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Abstract 

Most healthcare systems struggle to provide continuity of care for people with chronic 
conditions, such as patients with severe mental illness. In this study, we reviewed how 
system features in two national health systems (NHS, England and Veneto, Italy) and 
three regulated-market systems (RMS, Germany, Belgium, and Poland), were likely to 
affect continuing care delivery and we empirically assessed system performance. 
6418 patients recruited from psychiatric hospitals were followed up one year after 
admission. We collected data on their use of services and contact with professionals 

and assessed care continuity using indicators 
on the gap between hospital discharge and 
outpatient care, access to services, number of 
contacts with care professionals, satisfaction 
with care continuity, and helping alliance. 
Multivariate regressions were used to control for 
patients' characteristics. Important differences 
were found between healthcare systems. NHS 
countries had more effective longitudinal and 
cross-sectional care continuity than RMS 
countries, though Germany had similar results 
to England. Relational continuity seemed less 
affected by organisational mechanisms. This 
study provides straightforward empirical 
indicators for assessing healthcare system 
performance in care continuity. Despite 
systems' complexity, findings suggest that 
stronger regulation of care provision and 
financing at a local level should be considered 
for effective care continuity. 
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Background 

For several decades, there has been growing 
concern, in Western countries, about care for 
long-term and chronic conditions(1). The global 
burden of disease related to chronic, non-
communicable, and mental disorders has 
increased in recent years, and most diseases in 
these categories are among the leading causes of 
years lived with disabilities(2). However, 
healthcare systems have mainly been designed for 
the delivery of acute care(3, 4). Mechanisms and 
procedures for care delivery and financing seldom 
reward long-term, low-intensity care, 
collaboration between providers of different 
levels and nature, an active role in treatment of 
the patient and the community, self-management 
skills, and social integration outcomes, all of 
which are characteristics required for effective 
chronic care delivery(5). Mental-health care is one 
specific field that may require such organisational 
mechanisms(6). Since the shift towards 
deinstitutionalisation that has occurred in most 
countries, community settings have been given 
priority for psychiatric care delivery, with 
hospitals generally being reserved for acute and 
crisis episodes. With this approach, continuity of 
care has become one of the key issues in mental-
health care provision(7). Continuity of care, 
understood as the "uninterrupted movement of patients 
among the diverse elements of the service delivery system"(8), 
is a multidimensional concept(7-14). Among the 
variety of definitions proposed, however, there is 
a consensus on three main dimensions. First, 
cross-sectional continuity of care refers to the 
capacity of different professionals and services to 
provide comprehensive care during a single 
episode. For example, the fragmentation between 
mental health care and primary care(15), or 
between mental health and social care, are of 
particular concerns(16, 17). Second, longitudinal 
continuity of care refers to the capacity of 
professionals and services to provide 
comprehensive care across care episodes over 
time, i.e. in the transition between a hospital stay 
and subsequent outpatient treatment(18-24). Third, 
relational continuity of care refers to the quality 
of the patient-provider relationship, such as 
therapeutic alliance and the patient's perception 
of care continuity(18, 25, 26). 

Assessing the performance of healthcare systems, 
and more particularly the provision of continuing 
care delivery, is a challenge. Repeated 
comparative reviews of healthcare systems have 
not yet resolved debates about convergence and 
differentiation across systems, the evolution of 
healthcare system boundaries, social inequality 
issues, and the assessment of healthcare system 
performance(6, 27). Traditionally, there is a divide 
between different financing models for health 
care coverage, i.e. universal, social health, and 
voluntary insurance. However, this typology has 
been proven to be insufficiently nuanced to 
address the multiple forms of mixed models(28). 
Several other typologies have, therefore, been 
proposed in order to address the multiple forms 
of mixed models by considering financing, 
provision, and regulation mechanisms(28-32). 
Despite these models, however, robust 
assessment of comparative healthcare systems is 
still needed, as those typology models are often 
criticised for their weak analytic framework and 
lack of empirical basis(32, 33). This raises the 
question of how to assess the performance of 
healthcare systems in the delivery of continuity of 
care. In this paper, we have attempted to address 
this question. 

This study was part of a European-funded 
research project (COFI) that compared care 
continuity approaches to mental-health care 
delivery in Belgium, Germany, Veneto (Italy), 
Poland, and England(34). In the preparation of the 
data collection and empirical analyses, features of 
the healthcare systems of these five countries that 
were likely to affect continuing care delivery were 
appraised on the basis of reports from 
international institutions, i.e. the OECD working 
papers(35, 36) and the "Health in Transition" series of 
reports from the European Observatory on 
Health Systems and Policies of the World Health 
Organisation (WHO)(37-42). Based on this review, 
a qualitative matrix was produced summarising 
the potential effects of these healthcare system 
features on the organisation and delivery of 
continuity of care. Then, we used the data 
collected to empirically assess the systems' 
performance. Three significant aspects of these 
key features were examined: (i) health coverage 
and financing, (ii) health service provision and 
delivery, and (iii) health policy regulation and 
governance. The health coverage and financing 
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aspect includes the predominant mode of 
payment of primary care, outpatient, and 
inpatient specialist doctors, as well as the out-of-
pocket payments, in particular for doctor visits. 
The health service provision and delivery aspect 
includes the public/private mix of health 
providers, the organisation of group practice, the 
geographical organisation of care provision, the 
level of autonomy of users in their choice of 
providers, and gatekeeping mechanisms. Finally, 
the policy regulation and governance aspect 
includes the mode of decentralisation, and the 
level of authority that has the power to set public 
health objectives, e.g. continuity of care. The 
operationalisation of these features in the five 
countries is summarised in Table 1. The 
qualitative matrix summarising the potential 
effect of these features on continuity of care is 
presented in Table 2. In sum, we argue that NHS 
countries combine many features that are 
potentially favourable for continuity of care in 
terms of health care financing, provision, and 
regulation. By contrast, RMS countries lack those 
features, although Poland may perform better 
than Germany and Belgium in continuity of care 
delivery due to its mixed model. 

 

Healthcare system features and the 
operationalisation of continuity of care in 
five European countries 

 

Health coverage and financing 

In Europe, the divide between national health 
systems (NHS), which are based on universal, 
automatic coverage funded by taxes on the 
general population, and regulated-market systems 
(RMS), which are based on compulsory social 
health insurance funded by income-related social 
contributions from the active population, has 
remained the overarching typology(29-31). Italy and 
England are archetypes of NHS, while Germany 
and Belgium are archetypes of RMS(36). Poland's 
healthcare system has been reformed several 
times since the political and economic transition 
after 1989. The first wave of decentralisation of 
the mandatory health insurance scheme to 
sickness funds, and of the ownership of care 
facilities to regional and local authorities, was 
introduced in the 1990s, followed by a trend 

towards recentralisation in the 2000s with the 
establishment of a National Health Fund 
(Narodowy Fundusz Zdrowia, NFZ) in charge of 
purchasing health care(41). The Polish healthcare 
system, therefore, despite formally belonging to 
the RMS group of countries, shares important 
features with NHS, and can be considered as a 
mixed NHS and RMS model. For its part, 
Germany is the European country with the largest 
proportion of voluntary insurance coverage: 
about 15% of the population(36). This figure, 
however, is about the wealthiest part of the 
population, and includes few psychiatric care 
users. Germany is also the only country in the 
study where basic coverage may vary according to 
the patient's choice between several health 
insurers, which can be sickness funds or private 
insurers. Health insurers may offer specific care 
benefits beyond basic coverage, in particular 
restricted provider networks, or specified health 
care pathways(36). This feature could allow health 
insurers to provide integrated care contracts for 
improving cooperation between in- and 
outpatient clinicians and thus facilitate continuity 
of care(38). 

