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Abstract

Background: Continuity of care refers to the consistent and coordinated delivery of healthcare
services over time. Continuity has been associated with improvements in morbidity and
mortality, yet its decline has been identified as a significant concern amid increasing pressures
in primary care. Aim: This review aimed to inform current policy initiatives by synthesizing
evidence on how continuity of care is measured, the current challenges faced and proposed
future interventions in UK general practice. Methods: We conducted a literature search for
articles published before 15 February 2024, to explore continuity in UK primary care. Screening
and data extraction followed PRISMA Scoping Review guidelines, with all studies undergoing
double screening to determine eligibility. Findings: A total of 180 papers were included (95
quantitative, 76 qualitative and 9 mixed-methods). Across the literature, continuity of care was
most commonly conceptualized and measured as relational continuity, the Usual Provider of
Care (UPC) Index was the most commonly used metric. Informational and managerial con-
tinuity were rarely assessed. Certain patient groups, including those with long-term conditions,
mental health needs, and multimorbidity, were reported to place greater value on continuity of
care. Higher relational continuity was associated with improved patient satisfaction, care
coordination and reduced hospital admissions. However, sustaining continuity was frequently
challenged by workforce pressures and fragmented information transfer. Although formal and
informal interventions to enhance continuity were described, tensions between continuity and
access persisted, and continuity was reported to vary across patient groups. Conclusion: The
decline in continuity of care has implications for patient experience and system outcomes. This
review highlights the need for system-level approaches and national policy reforms to support
continuity, while addressing workforce constraints, access pressures and unequal experiences of
care. Further research is needed to evaluate the effectiveness and sustainability of continuity-
enhancing interventions and to identify any potential unintended consequences.

Introduction

Continuity of care (CoC) is a core pillar of primary care, alongside accessibility, compre-
hensiveness and coordination (Starfield, 1992; Adam and Watson, 2018). More recently,
continuity has been defined as ‘the extent to which a person experiences an ongoing relationship
with a clinician and the coordinated clinical care that progresses smoothly as the patient moves
between different parts of the health service’ (Couchman et al., 2023). The concept is multifaceted
and is interpreted differently by patients, clinicians and policymakers. Haggerty’s widely cited
CoC framework delineates three key dimensions: relational, informational, and management
continuity (Haggerty et al., 2003; Burch et al., 2024). Relational continuity refers to an ongoing
therapeutic relationship between a patient and their healthcare provider, fostering trust and
personalized care (Burch et al., 2024). Informational continuity ensures that clinicians and
patients have seamless access to medical records, past consultations, and diagnostic results.
Managerial continuity, meanwhile, emphasizes coordinated, coherent, and adaptive care over
time, particularly for patients with complex or chronic conditions. This framework, while still
influential, predates the digital era and does not fully capture the complexities ofmodern general
practice where informational and managerial continuity often blur (Greenhalgh et al., 2022).
Emerging perspectives thus propose the concept as beingmulti-dimensional andmore complex.

International evidence suggests that strong continuity is associated with reduced mortality,
improved chronic disease management, increased medication adherence, reduced hospital
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attendance and greater clinician job satisfaction (Guthrie et al.,
2008; Gray et al., 2018; Baker et al., 2020). Despite its recognized
importance, CoC is under threat. The decline in relational con-
tinuity has been identified as one of the most concerning conse-
quences of mounting pressures in general practice (Seddon et al.,
2024). The General Practice Patient Survey (GPPS) showed that
patients always or almost always/a lot of the time saw their pre-
ferred GP 50.2% in 2018, however, this has fallen to 35.4% in 2023
(GP Survey, 2018, 2023). Discontinuity has been linked to poorer
treatment adherence, increased hospitalizations, and lower patient
satisfaction (Gray et al., 2018). Contributing factors include larger
practices, diverse clinical roles and systems focused on rapid
access, sometimes at the expense of sustained patient–clinician
relationships (Tammes et al., 2017). Alongside these pressures,
continuity has been shaped by significant policy and structural
changes. Since 2014, initiatives such as the named GP scheme, the
introduction of extended access appointments, the development of
Primary Care Networks (PCNs), and the more recent shift towards
increasing online access and community-based GP-led care have
significantly changed how care is organized and delivered (Dineen
et al., 2025).

While policy emphasis on CoC is growing, existing reviews are
fragmented in scope and outdated in context. One recent scoping
review focused on interventions to improve relational continuity,
such as personal patient lists or booking systems, based on liter-
ature from 2002 onwards. However, it provided limited insight into
measurement approaches, outcomes, barriers, or broader care
contexts (Fox et al., 2024). Hersch et al. outlined the four most
common measurement approaches for CoC, however, the dis-
cussion was not situated in the UK context and did not address the
benefits and challenges associated with each approach (Hersch
et al., 2024). A July 2025 systematic review examined the trade-offs
between access and continuity, drawing mainly on international
studies and without UK-specific focus or attention to wider
patient, staff and system outcomes (Goff et al., 2025). Other
reviews have examined continuity in the context of care
coordination or chronic disease management internationally, but
do not capture the full picture of continuity in post-2015 UK
primary care, particularly amid NHS reforms and the expansion of
PCNs. This period has been characterized by significant structural
and policy changes, which have altered how care is organized and
delivered. Therefore, to our knowledge, no comprehensive syn-
thesis exists that maps when, and for whom continuity matters,
how it is measured, its impacts, the systemic challenges to sus-
taining it, and which interventions are effective within current UK
primary care. This gap highlights the need for a timely, holistic
scoping review to inform policy, guide practice, and shape future
research.

Methods

This review aimed to explore key aspects of CoC in primary care,
including identifying when it is most critical, the tools and mea-
sures used to assess it, its impact on patient care and outcomes, and
the major challenges associated with maintaining it. A scoping
review design was chosen to provide a rapid summary of research
conducted in the last 10 years to inform a more detailed future
analysis of continuity outcomes and potential benefits or unin-
tended consequences. The review followed the PRISMA Scoping
Review guidelines.

