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Abstract

Objective. The increasing complexity in healthcare delivery might impede the achievement of continuity of care, being
defined as ‘one patient experiencing care over time as coherent and linked’. This article aims to improve the knowledge on
patients’ perceptions of relational (RC), informational (IC) and management continuity (MC) across care levels.

Design. A descriptive, qualitative meta-synthesis was conducted based on a literature search in various electronic databases
using the subject heading ‘continuity of care’ and linked key terms. We scanned retrieved articles for adherence to inclusion
criteria: (i) relevance to research topic, (ii) original study adopting a qualitative design and (iii) investigating the patient’s per-
spective. Content analysis was conducted by identification of themes and aggregation of findings.

Results. The selected 25 studies most frequently investigated RC. Being attended to regularly and over time by one physician
(RC) was valued by chronic ill patients, but balanced with convenient access by young patients (MC). Communication and in-
formation transfer across care settings as well as the gathering of holistic information about the patient were perceived to
foster IC. Critical features for achieving MC were accessibility between care levels, individualized care and a smooth discharge
process including the receipt of support. Patients further considered that their personal involvement was one facilitating
element of continuity of care.

Conclusions. Patients identified elements that enhance or distract from continuity of care across boundaries. Variations in
perceived importance seem to depend on both individual and contextual factors which should be taken into account during
healthcare provision.

Keywords: continuity of patient care, qualitative research, meta-synthesis, patient-centred care, physician–patient relations,
information management

Introduction

Rapid advances, new treatments, high specialization and
shifts in care from institutional to outpatient and home
settings mean that patients see an ever-expanding array of
different types of providers in a variety of places [1, 2]. That
is particularly the case in patients with chronic diseases or
pluripathologies who receive care from multiple disciplines
[3–5]. Policy-makers and healthcare providers increasingly
express concerns about that fragmentation of care [1].
Connecting the care components into a smooth trajectory
can be challenging [1]. Continuity of care is purported to be
a critical feature in delivering healthcare services [4].

Literature on continuity of care suggests better outcomes
when present in healthcare provision, e.g. higher patient
satisfaction with medical care [6–9], improved delivery of pre-
ventive services [8, 9] and lower hospitalization rates [7–9].

Due to the tendency of segmenting care delivery, the concept
of continuity of care has been garnering more attention in the
last few years. This has been accompanied by a discussion on
clarifying its conceptual boundaries, most lately in Parker et al.
[10] and Freeman and Hughes [11]. Maybe the widest accepted
conceptual framework is that of Reid et al., who define continu-
ity of care as one patient experiencing care over time as coherent
and linked [1]; similar to Freeman et al.’s description: the experi-
ence of a smooth and coordinated progression of care from the
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patients’ point of view [12]. Continuity of care embraces two
core elements: first, care provided over time and secondly
experienced by a single patient [1, 13]. Borders to related con-
cepts may be blurred, e.g. the term ‘coordination of care’ is
sometimes used synonymously, however, reflects the provider’s
perception and refers to the agreement of all healthcare services
in order to achieve a common goal without producing conflicts,
and independently on where it takes place [14]. Care is
conceived to be integrated when the maximum level of
coordination has been reached [15].

In their conceptual framework, Reid et al. [1] classify three
types of continuity of care: relational continuity (RC), informa-
tional continuity (IC) and management continuity (MC). Each
of those can be characterized by several dimensions (Table 1).
RC (often used synonymously with personal continuity) refers
to the patient’s opinion on an ongoing therapeutic relationship
with one or more providers that connects care over time [1].
IC is defined as the patient’s perception of the availability and
use of information on past events and personal circumstances
by the physician [13], whereas MC refers to the patient’s view
about the provision of separate types of health care in ways
that they complement each other and are connected in a co-
herent way for a smooth progression of the patient through
the system [1, 16]. Those three types are closely related and
may vary in importance depending on patients’ characteristics,
or the process of care [10], however, an effective healthcare
organization has to embody all of them [5].

