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Abstract 

Background 

Individuals who make multiple visits to EDs for mental health complaints are a highly 

visible and challenging group. Recent healthcare priorities aimed at reducing inappropriate or 

unnecessary service use call for improved continuity of care. Implementing effective continuity 

interventions is contingent on sound foundational knowledge including population profiling and 

conceptual understanding. A deficit in these key elements is apparent in existing literature. These 

gaps in knowledge must be addressed to ensure quality continuity research targeting frequent 

presenters. Furthermore, there is a paucity of research available that implements evidence-

informed methods and theory-driven measurement strategies. 

Objective 

 To strengthen the knowledge base on frequent mental health-related ED use and 

continuity in mental healthcare by addressing existing gaps in foundational knowledge and 

examining the phenomena at a regional tertiary healthcare centre.  

Method 

This was a three-phase emergent study design using mixed methods. Phase 1 was an 

integrative study to synthesize research on frequent presenters to the ED for mental health 

complaints. Phase 2 was a theory analysis to explore the conceptual understanding of continuity 

in mental healthcare. Phase 3 was an observational case-control study of an exemplar population 

at a regional tertiary healthcare centre using the evidence-informed methods emerging from the 

first two phases. 

Results 
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From this enquiry, I proposed an evidence-informed profile for frequent presenters to the 

ED for mental health complaints, summarized parameters used to identify the frequent presenter 

population, highlighted existing areas of theoretical consensus not yet recognized in continuity 

research, and provided a global understanding of continuity in mental healthcare and an approach 

for selecting measurement strategies for continuity research. The observational study 

strengthened the emerging frequent presenter profile and explored CoC using a comprehensive 

tool. 

Conclusion 

 This doctoral thesis addresses important gaps in foundational knowledge by providing an 

evidence-informed frequent presenter population profile and global theoretical summary of 

continuity in mental healthcare. The observational study appears to be the first to use a theory-

driven measurement tool and results differ from previous studies in which simple measurement 

approaches are used. Given this, new hypotheses/questions about the focus and role of CoC with 

frequent ED use need to be explored. 
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Chapter 1 

Introduction 

Overcrowding in hospital emergency departments (ED) is a worldwide concern and visit 

rates are climbing yearly (Pines et al., 2011). While many ED visits are necessary, other issues 

may be better managed in the community through primary care and auxiliary services (Buechner 

& Williams, 2007). Mental healthcare, for example, is best delivered through programs, 

treatments, services, and supports situated in the community (Mental Health Commission of 

Canada, 2009). With the goal of maintaining independent living, most needs should be met by 

community mental health services, however episodes of psychiatric crisis may necessitate 

hospital intervention. Among patients accessing psychiatric emergency care, a well-documented 

group exists who make a disproportionate amount of hospital-based ED visits and place a 

tremendous drain on available resources (Curran et al., 2008; Mehl-Madrona, 2008).  

As a registered nurse practicing in the area of emergency mental health, the clinical 

impact of these frequent presenters is hard to ignore. Anecdotally, there appears to be two 

distinctive groups of patients who fit this mold: Individuals with severe mental illness and 

comorbid substance use disorders and individuals with personality disorders and self-harming 

behaviors. Over the past six years, I have formed the following clinical impressions: the first 

group of frequent presenters visits the ED with florid psychotic symptoms necessitating prompt 

psychiatric intervention. They are frequently hospitalized short-term, sobered, and restarted on 

medication. Often without stable housing, these individuals are discharged to transient living 

accommodations (including shelters) where illicit drugs and alcohol are easily accessible. Their 

substance abuse leads to accidental (or purposeful) medication non-adherence, worsening of 

psychotic symptoms, and repetition of the cycle. In contrast, the second group appears to need 

large amounts of reassurance and emotional support. Many times these individuals come to the 



 

  2 

ED looking for admission and displaying self-harming behaviors and/or suicidal ideation. 

Usually, though, these patients are discharged home after relatively little psychiatric/medical 

intervention. In times of stress, when these individuals experience periods of high emotional 

instability, we may encounter the same patient multiple times per week (and in extreme cases, 

multiple times per day) with little to no change in care delivered from first to last visit. Both 

frequent presenter groups are connected with a plethora of specialty community mental health 

services designed to address their needs. Programs such as Assertive Community Treatment and 

case management for example, are uniquely designed to minimize disengagement and 

discontinuity across services (Kreyenbuhl, Nossel, & Dixon, 2009). From my experience in the 

ED with this population, I question why these services are unsuccessful in maintaining long-term 

community tenure.  

 In beginning to plan this enquiry, I discovered a paucity of foundational knowledge on 

continuity and the population who make multiple ED visits for mental health complaints. These 

gaps in knowledge included: a) an empirically-based population profile including socio-

demographic, clinical, and service use characteristics, b) the conceptual and theoretical 

underpinnings of continuity as they apply to mental healthcare and the measurement of continuity 

(theory-driven metrics), and c) limited studies exploring these two phenomena together. Given 

this, my research became focused on these substantial foundational aspects. 

In this chapter, I describe the format of the thesis, explain the emergent design, describe 

the research phases and state the research objectives, outline the content of the remaining 

chapters, and describe how this enquiry contributes to the overall body of knowledge on frequent 

presenters and continuity in the area of mental healthcare. 
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Format of Thesis 

This thesis includes three studies and is presented in manuscript style. The manuscripts 

follow as chapters 2, 3, and 4 and are formatted based on the guidelines and requirements of the 

journals to which they were submitted (or will be submitted). Chapter 5 summarizes and 

concludes the thesis with an overall discussion and presents implications for practice, policy, and 

research.  

Thesis Design and Objectives 

 The purpose of this PhD thesis was to explore continuity in mental healthcare and profile 

individuals at risk for discontinuity resulting in frequent ED use. Using a mixed methods 

emergent study design, I addressed the existing gaps in foundational knowledge in two phases. 

First, an integrative study explored the conceptualization of frequent presenters, summarized their 

characteristics, and provided a preliminary population profile based on available evidence. 

Second, I conducted a theory analysis study to critically analyze similarities and differences in 

continuity theories for mental health, propose a global understanding based on scholarship, and 

evaluate available continuity of care (CoC) measurement tools. These phases informed the design 

of an observational study in which I explored continuity in the frequent presenter population 

using an evidence-informed profile and a theoretically-supported CoC measurement strategy. 

This final phase was undertaken in a tertiary healthcare setting serving an urban-rural catchment 

of nearly one million.  

Chapter Outlines 

 Titles and abstracts for the manuscripts presented in chapters 2, 3, and 4 are provided 

below, as well as a brief description of the content included in chapter 5.  
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Chapter 2

Objective: To compare research on individuals who frequently use the ED for mental health 

complaints including parameters used to identify the population, as well as socio-demographic, 

clinical, and service use factors. 