Identifying the research questions

Our review questions were designed to align with recent and
planned NHS policy reforms, including those outlined in the
NHS’s Neighbourhood Health Guidelines 2025/26 (NHS England,
2024b). This review aimed to synthesize and critically evaluate the
existing literature on continuity of care in UK primary care settings
since 2015, addressing the following questions:

1. When does continuity of care matter most in the context of
post-2015 UK primary care reforms?

2. What tools and measures are used to assess continuity in
primary care?

3. What are the reported improvements to patient care and
outcomes?

4. What are the key identified challenges to maintaining con-
tinuity of care within post-2015 UK primary care systems?

5. What are the reported interventions aimed at enhancing
continuity?

Identifying relevant studies

We searched Medline (OvidSP), Embase (OvidSP), and CINAHL
(EBSCOHost) in 2024, usingMedical Subject Headings (MeSH) and
free-text terms (see Supplementary Figure 2). Studies were included
if published in English between 2015 and 2024. These dates were
selected to enable study of the impact of three important changes in
the delivery of UK primary care and allow sufficient time for the
implementation of these policies and their effects on continuity and
related outcomes to be reflected in the published literature.
Beginning in 2015, GPs in England have been required to provide
every registered patient with a named GP responsible for their care.
In 2018, extended access services were introduced to improve
patient access to general practice. In 2019, PCNs were introduced as
part of the NHS Long-Term Plan. The networks were designed to
incentivise general practices to work together in groups covering
populations of between 30–50,000 patients (Burch and Whittaker,
2022; Goff et al., 2023; Tammes et al., 2019). Continuity of care has
declined over this period and has been the focus of sustained policy
and professional concern in UK general practice, further justifying
an emphasis on recent structures and incentives (Levene et al., 2024;
Murphy and Salisbury, 2020; Pettigrew et al., 2024). The review was
restricted to UK-based studies to maintain contextual coherence
with the organization of NHS general practice and with UK-specific
policy changes. This approach is consistent with other UK-focused
syntheses (Fox et al., 2024). Grey literature, including policy reports
and bibliographies, were also reviewed (Table 1).

Study selection

Records were de-duplicated and uploaded into the EPPI-reviewer
database. Title and abstracts of papers were double screened (NK,
RA, IS, NA, AL) against the inclusion criteria. Disagreements
between authors were discussed until a consensus was reached
through regular data clinics conducted with EO-B and SP.

Charting the data

A standardized data extraction sheet was developed using Excel
and included papers were double-screened at full-text and dis-
crepancies were discussed in data clinics to ensure consistency in
collecting key information (see Supplementary Figure 2). This
included feedback and adaptations following Patient and Public

2 Kartikapallil et al.

https://doi.org/10.1017/S1463423626101212
https://doi.org/10.1017/S1463423626101212


Involvement (co-applicant TC) to review and refine codes and help
develop the study protocol to ensure analysis was relevant to
patient and carer perspectives and priorities.

Collating, summarizing and reporting the results

Emerging findings were reviewed and refined during data clinics
involving all members of the research team.

Results

The initial search yielded 1619 papers. 377 studies were excluded
based on title and abstract screening and a further 222 were
excluded at full-text screening based on our exclusion criteria
(Figure 1). 180 papers were included and were fully screened using
the data extraction sheet (Supplementary Figure 1). Of these, 95
employed quantitative methodologies, including conceptual,
observational, and case studies, as well as reports and opinion
pieces. Additionally, 76 studies utilized qualitative approaches,
such as systematic reviews, cross-sectional studies, and cohort
analyses. 9 studies adopted a mixed-methods design.

The findings presented below apply specifically to UK primary
care in the period since 2015, reflecting evidence generated fol-
lowing significant changes in UK health policy. These findings,
which are summarized in Table 5, generate new insights regarding
the contexts and mechanisms of CoC in primary care.

Research question 1: When to prioritize continuity of care

Current evidence identifies patient populations who strongly value
or prioritize CoC. Patients with long-term conditions (LTCs) that
require years of ongoing management such as chronic kidney
disease (Brand and Pollock, 2018), and rheumatoid arthritis (RA)
(Machin et al., 2017), and those with complex care needs (Rhodes
et al., 2016; Greenhalgh et al., 2022; Ladds et al., 2023), valued CoC
more highly than other patients. Relational continuity was valued
in older adults (≥65 years) and patients with multimorbidity
(Leniz et al., 2022). Its importance was further amplified for those
facing language barriers (Rhodes et al., 2016, Ladds et al., 2023),
unstable citizenship status or those who were socioeconomically
deprived, with it being more crucial for ethnically diverse groups
(Ladds et al., 2023). While the review identified groups that pri-
oritize continuity, none of the included studies provided evidence
that clinical benefits were only limited to certain patient groups.

Patients with LTCs wanted their General Practitioner (GP) to
be clinically competent, to listen, and take time with them, still
demonstrating trust and respect irrespective of whether they have
seen them before in situations where continuity was not possible

(Murphy and Salisbury, 2020). However, this can contribute to the
misconception from practices and patients that ‘any GP will do’,
despite evidence that patients who experience CoC usually
appreciate its benefits and usually seek it (Gray et al., 2023).

Although several studies identified groups who value con-
tinuity, few directly compared preferences across different pop-
ulations. For example, Machin et al., found that poor CoC was
perceived as a barrier to discussingmood problems in patients with
RA. However, as their study focused exclusively on this group, it
remains unclear whether this reliance on continuity is greater than
in other conditions. In contrast, Ladds et al., observed that while
many patients with long-term or complex conditions prioritize
relational continuity with their GP, others, particularly those
without complex needs, may be more willing to exchange provider
familiarity for timely access or convenience (Greenhalgh et al.,
2022; Ladds et al., 2023).

