 48:766, 1971

5. Lewis C: Does comprehensive care make a differ-
ence: What is the evidence? Am J Dis Child 122:469, 1971

6. Schlesinger RH, Davis CD, Milliken SO: Out-patient
care: The influence of interrelated needs. Am J Public
Health 52:1844, 1962

7. Rogers J, Curtis P: The concept and measurement of
continuity in primary care. Am J Public Health 70:122,1980

8. McWhinney IR: Continuity of care in family practice.
Part 2: Implications of continuity. J Fam Pract 2:373, 1975

THE JOURNAL OF FAMILY PRACTICE, VOL. 12, NO. 4, 1981