: Frequent emergency department use by individuals seeking mental healthcare: A 

systematic search and review 

Methods: Systematic search/review of Medline, Cinahl, PsycInfo, and HealthStar (1980 to 2011). 

Double-data extraction ensured accuracy. Descriptive statistics were reported. 

Results: 13 studies included. Median sample size: 100. Parameters varied across studies. Profile: 

young, unemployed males living in transient accommodations, diagnosis of a psychotic disorder, 

self-referral to the ED for symptoms/unmet needs, and discharge to community resources. 

Conclusions: Consistently used, meaningful definitions/parameters are needed.  

 This integrative study is in press at the journal Archives of Psychiatric Nursing. Amanda 

Digel Vandyk was principal investigator, while Drs. Margaret B Harrison, Elizabeth G 

VanDenKerkhof, Ian D Graham, and Ms. Amanda Ross-White co-authored the manuscript. 

Chapter 3

Aim: While continuity of care is an important component in the provision of mental health 

services, a universally accepted definition is missing. There is a need to identify areas of 

consensus and discrepancy in continuity theory and provide a foundation for advancing 

measurement capabilities. The purpose of this study was to systematically identify and examine 

scholarship on continuity in mental healthcare. 

: Towards a conceptual consensus of continuity in mental healthcare: Focused 

literature search and theory analysis 

Methods: Using a focused literature review modeled on the Joanna Briggs Methodology for 

systematic reviews, Medline, Cinahl, Embase, PsychInfo, and HealthStar were searched from 
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1950 to 2011 for articles on the theoretical nature of continuity in mental healthcare. Included 

conceptualizations were subject to a theory analysis to critically examine similarities and 

differences. Next, a content analysis on the extracted data was used to identify a global 

understanding and set of theoretically defined concepts for the whole. Finally, the identified 

global concepts were compared to the original documents and to items identified on existing 

quantitative measurement tools to assess areas of consensus and discrepancy. 

Results: Seven documents describing the conceptualization of continuity in mental healthcare 

were identified. From these, a deductive theoretical summary is proposed and theoretical 

consensus exists to support 9 global concepts of continuity in mental healthcare. These global 

concepts include Longitudinality, Input & Individuality, Comprehensiveness, Flexible 

Consistency, Stability & Relationship, Accessibility, Information & Sharing, Realities, and 

Responsibility/Accountability. The original theories proposed by Dr. Bachrach and Dr. Joyce, as 

well as the ACSS-MH measurement tool provide the best coverage of the proposed concepts.  

Conclusions: Consensus exists across conceptualizations of continuity in mental healthcare, yet it 

is obscured by inconsistent use of language. Existing tools capture many of the associated 

concepts and elements, but none do so entirely. Further tool development and psychometric 

testing is needed. This study provides the foundational work required to advance research 

priorities in this area. 

 This focused literature search and theory analysis is accepted for publication in the 

International Journal of Evidence-Based Healthcare. Amanda Digel Vandyk was principal 

investigator and Drs. Ian D Graham, Margaret B Harrison, Elizabeth G VanDenKerkhof, and Ms. 

Amanda Ross-White co-authored the manuscript.  

Chapter 4: Population and continuity of care characteristics of individuals seeking frequent 

emergency department care for mental health complaints 
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Objective. To explore frequent presenters to the emergency department for mental health 

complaints including level of continuity of care. 

Study Setting. Primary data were collected from an urban-rural regional health centre in South-

Eastern Ontario including two hospital-based general emergency departments. 

Study Design. This was a retrospective case-control study that explored the profile of individuals 

visiting the emergency department five or more times annually for mental health complaints 

compared to a group of randomly selected individuals with one mental health-related visit.  

Data Collection. Socio-demographic, clinical, and service use variables were extracted from 

participant health records. Level of continuity of care was measured using the ACSS-MH 

Observer-rated scale. 

Principal Findings. Frequent presenters represented 3% of mental health ED patients and 

accounted for 18% of their visits. They were more likely to be childless (OR=3.4; 95% CI, 1.5-

7.9), financially supported by social assistance (4.0, 1.5-9.3), have a personality disorder (4.4, 

1.8-11.2) and medical comorbidities (2.9, 1.1-7.3), report alcohol use (5.4, 2.2-12.9), and have 

legal troubles (3.2, 1.3-7.8). Level of CoC was not statistically significant in predicting amount of 

ED use (OR=0.4; 95% CI 0.1, 1.3). 

Conclusions. This study strengthens the emerging frequent presenter profile by examining socio-

demographic, clinical, and service use characteristics of the population including level of CoC. 

Using a valid CoC measure, no statistically significant relationship was found between CoC and 

frequency of use. More work is needed to explore this relationship. 

Key Words. Emergency Department, Mental Health, Profiling, Service Utilization, Continuity of 

Care. 
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This manuscript is under review at the Journal of Emergency Medicine. Drs. Margaret B 

Harrison, Elizabeth G VanDenKerkhof, and Ian D Graham coauthored the paper. 

Chapter 5

 The final chapter integrates and summarizes the results of the thesis research and 

identifies implications for practice and policy and areas for future research.  

: Summary and Implications for Practice and Future Research 

Contributions to Knowledge 

 The transition in care requiring emergency rather than community support for those with 

mental illness is understudied. Although continuity is an aim and standard of care it is poorly 

understood. This doctoral thesis advances knowledge through improved understanding of 

frequent emergency department use for mental health complaints, continuity in mental healthcare, 

and the relationship between these two phenomena. The synthesis of available research on 

frequent presenters provides a preliminary population profile based on evidence and a summary 

of the operational parameters used to identify these individuals in existing studies. Important 

socio-demographic, clinical, and service-use factors associated with frequent presenters are 

identified, including variables requiring further investigation. The integrative summary also 

provides an overview of the variables that should be considered in future profiling. The account 

of operational parameters used to define frequent presenters reveals an important gap not only for 

research but also health services planners and evaluators. Building on this foundational research, 

further work is needed to investigate the appropriateness of standardized visit-per-year thresholds.  

 From a theoretical perspective, the critical analysis of frameworks, models, and 

summaries of continuity in mental healthcare provides evidence of conceptual consensus, a 

finding that has yet to be identified in existing literature. Importantly, this theory analysis study 
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provides several practical tools helpful to researchers, clinicians, policy makers, and planners 

interested in exploring continuity in mental healthcare. The global concepts and elements form a 

deductive theoretical summary based on evidence and the tables provide a concise overview upon 

which investigators can chose an appropriate theoretical underpinning and measurement strategy 

for their study. Finally, the observational case-control study examines frequent ED use and its 

relationship with CoC in a regional tertiary healthcare centre. This work adds to the emerging 

profile of frequent presenters including a comparison in the accuracy of diagnostic information 

obtained from administrative systems and health records. The profile is useful for those who wish 

to identify patients at risk for frequent ED use by providing a set of associated socio-

demographic, clinical, and service-use factors. It also provides insight into the challenges of using 

ICD codes for research on frequent presenters and explores the relationship between CoC and 

frequent ED use. 
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Chapter 2 

Systematic Search and Review: Frequent Presenters 

Frequent emergency department use by individuals seeking mental healthcare: A 

systematic search and review 

Abstract 

Objective: To compare research on individuals who frequently use the ED for mental health 

complaints including parameters used to identify the population, as well as socio-demographic, 

clinical, and service use factors. 