The health coverage mechanism has a major 
impact on financing schemes, in particular the 
share of health care expenses payable by 
households, i.e. out-of-pocket (OOP) 
payments(35-43), and the predominant mode of 
paying doctors. The share of OOP payments that 
are made for doctors' visits is likely to have a 
major impact on care continuity, as it may 
influence patients' choice of providers. When the 
share of OOP payments varies between different 
providers, patients are likely to exert their 
freedom of choice according to prices and value 
for money, particularly when information about 
prices and disclosure of effectiveness are easily 
available(36). In NHS countries, e.g. England and 
Italy, care is generally free at the point of delivery. 
In RMS countries, however, there are different 
mechanisms for OOP payments, in particular for 
doctors' visits. In Poland, OOP payments are 
almost entirely limited to drugs, and care delivery 
is generally free, as in NHS countries(41). In 
Germany, OOP payments for visits to doctors 
increased four-fold between 2004 and 2014 and 
represented 36.6% of the total share of OOP 
payments(38), though they only accounted for 
1.9% of expenses in inpatient care(36). Belgium has
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Table 1 Healthcare system features of the five countries and potential effect on care continuity

Belgium  

Type of health coverage and health care financing  
Basic coverage system Compulsory social insurance within a common social 

insurance scheme 
Predominant mode of payment of doctors FFS for primary, outpatient specialist, and hospital doctors 
Out-of-pocket (OOP) payments for doctor visits Up to 39% of the total OOP payments, different prices may 

apply for doctors of the same specialty, little information on 
prices available to patients 

Health service provision and delivery  
Public/private mix of health providers Mostly for-profit (outpatient doctors) or not-for-profit 

publicly funded private providers 
Predominance of group practice delivery Solo practice is predominant, group practices exist 
Single/multiple providers in a geographical area Multiple, competing providers 
Level of autonomy of users in choice of providers Extensive (incentives for registering with a GP) 
Gatekeeping No 

Policy regulation and governance  
Mode of decentralisation Delegation to non-governmental organisations with corporate 

mechanisms for setting prices and tariffs 
Level of authority with power to set public health 
objectives 

National and regional 

Germany  
Type of health coverage and health care financing  

Basic coverage system Compulsory social insurance with multiple, competing health 
insurers 

Predominant mode of payment of doctors FFS for primary care and outpatient doctors, salary for 
hospital doctors 

Out-of-pocket (OOP) payments for doctor visits Up to 10% of the total OOP payments, prices are fixed for 
each specialty, information on prices is available to patients 

Health service provision and delivery  
Public/private mix of health providers Mostly for-profit (outpatient doctors) or not-for-profit 

publicly funded private providers 
Predominance of group practice delivery Solo practice is predominant 
Single/multiple providers in a geographical area Multiple, competing providers 
Level of autonomy of users in choice of providers Extensive, although health insurers may offer regulation with 

specific care packages, and hospitals serve specific areas in 
psychiatry 

Gatekeeping No, although health insurers may offer regulation with 
specific care packages 

Policy regulation and governance  
Mode of decentralisation Delegation to health insurers and providers with corporate 

mechanisms for provision and financing 
Level of authority with power to set public health 
objectives 

Mainly national 

Poland  
Type of health coverage and health care financing  

Basic coverage system Compulsory social insurance within a common social 
insurance scheme 

Predominant mode of payment of doctors Capitation for primary care doctors, FFS for private, 
outpatient specialists, salary for doctors in public centres 

Out-of-pocket (OOP) payments for doctor visits Limited amount of OOP payments, and only 7% of the total 
OOP payments are for doctor visits 

Health service provision and delivery  
Public/private mix of health providers Predominantly private providers in primary care, balance of 

public and private outpatient specialists, mostly public 
hospitals 

Predominance of group practice delivery Solo practice for private providers, group practice in public 
clinics 
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Table 1 (continued) Healthcare system features of the five countries and potential effect on care continuity

Single/multiple providers in a geographical area Multiple providers 
Level of autonomy of users in choice of providers Extensive, although registration with a GP is required, and 

hospitals serve specific areas in psychiatry 
Gatekeeping Yes, but not in psychiatry 

Policy regulation and governance  
Mode of decentralisation Delegation to the collective health insurance and providers 

with corporatist mechanisms for resource allocation and 
financing 

Level of authority with power to set public health 
objectives 

National, regional, and local 

Veneto (Italy)  
Type of health coverage and health care financing  

Basic coverage system Automatic 
Predominant mode of payment of doctors Capitation for primary care doctors, salary in in- and 

outpatient centres 
Out-of-pocket (OOP) payments for doctor visits No, care free at point of delivery 

Health service provision and delivery  
Public/private mix of health providers Doctors in public centres and public hospitals 
Predominance of group practice delivery Group practice is predominant 
Single/multiple providers in a geographical area Single provider in a delimited geographical area 
Level of autonomy of users in choice of providers Limited, registration with a GP is required, the choice of 

outpatient specialists and hospitals is free within a catchment 
area 

Gatekeeping Not in psychiatry 
Policy regulation and governance  

Mode of decentralisation Devolution to regional agencies 
Level of authority with power to set public health 
objectives 

Regional, with a strong commitment to health and social care 
integration 

England  
Type of health coverage and health care financing  

Basic coverage system Automatic 
Predominant mode of payment of doctors Mix of capitation, FFS and salary for primary care doctors, 

salary in in- and outpatient centres 
Out-of-pocket (OOP) payments for doctor visits No, care free at point of delivery 

Health service provision and delivery  
Public/private mix of health providers Private primary care doctors contracted by public authorities, 

outpatient specialists and inpatient care in public centres 
Predominance of group practice delivery Group practice is predominant 
Single/multiple providers in a geographical area Single provider in a delimited geographical area, though 

different providers for different care levels 
Level of autonomy of users in choice of providers Limited, registration with a GP is required, the choice of 

outpatient specialists and hospitals is free within a catchment 
area 

Gatekeeping Yes 
Policy regulation and governance  

Mode of decentralisation Devolution to local agencies 
Level of authority with power to set public health 
objectives 

National guidelines and targets with large autonomy for 
implementation 

 

the highest share of OOP payments: patients are 
charged between 25% and 40% of the cost of 
visits to doctor’s(36, 40), and the OOP payment 
share for inpatient care is estimated at 18%. The 
OOP payment share may also vary between 
providers at the same care level. Hence, Belgium 
is the country where OOP payments have the 

greatest potential influence on a patient’s choice 
of clinician. 