So far, mostly quantitative meta-analyses focusing on the
impact of continuity of care [4, 9, 17] and reviews of qualita-
tive and quantitative studies [10, 18] have been carried out.
Qualitative investigation has an important role in evidence-
based medicine, in that it represents the human dimensions
and experiences of healthcare users [19]. The aim of the
paper was to contribute to improving the knowledge on con-
tinuity of care based on the review of qualitative studies,
trying to respond to the following research questions: what
are patient’s views on RC, IC and MC across care levels?
What is their attributed relevance? What are the causes and
consequences of perceived discontinuity?

Methods

Study design

We conducted a descriptive meta-synthesis of qualitative
published research findings that examined patients’

perceptions and experiences of continuity of care. A meta-
synthesis can be described as qualitative findings that are
themselves interpretive syntheses of data [20]. By drawing
on a broader range of participants and descriptions
through the combination of findings of qualitative studies,
meta-synthesis can yield more powerful results than one
study by its own [21].

Search strategy and selection process

We undertook a literature search in various electronic data-
bases to minimize the likelihood of excluding relevant
studies (Medline, Social Sciences Citation Index and
Science Citation Index Expanded). The search strategy
included the combination of descriptors and keywords
relating to the research area (‘continuity of care’ or linked
key terms that were similar in meaning), qualitative charac-
teristics and the patient’s perspective, utilizing the Boolean
operator ‘AND’ (see Fig. 1). After having limited search
results to studies published in English, German or
Spanish, a total number of 601 different articles was identi-
fied until 2009.

Titles, abstracts or retrieved full-text articles were scanned
for adherence to the following inclusion criteria: (i) relevance
to the research topic (explicitly or implicitly analysing RC, IC
or MC), (ii) original studies that adopted a qualitative design
and (iii) investigating the patient’s perspective. Twenty-three
studies met the inclusion criteria and were retrieved for
further analysis. No additional article was identified through
hand searching of the bibliographies of the final selected
studies; however, two further articles were included by using
the Internet search tool of the Reference Manager Version
11 for finding more relevant studies linked to the selected
ones. We considered that all 25 articles applied a rigorous
methodology in the recruitment process, data collection and
analysis according to Mays and Pope’s [22] criteria of validity.
We applied triangulation of researchers in cases of uncer-
tainty if the study: (i) responded to our research purpose and
(ii) applied sufficient techniques and tools to strengthen
rigour [23].

Data analysis

Findings were separated by each type and dimension of con-
tinuity, according to the theoretical framework by Reid et al.
[1]. We largely followed the classic method of Noblit and
Hare [24] for the analytic process that began with a first
reading of the studies and was completed with the creation
of a grid of key concepts. The findings were juxtaposed to
identify homogeneity and discordance of themes, and then
aggregated. That method required the preservation of
meaning from the original study as far as possible. The iden-
tification of new themes or categories was a further proced-
ure used in the content analysis. The final synthesis needed
to convey explicitly how the whole was greater than the sum
of the constituent parts [24, 25].

The content analysis was guided by the following outcome
dimensions: (i) the patient’s understanding of each continuity

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Table 1 Types of continuity of care and their dimensions

Relational
continuity (RC)

Informational
continuity (IC)

Management
continuity (MC)

Consistency of personnel Information
transfer

Consistency of
care

Ongoing patient–
provider relationship

Accumulated
knowledge

Flexibility and
accessibility

Source: Adapted from Reid et al. [1].
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dimension, including its definition and perceived influencing
factors; (ii) the relevance attributed to each dimension and
(iii) perception of causes and consequences when this dimen-
sion was deficient or absent.

Results

Twenty-five studies published from 1999 through 2009 met
the established selection criteria and were kept for the final
analysis. Sixteen studies were conducted in the UK, the others
in Australia, Belgium, Canada, Sweden and the USA. The two
most common data collection techniques were (semi-
structured) in-depth interviews (17 articles) and focus groups
(8 articles). Four studies employed two or more qualitative
data collection techniques and one combined qualitative with
quantitative research. The study setting ranged from primary
and secondary to home care with a predominance of evalu-
ation of the primary care setting. In 16 articles, the study
population suffered from chronic conditions (5 studies on type
II diabetes, 3 on mental illnesses and 8 on different chronic
pathologies), whereas the remaining 9 studies did not focus on
a specific disease. The synthesis revealed that 14 articles
studied implicitly or explicitly (stated within their objective) all
three types of continuity of care, 5 studies focused on RC
solely (in total 24 articles studied RC), one on MC and the rest
on a combination of two types. Eighteen studies examined
more than one level of healthcare; therefore spanned the con-
tinuum of healthcare. Table 2 illustrates the characteristics of
the articles that were included in the meta-synthesis.