While patient preferences have been shown to vary, studies have
also investigated cases in which clinicians have made deliberate
efforts to maintain CoC in high-risk cases, such as suspected cancer
(Nicholson et al., 2018; Ladds et al., 2023), and vulnerable groups
such as those with intellectual disabilities (Thomas et al., 2023). In
these cases, GPs took on a heightened role as integrators to try and
prevent patients from falling through the gaps in care (Ladds et al.,
2023). GPs reinforced this prioritization, emphasizing CoC’s role in
managing care transitions (Rhodes et al., 2016) and sensitive con-
sultations involving stigmatized health issues (Rhodes et al., 2016).

Research question 2: Tools and measures used to assess
continuity in primary care

Eleven papers addressed continuity measures (Table 2) that were
exclusively concerned with relational continuity and omitted
managerial and informational continuity. The field is still evolving,
with no consensus on the best measure. Most quantitative studies
used whole-population continuity metrics at a practice or patient
level, derived from administrative data, rather than measures
designed for specific subgroups. The Usual Provider of Care (UPC)
Index was most commonly reported, while the GPPS was most
used in data analysis.

Research question 3: Reported improvements to patient care
and outcomes

At a population level, higher CoC has been associated with reduced
mortality (Gray et al., 2018; Mahase, 2020), likely due to its role in
fostering stronger doctor-patient relationships. Research has also
shown that patients exhibit greater trust and comfort when con-
sulting a GP with prior knowledge of their medical history (Turner
et al., 2017; Donaghy et al., 2023). It is faster and more efficient to
deal with patient problems as successive consultations with the
same patients build ‘accumulated knowledge’. Additionally, when
GPs have a strong rapport with their patients and clinical
responsibilities are clearly defined, practice operations run more
smoothly (Gray et al., 2022).

Conversely, patients report reluctance to disclose sensitive
information to unfamiliar GPs, often preferring extended wait
times to see their preferred clinician (Donaghy et al., 2023). This
preference is particularly emphasized when involving high stakes
decisions such as DNACPR (Ladds et al., 2023), and mental health
concerns (Turner et al., 2017; Donaghy et al., 2023). Patients also
seemed to associate longitudinal familiarity with improved diag-
nostic accuracy, enabling earlier detection of physical and mental
health changes (Donaghy et al., 2023), and thereby reducing the

Table 1. Inclusion and exclusion criteria

Inclusion criteria Exclusion criteria

1. 2015 onwards
2. General Practice/Primary Care setting
3. Participants can include any healthcare

professional or user within general
practice
(i.e. not just GPs)

4. UK setting
5. Design/study: qualitative; quantitative;

mixed-methods research; and grey
literature

6. Includes term ‘Continuity’ (of any type)

1. Published in or before
2014

2. Not General Practice/
Primary Care setting

3. Not UK setting
4. Main focus of paper is

not continuity

Primary Health Care Research & Development 3
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perceived risk of misdiagnosis (Rhodes et al., 2016). This relational
continuity establishes a therapeutic environment allowing mutual
trust, creating psychological safety when sharing sensitive health
issues and discussing difficult problems (Nowak et al., 2021).

Patients with multimorbidity found it beneficial to not repeat
their complex histories (Engamba et al., 2019), or ‘re-educate and
re-inform’ doctors at each appointment (Mason et al., 2016).
Doctors identified that continuity facilitated longitudinal assess-
ment of patients’ health status, including monitoring of mobility,
cognitive function, speech patterns and overall well-being
(McKelvie et al., 2019), thereby supporting decision-making,
allowing safer and more efficient practice (Greenhalgh et al., 2022;
Ladds et al., 2023). CoC also contributed to enhanced patient
perceived validation of health concerns and enhanced shared
decision-making with GPs (Nowak et al., 2021).

Strong relational continuity was reported to allow GPs to
provide personalized medical recommendations, which may
enhance medication adherence and consequently reduce hospi-
talizations (Barker et al., 2016; Dew andWilkes, 2018; Nowak et al.,
2021; Tammes et al., 2022). Studies demonstrated that patients
exhibit greater compliance with treatment regimes andmonitoring
protocols when relational continuity was present (Tammes et al.,
2022), with qualitative research identifying perceived interpersonal
accountability as a contributing factor (Turner et al., 2017).
Greater CoCwas also associated with increased statin prescriptions
and improved adherence to statins for secondary prevention in
patients aged 30 or older with cardiovascular disease-related
conditions (Tammes et al., 2022). Additionally, patients experi-
enced better efficiency of diagnosis and chronic disease manage-
ment in high CoC scenarios (Nowak et al., 2021).

Patients who were previously frequent attenders had a
decreased GP consultation rate after receivingmore CoC through a
‘ named GP’ initiative (Barnes et al., 2019), while patients who were
unable to see their nominated GP described having to book several

appointments for the same problem (Chilton et al., 2021). This
fragmented care experience was associated with perceived stig-
matization as a ‘nuisance patient’ and subsequent negative
psychosocial outcomes, including increased frustration and
anxiety (Chilton et al., 2021). Conversely, Goff et al. (2024a) found
that new working arrangements in Primary Care Networks
undermined healthcare professionals’ ability to maintain relational
continuity. These changes also caused patients to experience
greater inefficiencies when trying to access care.

Research question 4: Key identified challenges to maintaining
continuity of care in modern primary care

Systemic challenges at the primary to secondary care interface,
such as delays in information transfer, inadequate referral and
discharge communications, inaccessible diagnostic results, frag-
mented electronic systems, and the unstructured redistribution of
tasks between clinicians, represent significant barriers to CoC.
These barriers may also arise as consequences of a lack of con-
tinuity itself, and a feedback loop is created in which poor con-
tinuity contributes to breakdowns in communication and role
clarity, which in turn further erode the system’s ability to maintain
CoC (Ladds et al., 2023). Maintaining CoC has become increas-
ingly difficult in contemporary health systems (Gray et al., 2023),
due to a range of systemic pressures. These include rising work-
loads, workforce shortages, and growing reliance on locum or part-
time staff. Together, these challenges contribute to fragmented care
delivery and compromise both patient safety and outcomes. These
are significant issues that must be addressed.