Methods: Systematic search/review of Medline, Cinahl, PsycInfo, and HealthStar (1980 to 2011). 

Double-data extraction ensured accuracy. Descriptive statistics were reported. 

Results: 13 studies included. Median sample size: 100. Parameters varied across studies. Profile: 

young, unemployed males living in transient accommodations, diagnosis of a psychotic disorder, 

self-referral to the ED for symptoms/unmet needs, and discharge to community resources. 

Conclusions: Consistently used, meaningful definitions/parameters are needed.  

KeyWords: Systematic review, Emergency psychiatry, Mental health systems/hospital, 

Admissions & readmissions
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Introduction 

The provision of mental healthcare internationally has undergone significant change since 

the early 1960s including the introduction of deinstitutionalization in high-income countries. The 

delivery of care has shifted from an institution-based structure of large asylums to a cluster of 

care settings including smaller psychiatric and general hospitals and community-based services 

(Durbin et al., 2006). With current healthcare policies, more emphasis is placed on providing care 

in the community using a combination of general practitioner support, outpatient and inpatient 

psychiatric involvement, and social services (Alwan, Johnstone, & Zolese, 2008).  

Recent trends indicate that an increasing number of individuals are accessing mental 

health services and requiring acute care intervention (Kalucy, Thomas, & King, 2005). 

Unfortunately, policy-driven bed closures and pressure to reduce length of stay on psychiatric 

units limits hospital admission and the extent of inpatient care. As a result, even individuals with 

the most complex and severe forms of mental illness live and receive the majority of their care in 

the community. Navigating the multi-service and decentralized healthcare system required for 

psychiatric care is difficult for individuals with mental illness given the complex nature of their 

service needs and ongoing organizational changes, coupled with memory and cognitive 

symptoms associated with their conditions. Disruptions in care due to problematic appointment 

scheduling, long wait-times for follow-up care, and environments or support systems incapable of 

sustaining adequate mental health in the community, further complicate the current situation and 

ultimately contribute to psychiatric relapse (Bruffearts, Sabbe, & Demmyttenaere, 2005; Gerson 

et al., 2009), high readmission rates, and frequent use of emergency services (Lin & Lee, 2008; 

O’Brien, Fahmy & Singh, 2009). 
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Background 

A well-documented group of individuals exists who make a disproportionate number of 

emergency department (ED) visits. Mental health concerns are prevalent among these service 

users; with recent study results indicating that over 90% of frequent presenters have at least one 

psychiatric diagnosis (Mehl-Madrona, 2008). Furthermore, individuals with psychiatric 

comorbidity are over five times more likely to be amongst the highest ED recidivists compared to 

individuals without psychiatric illness (Curran et al., 2008). Frequent presenters place a 

tremendous drain on available resources and evidence supports significantly higher hospital costs 

for frequent presenters classified with a psychiatric diagnostic code (Moloney, Bennett, & Silke, 

2006). Specifically, one study reported that frequent presenters have a median one-year 

healthcare cost of $19,500 compared to a median charge of $3,300 for infrequent visitors (Arfken 

et a., 2004). Individual studies have examined frequent ED use for mental health concerns, 

though no attempt has been made to systematically evaluate or compare results across studies nor 

has an accepted operational definition of frequent presenter (i.e. what constitutes this 

phenomenon) been proposed. Better defining and describing these individuals is an important 

first step towards reducing unnecessary emergency visits and identifying patients who may be 

better managed in primary care settings or through auxiliary services. This integrative study was 

undertaken to address two specific research objectives: 1) examine how the concept of frequent 

presenter is defined and operationalized in published studies specific to mental health and 2) 

summarize and describe the socio-demographic, clinical, and service use characteristics of 

frequent presenters identified in existing literature. 



 

  13 

Methods 

Design 

We conducted a systematic search and review of published research exploring frequent 

ED use by individuals with mental health concerns modeled on the Joanna Briggs Methodology 

(Godfrey & Harrison, 2010). The research team, including a library scientist (ARW) at Queen’s 

University, developed a three-step search strategy that was checked using the Peer Review of 

Electronic Search Strategies (PRESS) checklist. We defined inclusion criteria a priori using the 

Population, Intervention, Context, and Outcome (PICO) tool (Stone, 2002). English language, 

quantitative research studies were included if they reported on socio-demographic, clinical, 

and/or service-use characteristics of adults with mental health concerns who frequently use 

hospital-based EDs. Articles with a specific focus on pediatric, adolescent, geriatric, or substance 

use populations (without comorbid psychiatric illness) were excluded, as were articles reporting 

on psychiatric presentations to EDs resulting from natural disasters or states of emergency (i.e. 

earthquakes survivors, plane crash victims). We searched four databases containing studies on 

mental health/illness for eligible articles: Medline, Cinahl, PsycInfo, and HealthStar from 1980 to 

2011 (Table 1). 

In the first search strategy step, we executed a broad search of the MEDLINE and 

CINAHL databases using ‘emerge$’ and ‘psych$’ as keywords. The second step involved 

checking the subject headings identified in the first step with the thesaurus function and then 

using the appropriate subject headings (and relevant keywords) to search for articles in each 

database. The search strategies identified 989 citations in Medline, 493 in Cinahl, 1052 in 

HealthSTAR, and 337 in PsychINFO. Finally, references of key articles were hand-searched for 

additional relevant studies. The search strategies are provided in Table 2. 
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Study Selection 

 One team member (ADV) independently screened all citations using a three-step process. 

First-level screening included review of titles and abstracts to determine broad eligibility. Any 

citation that was unclear remained in for the second-level screening in which full-text reports 

were reviewed for congruence with inclusion and exclusion criteria. For the third step, we held a 

team meeting to discuss and reach agreement on the final set of included studies. 

Data Extraction and Analysis 

 Data were extracted from the included studies using a standardized spreadsheet within 

Microsoft Excel that included: a) study characteristics (e.g. author, publication date, country of 

origin, study period, sample size, target population, study design, and data collection technique 

used); b) terminology and definitions of ‘Frequent Presenter’ or related term (including whether 

the study determined the definition a priori or after data collection and number of visits used to 

identify the group); c) socio-demographic characteristics (e.g. age, gender, living situation, 

finances, family system); d) clinical features (e.g. primary diagnosis and comorbidities); and e) 

attributes of ED visits (e.g. past and current services used, reason for referral, referral source, 

management course, and disposition). One team member (ADV) independently extracted data 

and entered them into two separate Excel files, exercising a double data extraction method to 

ensure accuracy. These files were then compared and when data did not match (< 2%), the full 

text was re-reviewed. A second team member (MBH) was conferred when questions arose 

regarding data extraction/interpretation. Finally, we created synoptic tables based on specific 

study objectives. 