Results are separated by each type of continuity of care
(RC, IC and MC), followed by two sections on emerging

concepts (personal self-responsibility and interdependency of
continuity of care). Table 3 summarizes the results of identi-
fied elements that enhance each type of continuity across
care levels from the patient’s perspective.

Relational continuity

Reid et al. [1] divided RC into patients’ perception of (i) ‘con-
sistency of personnel’ that refers to seeing the same
caregivers even in settings where there is little expectation of
establishing long-term relationships and (ii) an ‘ongoing
patient–provider relationship’, that can be defined as an
established relationship between a physician and a patient
that extends across illnesses over time.

Consistency of personnel balanced with convenient access. Patients
referred to consistency of personnel when they were seen
regularly [26, 27] and over time [28–30] by a named
physician or a practice nurse in primary and secondary care
[26, 27] or a small team of physician [28]. Regularity
in seeing the same general practitioner (GP) was not
experienced to define RC in those cases where patients
regularly saw the same GP [31].

Regarding its relevance, patients emphasized on the
importance of experiencing a continuing relationship over
time [26, 27, 29, 32–34] with the same GP [29, 30] or a
small team of physicians, particularly when a primary pro-
vider delivered most of the services [28]. Consistency was
particularly important for patients with chronic health pro-
blems [26, 33], the elderly, young parents [31] and terminally
ill patients receiving home care [35]. Patients with a serious
mental health problem preferred to see their GPs over the
opportunity to consult a different physician with special

Figure 1 Flow chart of search strategy, identification and selection process of articles. 1Search terms were combined by the
Boolean operator ‘AND’, 2Evans [19].
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Table 2 Characteristics of retrieved articles

Article Location Data collection technique Sample
size

Healthcare setting Study population Type of
continuity studied

Continuity among different
levels of healthcare

Yes No

Alazri et al. [27] UK Focus groups 79 Primary care Patients with type 2 diabetes RC, IC x
Boulton et al. [31] UK In-depth interviews, review of

practice records
31 Primary care Users of primary care services RC, IC, MC x

Campbell et al. [46] UK In-depth interviews 16 Primary care Patients with common chronic mild-to-moderate
mental health problems

RC, IC, MC x

Cowie et al. [36] UK In-depth interviews 33 Primary care Patients with chronic conditions RC, IC, MC x
Green et al. [47] USA In-depth interviews,

questionnaires
177 Integrated healthcare

organization
Patients with mental disorders RC x

Guthrie and Wyke [34] UK In-depth interviews 48 Primary care Users of primary care services (32); patients with non-chronic
diseases, hypertension or diabetes; GPs (16)

RC, MC x

Harrison and Verhoef
[45]

UK In-depth interviews 33 Secondary care, home
care

Patients who experienced transition from an acute care hospital
into the community with home care support

RC, MC x

Infante et al. [26] UK,
Australia

Focus groups 76 Consumer organisations
and others

Patients with chronic conditions RC, IC, MC x

Jones et al. [37] UK In-depth interviews 45 Mental health service Patients with psychotic and non-psychotic disorder (31),
their carers (14)

RC, IC, MC x

Lester et al. [29] UK Focus groups 92 Primary care Patients with serious mental illness (45), GPs (39), practice
nurses (8)

MC x

McCormack et al. [42] UK In-depth interviews, real-time
tracking, consensus conferencing

60 Primary and secondary
care

Inpatients over 65 years of age RC, IC, MC x

Mercer et al. [32] UK Focus groups 72 Primary care Users of primary care living in an area of high socio-economic
deprivation

RC x

Michiels et al. [35] Belgium In-depth interviews 22 Primary care Terminally ill patients (17), next of kin (5) RC, IC x
Nair et al. [39] Canada Focus groups 46 Health service

organization
Patients with diabetes RC, IC, MC x

Naithani, Gulliford,
Morgan [38]

UK In-depth interviews 25 Primary care Patients with type 2 diabetes RC, IC, MC x