The lack of communication between primary and secondary
care and other settings of healthcare delivery, has become a major
challenge when trying to provide patients with consistent care.
Hospital discharge summaries outlining patients’ hospital
admissions exhibited suboptimal completion with documentation

Figure 1. Flowchart of selection of articles for
review.
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Table 2. Reported measures of continuity of care

Reported measure of
continuity of care Description/Formula Benefits Challenges

Number of studies that refer to this
measure

Usual provider of care
(UPC) index

The most commonly reported measure. It
measures how often the patient saw the
same GP. UPC requires both the number of
appointments per patient and a long time
frame for accuracy (McDermott et al., 2020)
used UPC to investigate ongoing frequent
attendance in primary care.

Simple to calculate and widely validated
in literature

Unlikely to be used for daily performance
management. Minimum number of
consultations are required per patient so it is
not calculated on all consultations and
patients. ‘Does not take into account the
total number, frequency or sequence visits’.
‘It does not account for the fact that a
patient may have high relational continuity
with >1 GP. For example, a patient with five
visits to the same GP plus five visits to five
different GPs would have the same UPC (0.5)
as a patient with 10 visits spread equally
across only two GPs.’ (Stafford et al., 2023)

Guthrie et al., 2008; Gray et al., 2018;
Ride et al., 2019; Sidaway-Lee et al.,
2019; McDermott et al., 2020; Delgado
et al., 2022; Gray et al., 2023; Stafford
et al., 2023; Jones et al., 2023

Sequential continuity
index (SECON)

Measures the proportion of sequential
consultations with the same GP.

Verified through peer review A minimum of two visits is required to
calculate

Adam and Watson, 2018; Ride et al.,
2019; Delgado et al., 2022

Continuity of care
(COC) index, also
known as Bice-
Boxerman index

This measure captures the different GPs
involved in a patient’s care and how many
visits occurred to each of them.

Verified through peer review. Often used
as a summary statistic.

Did not require patients to be assigned to
the same GP. Minimum number of
consultations required for a patient to be
included (usually 3)

Couchman, 2025; Delgado et al., 2022;
Gray et al., 2023; Stafford et al., 2023

St Leonard’s index of
continuity of Care
(SLICC)

Each month, the number of appointments
that patients had with their ‘named’ GP were
counted, then divided by the total number of
appointments that the same patient has with
any GP, expressed as a percentage. Using
this index, they identified 57.1% patients had
GP appointments with their personal doctor.
Over a period of 6 years and an average of 2
appointments a year – 1.5 hrs were spent
building a connection with their personal
doctor.

Useful to measure CoC regularly,
including short term (monthly). Can be
quickly interpreted by GPs and staff.

Assumes pre-assigned GPs Adam and Watson, 2018; Sidaway-Lee
et al., 2019; Gray et al., 2023

Own patient ratio
(OPR)

Like SLICC, this measure assumes that the
patient has a relationship with one particular
doctor. However, OPR is calculated by
determining how many of the GP’s
consultations are with patients who are on
their own patient list.

Used in conjunction with SLICC (which
included patient perspective), OPR
enables GPs to understand how the
practice works and allows GPs to make
changes so they see their own patients
more.

Where patients are allocated a ‘named GP’,
this is not an informed choice by the patient
(often randomized at the point of
registration) and does not include continuity
provided by non-clinical staff and therefore
‘may not accurately reflect the patient
experience’ (23)

Starfield, 1992; Gray et al., 2023

General practice
patient survey (GPPS)

Largest validated survey of patient-reported
measures. Annual survey disseminated in
January to a selection of patients from every
GP practice in England.
Information was collated in Burch and
Whittaker, 2022, to identify the effectiveness
of the national extended access scheme on
patient experience and satisfaction. It was
concluded that there were no associations.

Captures patient experience and
perspectives on a number of aspects of
the GP appointment experience

Limited by sample size, heterogeneity and
voluntary-response bias. Time consuming
and costly method.

Haggerty et al., 2003; L’Esperance
et al., 2021;
Saunders et al., 2021;
Burch and Whittaker, 2022;
Gray et al., 2023
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inconsistencies and significant delays in dissemination (Coyle et al.,
2020; Scarfield et al., 2022). This was also highlighted as a challenge
in the transition between CAMHS and the adult mental health
services where ‘patients fall through the gaps’ (Appleton et al., 2022).

Part‑time working, greater use of allied health professionals,
and reliance on locums have all been linked to declining continuity
in recent years (McKelvie et al., 2019; Engamba et al., 2019; Khan
et al., 2020; Ladds et al., 2023). Locum doctors, often described as
‘professionally isolated’ (Ferguson and Walshe, 2019), have voiced
concerns about having access to less information than patients’
regular doctors. McKelvie highlights this issue, stating: ‘LocumGPs
: : : were very aware of the reduced information that they had in
comparison with the patients’ regular doctor.’ (McKelvie et al.,
2019: 4). Similarly, newly qualified foundation doctors, who are
responsible for producing over 90% of discharge summaries, face
challenges in determining what information to include in these
letters (McKelvie et al., 2019). Boddy notes: ‘Over 90% of discharge
summaries are authored by newly qualified foundation doctors, who
struggle to analyse the information to include and lack insight into
the importance of communication for the recipient GP’ (Boddy
et al., 2022: 2). Secondary prevention of Acute Coronary Syndrome
is contingent upon strict medication adherence, yet discharge
transitions frequently present substantial barriers. These include
incomplete or inaccurate medication history, failure to commu-
nicate therapeutic modifications, and inadequate information to
primary care providers (Goldman and Harte, 2020).

