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Background: Continuity is a tenant central to family practice. Continuity is associated with improved
satisfaction in populations that can easily change providers. However, little is known about the impor-
tance of continuity where patients are assigned providers.

Methods: A pretested survey was distributed to patients of a family practice residency clinic in a mili-
tary medical center for a week’s period. Results were analyzed using �2, unpaired t test, correlation
matrices, and linear regression for patient satisfaction.

Results: The response rate was 68.3%. Responders were not more likely to be seeing their primary
care provider (PCP). Regression analysis revealed that 12% of patient satisfaction was associated with
long-term continuity rates, 23% by PCP satisfaction, and 17% by how easy it was to make the appoint-
ment. For high clinic users (>10 visits/year), 78% of patient satisfaction is determined by PCP satisfac-
tion and long-term continuity rates. A subset of patients (13%) values choice of appointment time or
other providers over PCP continuity. Satisfaction is not diminished in this group despite low long-term
continuity (P < .05 for all results).

Conclusions: Patient satisfaction is associated with continuity, especially for high clinic users. Al-
though continuity is important, a subset of patients values the ability to see other providers and to
change providers. (J Am Board Fam Pract 2004;17:341–6.)

Continuity of care is described as a longitudinal
relationship between patients and caregivers that
transcends multiple illness episodes and includes
responsibility for prevention and care coordina-
tion.1,2 Continuity of care is considered a corner-
stone of family medicine.3–6

Patient satisfaction has been shown to be posi-
tively associated with continuity.7–10 However, this
has been studied primarily in populations in which
patients can easily change providers. It therefore
becomes a “self-fulfilling prophecy”—if you are
dissatisfied with care, you continue to change pro-
viders until you find one you like, who you then see
often. Changes in health care plans may undermine
this ability to choose and even remain with an
individual physician.11 Health plans may also

change physician panels, which might force pa-
tients to see a different physician from year to
year.11–13

Patient satisfaction is an important predictor for
patient retention. Patient satisfaction takes on in-
creased importance in certain types of managed
care medicine as income becomes dependent on the
number of patients enrolled in primary care (capi-
tated care). Patient satisfaction in a recent study
was most influenced by the ease of access and per-
ceived physician competence.14 Curiously though,
this study did not evaluate the impact of continuity
on satisfaction.

The purpose of this study was to understand the
importance of continuity of care for patient satis-
faction in an environment where patients are as-
signed a primary care provider with only a small
amount of choice of who that provider is.

Methods
An anonymous, pretested waiting room survey was
distributed to all patients being seen for an appoint-
ment at Family Medicine Clinic of Madigan Army
Medical Center, Tacoma, Washington in Decem-
ber 1997 over a 1-week period. The Madigan Fam-
ily Practice Department is a residency training pro-
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gram with more than 12,000 patients assigned to 38
providers. Patients are assigned to a provider panel,
and efforts are made to comply with patient re-
quests for a specific provider. However, if the re-
quested provider panel is full, then patients are
assigned to another provider. Patients may change
providers based on availability by completing a pro-
vider change request form. A full range of medical
care from newborn to geriatric including inpatient
and maternity care is provided. Because it is a
training program, less than half of the providers are
present in clinic on any given day.

The survey instrument used a variety of 10-
point Likert scales, categorical variables, as well as
broad descriptive data. Questions were drawn from
previously validated surveys. The survey was an
easy-to-complete 2 pages and was intended to be
completed during the visit. The survey was pre-
tested by a focus group of 10 patients and revised
based on their recommendations.

Every patient who presented to the front desk
for an appointment during the study week was
invited to complete the survey. To give patients
maximal time to complete the survey, surveys were
given to patients as they signed in at the desk.
Children younger than 8 had surveys completed by
a parent. Approximately 40% of patients being seen
during the study period declined to participate.
The response rate is calculated from patients who
accepted the survey and agreed to participate.
Computerized records of the week’s clinic visits
were reviewed to determine any demographic dif-
ferences between responders and nonresponders
and between participants and nonparticipants.

The major outcome variable, patient satisfac-
tion, was measured on both a categorical and Likert
scale. The categorical scale was used as a compar-
ison with previous studies in the literature.7,9,10,14

The Likert scale was used to assist in the regression
analysis.

Data were analyzed using a variety of methods:
�2, unpaired t test, correlation matrices, and uni-
variate and multivariate regression for patient sat-
isfaction. The multivariate regression analysis was
created in a stepwise fashion. Variables entered into
the model had been shown in previous studies to be
associated with patient satisfaction: ease of access,
the satisfaction with the primary care provider
(PCP), the number of yearly appointments, and the
proportion of appointments in the past year with
the PCP (the long-term continuity rate). All vari-

ables remained statistically significant (P � .05).
Appointment data were extracted from an elec-
tronic medical record. A final variable, whether the
patient was active duty or a family member of an
active duty soldier, was added after observing a
significant reduction in global satisfaction in these
groups. All variables remained significant.