 The type and prevalence of characteristics were summarized using descriptive statistics, 

including frequency and percent. 
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Results 

Two thousand eight hundred and seventy-two articles were identified using the search 

strategy outlined in Figure 1 and an additional three studies were identified through hand 

searching. One hundred and nineteen citations were duplicates (i.e. identical citation), 2,595 were 

considered off topic after first-level screening, and 148 were excluded after second-level 

screening. The team agreed to include all studies discussed at the screening meeting. Studies were 

excluded most often because they: a) addressed the wrong outcome/intervention (i.e. decision to 

admit, comparison of care strategies, cost assessment), b) targeted the wrong population (i.e. 

geriatrics, pediatrics, or inability to differentiate between frequent emergency users and all users), 

and c) utilized qualitative or review methods or were case studies with a sample of one. Thirteen 

studies were included in the final set.  

The 13 (Arfken et al., 2004; Bassuk & Gerson, 1980; Perez et al., 1986; Ellison, Blum, & 

Barsky, 1989; Sullivan et al., 1993; Hansen & Elliott, 1993; Dhossche & Ghani, 1998; Pasic, 

Russo, & Roy-Byrne, 2005; Ledoux & Minner, 2006; Brunero et al., 2007; Chaput & Lebel, 

2007a; Chaput & Lebel, 2007b; Wooden et al., 2009) included studies were published between 

1980 and 2009 in one of four countries: United States (n=7), Canada (n=3), Australia (n=2), and 

Belgium (n=1). Study length ranged from six months to 19 years. Several studies reported on two 

or more subsets of participants, including presenters who were classified as ‘frequent’, 

‘occasional’, and ‘non-repeating’ (i.e. controls). Only frequent presenters were portrayed in all 

studies and the median sample size for this subgroup was 100 (range 13 to 761). A wide range of 

psychiatric diagnoses was represented, with no study focusing on a specific illness population 

(i.e. schizophrenia or personality disorders). Diagnostic information was most commonly 

obtained through psychiatrist and/or psychiatric resident assessment (n=9 studies) and based on a 

version of the Diagnostic and Statistical Manual of Mental Disorders (n=8 studies) (Table 3). 
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Definition and Operationalization of ‘Frequent Presenter’ 

Frequent presenters were referred to as ‘repeaters’ (6 studies), ‘attenders’ or ‘visitors’ (3 

studies), and ‘utilizers’ or ‘users’ (3 studies). The most commonly used adjective to qualify these 

terms was ‘frequent’ (used in 6 studies).  

 Twelve authors provided a theoretical definition for their concept of frequent presenter. 

These definitions consisted of three components: 1) ‘patients’ as subject, 2) multiple unscheduled 

emergency visits, and 3) disproportionate service utilization. Patients were identified in all 

definitions, multiple unscheduled visits in 11, and disproportionate service use in six theoretical 

definitions.  

The term for frequent presenter was operationalized in a variety of ways. Seven research 

teams set a priori parameters and six defined these after recruitment or data collection. Most often 

frequent presenters were classified based on a minimum number of emergency contacts within a 

defined period of time. Timeframes ranged from three months to 19 years, with the most common 

being one year. Of the six studies using a one year timeframe, visit thresholds were >1 visit per 

year (n=1 study), >2 visits per year (n=1 study), 4+ visits per year (n=2 studies), and 6+ visits per 

year (n=2 studies). Other thresholds included in the studies were 4+ visits per quarter, 2+ and 6+ 

visits per 6 months, 2+ visits per 7 months, 8+ visits per 8 months, 4+ visits per 16 months, and 

11+ visits per 5 years, 15.5 years, and 19 years. Additionally, two formulas were employed to 

identify frequent presenters: 2+ visits above the mean (n=1 study) and the upper 15th percentile of 

all visits (n=1 study). Finally, frequent presenters represented between 0.03% and 18% of ED 

populations and accounted for between 4.5% and 36% of total visits made in the studies. 
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Profiles of Frequent Presenters 

Socio-demographic Characteristics 

 Eleven studies contained information on the socio-demographic characteristics of 

frequent presenters (Table 4). Researchers examined age in two ways: 1) mean age (n=5 studies) 

and 2) proportions of participants within preset age categories (n=3 studies). Mean age ranged 

from 33 to 43 years and 64% to 76% of participants were under 40, 20% to 32% were aged 

between 40 and 59 years, and 4% to 6% were over 60 years old. Participants were predominantly 

male (range 49%-74%, n=8), and the majority were unemployed (range 48%-85%, n=4) and 

unmarried (range 69%-96%, n=3). Living situation was examined in four studies and consisted of 

transient accommodations/homeless (range 17%-81%, n=3 studies), independent housing (range 

12%-26%, n=3), and institutionalization (range 4%-27%, n=2). 

Clinical Features 

 All 13 studies reported on the clinical profile of frequent presenters. The most common 

primary diagnoses were psychotic disorders (range 22%-70%, n=12 studies) and affective 

disorders (14%-48%, n=9 studies). In addition, some frequent presenters had a personality 

disorder of any type (range 9%-50%, n=8), while others were primarily diagnosed with a 

substance use disorder (range 6%-35%, n=9), and/or suffered from either an anxiety disorder, 

somatization, or adjustment disorders (range 1%-16%, n=6). Only small subsets of the study 

participants were diagnosed with organic disorders (range 1%-7%, n=5). Comorbid substance 

abuse and/or dependence was reported in three studies (range of 20%-44%). 
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Characteristics of Services Used and Emergency Visits 

 Seven studies examined the history of services used. Most study participants reported 

inpatient episodes (range 66%-96%, n=5 studies) and outpatient treatment (range 43%-72%, 

n=4). Legal system involvement was reported in two studies, with 19% to 66% of frequent 

presenters having legal troubles in the studies examining this variable. Finally, two studies 

reported past use of detox and addictions services (range 34%-46%). 

 Characteristics of emergency visits by frequent presenters included: reasons for referral 

(n=3 studies), referral source (n=6), management of the care episode (n=3), and disposition after 

presentation (n=6). Though study participants usually self-referred to the ED (range 52%-79%, 

n=5 studies), 24% to 31% arrived via ambulance or police escort (n=3), 6% to 10% were brought 

by family and/or friends (n=1), and 3% to 32% were referred by a healthcare provider (n=3). The 

most common reasons for referral were symptoms (50%-81%, n=2) and unmet needs (28%-43%, 

n=2). Suicidal ideation (3%-43%, n=3 studies) and non-medical complaints (15%-21%, n=2) 

were also evident, as were self-harm (9%), homicidal ideation (10%), intoxication (24%), and 

treatment non-adherence (43%), though these reasons for referral were only examined in one 

study each. During their emergency visits, frequent presenters often had no visitors (range 48%-

84%, n=2 studies) and were subject to chemical and/or physical restraints (18%, n=1). Finally, 

four disposition statuses were described in six of the studies. The outcome most often reported by 

a frequent presenter was referral to community resources (range 30%-99%, n=3 studies), however 

43% of visits resulted in a disposition of ‘further investigation’ (n=1), 21% to 52% led to 

inpatient hospital stay (n=6), and 19% to 36% led to discharge (n=3). The nature of ‘further 

investigation’ was not clear and thus it is possible that this outcome was captured by referral to 

community services or admission in other studies. 
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Discussion 

 This study summarized existing literature on frequent presenters including research 

methods used and the definition and operationalization of the phenomenon across studies, as well 

as provided a preliminary population profile including socio-demographic, clinical, and service-

use characteristics.  