Several systemic challenges to CoC were identified in the lit-
erature. Among these were constraints on GP availability (Barnes
et al., 2019), with many GPs in portfolio careers working fewer
clinical sessions (Saunders et al., 2021). Additionally, maintaining
relational continuity was found to impose significant time burdens
on GPs, potentially compromising workforce sustainability (Ladds
et al., 2023). Further operational barriers included inflexible
appointment scheduling systems (Barnes et al., 2019), and inad-
equate clinical workflow structures (Ladds et al., 2023), both
requiring redesign by the practice team to enhance appropriate
utilization of electronic health records to facilitate informational
continuity (Ladds et al., 2023).

Studies consistently show that some ethnic minority groups
experience lower CoC, access and interpersonal care in general
practice (Saunders, 2021; Stafford et al., 2023). Indeed, although
data from the GPPS show a decline in relational continuity
between 2011 and 2017 across most sociodemographic groups, this
decline was more pronounced among ethnic minority patients
than among those of White ethnicity (Stafford et al., 2023). It has
been suggested that these disparities may stem from unequal
resource distribution, including underfunded practices and
‘underdoctoring’ in deprived areas where ethnic minorities are
overrepresented. (Stafford et al., 2023). The association between
ethnicity and continuity, even after controlling for area depriva-
tion, suggests that language barriers and sociocultural norms may
create further obstacles and affect whether patients from some
ethnic minority groups seek continuity of care (Stafford et al.,
2023). Together, these structural and interpersonal factors may
undermine CoC and exacerbate health inequalities.

Research question 5: Reported interventions aimed at
enhancing continuity

Tables 3 and 4 summarize the formal and informal interventions
used by GP practices to enhance CoC. While formal interventions
are embedded in organizational or contractual systems, informalTa
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Table 3. Formal interventions aimed at enhancing continuity

Strategy/Intervention Description Benefits Challenges References

Structured admin
process & triage

These include systematic monthly reviews by
admin staff to identify and notify patients with
outstanding abnormal test results through
reminder text messages, emails or letters
(Nicholson et al., 2018). Admin staff also triage
patients ‘case-by-case’ to see whether to offer
relational continuity based on information in
the medical record or receptionist knowledge
of the patient (Ladds et al., 2023), or in some
cases the triage is led by GPs, who have stated
that familiarity helped the admin work (Ladds
et al., 2023).

No information provided. No information provided. Nicholson et al., 2018;
Ladds et al., 2023

Named GP (NHS
contract requirement)

The NHS GMS Contract mandates all GP
practices from June 2015 onwards to assign
patients a named GP (usually a GP partner) to
be responsible for overseeing the care of a
patient.
Outcome: Lower consultation rate than the
control group without an assigned GP and a
very small reduction in consultation length
(Barnes et al., 2019).

Low-cost, easily-adopted solution that can be
easily implemented at the point of registration
that can help new patients build rapport and
establish continuity with one GP, can help to
split a large practice list size between multiple
partners, creates accountability for GPs to
review hospital correspondence and results
from patients on their list

Not integrated into a total-triage approach or
appointment booking systems, dependent on GP
availability, and patient preferences (Barnes, 2019),
does not account for salaried GPs or long-term
locum GPs who are also key in CoC can be easily
by-passed by adding a read-code to the clinical
system, does not address continuity provided by
non-clinical staff. Implementation may be an issue
‘Allocating a named GP remains an important first
step. The next step is for practices to foster
continuity : : : ’ (Gray et al., 2019).

Barnes et al., 2019;
Gray et al., 2019;
Gray et al., 2023

Personal lists Single GP accepts long-term responsibility for a
list of patients and seeks to empower (inform
and encourage self-care) them over time
(Gray et al., 2022).

It is quicker and more efficient to respond to
patient issues when the GP knows the patient
so agreeing management plans is much easier
too. Patients do not like having to repeat their
story.
Personal list systems in general practice
improve workload management, reduce stress,
and enhance patient care by ensuring
continuity with a trusted GP. Switching to
personal lists (e.g. 1,400 patients per GP, with
~100 needing significant care at once) improved
workload fairness and doctor morale (Kemple,
2024)

No information provided. Barnes et al., 2019;
Gray et al., 2022;
Ladds, 2023; Kemple
2024

Buddy group/micro-
teams

Allocating a group of GPs and nurses to a
certain patient helped maintain continuity
during the shift to telephone consultations.

No information provided. No information provided. Engamba et al., 2019;
Coombs et al., 2023;
Ladds et al., 2023

Collaborative
organizational models
of general practice

Two models:
1. Close collaboration model (e.g. super-
partnerships and multi-site practice
organizations): Merge GP contracts and provide
joint care services such as managing and
identifying illness and referrals to secondary
care.
2. Loose collaboration model (e.g. Primary care
networks (PCNs) and federations): Retain

No information provided. Slightly lower continuity vs. non-collaborating
practices (Forbes et al., 2020)

Forbes et al., 2020;
Kovacevic et al., 2023
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Table 3. (Continued )

Strategy/Intervention Description Benefits Challenges References

autonomy but collaborate on out of hours
services, diagnostics and other services.
Outcomes: Improved MMR (80% to 94%) and
flu vaccination rates (þ2pp for COPD); care
plans for diabetes (10% to 88%) and COPD (53
\5 to 87%); pulmonary rehab referrals (45% to
70%).

Shared national
electronic records

Key Information Summary (Scotland) shared
with out of hours clinicians improved safety,
reduced hospital admissions, enhanced clinical
empowerment, improved efficiency and
communication.

No information provided. No information provided. Craig et al., 2015

Shared e-prescribing
and records

Continuity-enabled relationships among
professionals/patients/carers facilitated
medicine access.

No information provided. No information provided. Campling et al., 2022

Effective transfer of
care management

The effective management of transfer of care
was shown to reduce the risk of recurrence and
improved patient outcomes.