The basic health coverage mechanism also has an 
impact on the predominant mode of paying 
primary care, outpatient specialist, and inpatient 
doctors. Modes of payment such as fee-for-
service (FFS), capitation, and salary have all been 
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criticised for their specific impacts on healthcare 
delivery(44). Although FFS is likely to favour 
continuity of care with one single clinician(45), it 
has generally been thought to discourage low-
intensity care and referrals to specialists(46, 47). By 
contrast, capitation would discourage doctors 
from performing specialised interventions and 
would be an incentive to over-refer patients to 
specialist care(44, 46, 47). FFS tends to be the 
predominant mode of payment of primary care 
and outpatient specialist doctors in RMS 
countries, i.e. Belgium and Germany, where care 
at those levels is also predominantly delivered by 
private providers. In addition, FFS is also the 
predominant mode of payment of inpatient 
doctors in Belgium, while inpatient doctors in 
Germany are mainly salaried. In NHS countries 
(England and Italy), doctors are predominantly 
salaried in secondary and inpatient care, and 
capitation is the predominant mode of payment 
in primary care, though NHS England has 
introduced a mixture of modes of payment (FFS, 
capitation, and salary) for independent 
contractors, who represent 87% of GPs(36). In 
these respects, the Polish system is also mixed. 
On the one hand, capitation is the main mode of 
payment of primary care doctors and salary is the 
main mode of payment of doctors in inpatient 
settings, as in NHS countries. On the other hand, 
about 50% of outpatient specialists are self-
employed or employed by private providers and 
are paid on a FFS basis, while the other half are 
employed by public providers and are salaried, 
even if the number of public medical practices has 
decreased over time since 2000(41). 

 

Health service provision and delivery 

The provision of mental health care services in 
the five countries sometimes varies considerably 
in terms of both quantity and nature. Although 
there are similarities in the service types found in 
the different countries, their internal organisation, 
conditions of access, and distribution over each 
country's territory are highly variable. While Italy 
closed down all its psychiatric hospitals in 1978(48) 
and the number of psychiatric beds has been 
dramatically reduced in the UK over recent 
decades(37), Germany and Belgium still had high 
numbers of psychiatric beds available in 
psychiatric hospitals, despite reform policies(49, 50). 

According to the OECD, the number of 
psychiatric beds in 2019 ranged from 9 per 
100,000 inhabitants in Italy to 136 in Belgium(51). 
According to the WHO Mental Health Atlas, the 
number of mental health professionals ranged 
from 56 per 100,000 inhabitants in Italy to 317 in 
the UK. That represents about 6 psychiatrists, 23 
mental health nurses, and 4 psychologists per 
100,000 inhabitants in Italy, but 18 psychiatrists, 
112 nurses, and 9 psychologists per 100,000 
inhabitants in the UK(52). 

Key provision features that are likely to affect 
delivery of care continuity are the public/private 
mix of health providers, the regulation of 
competition between health care providers within 
a specific geographical area, and the level of 
autonomy users have in choosing providers. 
Publicly owned or publicly-organised care 
providers might be better adapted to chronic care 
delivery and continuity of care than private 
providers(36). Indeed, private providers and 
clinicians tend to have greater management 
autonomy and to be less receptive to regulation 
by public authorities than public actors(30). In 
addition, public-based care delivery and extensive 
regulatory powers in the hands of public 
authorities tend to facilitate group practices, 
whereas private providers, particularly for-profit 
ones, tend to favour solo practices(35, 53). The 
public/private mix of primary care and outpatient 
specialist providers is largely dominated by 
private practitioners in RMS countries, i.e. 
Germany and Belgium. In Poland, primary and 
outpatient specialist care are provided in both 
public and private facilities contracted by the 
NFZ(36). By contrast, primary and outpatient 
specialist care are delivered in public centres in 
Italy. In England, where outpatient specialist care 
is also delivered in public centres, primary care is 
mainly provided by private, independent 
contractors (as mentioned earlier) whose care 
service is purchased by the public authorities. As 
for inpatient care, it is mainly provided in public 
hospitals in NHS countries: more than 80% of 
acute care beds in Italy and the UK are situated in 
public hospitals, and the same applies to Poland. 
In those countries, primary and outpatient 
secondary care are provided in group practices 
and clinics. By contrast, in Germany and Belgium, 
50% to 66% of acute care beds belong to for-
profit or not-for-profit private hospitals(36). In 
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those countries, private providers predominantly 
deliver care in solo practices. 

The public/private mix of care providers also 
affects the potential for multiple providers to 
compete within a geographical area and the level 
of autonomy users have in choosing providers(43). 
While public regulation of market competition 
between providers within a specific geographical 
area is a mechanism for cost containment(54), 
organising levels of care with one or multiple non-
competing or competing providers is also a key 
influence on continuity of care. In NHS 
countries, services tend to be organised with one 
single provider or one single purchaser in a 
specific geographical area. That is the case in Italy, 
where there is no purchaser-provider split, with 
the Aziende Sanitarie Locale (ASL). ASLs are, 
moreover, responsible for both primary and 
secondary care. In England, care is organised for 
delimited geographical area by Clinical 
Commissioning Groups (CCGs), as the single 
purchaser, and Care Trusts, as the single provider, 
though primary and secondary care are not always 
organised by the same provider. By contrast, 
multiple, independent, competing providers 
provide care in Belgium and Germany. In these 
respects, too, the situation of Poland is 
intermediate, as multiple providers, both public 
and private, may compete within a single territory, 
although they are contracted by the NFZ as the 
sole purchaser(41). 

These features also affect how much freedom the 
patient has to choose health providers, services, 
and clinicians. One example of restriction of 
competition and access to care providers is 
gatekeeping, i.e. the role of primary care providers 
in authorising access to specialised care. 
Gatekeeping influences service utilisation, 
healthcare costs, and patient satisfaction(55). It has 
also been criticised, however, in terms of 
relational care continuity, for neglecting patients' 
choices, and for dividing the healthcare system 
into care levels. RMS countries generally have no 
gatekeeping mechanism. However, Poland has 
adopted gatekeeping for accessing several medical 
specialties but not for psychiatric care(41). In 
Belgium and Germany, though the choice of 
primary care physician is free, several mechanisms 
exist that can incentivise people to register with a 
specific doctor. For example, in Belgium, OOP 
payments are lower for patients who are 

registered with a GP. As a result, more than 90% 
of Belgians declare that they have a regular GP(56), 
and about half the population is actually 
registered(57). In Germany, some health insurers 
provide financial incentives for registration, and 
specific providers can be appointed by the 
insurance company(36). However, these Belgian 
and German registration mechanisms do not 
prevent patients from visiting several GPs during 
the same care episode at the regular price. Poland 
adopted a more restrictive system: the choice of 
primary care provider is free, but registration with 
a GP is required and only a limited number of 
changes can be made per year(41). In addition, 
Poland also limits access to secondary outpatient 
and inpatient psychiatric care to geographical 
catchment areas. This is also the case with access 
to inpatient psychiatric care in Germany. In 
addition, some health insurers may offer extra 
benefits to those using specific providers, which 
is the case with integrated-care contracts. This 
does not, however, restrict the choice of 
secondary care provider. It is worth noting that 
Belgium is the only RMS country in this study 
where fees may differ between clinicians in a 
specific category, and thus affect the choice of 
providers. 

