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Introduction 

• Continuity of care (COC) ”a cornerstone of primary care” (Cabana et 
al. 2004; Saultz & Lochner, 2005) 

 

• Definition COC: ”Care over time by a single individual or team 
of health care professionals and to effective and timely 
communication of health information” (Cabana et al. 2004) 

– Interpersonal continuity  

– Site continuity 

– Continuous care (despite multiple health care suppliers, serially or 
simultaneously  

 



Introduction cont’d 

• COC may encourage trust, loyalty, feelings of responsibility, 
communication and thereby contribute to 

– alleviating asymmetric relationship  

– promoting effective treatment  

• However, how far does COC take the doctor’s role as the patient’s 
agent? Are there potential negative effects of COC on health care 
consumption?  

• The medical consultation and doctor’s behaviour in focus: 

– doctor’s behaviour may explain SES inequality in consumption of 
pharmaceuticals  found in Nordin et al., 2013) 

– protecting doctor-patient alliance an argument for issuing sickness 
certificates against medical assessment (e.g. Alexandersson et al. 
2005) 



Previous COC research 

• Previous research (no Swedish?) find no negative effects of COC on 
quality of care: COC associated with higher patient satisfaction; better 
treatment compliance; lower hospitalization rate and fewer emergency 
unit visits, lower health care costs (Saultz & Lochner, 2005; Cabana et 
al. 2004) 

• However, Hjortdahl & Borchgrevink (1991), using Norwegian data, find 
that doctors’ knowledge about the patient increases prescription drug 
use and specialist referrals, sickness certification 

• Many studies use data on groups that tend to have great health needs; 
e.g. older patients and patients chronic diseases report higher COC 
(Kristjansson et al, 2013), and most studies are cross-sectional/span 
over few years.  

• Differens measures of COC (indices based on duration, frequency of 
visits etc., patient surveys) 

 

 

 



Our contribution 

• Studies Swedish men and women, using longitudinal data (survey 
data, ULF, linked with register data, LISA and the Swedish Prescribed 
Drug Register). 

• Analyses the association between ”regular source of care” (doctor, 8-
year lag) and the likelihood of health care consumption – sickness 
absence and prescription drug use.  

• Aims at separating frequency of visits from duration of relationship in 
COC measure 

• Data: 

– Survey question ”regular source of care” asked in three health 
waves (80/81), 88/89 and 96/97. 

– Registered sickness absence 96/97 and 04/05 

– Registered use of presription drugs 05-07 (use june-dec 05) 

 

 

 



Our contribution cont’d 

• Outcome variables: 

– long-term sickness absence (>28 days of registered sickness 
absence) 

– Prescription drug use (total cost of dispensed drugs>0) 

• Independent variables: 

– Having a regular source of care, ”regular doctor” 

– Number of doctor visits during last 3 months 

– Interaction ”regular doctor” x number of visits 

• Control variables:  

– immigrant, married, number of children, age, region of residence  

– educational attainment, ln disposable income 

– self-reported health, level of pain, activity, anxiety, mobility, 
smoking 



Preliminary results 

 

 

 

 

Women n=831 (1) (2) (3) (4)

regular doctor 0.130*** 0.129*** 0.121***
(0.0356) (0.0358) (0.0376)

doctor visits 0.00478 -0.0160
(0.0137) (0.0394)

regular doctor * visits 0.0248 0.0222*
(0.0414) (0.0132)

R-squared 0.204 0.204 0.208 0.195

Men n=800 (1) (2) (3) (4)

regular doctor 0.109*** 0.109*** 0.0974***
(0.0346) (0.0348) (0.0365)

doctor visits 0.00249 -0.0303
(0.0187) (0.0197)

regular doctor * visits 0.0440 0.0329
(0.0315) (0.0256)

R-squared 0.214 0.214 0.217 0.207

COC and probability of prescription 
drug use

Women n=2,914 (1) (2) (3) (4)

regular doctor 0.00416 0.00223 -0.00205
(0.0124) (0.0125) (0.0133)

doctor visits 0.0130 0.00706
(0.00792) (0.0102)

regular doctor * visits 0.0111 0.0173
(0.0151) (0.0108)

R-squared 0.081 0.082 0.083 0.082

Men n=3,106 (1) (2) (3) (4)

regular doctor 0.0220** 0.0224** 0.0249**
(0.0103) (0.0103) (0.0104)

doctor visits -0.00216 0.00446
(0.00197) (0.00645)

regular doctor * visits -0.00787 -0.00264
(0.00661) (0.00178)

R-squared 0.086 0.086 0.084 0.082

COC and probability of long-term 
sickness absence



Preliminary results cont’d 

Sickness absence: 

• effect of COC for men, no effect for women 

– positive effect of COC for men through duration  

 

Prescription drugs: 

• large effect of COC for both men and women  

• positive effect of COC for women through frequent visits 

• positive effect of COC for men through duration  



Discussion 

• Preliminary results indicate that continuity of care is positively 
associated with health care consumption, in turn implying that 
continuity of care may drive costs.  

• Implications for quality of care: COC associated with overuse or 
underuse? 

– sickness absence: doctor’s prescription behaviour, ”a treatment 
prescribed with care” 

– dispensed drugs: compliance or doctor’s prescription behaviour? 

• Are we measuring COC ? 

– site continuity instead of personal continuity? 

– health care need, better data needed? 

 

 

 



Discussion cont’d 

• Data on (repeated) consultations with specific doctor would improve 
the picture, as would a larger data set, allowing us to investigate 
unobserved heterogenous individual effects. 

• Overestimation of COC due to lack of more detailed and accurate 
health data? 

• Policy implication: promote COC in complex cases, otherwise not 
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