No information provided. No information provided. Goldman et al., 2020

Care coordinators In the Over 75 Service model, care coordination
was managed by practice matrons (senior
nurses) rather than GPs, in line with the UK’s
goal of delegating such tasks to practice-based
staff to free up GP capacity. The matrons
ensured managerial continuity by coordinating
seamless, consistent care across professionals
and relational continuity by serving as the main
point of contact for patients, carers, and the
care team. This led to reduced service
duplication, fewer care gaps, and greater
efficiency – supported by the matrons’
dedicated time for the service, a key factor in
its success.

No information provided. No information provided. Sheaff et al., 2015;
MacInneset al., 2020

Polyclinics Commissioners aimed at developing a ‘one-
stop shop’ offering a comprehensive range of
services for the management of long-term
conditions and making it easier for patients to
obtain a GP appointment.

No information provided. No information provided. Sheaff et al., 2015
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interventions rely on individual or team initiative and are often
undocumented. While beneficial these interventions faced
implementation challenges and some relied heavily on GP efforts,
proving less sustainable. The tension between continuity and
accessibility persisted across interventions.

Discussion

The evidence base supporting the value of continuity in primary care
is burgeoning. However, the concept of continuity is multidimen-
sional, and its meaning varies between patients, clinicians and
policymakers (Sheaff et al., 2015). Its implementation must remain
adaptable to shifting healthcare needs, patient preferences and sys-
temic constraints to preserve clinical relationships and care quality.
Although the evidence supporting CoC is robust, its routine
assessment remains insufficiently integrated into clinical practice.
The review has focused on literature relating to UK general practice
since 2015. This period witnessed significant policy changes in UK
primary care. The discussion first considers the impact of these recent
policy changes, before reflecting on the five research questions.

Beginning in 2015, UK general practice has undergone three
significant national reforms: the named accountable GP scheme
(2014/15), universal extended access (2018), and the introduction
of PCNs (2019). While a scoping review cannot definitively
establish causality, these important shifts have coincided with a
continued decline in patient reported CoC, from 50.2% in 2018 to
35.4% in 2023 (GP Survey, 2018, 2023).

Evidence from evaluations of the named accountable GP policy
suggests that administratively allocating a GP does not, by itself,
produce relational continuity. Tammes et al. (2019) found that the
scheme was not associated with improvements in either continuity
of care or rates of unplanned hospitalization, concluding that more
sophisticated interventions are needed beyond mere admin-
istrative allocation. This failure has been attributed to the fact that
the policy did not guarantee patients would actually see their
named clinician at a time of rising GP workloads and part-time
working patterns (Couchman et al., 2023).

The introduction of universal extended access was designed to
improve appointment availability, particularly for working adults.
However, while the scheme improved satisfaction with appoint-
ment times for those in full-time employment, it had a negative
impact on relational continuity. Mou et al. (2025) found that
providing these additional access days negatively impacted
patients’ experience of continuity of care, though this effect was not
linear relative to the number of extra days. This suggests a policy-
driven trade-off where prioritizing rapid access frequently occurs
at the expense of sustained patient–clinician relationships.

PCNs show mixed effects on continuity. Qualitative evidence
indicates that larger-scale care provision can undermine relational
continuity by requiring clinicians to work across multiple sites or
provide remote consultations for pooled patient lists, leading to
‘fragmented care’ (Goff et al., 2024b). By contrast, recent quan-
titative data from Odebiyi et al. (2025) suggests that larger practice
networks and those with pre-existing inter-practice collaborations
were actually associated with better continuity. This suggests that
while the organizational shift can fragment individual relation-
ships, well-integrated and properly staffed networks may offer a
protective structural effect.

In relation to the first research question, the findings indicate
that continuity is a priority for vulnerable groups, including
patients with LTCs and those facing language barriers or trauma.
While the literature identifies certain populations whomost value
continuity, as noted by Dineen et al. (2025), there remains limited
empirical evidence demonstrating that these groups derive dis-
proportionately greater clinical benefit. Identification of ‘high-
risk’ groups, who are perceived to need continuity most, are
sometimes conflated with selective strategies to only offer con-
tinuity to certain populations. This approach undermines the
importance of accumulating continuity over time and the
dynamic nature of illness fluctuations and progressions. Indeed,
Pahlavanyali et al. (2024) note that CoC ‘does not evolve only
over certain disease-related consultations and it takes time for
doctors to build a relationship with ‘accumulated knowledge’
about their patients’. Similarly, Owen-Boukra et al. found that
‘the growth and implementation of cumulative knowledge can
flourish through interactions with patients and peers’ (2026).
General practice serves universal healthcare needs with longi-
tudinal comprehensive care. Embedding continuity throughout
the whole healthcare system is therefore likely to be more suc-
cessful across time.

The concept of relational injury may be particularly important
when considering vulnerable patients. This is the idea that adverse
experience or developmental trauma can impair an individual’s
ability to engage with healthcare systems. As Burley argues, for
those with severe relational injury, CoC is not the context within
which care needs to happen, rather it is the care that needs to
happen (Burley, 2024; Polnay et al., 2023). In this sense, a sustained
relationship with a GP could act as a reparative experience, offering
the consistency and stability often missing in patients’ lives. This
was echoed by a GP involved in the CARE Plus Intervention, who
reflected that ‘we are quite often the only person that brings
consistency and continuity’ (Mercer et al., 2016). Such perspectives
highlight the value of continuity as a form of care that actively
addresses psychological and relational needs.

Table 4. Informal interventions aimed at enhancing continuity

Intervention Description Benefits Challenges References

GP arranged
follow up
appointments

GP personally arrange follow ups, prioritizing
urgent cases and vulnerable patients.

No
information
provided.

GPs acknowledged that self-booking
patients into personal appointment
slots was an
‘effort-intensive preference rather than
a workable, system-wide solution’.