In NHS countries, though the choice of GP is 
also free, it is restricted by several mechanisms. 
Firstly, care is organised on a geographical basis: 
local providers organise care within a delimited 
catchment area and, with a few exceptions, 
patients are assigned to access care within the area 
they live in. Secondly, some form of registration 
with a GP is compulsory. In Italy, ASLs provide 
lists of eligible GPs, who have a limited caseload 
of about 1,500 patients. Patients are required to 
register with an available GP. In England, one 
generally has to register with one group practice 
within the area of residence, though it is usual to 
have visits involving different practitioners within 
the centre, except for people with long-term 
conditions (such as SMI patients) who may 
manage to have one single GP. In both countries, 
registration is not a tight restriction and it is easy 
to change without giving a reason(37, 39). Unlike in 
RMS countries, however, registration can impede 
access to different primary care providers during 
a single care episode. As with secondary care, the 
choice of outpatient specialists and hospitals is 
restricted to the catchment area. Some exceptions 
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may exist: for instance, in England, mechanisms 
have been established to avoid waiting lists, and 
patients can choose a hospital outside their 
catchment area for specific needs, with the 
agreement of their GP. In both countries, people 
can be admitted to any psychiatric ward in the 
country when they are not in their own 
geographical area, though a referral to a ward in 
their area of residence will be planned as soon as 
possible. As mentioned before, the choice of 
outpatient specialist and hospital is also restricted 
by gatekeeping mechanisms between primary and 
secondary care in England. In Italy, however, GPs 
do not play a gatekeeping role in access to 
psychiatric care. 

 

Health policy regulation and governance 

The power of health policy regulation is a key 
element for continuing care delivery. Indeed, 
continuing care delivery for long-term conditions 
is above all a public health objective(36, 43). The 
extent of the public authorities' regulatory power 
is related to the level of involvement of care 
providers in governance at the local level and the 
definition of health policy objectives. In 
particular, decentralisation has been a key 
mechanism for addressing the need to respond 
effectively to local contexts(58). In England and 
Italy, responsibility for decision-making about the 
financing and provision of services is largely 
devolved to lower authority levels, i.e. regional or 
local government. Although local authorities have 
a certain degree of responsibility and 
independence, regulatory powers remain with 
public authorities(59). Italy has a NHS model that 
is organised by regions. Regions have exclusive 
authority over execution-level planning and 
delivery of health care, and over resource 
allocation beyond the basic health benefit package 
(Livelli essenziali di assistenza, LEA)(39). In particular, 
the region of Veneto has developed a specific 
commitment towards integrating health and 
social care(42). In England, care purchasing care 
and resource allocation have been devolved to 
CCGs, whereas responsibility for decision-
making about financing is at the national level(36, 

37). By contrast, RMS countries tend to delegate 
responsibilities to quasi-public, non-
governmental organisations, with national or 
regional authorities retaining some indirect 

control(59). Hence, delegation introduces a 
substantial level of corporatism on the part of 
health providers, clinicians, and sickness funds or 
health insurers defending their own interests(35, 43, 

60). In particular, sickness funds and professional 
representatives play a role in negotiating financing 
mechanisms and resource allocation. In Belgium, 
the financing and provision of health care are 
shaped at the national level, as is the allocation of 
resources to hospitals(40). Care provision and 
planning, however, have mostly been devolved to 
regional authorities, and sickness funds, which 
represent providers and payers' interests, have a 
determining influence. Germany's healthcare 
system is organised by regions. Länder have 
authority in many areas, but their regulatory 
powers are weakened by various interest groups, 
i.e. payers (sickness funds) and providers (e.g. 
social health insurers, physicians, and hospitals), 
which play a determining role in negotiating and 
executing most provision and financing 
decisions(38). In Poland, responsibility for 
decision-making about provision and financing is 
shared between public authorities of the local, 
regional, and national levels. The NFZ and 
individual providers have limited responsibility 
for care provision, though they have 
responsibilities for resource allocation and 
financing(36, 41). In these respects, as in others, 
Poland's system is therefore a mixed NHS and 
RMS model. 

The qualitative matrix summarising the potential 
effect of these healthcare system features on the 
organisation and delivery of continuity of care is 
presented in Table 2. In the second part of this 
study, we attempted to assess these system effects 
using empirical data. 

 

Methods 

Within the "Comparing policy, framework, 
structure, effectiveness, and cost-effectiveness of 
functional and integrated systems of mental 
health care" (COFI) study(34), 7302 patients 
hospitalised in psychiatric care were recruited in 
2014-2015 in 57 hospital wards across the five 
participating countries. The main inclusion 
criteria were: being at least 18 years old, having a 
confirmed diagnosis of psychotic disorder (F20–
29 according to the ICD-10 classification), 
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Table 2 Matrix summarising the expected effects of healthcare system features on continuity of care delivery 

 RMS Countries NHS Countries 
System feature Belgium Germany Poland Veneto (Italy) England (UK) 

Type of health coverage and health care 
financing 

     

Basic coverage system 0 - 0 + + 
Predominant mode of payment of doctors - - - 0 + + + 
Out-of-pocket (OOP) payments for doctor 
visits 

- - - + + + + + 

Health service provision and delivery      
Public/private mix of health providers - - - - + + + + 
Predominance of group practice delivery - - - 0 + + + + 
Single/multiple providers in a geographical 
area 

- - - - - - + + + 

Level of autonomy of users in choice of 
providers 

- - - - + + 

Gatekeeping - - - - - + 

Policy regulation and governance      
Mode of decentralisation - - - + + + 
Level of authority with power to set public 
health objectives 

+ - 0 + + + 

+ + indicates a strong potential effect favouring continuity of care 
+ indicates a potential effect favouring continuity of care 
0 indicates a neutral effect 
- indicates a potential effect hampering continuity of care 
- - indicates a strong potential effect hampering continuity of care 
 
affective disorder (F30–39), or anxiety and 
somatoform disorder (F40–49), being 
hospitalised in a psychiatric inpatient unit, and 
being able to provide written, informed consent 
to participate in the study. Information on 6418 
of these patients was retrieved at follow-up one 
year after admission to hospital. A set of socio-
demographic, socio-economic, and clinical data 
was collected using either clinical records or 
phone and face-to-face interviews. In addition, 
2178 of the 6418 patients were included in a sub-
sample for which a larger set of data was collected 
using phone and face-to-face interviews. Ethical 
approval was obtained in all five participating 
countries. The full protocol of the study has been 
published elsewhere(34). 