Nazareth et al. [51] UK In-depth interviews 28 Primary and secondary
care

Patients with breast or colorectal cancer (7); relative or friend
and health professionals (21)

RC, IC, MC x

O’Cathain et al. [40] UK In-depth interviews, focus
groups

60 Emergency and urgent
care system

Users of the emergency and urgent care system RC, MC x

Pandhi et al. [49] USA In-depth interviews 14 Primary care Users of primary care RC x
Pooley et al. [41] UK In-depth interviews 47 Mainly primary care Patients with type 2 diabetes and over 50 years of age (9),

health professionals (38)
RC x

Preston et al. [16] UK Focus groups, in-depth
interviews

38 Primary and secondary
care

Patients (33) who attended an outpatient appointment or had
been an inpatient; carers (8)

RC, IC, MC x

Von Bültzingslöwen
et al. [44]

Sweden In-depth interviews 30 Primary care Patients with chronic conditions (14), health professionals (16) RC x

Williams [43] Australia In-depth interviews 12 Home care Patients with comorbidities who required an acute hospital stay RC, IC, MC x
Woodward et al. [28] Canada In-depth interviews 62 Home care Home care clients (25), case managers (13), home service

providers (19), caregivers (5), health professionals (3)
RC, IC, MC x

Wong et al. [30] Canada Focus groups 75 Primary care Patients with chronic diseases RC, IC, MC x
Wong and Regan [33] Canada Focus groups 50 Primary care Patients with chronic conditions living in rural communities RC, IC, MC x
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expertise in that field [29]. Patients receiving home care
reported the greatest satisfaction with service delivery when
there was a high consistency of personnel [28]. Seeing their
GPs regularly to check the progress was appreciated by
patients with chronic conditions even when they were not
feeling sick [26]. In contrast, that dimension was less valued
by a cluster of patients or in special circumstances [27, 31,
36], e.g. by patients with multiple long-term conditions, who
considered that several professionals know them equally well
[36]. Young and employed patients with a minor, acute
health problem preferred convenient access, although
achieved at the cost of seeing different healthcare profes-
sionals [31]. In urgent cases, an immediate intervention
became a priority for patients with diabetes or other long-
term conditions [27, 36].

Patients with chronic illnesses suggested that large prac-
tices (medical centres) distracted from consistency of person-
nel due to a higher turnover of GPs [26]. When consistency
was absent, patients expressed dissatisfaction [31], feelings of
helplessness and isolation [37], as well as confusion by
receiving different treatment and medical advice [27].

Affiliation and responsibility in an ongoing relationship. Results
suggest that consistency of personnel positively influenced

the physician–patient relationship towards establishing a
sense of affiliation and higher quality of consultations [27,
32–35], e.g. an ongoing relationship enhanced mutual
understanding [35], was seen to be necessary in order to ‘feel
comfortable’ [27, 33, 34] or to develop a ‘genuine
relationship’ (referring to the feeling of being valued or able
to express concerns) [32]. Patients highlighted facilitating
factors, e.g. their physician was prepared to listen [38],
attentive to their needs, knowledgeable [39] or inspired
confidence [27, 38] to address embarrassing problems [27].

The take over of responsibility and care coordination by a
professional were perceived to be relevant aspects in an
established relationship [26, 30, 39, 40], e.g. by elderly people
or patients with chronic conditions who lived in rural
communities [30]. A personal GP appeared to be a central
catalyst in ensuring continuity for diabetics [39], a care
coordinator for chronic ill patients [26] and a key profession-
al of the emergency and urgent care system [40]. The
physician’s familiarity with the patient’s circumstances—more
common in a continuous relationship—was valued by
patients since that created more time to deal with patients’
concerns effectively [41]. On the other hand, ‘overfamiliarity’
[27] or seeing the same physician too frequently could lead

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Table 3 How would patients improve continuity of care in practice? Facilitating elements of continuity of care

Continuity of care

Facilitating elementsTypes Dimensions

RC Consistency of personnel Being attended by the same physician, practice nurse or a small team of physicians
in primary, secondary or home care
Continuing relationship over time
Regularity of visits (to check progress)