The theoretical definition of frequent presenter was fairly consistent across studies, 

however operational parameters used to objectify the concept were diverse. Conceptually there is 

consensus on two key elements that must be present for an individual to be considered a frequent 

presenter: 1) they make multiple unscheduled emergency visits and 2) they use a disproportionate 

amount of available services.  

Operational parameters used to identify frequent presenters were varied, with only two 

definitions (4+ visits/1 year and 6+ visits/1 year) used in more than one study (n=2 each). 

Inconsistent operationalization jeopardizes the ability to compare results across studies. 

Unfortunately, this finding is evident in most studies investigating frequent service utilization, 

whether in mental health populations or otherwise (Pines et al., 2011). Though future research 

would benefit from transparent and consistent parameters, given the diversity of definitions 

currently used, we feel it is premature to propose a strict visit threshold at this time. Perhaps it is 

more meaningful to identify individuals with the highest proportion of visits or those who incur 

the greatest cost? Further research exploring the clinical appropriateness of various methods used 

to identify frequent presenters is needed if we hope to better understand and predict service 

utilization and ultimately divert unnecessary visits towards more appropriate services. 

 From a clinical and health services perspective one point is clear - the similarities 

between frequent presenters and a population known as ‘hard-to-treat’ psychiatric patients 

deserves focus. The emerging profile of frequent presenters indicates that younger men with 
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psychotic or affective disorders, comorbidities, unemployment, and transient living 

accommodations are more likely to use a disproportionate amount of emergency resources. 

Several parallels can be drawn with a previous systematic review (Koekkoek, van Meijel, & 

Hutschemackers, 2006) reporting that ‘difficult patients’ are young (between the ages of 26 and 

32), predominantly male, diagnosed with a psychotic or personality disorder, and unemployed.  

Frequent presenters likely fall within the ‘hard-to-treat’ category. This population tends 

to disengage from services and not follow aftercare plans (Koekkoek, van Meijel, & 

Hutschemackers, 2006). In our review, 28% to 43% of reasons for referral were for unmet needs, 

yet the most common disposition was discharge to community services (30% to 99%). This 

finding suggests that frequent presenters may not be accessing and/or benefiting from services 

offered in the community. The principles of continuity of care are used to ensure that care in one 

setting is upheld in the next and episodes of illness and wellness are connected across time 

(Sparbel & Anderson, 2000). Interventions tailored to the needs of frequent presenters and 

designed to strengthen continuity may be the key to improving their care and reducing 

unnecessary emergency visits. More work is needed to explore the relationship between 

continuity and frequent ED use. 

 Intoxication as a reason for referral and comorbid substance use was infrequently 

examined in our set of studies, and it is likely that substance use and its role in repeat ED visits is 

underrepresented in the profile. Latt and colleagues (Latt et al., 2011) studied the incidence of 

alcohol and illicit drug use in a cohort of 196 individuals presenting to an ED with psychosis. 

Based on drug screens, cannabis and psycho-stimulants were detected in the urine of 42% and 

23% of participants with psychosis respectively, and opiates were detected in 21% of participants 

diagnosed with schizophrenia. Further, substance-induced psychosis has been shown to mimic 

primary psychotic disorders in terms of severity of symptoms at admission, however the clinical 
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course while in hospital is different with significantly quicker return to baseline functioning 

(Dawe et al., 2011). Clearly substance use is an important confounder to consider when exploring 

ED use in individuals with mental health issues; future research needs to consistently measure 

this variable. 

The findings of this review also highlight several problems with the state of knowledge 

on frequent presenters. First, terms used to identify frequent presenters varied largely across 

studies (i.e. repeaters, attenders, visitors, utilizers, and users), and subject headings specific to this 

population are not included in online databases. This omission may contribute to missed or 

overlooked literature when exploring the phenomenon. Second, five studies relied primarily on 

administrative databases from which the variables examined appear to be chosen out of 

convenience. Where more focused and comprehensive data collection techniques were employed 

(i.e. chart review, research databases, and surveys), it was often unclear whether the authors 

identified important confounding factors or if their analysis was designed to take them into 

account. For example, although four studies reported on a history of outpatient service use, no 

data were collected on the availability and care from primary mental health providers such as 

Assertive Community Treatment or case management teams. Each of these factors is known to 

influence ED use (Burns et al., 2007). The confounding effect of context must also be considered. 

Over half of the studies were conducted in the United States where healthcare is privatized. 

Individuals with mental illness are often uninsured or underinsured (McLaughlin, 2004), limiting 

their access to primary care and community-based services. These contextual factors may explain 

some proportion of ED use given that the ED of public hospitals may be the only point of access 

available to some individuals. In these instances, it is difficult to ascertain where use is really 

excessive. The remaining studies represented public (n=3 in Canada) and mixed public-private 

(n=2 in Australia, n=1 in Belgium) healthcare systems where universally accessible and free 
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mental health services are more likely to exist. As such, any conclusions drawn should be 

tempered by the setting for each of the individual studies included in the review. Finally, 

presenting complaints/reasons for referral to the ED were minimally explored in the set of 

studies. As a result, symptoms such as self-harm and suicidal ideation were not well captured. 

The effects of these difficult symptoms on frequent ED use merits attention and future research 

should be designed to capture both diagnostic information and presenting complaints. 

 Finally, the use of negatively connoted and biased language deserves attention. Stigma 

and stereotypes derived from the use of negative language is shown to adversely influence the 

perceptions held by healthcare professionals and the care they provide for individuals with mental 

illness (Pope, 2011). The use of terms like ‘excessive’, ‘flyers’, ‘revolving door’, and ‘users’ 

portray a distorted images and contribute to further marginalization of an already vulnerable 

population. We classified these individuals as ‘presenters’ rather than, for example, ‘users’ or 

‘recidivists’ in an effort to minimize this bias. Future authors publishing on this topic should 

consider their terminology and attempt to use neutral language where possible. 

Limitations 

 Potential limitations include the possibility of bias due to gaps in the literature searching 

procedure that led to the omission of relevant articles and errors in the translation of primary data. 