Measurements of cross-sectional, longitudinal, 
and relational continuity of care were based on 
the operationalisation proposed by the 
"Experiences of Continuity of Care and Health 
and Social Outcomes" (ECHO) study(61-63). For 
the purpose of the study, a common typology of 
20 service types was developed prior to data 
collection and applied similarly in each country 
(see Table 3). The typology was an adapted 
version of the Client Service Receipt 
Inventory(64).The typology included mental-

health and physical-health inpatient and 
outpatient services, including office-based 
doctors and psychotherapists, specialised care 
and emergency departments. It also included non-
medical services such as social care, 
accommodation services, and self-help. Although 
the specific organisation of these service types 
may vary across countries, some form is 
systematically found in all five countries. 
Researchers agreed on the classification of 
services before the empirical data collection 
began. The interviewers who collected the data 
were trained in the use of the typology. 

Longitudinal continuity of care was assessed 
using three measurements on the main study 
sample: the average gap (in weeks) between 
hospital discharge and the first subsequent 
contact with an outpatient clinician, the 
proportion of patients who had a gap of two 
months or more, and the non-medical input 
spread, i.e. the proportion of patients who had 
contact with non-medical services during the 
follow-up period. Cross-sectional continuity of 
care was assessed using two measurements on the 
main sample, and two on the subsample. At the 
main sample level, we assessed the proportion of 
patients who had access to supported living 
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during the follow-up period, and the average 
number of service types used. At the subsample 
level, we measured the number of different 
professions met and the number of different 
psychiatrists met. Finally, relational continuity of 
care was assessed using three measurements at the 
subsample level. First, patients were asked to 
assess whether the period between hospital 
discharge and subsequent outpatient contact was 
too long, too short, or just right. This variable was 
dichotomised, i.e. the assessment was determined 
to be adequate or not. Second, a score for 
satisfaction with continuity of care was calculated 
using eight items of the Verona Service 
Satisfaction Scale (VSSS)(65) that address patient-
professional relationships. The items are five-
point Likert scales, and thus the score of 
satisfaction with continuity of care ranged from 8 
(very low satisfaction) to 40 (very high 
satisfaction). Third, helping alliance was 
measured using the Helping Alliance Scale – 
Client Version (HAS)(66). The scale includes five 
items, which are scored from 0 (worst) to 10 
(best), and thus returns a total score ranging from 
0 to 50. Items are rated by the patient. Items 
addressed several topics: the patient's satisfaction 
with the treatment received, the patient's feelings 
of being understood or criticised by the clinician, 
the level of involvement of the clinician in the 
treatment, and the level of the patient's trust in 
the clinician. 

Table 3 The twenty types of services used across 
the five participating countries in the study 

1. Psychiatric acute inpatient unit 
2. Psychiatric long-term inpatient unit 
3. Forensic psychiatric facility 
4. Psychotherapy inpatient service 
5. Physical health inpatient unit 
6. Inpatient addiction and substance use service 
7. Long-term day facility 
8. Psychiatric community/outpatient service 
9. Outpatient addiction and substance use service 
10. Office-based outpatient general practitioner 
11. Office-based outpatient psychiatrist 
12. Office-based outpatient specialist medical care 
13. Office-based outpatient psychotherapist/psychologist 
14. Social care service 
15. Self-help group 
16. Home treatment 
17. A&E / Emergency department 
18. 24h-staffed accommodation 
19. Less than 24h-staffed accommodation 
20. Unstaffed accommodation 
Adapted from the CSSRI-EU(64). 

 

In addition, the set of data included basic socio-
demographics, diagnoses at baseline, severity of 
symptoms, and level of social integration. The 
severity of symptoms was measured using the 
Clinical Global Impressions (CGI) scale(67), which 
returns a score ranging from 1 ("normal") to 7 
("extremely ill"). Social integration was measured 
using the SIX index(68), which covers four areas of 
social integration (employment, accommodation, 
family, and friendship) and returns a score 
ranging from 0 (very poor social integration) to 6 
(very good social integration). 

All the measurements of continuity of care were 
included in multivariate regressions controlling 
for patients' individual characteristics at index 
admission, i.e. gender, age, primary diagnosis of 
psychotic disorder (F2), primary diagnosis of 
mood disorder (F3), primary diagnosis of anxiety 
and somatoform disorder (F4), severity of 
disorders (CGI), and social integration (SIX). 
Logistic regressions were used for binary 
variables, and Poisson regressions for continuous 
variables. Additionally, to account for the 
potential clustering effect of recruitment at 
hospital level, robust standard errors were 
computed using the White sandwich method. All 
statistical operations were performed using SAS 
3.4 for Scientific Linux. 

 

Results 

Patients' individual characteristics in the main 
sample and subsample are presented in Table 4. 

All the measurements of longitudinal, cross-
sectional, and relational continuity of care 
differed significantly between countries (see 
Table 5). The average gap between hospital 
discharge and subsequent outpatient contact 
ranged from 3.1 weeks in England to 7.1 weeks in 
Belgium. Only 4% of the patients had a gap 
longer than two months in Veneto, while the 
proportion reached 15% in Belgium and 21% in 
Poland. Between 19% (Belgium) and 33% 
(Veneto) of the patients accessed non-medical 
services. Regarding cross-sectional care 
continuity, only 5% of patients had access to 
supported living in Belgium, compared to 28% of 
patients in Veneto, and the average number of 
service types used ranged from 3 in Belgium to 5 
in Veneto. Belgium, however, had better scores in 



Author's postprint – Health Policy, (2019), xx 
doi: 10.1016/j.healthpol.2019.11.004  11 

 
Table 4 Characteristics of the sample of followed-up patients per country, COFI Study, 2014-2016, 
N=6418 (main sample) and N=2178 (subsample) 

 Belgium Germany Veneto 
(Italy) 

Poland England 
(UK) 

Total 

Main sample (N) 743 734 1107 1146 2688  6418 
Age, mean (std) 43.3 (14.1)  42.1 (15.0)  47.1 (14.1)  42.7 (14.7)  40.6 (13.5)  42.6 (14.2) 
Gender male, N (%) 311 (41.8)  376 (51.2)  540 (48.8)  550 (48.0)  1572 (58.5)  3349 (52.2) 
Primary diagnosis F2, N (%) 226 (30.4)  230 (31.3)  419 (37.9)  627 (54.7)  1151 (42.8)  2653 (41.3) 
Primary diagnosis F3, N (%) 452 (60.8)  471 (64.2)  536 (48.5)  340 (29.7)  1355 (50.4)  3154 (49.2) 
Primary diagnosis F4, N (%) 140 (18.8)  194 (26.4)  156 (14.1)  208 (18.2)  424 (15.8)  1122 (17.5) 
Severity of symptoms (CGI, /7), 
mean (std) 

3.16 (0.94) 4.79 (0.86)  4.54 (0.77)  4.28 (1.03)  4.43 (1.32)  4.33 (1.17) 

Social integration (SIX, /6), mean 
(std) 

3.56 (1.30)  3.75 (1.35)  3.88 (1.26)  4.06 (1.24)  3.36 (1.44)  3.65 (1.38) 