Ongoing patient–provider
relationship

Quality of consultation (attentiveness, inspiration of confidence, medical knowledge,
etc.)
Avoidance of ‘overfamiliarity’ or seeing a physician too frequently
Take over of responsibility and coordination of care by a professional (usually by the
GP)

IC Information transfer Consistent cross-boundary and inter-hospital communication; exchange of clinical
information
Access to medical records by professionals in different settings

Accumulated knowledge Gathering of ‘holistic’ information (values, preferences, support mechanism and
social contexts)

MC Consistency of care Receipt of support and preparation for the discharge process
Physician’s company of patient to others settings
Consistency of timing of home care delivery
Organization of transfers and coordination of home care by the GP

Accessibility Availability of a usual doctor or nurse when needed
Receipt of advice and having medical tests done when required
Provision of services that are regular, timely and efficient
Delivered services and providers are at the same location
Implementation of structured reviews of care

Flexibility Immediate response to care needs
Adjustment of care to patients’ needs (individualized care)

Source: Author’s own elaboration; conceptual framework based on Reid et al. [1].
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to missed diagnosis [27, 32] or fed beliefs that the physician
could become complacent with the patient’s problems [26,
32] so that his or her concerns were no longer taken serious-
ly [32]. As a result, some patients preferred to consult a dif-
ferent GP in order to receive a new perspective or a second
opinion [26, 27], situating them in a better position to
compare physicians’ performances and to reach a judgement
about quality of care [32].

When a strong relationship with a primary carer was
absent, older people experienced a feeling of vulnerability
[42]. Some patients with diabetes believed that their
GPs might lose interest, once they were referred to second-
ary care [26]. Moreover, they felt poorly involved in the con-
sultation and less satisfied when a personal relationship was
absent [38].

Informational continuity

According to Reid et al., IC consists of two dimensions: (i)
‘information transfer’ which refers to the patient’s perception
on exchange of medical information between different provi-
ders and organisations and (ii) ‘accumulated knowledge’ that
is the patient’s opinion about the professional’s knowledge
on medical and non-medical information (including values,
preferences and social contexts) [1].

High expectations on communication and information
transfer. Components that were associated with information
transfer were communication [38, 40] in the context of an
‘ongoing and consistent exchange of information with
healthcare providers [38] as well as interaction between
physicians [39, 40] which should take place across care levels
[27] and between hospitals [40]. Patients considered that
information technology that is accessible at any point of care
[30] as well as health records maintained IC, particularly in
cases where patients were attended to by different health
professionals [40]. As a consequence, patients were spared
from unnecessarily repeating information or tests, resulting in
more efficient use of everyone’s time [30, 39, 40].

Communication among care levels was highly valued by
patients in general [30, 39, 40], e.g. all patients with diabetes
mentioned information exchange to be a crucial component
of IC [39]. Terminally ill patients expected from their GPs to
exchange information with specialists regarding their health
situation, treatment options and care facilities [35]. Patients
with diabetes appreciated accessibility of medical records by
the whole medical staff since that enabled them to consult
any available GP [27].

Patients from various studies identified gaps in communi-
cation and information transfer among different levels of
care [16, 30, 36, 40, 43], e.g. patients with comorbidities per-
ceived that specialists did not interact with their colleagues.
Consequently, health problems might not be sorted out [43].
The receipt of conflicting information from different care
providers prevented patients from making progress, resulting
in reduced confidence in professionals, increasing anxiety
and feelings of not being valued as individuals [16]. Patients
with chronic conditions became frustrated when they

repeatedly had to explain their antecedents to short-term
locum doctors, who had not informed themselves in
advance [44].

Accumulated knowledge of holistic information. Results show
scarce information about patients’ understanding of
accumulated knowledge. In general, patients expected from
their GPs to gather ‘holistic’ information, instead of sole
biomedical or problem-related data. Holistic information
included their values and preferences, support mechanisms
and social contexts [35, 44].