To minimize these, we designed a rigorous three-step literature search that was scrutinized by a 

library scientist and checked using the Peer Review of Electronic Search Strategies (PRESS) 

checklist, and implemented a double data extraction technique to ensure accuracy of data used in 

the summaries. Second, it was not feasible to search grey literature and this review focuses solely 

on information available in published studies. Third, pediatric and geriatric populations were 

excluded. The care required and services offered for these individuals are significantly different 
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than the adult population. The exclusion of these groups likely affected the number of individuals 

over 60 and/or with an organic disorder diagnosis. Finally, although there were 13 studies 

included, not all data from all studies could be amalgamated and with the available data we were 

limited to fairly basic analyses due to the variability of reporting methods across studies. For 

these reasons we reported on only the frequency data across studies. 

Conclusion 

 Individuals with mental health concerns who frequently present to the ED are a 

challenging complex population and the understanding of this phenomenon is still emerging. 

Currently, a plethora of terms are used to label frequent presenters and the inclusion of a specific 

subject heading in online databases would facilitate literature searches. Though measurement 

would be strengthened by the used of consistent visit-per-year parameters, it is not possible to 

proposed a standardized threshold based on existing literature. Further profiling of this group for 

improved understanding should include data capturing substance use and enrolment in 

community mental health services. The field would also benefit from further research exploring 

the relationship between continuity of care and frequent ED use for mental health concerns.
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Table 1. Frequent use of emergency department services by individuals with mental health 

concerns: Review methods. 

Inclusion Criteria Exclusion Criteria 

Population – Adults with mental illness Pediatric adolescent, geriatric, or 

substance abuse only 

Intervention – Assessment and profile of 

characteristics evident in frequent users of 

emergency services 

Psychiatric presentations to the 

emergency department resulting from a 

natural disaster or state of emergency 

(i.e. earthquake survivors, plane crash 

victims, etc.…) 

Context – Hospital-based emergency 

departments and/or services 

 

Outcomes –  

1. Assessment of quality and range of 

designs used to study frequent 

presenters in existing literature 

2. Definition and use of ‘frequent 

presenter’ or related term 

3. Description of socio-demographic, 

clinical, and service use characteristics 

 

Date – 1980 to 2011 Published prior to 1980 

Study Design – Quantitative studies of all 

designs 

Qualitative research 

Databases – Medline, Cinahl, PsycInfo, 

HealthStar (+ hand search of included articles) 

 

Key Words – Emergency Services, Emergency 

Services Psychiatric, Emergency Service 

Hospital; Mental Disorders, Psychiatric 

Patients, Mentally Ill Persons 

 

Search – Limit to English language studies 

conducted within health sciences. Full-text 

reports. 

Abstracts, books, theses, and conference 

proceedings 
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Table 2. Search strategies for Medline, Cinahl, HealthSTAR, and PsycINFO. 

 Line # Subject headings & keywords Results 

M 

E 

D 

L 

I 

N 

E 

1 Emergency Service, Hospital/ 34793 

2 Emergency Services, Psychiatric/ 31582 

3 1 or 2 36480 

4 Exp *Mental Disorders/ 679359 

5 Mentally Ill Persons/ 3839 

6 4 or 5 682161 

7 3 and 6 2620 

8 Exp *Substance-Related Disorders/ 241993 

9 7 not 8 1601 

10 Limit 9 to (English language and yr=’1990 

– Current) 
989 

Medline Total Included = 989 

C 

I 

N 

A 

H 

L 

S1 (MM “Emergency Services, Psychiatric”) 

OR (MM “Emergency Service+”) 
9551 

S2 (MM “Mental Disorders+”) 121599 

S3 (MM “Psychiatric Emergencies”) 380 

S4 (MM “Psychiatric Patients+”) 3928 

S5 S2 or S4 124387 

S6 S1 or S3 9878 

S7 S5 and S6 537 

S8 Limit to English language and Peer 

Reviewed 
532 

S9 Limit to Published Date from:19900909-

20111231 
493 

Cinahl Total Included = 493 

H 

E 

A 

L 

1 exp emergency service, hospital/ or 

emergency services, psychiatric/ 
40532 

2 Exp *Mental Disorders/ 497777 

3 *Mentally Ill Persons 2841 
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 Line # Subject headings & keywords Results 

T 

H 

S 

T 

A 

R 

4 2 or 3 499747 

5 1 and 4 2719 

6 Exp *Substance-Related Disorders/ 100265 

7 5 not 6 1665 

8 Limit 7 to (English language and yr= “1990 

– Current”) 
1053 

HealthSTAR Total Included = 1053 

P 

I 

1 DE=(Emergency Services)  

2 DE=(Mentally Ill Persons)  

3 1 and 2 337 

PsychINFO Total Included = 337 
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Table 3. Characteristics of included studies (n=13). 

Primary Author 

(date) 
Country 

Study Period     # 

mos 

(yr-yr) 

Sample (n) 

Setting Data Collection Source 

Diagnostic 

Criteria 

Used 

Definition of 

Frequent Use 

Frequent Use (%) 

FP OR NR 
Total 

pop.4 

Total 

visits 

Bassuk (1980) USA 12 (n.r.) 50 - 257 
Psychiatric 

ER 

Clinical data & validated 

instruments 
n/a >1 V/1 yr. n.r.5 n.r. 

Perez (1986) Canada 12 (n.r.) 142 203 568 
Psychiatric 

ER 

Provider completed 

standardized questionnaire 
DSM III 2+ V/6 mo. 5.9 n.r. 

Ellison (1989) USA 6 (1983-1983) 62 - 62 
Psychiatric 

ER 
Chart review DSM III 6+ V/6 mo. n.r. n.r. 

Sullivan (1993) USA 60 (1985-1989) 202 46981 11357 
Psychiatric 

ER 
Research database DSM III 

11+ V/5 yr. 

(>2 V/1 yr.) 
1.2 13.7 

Hansen (1993) USA 12 (1987-1987) 88 294 762 
Psychiatric 

ER 
Administrative database DSM III 4+ V/1 yr. 7.7 23.6 

Dhossche (1998) USA 7 (1992-1992) 400 - 1812 
Psychiatric 

ER 

Administrative database & 

chart review 
DSM III-R 2+ V/7 mo. 18.0 36.1 

Arfken (2004) USA 6 (2000-2000) 74 - 74 
Psychiatric 

ER 
Interviews & chart review n/a 6+ V/12 mo. n.r. n.r. 

Pasic (2005) USA 48 (1999-2003) 761 - 1585 
Psychiatric 

ER 
Administrative database n.r. 

2+ V above M 

4+ V/3 mo. 

6+ V/1 yr. 

4.4 23.0 

Ledoux (2006) Belgium 16 (1998-1999) 100 479 1891 
Psychiatric 

ER 
Provider completed survey DSM IV 

4+ V/16 mo. 

(upper 15th 

percentile) 

4.0 15.5 

Brunero (2007) Australia 12 (2002-2003) 13 97 759 General ER Administrative data ICD 9 4+ V/1 yr. 0.03 n.r. 