Subsample (N) 270  382 370  422 734  2178 
Age, mean (std) 40.8 (12.1)  39.6 (13.1) 43.3 (11.5)  40.8 (12.9) 40.9 (12.1) 41.1 (12.4) 
Gender male, N (%) 115 (42.6)  187 (49.0) 189 (51.1) 210 (49.8) 411 (56.0) 1112 (51.1) 
Primary diagnosis F2, N (%) 89 (33.0)  106 (27.8)  149 (40.3)  182 (43.1)  307 (41.8)  833 (38.3) 
Primary diagnosis F3, N (%) 146 (54.1)  262 (68.6)  170 (46.0)  150 (35.6)  391 (53.3)  1119 (51.4) 
Primary diagnosis F4, N (%) 72 (26.7)  111 (29.1)  55 (14.9)  102 (24.2)  95 (12.9)  435 (20.0) 
Severity of symptoms (CGI, /7), 
mean (std) 

3.17 (1.00)  4.79 (0.88) 4.53 (0.76) 4.20 (1.06) 4.61 (1.19) 4.39 (1.13) 

Social integration (SIX, /6), mean 
(std) 

3.66 (1.27) 4.07 (1.29) 4.05 (1.28) 4.27 (1.27) 4.61 (1.19) 3.88 (1.36) 

measurements on the subsample: patients had 
access to 3.5 different professions on average, and 
to a limited number (1.6) of different 
psychiatrists. The highest number of different 
professions was 3.9 in England. By contrast, the 
lowest average number of professions was found 
in Poland (2.3) and Germany (2.6), where patients 

also had the highest number of different 
psychiatrists (3.1). Regarding relational continuity 
of care, Veneto also had some of the highest 
scores, while RMS countries had mixed results. 
Most patients in Belgium (63%) were satisfied 
with the length of time between hospital 
discharge and subsequent outpatient contact, 

Table 5 Measures of continuity of care per country, COFI study, 2014-2017, main sample (N=6418), and 
subsample (N=2178) 

 
Measurement 

Belgium Germany Veneto 
(Italy) 

Poland England 
(UK) 

  

 Mean (Std) 
or % 

Mean (Std) 
or % 

Mean (Std) 
or % 

Mean (Std) 
or % 

Mean (Std) 
or % 

Test P Value 

Longitudinal continuity (Main sample) 
Gap (in weeks) 7.14 (13.62)  3.18 (5.53)  3.83 (10.18) 6.35 (8.80)  3.08 (10.23)  32.95b <0.001 
Gap of 2 months + (%) 15 9 4 21 7  248.90a <0.001 
Non-medical spread (%) 19 31 33 32 25 66.52a <0.001 

Cross-sectional continuity (Main sample) 
Supported living (%) 5  19 28 12 21  199.57a <0.001 
No. service types (/20) 3.04 (2.17)  4.56 (3.87)  4.96 (4.20)  4.18 (3.41)  4.33 (2.47)  43.29b <0.001 

Cross-sectional continuity (Subsample) 
No. Professions 3.51 (1.31)  2.62 (1.28)  3.06 (0.79)  2.34 (1.15)  3.88 (1.32)  130.64b <0.001 
No. Psychiatrists 1.57 (1.25) 3.13 (1.65)  1.86 (0.83)  2.19 (1.69)  2.23 (1.72)  50.62b <0.001 

Relational continuity (Subsample) 
Patient's positive 
assessment of gap (%) 

63  81  86  81  77  48.60a <0.001 

Satisfaction with CoC 
(/40) 

27.95 (6.30)  22.99 (6.31)  28.40 (7.37)  22.81 (6.85)  26.07 (7.78)  51.50b <0.001 

Helping Alliance (/50) 32.57 (7.89)  39.84 (8.40)  38.99 (9.72)  39.77 (10.74)  34.01 (12.67)  39.40b <0.001 
a χ² test, b F test 



Author's postprint – Health Policy, (2019), xx 
doi: 10.1016/j.healthpol.2019.11.004  12 

 
whereas up to 77% of patients in England and 
86% in Italy were satisfied with the length of the 
wait. Satisfaction with continuity of care was high 
in Veneto (28.4/40) and in Belgium (27.9/40), 
while the lowest scores were found in Poland and 
Germany (around 23/40 in both countries). By 
contrast, these countries scored highest in the 
assessment of helping alliance (around 40/50), 
while Belgium scored lowest (32.5/50). 

The odds ratios and risk ratios from the 
multivariate regressions, controlling for patients' 
characteristics and taking the clustering effect of 
recruitment sites into account, are presented in 
Table 6. When comparing NHS and RMS 
countries, the controlled results confirmed that 
NHS countries significantly outperformed RMS 
countries in addressing the gap between hospital 
discharge and outpatient treatment, in providing 
access to supported living and to a larger number 
of professional types, and in patient satisfaction 
with continuity of care. Regarding helping 
alliance, however, NHS countries' performances 
were significantly worse. These global results 
masked variations between countries. Regarding 
longitudinal continuity, while patients in Belgium 
and Poland were likely to wait twice as long 
between hospital discharge and subsequent 
outpatient contact as patients in England, and the 
proportion of patients who waited longer than 

two months was likely to be two (Belgium) to four 
(Poland) times greater, there was no significant 
difference between Germany and England. 
Patients in Belgium also had the lowest likelihood 
of accessing non-medical services, though it did 
not differ significantly from England. However, 
patients in Germany, Poland, and Veneto had a 
higher chance of accessing non-medical services 
than patients in England. In terms of cross-
sectional continuity, patients in Belgium were less 
likely to access supported living, less likely to 
access different service types, and less likely to 
access different professions than patients in 
England. However, this was not the case in 
Germany. By contrast, patients in Veneto were 
almost twice as likely to access supported living as 
patients in England, though patients in Veneto 
were less likely to access different types of 
professionals than patients in England. Patients 
were also less likely to meet different psychiatrists 
in Belgium, but more likely to do so in Germany. 
Having contact with different psychiatrists is, 
however, less favourable for cross-sectional 
continuity of care. Finally, regarding relational 
continuity of care, patients in Belgium were 
almost half as likely to be satisfied with the length 
of time between hospital discharge and outpatient 
care as patients in England, while patients in 
Veneto were almost twice as likely to be satisfied. 
Satisfaction with care continuity was likely to be 

Table 6 Multivariate regressions of continuity of care indicators and healthcare systems, COFI study, 2014-
2017, main sample (N=6418), and subsample (n=2178) 

Measurement 
(REF = 
England; 
N=2688, 
n=734) 

Belgium 
(N=743, n=270) 

Germany 
(N=734, n=382) 

Veneto (Italy) 
(N=1107, 
n=370) 

Poland 
(N=1146, 
n=422) 

RMS 
(REF = NHS) 

 OR/RR (95% CI) OR/RR (95% CI) OR/RR (95% CI) OR/RR (95% CI) OR/RR (95% CI) 