Management continuity

Reid et al. [1] identified two dimensions of MC: (i) ‘consist-
ency of care’ refers to the patient’s perception that a planned
care pathway ensures continuity of treatment; and (ii) ‘flexibil-
ity’ that adapts care to changes in an individual’s needs and
circumstances, and therefore emphasizes on individualized
care plans. The emphasis on provider maintaining contact
with patients, monitoring their progress and facilitating
access to needed services has led to the inclusion of ‘accessi-
bility’ in mental health literature in the conceptual framework
of MC [1, 13]. MC is prominent in discharge planning litera-
ture on continuity of care, since the transition from one
setting to another is a common breaking point [1].

Consistency of care and a smooth discharge process. The synthesis
suggests that existent studies rather emphasized on a smooth
discharge process [26, 35, 43] than on an overall care
pathway which refers to Reid et al.’s definition [1]. Therefore,
a general explanation of what comprises ‘consistency of care’
was not found in the selected articles. A successful discharge
was defined by patients as ‘being able to function well in
their home environment after the transition’, including the
receipt of support and preparation for the transition process.
Care was perceived to be coordinated when providers (e.g.
home care coordinators) accompanied patients to other
settings (e.g. to the hospital) [45]. Patients receiving
home care mentioned ‘consistent timing of service delivery’
to be an element of service provision that supported the
achievement of consistency of care [28].

Regarding its relevance, some terminally ill patients valued
that their GPs organized transfers and coordinated home
care [35]. Keeping continuity of services going long term
after discharge was an issue for many older people, who
expressed concerns about receiving sole temporary home
care [42]. There was no data found regarding causes and
consequences of inconsistency of care.

Accessing healthcare services flexibly. Selected studies showed
scarce information about the patient’s understanding
regarding flexibility, apart from individualized or tailored care
[28, 34, 39, 46]. In contrast, accessibility was better
contextualized by being studied more frequently, although not
always explicitly, e.g. getting advice when required—a
patient-derived theme of access—was assigned to flexibility
[38]. According to diabetics, accessibility was enhanced when
first healthcare services were provided timely and regularly
[39]; secondly, the patient was able to access a usual doctor, a
nurse [38] or a specialist when needed [39] and thirdly most
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of their healthcare providers were at the same location [39].
Patients with mental illnesses considered that structured
reviews (e.g. an annual check-up based on a register of
patients) [29] and the receipt of more information and
support [37] facilitated access to healthcare services.

Easy access and immediate response were especially valued
by a cluster of patients in some circumstances, e.g. by diabetics
since care needs varied and changed over time [38] (see ‘con-
sistency of personnel balanced with convenient access’).
Regarding flexibility, patients appreciated the provision of
individualized care [28, 34, 39, 46], as opposed to receiving
treatment by physicians who were just acting upon a single
event or diagnosis, simply treating symptoms or neglecting
the social element of care [46].

Patients with diabetes believed that long waiting times,
shortage of healthcare providers as well as delayed, cancelled
or not predictable appointments detracted from accessibility
[38, 39]. According to patients with pluripathologies, special-
ist appointments required a referral from primary care and
were therefore difficult to obtain at short notice, hence
showed lower accessibility [43].

Personal self-responsibility and patient
involvement

Patient involvement or participation emerged to be critical
aspects of continuity of care in general [39, 45] or specifically
part of RC [38]. Continuity of care could be improved when
patients not only were able to advocate for themselves, but
also took over responsibility in managing their disease [39].
Participation in decision-making and coordination of their
care seemed to be important factors for the majority of
patients receiving home care, also in the context of linking
services across levels of care. Some patient-involvement
activities were ‘keeping track of their improvements
(monitor)’ or ‘seeking information about what to expect
before moving to another setting (prepare)’ [45].

Patients experiencing interdependency
of continuity of care

While analysing patients’ perspectives, interrelation and
dependency of all types of continuity became evident
(Fig. 2), particularly regarding combinations with RC.

RC was related to IC in the following aspects: a personal
GP acquired ‘non-biomedical’ knowledge [35, 47] and famil-
iarity with the patient’s medical history over the years [36, 44];
consequently, patients were spared from repeating their
medical history [34, 38], resulting in higher efficiency of
care [34]. Consistency of personnel was seen by some home
care patients to be the only solution, how professionals could
gain detailed contextual knowledge [28]. An ongoing relation-
ship formed the prerequisite for patients at the end of their
life for receiving adequate information at the right time in a
sensitive manner [35]. In return, the provision of clear and
relevant information fostered RC [39].