Nicholson et al., 2018;
Ladds et al., 2023; Thomas
et al., 2023

Patient self
booking with GP
instruction

Patients are instructed to book follow-ups
immediately, either near the follow up date or
their discretion.

No
information
provided.

No information provided. Nicholson et al., 2018

Ad hoc tracking
systems

GPs manually maintain their own
personalized lists to track follow-up needs.

No
information
provided.

No information provided. Nicholson et al., 2018;
Swanepoel, 2020
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In relation to the second research question, the findings indicate
that tools to measure continuity focused on relational continuity,
with the UPCmost commonly reported and GPPSmost frequently
used for analysis. While several tools have been developed to
measure continuity [Table 2], they often fail to capture qualitative
dimensions (e.g. trust, care coordination) or address equity gaps.
Certain demographic groups such as ethnic minority groups were
found to be notably underrepresented. For example, the 2024 GP
survey found that 42% of white patients ‘always/almost always’
accessed their preferred healthcare professional, compared to 34–
38% of patients from mixed, Asian, Black, or other ethnicities
(NHS England, 2024a). This inequity reflects the Inverse Care Law,
first coined by Julian Hart in 1971 who stated ‘The availability of
good medical care tends to vary inversely with the need for it in the
population served’ (Hart, 1971; 1). As noted in The Lancet,
positioning this principle at the foreground of policy and
healthcare planning could guide efforts to improve health equity
and social justice in the coming decades (The Lancet, 2021).
Models such as CARE Plus, developed to support patients in areas
of high social deprivation, emphasize relational continuity as a core
principle (Mercer et al., 2016). Evidence from such interventions
demonstrates that continuity is central to delivering high-quality
care, particularly for vulnerable groups who are otherwise less
likely to experience it.

The third research question concerns CoC and clinical, patient-
reported and systems outcomes. CoC has been associated with
improved doctor-patient relationships, better medication adher-
ence, lower mortality, reduced hospitalization and the imple-
mentation of shared decision-making and personalized care.
However, these benefits exist alongside ongoing tensions between
sustaining long-term GP-patient relationships and ensuring timely
access. While policies designed to expand rapid access, such as the
introduction of extended access services, often focus on the ‘supply’
of appointments, GP workforce numbers, and waiting times, they
risk unintentionally undermining relational continuity (Fisher
et al., 2024). Policy initiatives like Jess’s Rule illustrates the practical
consequences of prioritizing rapid access over continuity, high-
lighting that patients who attend repeatedly with persistent or
worsening symptoms benefit when clinicians maintain ongoing
relationships and review patterns over time; clinicians are
encouraged to ‘reflect, review and rethink’ in these cases
(Couchman, 2025). This reinforces the idea that patient demand is
not fixed; Owen-Boukra et al. (2026) argue that it is dynamic and
shaped by the interactions between patients, GPs and practices.
When patients feel known, trusted, and ‘looked after’, their sense of
uncertainty decreases, and their help-seeking often becomes more
measured, reducing the volume and urgency of appointments. The
candidacy framework emphasizes how patients recognize their
needs, navigate services, and are judged eligible for care (Dixon-
Woods et al., 2006). While increasing the permeability of access
may facilitate entry into the system, it risks eroding the relational
aspects of care that underpin continuity. Striking the right balance
remains a central challenge for primary care. The new 10-year plan
seeks to address this by implementing neighbourhood health
centres. These centres aim to create healthier communities by
shifting care from hospitals to local or home settings, focusing on
prevention, and leveraging digital solutions to enhance health
management, all supporting both accessibility and continuity
(NHS England, 2025).

In relation to the fourth research question, the findings
highlight the challenges of maintaining CoC, including poor

information transfer between primary and secondary care,
system-level constraints such as booking systems and digital
triage, and the rising use of part-time and locum staff. These
barriers may disproportionately affect ethnic minority groups,
people living in deprived areas, and those with limited English
proficiency or literacy, as longstanding socioeconomic, cultural,
language- and disability-related factors, alongside structural and
technical limitations, reduce engagement, especially with digital
healthcare (Turnbull et al., 2024). This reflects an ‘inverse
continuity law’whereby patients whomay have the greatest need
are least likely to receive it (Dineen et al., 2025). These practical
challenges are further compounded by limitations in how
continuity is measured, as the CoC measures identified in this
scoping review, and discussed in response to our second
research question, focus solely on relational continuity and bi-
directional patient-GP interactions, can overlook additional
benefits of informational (e.g. review of a discharge letter
resulting in a phone call to a patient and subsequent patient
advocacy work by the GP) and managerial continuity. Such
omissions highlight the importance of broader frameworks, like
those proposed by Ladds et al. (2023), and the House of Care
model (Coulter et al., 2016), which emphasizes teamwork,
collaborative and community-focused care to improve
outcomes.

While many of the articles identified in this review described
part-time working as a significant contributor to the decline in
relational continuity, international evidence suggests that clinical
hours are not an absolute determinant of a clinician’s ability to
provide continuous care. For example, in Norway, where GPs
often work clinical sessions only three to four days a week,
exceptionally high continuity scores (averaging 85%) are still
achieved. This is often facilitated by patients’ willingness to wait
for their personal GP for non-urgent matters and the provision of
scheduled gaps for non-planned consultations (Sandvik, 2024).
Furthermore, a study of Australian GP trainees found that a
registrar’s full-time or part-time status had no significant asso-
ciation with the level of continuity they provided to their patients
(Pearlman et al., 2016). These findings suggest that with effective
practice organization and a patient-centred approach to sched-
uling, offering high-quality continuity remains feasible within a
part-time workforce.