Main sample 
Longitudinal continuity 
Gap (in 
weeks)a 

2.28 (1.63–3.18)*** 1.10 (0.83–1.45)  1.30 (0.79–2.13) 2.22 (1.62–3.03)*** 1.71 (1.27–2.29)*** 

Gap of 2 
months +b 

2.18 (1.45–3.29)**  1.30 (0.88–1.92)  0.52 (0.27–1.01)  3.95 (2.41–6.49)***  2.95 (1.83–4.76)*** 

Non-medical 
spreadb 

0.73 (0.47–1.15) 1.43 (0.71–2.84) 1.57 (0.97–2.53)  1.48 (0.87–2.52)  1.08 (0.73–1.60) 

Cross-sectional continuity 
Supported 
livingb 

0.24 (0.16–0.36)***  1.11 (0.60–2.03)  1.98 (1.23–3.19)*  0.65 (0.31–1.37)  0.54 (0.33–0.88)* 

No. service 
typesa 

0.71 (0.64–0.80)***  1.05 (0.83–1.34)  1.16 (0.99–1.36)  0.98 (0.78–1.23)  0.90 (0.77–1.04) 
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Table 6 (Continued) Multivariate regressions of continuity of care indicators and healthcare systems, COFI 
study, 2014-2017, main sample (N=6418), and subsample (n=2178) 

Measurement 
(REF = 
England; 
N=2688, 
n=734) 

Belgium 
(N=743, n=270) 

Germany 
(N=734, n=382) 

Veneto (Italy) 
(N=1107, 
n=370) 

Poland 
(N=1146, 
n=422) 

RMS 
(REF = NHS) 

 OR/RR (95% CI) OR/RR (95% CI) OR/RR (95% CI) OR/RR (95% CI) OR/RR (95% CI) 

Subsample 
Cross-sectional continuity 
No. 
Professionsa 

0.90 (0.85–0.97)  0.68 (0.48–0.95)*  0.79 (0.73–0.86)***  0.61 (0.55–0.67)***  0.76 (0.64–0.90)** 

No. 
Psychiatristsa 

0.71 (0.62–0.81)***  1.42 (1.19–1.70)***  0.83 (0.67–1.02)  0.97 (0.84–1.14)  1.18 (0.98–1.42) 

Relational continuity 
Patient's 
positive 
assessment of 
gapb 

0.58 (0.43–0.78)*  1.26 (0.82–1.96)  1.81 (1.31–2.50)***  1.24 (0.88–1.75)  0.94 (0.72–1.23) 

Satisfaction 
with CoCa 

1.08 (1.03–1.13)***  0.89 (0.80–0.99)*  1.09 (1.04–1.14)***  0.88 (0.83–0.93)***  0.90 (0.84–0.97)** 

Helping 
Alliancea 

0.96 (0.92–1.01)  1.17 (1.12–1.22)***  1.14 (1.10–1.19)***  1.17 (1.13–1.21)***  1.07 (1.03–1.12)** 

N=main sample, n=subsample 
* p<0.05, ** p<0.01, *** p<0.001 
a Poisson regression (RR), b Logistic regression (OR) 
Multivariate regressions controlled for: gender; age; primary diagnosis of psychotic (F2), mood (F3), and anxiety and 
somatoform (F4) disorder; severity of disorder (CGI score); social integration (SIX score) at index admission; and 
accounted for clustering at hospital level. 

higher in Veneto and Belgium than in England, 
but lower in Poland and Germany than in 
England, and helping alliance assessment was 
likely to be higher in all countries, except Belgium, 
than in England. 

 

Discussion 

Interpretation of findings 

After examining the healthcare system features of 
the five systems included in this study and before 
empirical assessment, we expected NHS 
countries (England and the region of Veneto, 
Italy), which combined more features that favour 
continuity of care delivery, to perform better than 
RMS countries, Belgium and Germany in 
particular. We expected Poland, which shares 
several mechanisms with NHS countries, such as 
a single purchaser of care activities, payment by 
capitation of primary care doctors, a limited 
amount of OOP payments for doctors' visits, and 
the importance of public health providers, to have 
an intermediate level of performance. Indicators 
of continuity of care revealed major differences 

between healthcare systems. NHS countries, 
particularly Veneto, were actually more effective 
than RMS countries on most indicators of 
longitudinal and cross-sectional care continuity, 
with the exception of the spread of non-medical 
service access. The performance of NHS 
countries in regard to relational continuity was 
less clear: NHS countries performed better in 
satisfaction with continuity of care but less well in 
helping alliance, and the assessment of the gap 
between hospital discharge and subsequent 
outpatient contact did not differ significantly 
between systems. However, an examination of 
the results at the country level showed more 
nuanced trends. On the one hand, Germany, 
despite being an archetype of RMS, performed 
similarly to England in longitudinal and cross-
sectional continuity of care at a service level. 
Germany, however, performed worse in contact 
with different professions, which was lower, and 
with different psychiatrists, which was higher. On 
the other hand, Poland's performance was low in 
longitudinal and cross-sectional care continuity. 

A detailed interpretation of findings at a country 
level therefor requires caution. In all likelihood, 
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healthcare system features affect the delivery of 
cross-sectional and longitudinal care continuity. 
When looking at the several features summarised 
in Table 1, however, there is no clear feature 
across healthcare systems that might be linked to 
better performance in care continuity. The only 
potentially determining feature is the competition 
between providers for the same level of care 
within a determined geographical area. Indeed, 
though multiple providers can compete in RMS 
countries, health insurers have the capacity to play 
a role in regulating the access to care providers in 
Germany(36, 38), a kind of regulation that is a 
feature of NHS systems. This role seems limited, 
however, in the context of psychiatric care 
delivery. Further research is therefore required to 
evaluate the effects of this characteristic. 
Interestingly, access to supported living seemed 
to be negatively associated with a country's 
average length of stay of the index admission in 
hospitals. In another part of the study, which has 
been published elsewhere, we found that Belgium 
had the highest average length of stay (mean = 
55.1 days, median = 24 days), while Veneto had 
the shortest (mean = 17.9 days, median = 14 
days). The median length of stay in Germany, 
Poland, and England respectively was 29, 26, and 
25 days(69). In this study, only 5% of the patients 
in Belgium declared that they had access to 
supported living compared to 28% of patients in 
Veneto, values for Germany, Poland, and 
England being 19, 12, and 21% respectively. It 
seems, therefore, that within a specific healthcare 
system, access to supported living services has to 
be balanced with the resort to hospitalisation. 
This may also mean that the measure of 
supported living was a relevant indicator of 
longitudinal continuity of care in the ECHO 
study, which was carried out in the UK(61, 63, 70), 
but might not be as relevant in other healthcare 
systems with less restrictive guidelines for 
resorting to hospitalisation. 