Results
During the survey period, 448 patients were seen in
the Family Practice Clinic (FPC). The front desk
distributed 276 surveys. For those patients who
accepted a survey, the return rate was 68.3%.
There were several differences between partici-
pants and nonparticipants. These are depicted in
Table 1.

Table 2 displays survey results. Overall, family
practice (FP) patients are very satisfied with their
care in the clinic. On the Likert scale, the average
score was 8.7; 48% of respondents gave a perfect
score. On the categorical scale, 97% of respondents
described themselves as satisfied; nearly two thirds
of those stated that they would recommend the
clinic without any reservations to their friends (Fig-
ure 1). Despite impressive satisfaction scores, not
all groups were equally satisfied. In particular, the
spouses and children of active duty soldiers had
significantly lower levels of satisfaction than all the
other respondents.

Survey respondents reported that it was more
important to see their PCP in the long term than it
was for the immediate visit.(Table 2) Patients who
were not able to see their provider for the imme-
diate visit did not manifest lower satisfaction with
their care (P � .08, unpaired t test). Although not
seeing one’s assigned provider for the immediate
visit did not lower satisfaction in a statistically sig-

Table 1. Differences between Survey Participants and
Nonparticipants

Variable
(Patient Groups)

Participants
(n � 192)

Nonparticipants
(n � 256) P

Active duty 8.3% 16.8% .008
Spouse of active duty 24.5% 23.8% .87
Child of active duty 8.9% 21.1% .0004
Retired 23.4% 10.5% .0002
Spouse of retired 29.2% 21.1% .06
Child of retired 5.7% 4.3% .49
Seeing PCP that day 44.2% 39.1% .48
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nificant manner, not seeing one’s provider regu-
larly over multiple visits was associated with signif-
icantly lower satisfaction. Those patients who were
least likely to recommend the FPC to their friends
manifested significantly lower long-term continuity
rates (Figure 1). Those so dissatisfied with their FP
care that they would discourage their friends from
getting care at the FP clinic saw their provider only
3.7% of the time on average. In contrast, those so
satisfied with their FP care that they would recom-
mend the clinic without any reservations to their
friends averaged seeing their provider 55.3% of the
time.

Univariate and multivariate regression was done
to determine the relationship of reported impor-
tance of long-term continuity, ease of appoint-
ments, and PCP satisfaction on overall FPC satis-
faction. Results are depicted in Table 3.

On univariate analysis, increased yearly visits
were not associated with satisfaction. However,
with multivariate analysis, increased yearly visits

were associated with decreased clinic satisfaction.
This contrarian result (with most multivariate re-
gression, variables tend to become less significant)
prompted the multivariate regression to be re-
peated, stratifying yearly appointments into “low
usage” (�3 appointments/year), “mid usage” (4 to 9
appointments/year), and “high usage” (�10 ap-
pointments/year). These regression results are de-
picted in Table 4. High-use patients had better
continuity over multiple visits and higher PCP sat-
isfaction than low-use patients, except for high-use
active duty patients and their family members, who
had much lower PCP satisfaction. Ease of appoint-
ments was more important for low-use patients.

Discussion
As American medicine moves away from managed
care and toward consumer-driven medicine, im-
proved patient satisfaction will take on increased
importance. This study attempts to discern impor-

Table 2. Descriptive Analysis of Survey Responses for All Patient Groups

Patient
FPC

Satisfaction
Percentage
Continuity

Ease of
App’t

Continuity
Importance

PCP
Satisfaction

All patients 8.7 50.0 8.1 8.4 9.1
AD 8.9 49.7 8.2 8.9 9.5
Spouses of AD 8.2 52.1 8.1 8.0 9.0
Children of AD 7.4 37.0 8.1 8.6 8.2
Retired 9.1 49.0 8.1 8.7 9.5
Spouse of retired 9.1 53.3 8.1 8.4 8.9
Children of retired 9.1 46.5 8.1 7.7 9.0
ANOVA P � .003 P � .73 P � .99 P � .56 P � .22

FPC, family practice clinic; AD, active duty; ANOVA, analysis of variance.

Figure 1. Long-term continuity rates for patient groups based on satisfaction with FP care.
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tant determinants of satisfaction in patients that are
enrolled in family practice. Patients reported excel-
lent satisfaction with their care. Continuity, PCP
satisfaction, and ease of scheduling appointments
were important determinants of satisfaction. For
high clinic users (�10 visits/year) patient satisfac-
tion was strongly correlated with PCP satisfaction
and continuity. A subset of patients valued choice
of appointment time or with other providers over
PCP continuity. Satisfaction is not diminished in
this group despite poor continuity rates.

Continuity of care is an important determinant
of patient satisfaction. In particular, those who
were most dissatisfied manifested abysmal continu-
ity (Figure 1). In addition, obtaining continuity
increases in importance with increasing frequency
of visits. For high clinic users, continuity was a
more important determinant than access. With this
group, seeing a provider that one likes all the time
(combining PCP satisfaction and long-term conti-
nuity on the regression) defines almost 75% of
global satisfaction.