Regarding interconnections between RC and MC, patients
perceived that in an ongoing relationship with their GPs

treatment was more tailored (flexible) to their individual cir-
cumstances [34]. Patients with diabetes recognized that they
more likely adapted to poor accessibility, e.g. long waiting
times and delays in getting appointments, when there was a
good patient–physician relationship [38]. Moreover, patients
considered that the availability of their named GP or practice
nurse, even if only by telephone, was crucial for maintaining
RC. Consulting more than one physician (inconsistency of
personnel) could disorganize treatment plans, as patients got
confused about whose advice to follow [27].

Finally, interrelation between MC and IC was manifested
within the analysis. Patients with diabetes reported delays in
seeing specialist staff and receiving treatment because of
missed information [38]. When appropriate and timely infor-
mation was absent, mentally ill patients identified transition
between services as a source of stress and vulnerability [37].
Table 4 highlights the study’s main key lessons learned.

Discussion

This article targeted to synthesize patient’s views on RC, IC
and MC across care levels, their attributed relevance, as well
as perceived causes and consequences of discontinuity, based
on a review of qualitative articles. We have further identified
elements that enhance continuity of care (Table 3). Variations
in perceived importance seem to depend on both individual
and contextual factors. The selected articles most frequently
investigated RC, thus most information was available about
that type of continuity.

Regarding RC, it became apparent that patients refer to
consistency of personnel when they are seen over time on a
regularly basis by one physician or a team of professionals in
primary and secondary care. Consistency of personnel is con-
sidered to positively influence or to be a prerequisite for
establishing an ongoing relationship with a sense of affili-
ation. The development of that kind of relationship is further
facilitated by delivering high-quality consultations, referring
to, e.g. the physician’s attentiveness or medical knowledge.
Whereas authors of some studies [26, 27, 48] postulate that
in order to sustain a long-term connected care, regular
contact is required, elsewhere it is suggested that patients
view RC in terms of being comfortable with a physician,
rather than the number of visits [49].

Although an ongoing relationship was highly valued,
patients also highlighted disadvantages, e.g. the risk of symp-
toms being taken for granted (overfamiliarity). However,

Table 4 Key lessons

Accessibility to different levels of care, a smooth discharge
process and individualized care are important features of MC
‘Personal self-responsibility’ and ‘patient involvement’ are
critical factors that enhance continuity of care
Interdependency of all types of continuity of care became
evident, particularly linking RC with IC and MC continuity
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literature suggests that perceived benefits outweigh negative
consequences [11, 34], e.g. the risk of overfamiliarity com-
pared with the advantages of being attended by a physician
on a regular basis. Therefore, disadvantages associated with
RC should be understood and mitigated, and an ongoing,
therapeutic relationship encouraged, as long as individuals’
preferences are respected [11].

Concerning IC, patients perceive that communication and
interaction between providers, as well as transference of
medical data across care levels foster IC; however, perceived
scarce cross-boundary communication in some settings nega-
tively influenced IC. Conversely, it was discussed elsewhere
that some aspects of IC are less salient to patients [50], e.g.
low awareness of information transfer [38]. Regarding
patients’ understanding of accumulated knowledge, little
information was provided in selected articles, being solely
linked with the gathering of holistic information by their GPs.

Regarding MC, patients mention a smooth discharge man-
agement, individualized or tailored care, easy access to ser-
vices in different care levels as well as immediate response to
be influencing factors of MC. Literature on MC mainly
focuses on accessibility and patients’ preferences where rapid
access or an immediate intervention is balanced with seeing a
preferred provider [10, 27, 31, 36, 38], particularly in primary
care, where patients have significant control over appoint-
ment making [50]. Similarly, it became apparent in the meta-
synthesis that a specific cluster of patients trades quick access
against RC. Freeman et al. [50] propose that access should be
studied together with continuity of care to highlight patients’
trade-off preferences, but concepts should be distinguished
and not complemented. They consider access to be a key
facilitator, necessary to enable continuity [50]. However,
access may be a prerequisite for continuity of care in spon-
taneous visits by not showing a longitudinal nature—one
core element of continuity of care, but not regarding access
to the other care levels due to a referral. We suggest that the

inclusion of accessibility as a proper dimension should be
further discussed.