Chaput (2007b) Canada 186 (1985-2000) 292 39622 10571 
Psychiatric 

ER 
Research database DSM IV 11+ V/15.5 yr. 2.0 20.6 

Chaput (2007a) Canada 228 (1985-2004) 373 1408 17959 Psychiatric Research database DSM IV3 11+ V/19 yr. 1.9 20.3 
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Primary Author 

(date) 
Country 

Study Period     # 

mos 

(yr-yr) 

Sample (n) 

Setting Data Collection Source 

Diagnostic 

Criteria 

Used 

Definition of 

Frequent Use 

Frequent Use (%) 

FP OR NR 
Total 

pop.4 

Total 

visits 

ER 

Wooden (2009) Australia 8 (2006-2007) 54 - - General ER 
Administrative database & 

chart review 
ICD 10 

8+ V/8 mo. 

(1 V/1 mo.) 
0.5 4.5 

FP = Frequent presenter 

OR = Occasional repeater 

NR = Non-repeater or control group 

n/a = Study did not report diagnostic information 

n.r. = Not reported in study 

V = Visits 

M = Mean 

Mo. = Month(s) 

Yr. = Year(s) 

1. Two groups of ORs: 1) 2-4 visits/5 years (n=4072) & 2) 5-10 visits/5 years (n=626). Combined total (n=4698) 

2. Two groups of ORs: 1) 2 visits/15.5 years (n=2046) & 2) 3-10 visits/15.5 years (n=1916). Combined total (n=3962) 

3. Use of DSM IV reported in sister article (Chaput & Lebel, 2007b) 

4. Total number of persons visiting the ER during the study period. In studies set in a general ER, this number includes individuals with medical as well as psychiatric problems 

5. Information on the total population presenting to the ER (or total number of visits) during the study period 
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Table 4. Socio-demographic, clinical, and service-use characteristics associated with 

frequent presenters identified in existing literature. 

Characteristic N (Studies) Range (%) 

Socio-demographic Characteristics (n=11 studies) 

Age  (n=7 studies)   

Mean1 5 33 - 43 

Category2:   < 39 years 3 64 – 76 

Category: 40-59 years 3 20 – 32 

Category:   > 60 years 2 4 – 6 

Gender (n=8 studies)   

Male 8 49 – 74 

Female 8 26 – 51 

Family System (n=3 studies)   

Not Married 3 69 – 96 

Married 2 4 – 7 

Living Situation (n=4 studies)   

Independent 3 12 – 26 

Institution 2 4 – 27 

Transient/Homeless 3 17 – 81 

Finances (n=6 studies)   

Unemployed 4 48 – 85 

Employed 2 19 – 26 

No Income 1 4 

Social Assistance 2 64-82 

Clinical Features (n=13 studies) 

Primary Diagnosis (n=13 studies)   

Affective d/o 9 14 – 48 

Anx/Soma/Adj. 6 1 – 16 

Psychotic d/o 12 22 – 70 

Personality d/o 8 9 – 50 

Substance Use d/o 9 6 – 35 
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Characteristic N (Studies) Range (%) 

Organic d/o 5 1 – 7 

Comorbid Substance Use (n=3 studies)  20 – 44 

Characteristics of Services Used and Emergency Visits 

 (n=10 studies) 

Past & Current Services Used (n=7 studies)   

Inpatient 5 66 – 96 

Legal Involvement 2 19 – 66 

Outpatient 4 43 – 72 

Addictions Therapy 2 34 – 46 

Reason for Referral (n=3 studies)   

Symptoms 2 50 - 81 

Unmet Needs 2 28 - 43 

Suicidal Ideation 3 3 – 43 

Self Harm 1 9 

Non-adherence 1 43 

Intoxication 1 24 

Homicidal Ideation 1 10 

Other non-medical 2 15 - 21 

Referral Source (n=6 studies)   

Ambulance/Police 3 24 – 31 

Self 5 52 – 79 

Family/Friend 1 6 – 10 

Healthcare Provider 3 3 – 32 

Course while in ED (n=3 studies)   

No Visitors 2 48 – 84 

Restraints Used 1 18 

Disposition (n=6 studies)   

Admission 6 21 – 52 

Discharge 3 19 – 36 

Further Investigation 1 43 
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Characteristic N (Studies) Range (%) 

Referral to Community Resources 3 30 – 99 
d/o = Disorder 

Anx = Anxiety disorder 

Soma = Somatization disorder 

Adj = Adjustment disorder 

ER = Emergency department 

n.r. = No range 

1 = Age reported as a mean 

2 = Age reported as categories 
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Figure 1. Search decision tree for included studies. 

 Medline 

989 

CINAHL 

493 

HealthStar 

1053 

PsycINFO  

337 

Total combined: 

2872 

Final combined 

total: 277 

Removed: 119 

Duplicates 

 

Discarded: 2595 

Off topic by 

title/abstract 

 

 

Full article read 

to determine 

match with 

inclusion criteria: 

158 

Discarded: 148 

Not meeting inclusion 

criteria 

Population: 39 

Intervention/Outcome: 61 

Methodology: 34 

Missing Definition: 10 

Setting: 4 

Hand search of 

reference lists of 

included articles: 

3 

 

Final total 

included in 

review: 

13 
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Chapter 3 

Theory Analysis: Continuity in Mental Healthcare 

Towards a conceptual consensus of continuity in mental healthcare: Focused literature 

search and theory analysis 

Abstract 

Aim: While continuity of care is an important component in the provision of mental health 

services, a universally accepted definition is missing. There is a need to identify areas of 

consensus and discrepancy in continuity theory and provide a foundation for advancing 

measurement capabilities. The purpose of this study was to systematically identify and examine 

scholarship on continuity in mental healthcare. 

Methods: Using a focused literature review modeled on the Joanna Briggs Methodology for 

systematic reviews, Medline, Cinahl, Embase, PsychInfo, and HealthStar were searched from 

1950 to 2011 for articles on the theoretical nature of continuity in mental healthcare. Included 

conceptualizations were subject to a theory analysis to critically examine similarities and 

differences. Next, a content analysis on the extracted data was used to identify a global 

understanding and set of theoretically defined concepts for the whole. Finally, the identified 

global concepts were compared to the original documents and to items identified on existing 

quantitative measurement tools to assess areas of consensus and discrepancy. 

Results: Seven documents describing the conceptualization of continuity in mental healthcare 

were identified. From these, a deductive theoretical summary is proposed and theoretical 

consensus exists to support 9 global concepts of continuity in mental healthcare. These global 

concepts include Longitudinality, Input & Individuality, Comprehensiveness, Flexible 

Consistency, Stability & Relationship, Accessibility, Information & Sharing, Realities, and 
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Responsibility/Accountability. The original theories proposed by Dr. Bachrach and Dr. Joyce, as 

well as the ACSS-MH measurement tool provide the best coverage of the proposed concepts.  