Repeating the multivariate linear regression
stratified by annual usage illustrates several impor-
tant points. With low usage patients, ease of sched-
uling appointments is a very important factor for

satisfaction. This may indicate that patients who
use the clinic infrequently are in relatively good
health and are seen for occasional minor illnesses.
They are probably young, working families with
very busy schedules and have little discretionary
time. Therefore, getting an appointment quickly at
a convenient time is critical for them. Low- and
mid-usage patients share very similar coefficients,
which are very similar to those expected for all
patients (nonstratified). Only for patients with high
usage does the regression result change substan-
tially. In particular, FPC satisfaction (on a 10-point
Likert scale) more strongly correlates to PCP sat-
isfaction and long-term continuity than to ease of
access for appointments. This is not surprising be-
cause high-use patients are probably those with
chronic medical conditions that require frequent
follow up. This is similar to a recent study by
Nutting et al15 that demonstrated patients who are
sicker, at the extremes of age, and female value
continuity with their primary care provider. Pa-
tients who develop a long-term relationship with a
provider are more pleased with their care and, stud-
ies show, have better outcomes.16–19 With these
findings, perhaps primary care providers should
focus continuity efforts on those high-use patients

Table 3. Linear Regression for FPC Patient Satisfaction after Adjusting for Other Patient Preferences and
Characteristics

Variable
Univariate Regression

� P
Multivariate Regression

� P

Continuity 1.736 �.0001 1.172 .002
Ease of appointment 0.196 .0003 0.166 .0003
PCP satisfaction 0.338 �.0001 0.251 .0008
Active duty (1)/Retired (0) �0.907 .0005 �0.779 .0007
No. of yearly appointments �0.029 .1480 �0.035 .03

Outcome variable � Global FPC Satisfaction (on 10 point scale); R2 � 0.316.

Table 4. Linear Regression for FPC Satisfaction after Stratifying for Amount of Annual Usage

All Patients
Low Usage
(n � 47)

Mid Usage
(n � 87)

High Usage
(n � 52)

Variable � P � P � P � P

Continuity 1.21 .001 1.03 .10 1.23 .002 2.15 .02
Ease of appointment 0.17 �.001 0.18 .04 0.16 .006 0.15 .16
PCP satisfaction 0.23 .002 0.28 .07 0.19 .05 0.56 .007
Active duty (1)/Retired (0) �0.75 .001 �0.40 .39 �0.46 .14 �1.77 �.001

Outcome variable � Global FPC Satisfaction (on 10 point scale); R2 for all patients � 0.295; R2 for low usage � 0.335; R2 for mid
usage � 0.302; R2 for high usage � 0.421.
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who have more chronic disease and would poten-
tially benefit more from increased continuity.
Young, healthy families should have their primary
care focused on rapid, easy access for their infre-
quent visits. This segment made up 13% of the FP
population sampled during the survey. When pa-
tients enroll in Tricare, the military health insur-
ance plan, they frequently do not have choice in
their assigned primary care provider. This study
finding would suggest that patients be given the
ability to change providers should they be dissatis-
fied with their provider.

Limitations for this study include the generaliz-
ability of a study from an Army family practice
clinic. In reality, the military health system is a
vertically integrated managed health care system
and is very similar to large health care maintenance
organizations such as Kaiser or Group Health Co-
operative. This is a survey, so reporting bias is a
potential confounder. In fact, Table 1 shows more
retired military patients responded to the survey
than active duty patients. Retired patients may have
more loyalty to the system than active duty patients
who are not planning on a military career. On the
other hand, retired patients may have had more
experience with a variety of health care delivery
systems, allowing a more accurate assessment of the
care delivered.

Potential areas for further study include explor-
ing other environments of care, such as nontraining
group practices, other military services, and non-
military practices. A comparison of advanced or
open access on the same aspects of continuity of
care, provider satisfaction, and ease of appoint-
ments could be studied. The differences in satisfac-
tion between active duty and retired patients needs
to be explored, because the military health system
exists primarily to care for the active duty patient.

There are several key points from the results of
this study. Elucidation of barriers to access and
exploration of the high clinic utilization would be
important. There is the need to give patients choice
of their provider, both for the immediate visit (to
see someone else because of convenience purposes)
and to change providers because of dissatisfaction.
It is important to improve long-term continuity.
Continuity becomes very important for patients
that are being seen often in the clinic, and getting
appointments with their PCPs should be facilitated.
If this is neglected, dissatisfaction will increase.
Although patient satisfaction was not decreased for

the immediate visit, dissatisfaction will grow if the
patients are continuously unable to access their
provider. It would therefore seem advantageous to
emphasize increasing the access for routine ap-
pointments. Open or advanced access models, in
primary care clinics not associated with a training
program, have the potential to increase both access
and continuity of care.20,21 The results of open/
advanced appointing on access and continuity of
care in primary care residency programs needs re-
search.
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