Interdependency of different types of continuity of care,
particularly linking RC with IC and MC, became apparent
during the analysis and is presented in a cycle of interrela-
tions (Fig. 2). In concordance with results, some authors
suggest that consistent personnel promotes all attributes of
continuity of care [1, 28], amongst others it reduces the com-
plexity of communication required [28] and supports
the accumulation of medical and contextual knowledge about
the patient [28, 48]. In turn, patients prefer to see their GP
since they dislike having to repeat their story to different clin-
icians [11]. Those aspects improve care plans [48], support
the mutual understanding and encourage a sense of responsi-
bility towards the patient [1, 48]. Wierdsma et al. suggest that
better understanding of the complex interrelationship is
needed in order to improve continuity of care [48].

Considerations and limitations

When targeting transferability of our findings, we should
consider peculiarities of the included articles: first, more than
half of the studies were conducted in the UK; therefore fea-
tures of country-specific healthcare systems should be taken
into account since patients’ experiences are influenced by
how healthcare services are structured and administrated
[10]. However, including studies conducted in different con-
texts lead to a breadth of information that supports better
understanding of the phenomenon. Secondly, samples of
those studies that analysed chronic conditions (e.g. type two
diabetes) were often skewed to elderly people; hence, percep-
tions of younger patients were underrepresented in the syn-
thesis. Thirdly, the most analysed setting was primary care
that could partially explain the high value set on the relation-
ship with the GP compared with the hospital staff.

Figure 2 Cycle of interrelation between types of continuity of care. Source: Author’s own elaboration.
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Implications for clinical practice and further
investigation

Patients did not only attach importance to some continuity
dimensions, e.g. an ongoing relationship or information
transfer, but have also identified and attributed value to
less analysed aspects that were regarded to be critical fea-
tures for achieving a smooth progress of the patient
through the system, e.g. regularity of visits, the discharge
process, individualized care or self-responsibility. The im-
portance of continuity attributes seems to vary according
to personal factors, health condition and care setting.
Therefore, it is recommended to take into account and
further examine the influence of contextual elements of
healthcare provision (setting, practice size) and individual
factors (socio-demographic characteristics and different
pathologies) on continuity across boundaries. A particular
focus should be set on the analysis of young patients’ per-
ceptions as being one relevant age group that has been
less studied. Finally, when targeting to improve one type of
continuity, attention should be paid to interdependency
within continuity of care.
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44. Von Bültzingslöwen I, Eliasson G, Sarvimaki A et al. Patients’
views on interpersonal continuity in primary care: a sense of
security based on four core foundations. Fam Pract
2006;23:210–9.

45. Harrison A, Verhoef M. Understanding coordination of care
from the consumer’s perspective in a regional health system.
Health Serv Res 2002;37:1031–54.

46. Campbell SM, Gately C, Gask L. Identifying the patient per-
spective of the quality of mental healthcare for
common chronic problems: a qualitative study. Chronic Illn
2007;3:46–65.

47. Green CA, Polen MR, Janoff SL et al. Understanding how
clinician-patient relationships and relational continuity of care
affect recovery from serious mental illness: STARS study
results. Psychiatr Rehabil J 2008;32:9–22.

48. Wierdsma A, Mulder C, de Vries S et al. Reconstructing con-
tinuity of care in mental health services: a multilevel conceptual
framework. J Health Serv Res Policy 2009;14:52–7.

49. Pandhi N, Bowers B, Chen FP. A comfortable relationship:
a patient-derived dimension of ongoing care. Fam Med
2007;39:266–73.

50. Freeman G, Woloshynowych M, Baker R et al. Continuity of Care
2006: What Have We Learned Since 2000 and What Are Policy
Imperatives Now? London: National Coordinating Centre for
Service Delivery and Organisation, 2007.

51. Nazareth I, Jones L, Irving A et al. Perceived concepts of con-
tinuity of care in people with colorectal and breast cancer—a
qualitative case study analysis. Eur J Cancer Care (Engl)
2008;17:569–77.

Waibel et al.

48

D
ow

nloaded from
 https://academ

ic.oup.com
/intqhc/article/24/1/39/1803960 by guest on 23 April 2024