Finally, in relation to the fifth research question, the study
identified a range of formal and informal interventions aimed at
enhancing continuity. Formal interventions referred to system-
wide strategies often embedded in contracts, organizational
models, or digital infrastructure. However, informal interventions
were characterized as more locally developed, ad hoc practices led
by individual GPs or teams which were not formally mandated and
often relied on personal initiative. This distinction was also noted
in a scoping review which found that, for many GP practices, CoC
is delivered as part of routine day-to-day work and often goes
undocumented, and is rarely captured in the existing literature
(Fox et al., 2024). There seems to be a place for both formal and
informal CoC as health systems are complex, and no single
approach is likely to be sufficient. The future of continuity
interventions may lie in integrating these approaches, ensuring
that national frameworks create space and support for local
innovations while minimizing reliance on individual effort.
Embedding evaluation within such interventions will also be
crucial to understand not only their effectiveness, but also their
unintended impacts.
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Implications for policy and practice

Recent UK policy reforms have yielded varied results: while the
named GP scheme had no measurable impact on continuity,
universal extended access has often exacerbated discontinuity, and
PCNs have shown mixed effects depending on their internal
integration. Strengthening CoC therefore requires system-wide
commitment alongside other primary care priorities. Policymakers
should align financial incentives to reward care coordination,
shifting focus from volume-driven metrics to patient-centred
outcomes. Indeed, in February 2024 NHS England announced that
the GP Contract Regulations would be amended to explicitly
require continuity of care to be considered when deciding how best
to respond to patient enquiries (NHS England, 2024c.) Clinically,
professional training should emphasize the value of relationships
as a core expectation. Researchers must examine digital tools,
assessing both their potential to enhance and disrupt CoC (e.g.
unintended consequences, such as inequalities in access and
experience) (Dineen et al., 2025). Combined, these measures could
rebalance primary care toward responsive and proactive, rela-
tionship-based care. Within the UK, England has seen the recent
introduction of the ‘Ten Year Plan’. This emphasizes the need to
shift towards digital, preventive and community-based care (NHS
England, 2025). This policy offers a key opportunity in general
practice to embed universal approaches to CoC across relational,
informational and management systems. Research is crucial to
explore the impact these changes have on patients, staff and
equitable provision of care.

Limitations

This review included only English-language studies published after
2015 and focused on the UK, possibly excluding relevant inter-
ventions from other healthcare systems. Additionally, the included
studies did not allow disaggregation by CoC type (relational,
informational, managerial), limiting insights into targeted inter-
ventions. This review draws on a wide range of literature that
varied in methodological approaches. As studies are not homog-
enous, our analysis attends to the commonalities and differences
across papers rather than seeking to make direct comparison. The
diversity of sources was necessary to capture the breadth of current
work on CoC and to reflect the complexity of the topic.

Future research directions

Future studies should measure and understand CoC across all
dimensions, including relational, informational, and managerial
continuity, as well as qualitative factors such as trust and
coordination. Equity-focused research is needed to address dis-
parities among ethnic minority and socially deprived populations,
for example exploring the bi-directional work of CoC (e.g.
addressing patient needs for advocacy and gate-opening, alongside
responding to patient requests and preferences) A realist review
framework, for example, can guide exploration of who benefits
from relational continuity and under what conditions (Tzortziou
Brown et al., 2025).

While this review prioritized recent UK policy impacts, future
evidence syntheses should extend the search period prior to 2015 to
capture long-term historical trends that predate current regulatory
frameworks. Furthermore, researching structurally similar
international primary care systems is recommended to help dis-
tinguish universal challenges in delivering continuity from those
driven specifically by NHS funding and policy levers. Cross-

national registry studies and international qualitative syntheses
could provide useful methodological templates. Combining pop-
ulation-level administrative data with in-depth qualitative work
can both quantify impacts and explain mechanisms. Adopting
such mixed, comparative designs would help to identify which
continuity-enhancing interventions are transferable across systems
and which require local adaptation (Coombs et al., 2023; Nowak
et al., 2021; Pahlavanyali et al., 2024).

This review highlights the importance of inclusion, as CoCmay
not be experienced equally. Current studies, however, provide
limited analysis of the underlying mechanisms driving these dis-
parities. Future research should examine how structural, organi-
zational and interpersonal factors contribute to ethnic variation in
continuity and should prioritize designs that can detect and explain
these inequities.

Further investigation of digital and hybrid care models is
warranted, including their impact on continuity and health
inequalities. Longitudinal and cross-national studies can clarify
sustainability and transferability of interventions. Research should
also examine systemic and workforce influences, such as incen-
tives, team models, and working patterns, and the patient per-
spective, particularly for those with multimorbidity, mental health
needs, or relational injury, to strengthen continuity and improve
outcomes in primary care.

Conclusions

Continuity of care remains a cornerstone of effective general
practice, but its disruption under ongoing NHS pressures neces-
sitates urgent action. This study highlights reported measures and
interventions, particularly integrated solutions that combine
workforce redesign, digital integration, and patient-centred met-
rics, as potential pathways forward. Future research should explore
how, why, and under what conditions these interventions may or
may not enhance practice. Additionally, thorough evaluation is
needed to assess the feasibility and impact of these strategies on
continuity, equitable access, workforce sustainability and overall
patient health outcomes in real-world settings.

Table 5. Summary of key findings

Research question Key findings

When continuity
matters

Continuity is especially valued by older adults,
patients with LTCs, language barriers, or
unstable citizenship. Universal approaches
remain important because continuity develops
cumulatively over time and patient need is
dynamic.

Measures of
continuity

UPC Index, SECON, Bice-Boxerman (COC),
GPPS, SLICC, OPR. Most used: UPC. Each have
trade-offs for scalability vs. accuracy.

Impact on outcomes Improved trust, lower mortality, better
medication adherence, reduced
hospitalizations, shared decision-making, safer
prescribing.

Challenges to
continuity

Poor information transfer (especially between
primary and secondary care), rising part-time/
locum workforce, system-level constraints (e.g.
booking systems), digital triage.

Interventions to
enhance continuity

Named GP schemes, micro-teams, patient
preference policies, workflow redesign,
continuity-focused triage.
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