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Commentary

Many physicians and patients believe that a long-term
doctor–patient relationship built on trust and mu-
tual respect is a central tenet of effective and effi-

cient health care.1 However, are such pronouncements,
frequently made by colleges representing primary-care disci-
plines, based on more than collective experience or ideals? Is
there evidence that defines what elements of continuity of care
are most enhanced by a long-term relationship? The complex-
ity of these relationships raise many important questions for
researchers and educators. What specific actions or compo-
nents of the relationship benefit the patient most? Is it a de-
tailed cumulative understanding of the patient’s history? Is it
an enhanced advocacy role by the physician? Is it a better un-
derstanding of the patient’s values and expectations? Or is it
smoother transition of care? Unfortunately, there are few solid
answers to any of these and many other questions. Ask any
family physician if continuity of care is an important feature of
Canadian family practice and the answer will be Yes. The fam-
ily physician will mention the importance of building trusting
relationships with patients, especially those with chronic dis-
eases or comorbidity.1 Most family physicians can provide ex-
amples of how their understanding and management of their
patients’ complex problems has resulted in reduced use of
emergency departments and hospital beds. Many physicians
are also likely to mention the high levels of satisfaction they
have gained from their relationships with these patients.

The College of Family Physicians of Canada states that the
doctor–patient relationship is central to the discipline of fam-
ily medicine and is 1 of the 4 principles of family medicine
that influences the education of both residents and practising
family physicians.2 This statement is based on decades of ex-
perience of thousands of members providing care for Canadi-
ans and the benefits perceived to arise from a strong, trusting
doctor–patient relationship.

Is there evidence to support the perceived benefits of conti-
nuity of care? Is it important for both physicians and their pa-
tients to be aware of the far-reaching impact of continuity of
care, particularly as new models of health care delivery are being
proposed? Evidence suggests that continuity of care improves
the uptake of preventive care, enhances adherence to therapy,
and increases patient and physician satisfaction.3 There is in-
creasing evidence that patients’ health status and chronic dis-
ease outcomes are improved with continuity of care.3 Most
would consider these findings to be important outcomes. The
cost-effectiveness of medical care has garnered much attention
lately, which raises the question of whether continuity of care

improves cost-effectiveness and decreases the number of visits
to the emergency department and admissions to hospital.

In a study in the United States, Gill and colleagues4 showed
that high provider continuity was associated with lower emer-
gency department use among patients supported by Medicaid.
Christakis and associates5 found similar results in a pediatric
population in the United States, where increased continuity of
care was associated with a decreased number of visits to the
emergency department and admissions to hospital. The study
by  Ionescu-Ittu and colleagues6 in this issue of CMAJ makes an
important contribution to improving our understanding of the
impact of continuity of care. The authors examined data for a
random sample of more than 95 000 Quebec residents aged 65
or more. Unlike most previous studies, they used Quebec
health insurance data to demonstrate that having a primary
physician and continuity of care reduced the rate of emergency
department use. The authors also highlight the importance of
the relationship between doctor and patient rather than the
physician’s specialty. The term “primary physician” in their
study, although made up of more than 80% family doctors,
also included a number of specialists, since the authors explain
that elderly patients with chronic diseases often see specialists
regularly and consider them as their primary care physician.

Ionescu-Ittu and colleagues found that, during the 2-year
study period, an increased rate of emergency department use
was associated with a low or medium (v. high) level of conti-
nuity of care with the patient’s primary physician (adjusted
rate ratio 1.46, 95% confidence interval [CI] 1.44–1.48, and
1.27, 95% CI 1.25–1.29, respectively) and lack of a primary
physician (adjusted rate ratio 1.45, 95% CI 1.41–1.49). They
also found a dose–response relation between continuity of
care and emergency department use among patients with a
primary physician. The authors carefully selected indexes and
definitions for each term they used in the study. Most studies
of continuity of care have been identified as methodologically
weak; however, 20 of 22 of these studies arrived at conclusions
supporting continuity of care.7 To date, the study by Ionescu-
Ittu and colleagues6 makes the most significant contribution
to a growing body of evidence demonstrating the benefits of
continuity of care, especially in the elderly population.

During the past decade a number of changes in Canada’s
health care system have reduced the possibility for continuity
of care. Examples include the increasing fragmentation of
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health care delivery owing to the rising number of agencies
and organizations delivering health care, use of specialty clin-
ics for specific problems (e.g., varicose vein clinics, weight
loss clinics, hair epalation clinics, Botox clinics), visits to an-
ticoagulation clinics and visits to walk-in clinics not con-
nected to family practices. Physician shortages in many parts
of the country make continuity of care difficult or impossible
for patients who do not have a regular physician.

Surely this growing body of evidence suggesting increased
efficiency and effectiveness as a result of continuity of care
should stimulate strategizing within Canadian provincial and
territorial health insurance plans to promote continuity of care
for elderly patients or patients who have chronic diseases. In
Ontario, the Family Health Network and Family Health Team
concepts use physician incentives, nurse practitioners, health
educators, pharmacists and dietitians to promote improve-
ment in care for both patients with chronic diseases and eld-
erly patients with comorbid conditions.8 There are incentives
promoting continuity of care with 1 physician or nurse practi-
tioner. Whether continuity is as important for younger pa-
tients and for patients without chronic disease will require fur-
ther studies. From a health systems viewpoint, the findings
from the study by Ionescu-Ittu and colleagues have added im-
portance because elderly patients are the heaviest users of the
health care system and are rapidly growing in numbers. Re-
ducing costs and improving efficiency in health care delivery
for this age group has the potential of more cost-effective care.

The time has arrived for legitimizing the perceptions of gener-
ations of family physicians and building a health care system
that values and promotes continuity of care.
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