The impact of healthcare systems on the 
relational dimension of care continuity seems to 
be more complex. On the one hand, relational 
continuity of care introduces a form of subjective 
assessment of care delivery from the patient's 
point of view, which is driven by his/her 
experience and generally limited to his/her own 
system(26, 71, 72). For example, satisfaction with the 
length of time between hospital discharge and 

subsequent outpatient care is probably 
determined by what is considered normal within 
the system, and does not seem to be related to the 
actual average length of the gap(73). Most (81%) 
Polish patients were satisfied with an average 
period of 6.4 weeks, while only 77% of the 
English patients were satisfied with an average 
period of 3.1 weeks. On the other hand, relational 
continuity is also affected by the individual 
practices of professionals and is, consequently 
less impacted by organisational mechanisms: 
helping alliance was significantly higher in 
Germany, Veneto, and Poland than in England, 
despite major organisational differences. 

 

Strengths and limitations 

To our knowledge, this is the first time that the 
performance of healthcare systems in the delivery 
of continuity of care has been assessed empirically 
across different systems, with validated and 
consistent measurements, using a large sample of 
patients. The assessment of the features of the 
five healthcare systems and their potential effects 
on care continuity was also performed ex ante and 
reported to the research commissioner in 2015, 
before the start of the data collection and analysis. 
Analyses of care continuity indicators were 
consistent with our theoretical expectations. 
Hence, this study addresses the lack of an 
empirical basis for assessing the performance of 
healthcare systems in terms of the delivery of 
continuity of care for chronic and complex 
disorders. 

We cannot rule out, however, the possibility that 
our findings might be partly influenced by the 
mode of data collection. Indeed, in the main 
sample of patients, data on contact with services 
and on the length of time between contacts was 
mainly obtained via clinical records in the NHS 
countries, and via face-to-face or phone 
interviews with patients in the other countries. 
The accuracy of the information obtained 
probably differs according to which of these two 
methods was used. With the latter method, we 
relied on patients' memories, and patients may 
tend to overestimate the time delay between 
contacts. Medical records may, however, include 
planned contact that did not actually occur. This 
limitation may have shortened the measurement 
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of the period between hospital discharge and 
subsequent outpatient care in the NHS countries. 

In other respects, the study does not provide a 
direct assessment of the several healthcare system 
features that were examined, nor does it provide 
explanations of the mechanisms that affect the 
effective delivery of continuity of care. The study 
must be considered from a systemic perspective, 
with the different features bundled together and 
influencing each other. The measurements used, 
i.e. the indicators of continuity of care, were 
operationalised from the ECHO study(61-63). That 
study examined in detail the components of 
continuity of care, with quantitative and 
qualitative assessment, from the points of view of 
both care professionals and patients and 
considering objective and subjective dimensions 
of continuity of care. These measurements, 
accordingly, are robust in the context of 
continuity of care in mental health in the UK, 
where the study was conducted. Therefore, one 
could argue that these measurements might not 
be as robust in an international context or in other 
health care fields. Within our study, not all 
measurements suggested by the ECHO study 
were considered. In particular, some 
measurements could not be applied outside the 
UK, such as the designation of a care coordinator 
and the sharing of documentation about a care 
plan with the patient, as these interventions are 
not systematically carried out in all five countries. 
In addition, we had to replace measurements of 
relational care continuity with similar indicators 
that were available in our dataset, e.g. the patient's 
assessment of the gap between hospital and 
outpatient care, the items related to continuity of 
care in the Verona Service Satisfaction Scale, and 
the helping alliance scale. Other studies 
conducted within the ECHO framework also 
omitted some measurements because they were 
not available(61, 62). In order to assess how these 
measurements were related to each other, we 
calculated the paired correlation coefficients 
between the indicators used. Most of the 
indicators were significantly correlated with each 
other, although the effect sizes were generally 
very low, except for obvious correlations, e.g. the 
length of the gap between hospital discharge and 
outpatient care and the proportion of patients 
who had a gap longer than two months. Such 
associations were found within dimensions of 

continuity of care and between some 
measurements of the longitudinal and cross-
sectional continuity measurements, e.g. between 
the number of professions and the access to non-
medical services (r=0.30, p<0.0001). However, no 
association was found between the measurements 
of longitudinal/cross-sectional continuity and 
those of relational continuity. This finding 
strengthens our interpretation suggesting that the 
impact of healthcare systems on relational care 
continuity is rather complex. 

Regarding the claim that the field of mental health 
care is distinctive and might not be representative 
of the performance of healthcare systems in other 
areas of continuity of care delivery(6), it is true that 
the measurements used were indeed developed in 
mental health care. Most of them, however, can 
be adapted to other health contexts. For example, 
the non-medical input spread is relevant to most 
chronic diseases, whose social consequences are 
sometimes disregarded. Similarly, the numbers of 
services types and professions met, and 
satisfaction with continuity of care and helping 
alliance are relevant in other contexts. The 
measurement of a gap between two services or 
providers could be considered for other clinicians 
than most relevant in psychiatry, e.g. the gap in 
the contact between the GP and specialist doctors 
or social care professionals. Obviously, the 
number of different psychiatrists is not relevant 
in other health contexts, although they could be 
replaced by other key-professionals, e.g. the 
number of geriatricians for frail older people. The 
access to supported living may not be as relevant 
for all chronic conditions, but may be for those 
that affect socially deprived populations. 
Additional features, not available to the present 
study, could also be considered, e.g. the 
formalisation of collaboration or the availability 
and use of shared information systems. 

 

Conclusions 

Healthcare systems were not initially designed to 
address chronic care delivery, but their specific 
features have an impact on chronic care delivery 
and effectiveness. This impact should be 
considered when planning health care reforms, 
even though the relationship between 
mechanisms for provisioning, regulating, and 
financing health care provision and continuity of 
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care remains a complex one to disentangle. Our 
findings suggest that mechanisms for health care 
provision, regulation, and financing could be 
considered specifically for chronic care or for 
mental health care delivery. For example, 
Germany has delimited catchment areas for 
inpatient psychiatric care, although these 
geographic delimitations do not apply to other 
specialties. Similarly, GPs do not play a 
gatekeeping role in access to psychiatric care in 
Poland or Italy, though this mechanism may apply 
to other specialties. 

It also seems that there is room for improvement, 
not only in system's individual performances, but 
in all systems. The complexity of the mutual 
influence of features in a particular system, 
however, suggests that decision-makers should be 
cautious when importing a mechanism that 
appears to have been effective elsewhere. For 
example, Poland and Belgium are currently 
considering and implementing reforms tending 
towards more territorial responsibility and local 
governance of service provision, and may 
introduce some forms of capitation for paying 
primary care doctors(49, 74). At the same time, 
England is allowing more flexibility in terms of 
territorial responsibility, in order to address long 
waiting times in some medical specialisations(55). 
It is not clear whether these mechanisms could be 
effective in a different, global healthcare system. 
Nonetheless, for effective chronic care delivery, 
stronger powers in terms of regulating and 
financing care provision at a local policy level 
should be considered. The study provides 
relatively straightforward measurements that 
could be easily obtained in other countries or in 
other health care fields that address chronic 
disorders. Some of the indicators of continuity of 
care, in particular those relating to cross-sectional 
and longitudinal continuity of care, could easily be 
included in routine outcome measuring systems. 
This study, therefore, opens up new avenues for 
research into healthcare systems' performance in 
chronic care delivery. 
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