Conclusions: Consensus exists across conceptualizations of continuity in mental healthcare, yet it 

is obscured by inconsistent use of language. Existing tools capture many of the associated 

concepts and elements, but none do so entirely. Further tool development and psychometric 

testing is needed. This study provides the foundational work required to advance research 

priorities in this area. 

Keywords: Systematic Review, Continuity of Patient Care, Mental Health, Theoretical Models 

Background 

Continuity of care (CoC) is a fundamental concept in the provision of health services 

(Burns et al. 2009) with equal importance to healthcare providers and those receiving care 

(Crawford et al. 2004). Usually described as a process, continuity is achieved when therapeutic 

interventions, provided during discrete care episodes, are coherent and connected over time 

(Sparbel & Anderson 2000). Investigators exploring the theoretical nature of continuity identify 

the concept as a complex phenomenon concluding that proper execution requires an interplay of 

multiple principles (Holland & Harris 2007). These principles often include time, transition, 

coordination and communication, flexibility, and accessibility (Bachrach 1981, Harrison 1999, 

Freeman 2000), though a universally accepted definition has yet to be established (Saultz 2005). 

Despite limited theoretical consensus on what actually comprises CoC, researchers, practitioners, 

and policy makers endorse CoC as an essential attribute of a well-functioning healthcare delivery 

system (Donaldson 2001), an ethical principle of care, and a criterion useful for measuring 

performance and effectiveness of health service systems (Durbin et al. 2004). Furthermore, 

perceived continuity is reported to lower healthcare utilization rates, improve quality of life, and 
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positively affect other health-related outcomes (Haggerty 2003, Salisbury et al. 2009). Continuity 

of care is important for all chronically ill populations, however the meaning and interpretation 

may differ depending on the population addressed and the mix of services required for care (Reid 

et al. 2002). The focus of this discussion is continuity in mental healthcare - an area consistently 

identified as a research priority in health services  (Cabana & Jee 2004, Hautala 2005). 

Similar to CoC in general, contemporary literature on the theoretical nature of continuity 

in mental healthcare does not offer a widely accepted definition or guidelines specific to the care 

of individuals with mental illness. Instead, it comprises largely abstract writings, a paucity of 

middle-range theories (i.e. theories that are testable yet sufficiently general to still be 

scientifically interesting), and statements affirming ‘growing’ consensus (Wierdsma et al. 2009). 

Further, published studies on CoC in mental health often omit a discussion of their theoretical 

underpinnings and/or provide an organizing framework based on little more than a brief 

definition (Stelzer & Elliott 1990, Freeman et al. 2003, Dixon et al. 2009). These gaps may be 

partially explained by the socio-demographic and clinical characteristics associated with 

individuals with mental illness that differentiate their service use patterns from other chronically 

ill populations for which conceptual frameworks of CoC exist (e.g. Harrison 1999, Strurmberg 

2003, General Practice Advisory Council 2009). Not only do these individuals need inpatient and 

outpatient psychiatric care, primary care, and emergency care, they frequently require a complex 

combination of vocational training, housing and financial support, social and nutritional services, 

and addictions therapies. Alone, the coordination of these services is challenging. Further 

complicating the intricate CoC process are mental illness-related memory and cognitive 

impairments (Green et al. 2008), and circumstance-of-living characteristics such as limited 

finances, minimal family support, and the reliance on government-assisted services (e.g. 
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subsidized housing, medications of formulary, and public transportation) (Furukawa et al. 1999, 

Bengtsson-Tops & Hansson 2001, Perese 2007). 

Notwithstanding the difficulties inherent in providing continuous mental healthcare, 

research has progressed and healthcare priorities now include the implementation of interventions 

designed to improve CoC in mental health populations (Fan 2005, Hautala 2005). To meet these 

priorities, quantitative tools designed to measure continuity in mental healthcare exist and the 

testing of their psychometric properties is emerging (Ware 2003, Rose 2009, Joyce 2010). 

However, quality continuity research is contingent on the availability of valid and reliable 

measures based on sound theoretical principles. Lingering uncertainty surrounding the conceptual 

clarity of continuity in mental healthcare may jeopardize future research advances. 

The Review 

This review was designed to critically analyze existing theories of continuity in mental 

healthcare. The purpose was to identify areas of consensus and discrepancy evident in the 

conceptualizations according to theorists who have published on the topic. We aimed to propose a 

consolidated understanding that is useful to support research and measurement in the area of 

continuity in mental healthcare. 

Aim 

 In an effort to address existing gaps in knowledge, the purpose of this study was to 

systematically identify and examine theoretical and conceptual scholarship on continuity in 

mental healthcare. Our specific research objectives were to: 1) systematically identify existing 

scholarship on continuity in mental healthcare, 2) critically examine each conceptualization to 

provide a synthesis of the similarities and differences, 3) consolidate the data from the 
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conceptualizations and identify a global set of theoretically defined concepts of continuity in 

mental healthcare from the aggregate, 4) map the concepts found in the original 

conceptualizations to the global set of theoretical concepts and assess the extent to which each is 

included in the original conceptualizations, 5) map four tools designed to measure continuity in 

mental healthcare to the global set of theoretical concepts and assess the extent to which each is 

addressed by the tools, and 6) compare the concepts found in each original conceptualization to 

the concepts found in each published tool and identify areas of overlap (where a component of 

continuity in mental healthcare is captured by both the original conceptualization and the tool) 

and discrepancy. 

In examining continuity in mental healthcare we undertook a four-phase study design 

comprised of:  

1) A focused literature review to identify articles on the theoretical nature of continuity in 

mental healthcare,  

2) A Theory Analysis of each document using Walker and Avant’s (2011) methodology 

to critically examine similarities and differences,  

3) A content analysis (Elo & Kyngas 2007) on the extracted data to identify a 

consolidated understanding and set of theoretically defined concepts for the whole,  

4) Descriptive comparisons of a) the identified global theoretical concepts as they relate 

to the original conceptualization and to items identified on existing quantitative measurement 

tools, and b) congruence between the elements of continuity in mental healthcare addressed in 

each original conceptualizations and each tool. 
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Search Strategy 

 To identify scholarship published on continuity in mental healthcare, we used a 

systematic literature search approach based on the Joanna Briggs Methodology (Godfrey & 

Harrison 2010, The Joanna Briggs Institute 2011). The research team had expertise in review 

methodologies, mental health, and continuity of care. Inclusion criteria were defined a priori 

using the Population, Intervention, Context, and Outcome (PICO) tool (Stone 2002). Theoretical 

and conceptual scholarship found within health sciences literature and available in full-text was 

included if it explicitly described a conceptual summary, model, theory, or framework of 

continuity of care in mental health (hence forth referred to as a conceptualization). Articles 

addressing substance use populations without comorbid psychiatric illness and interventions 

and/or program evaluations were excluded. The research team, including a library scientist 

(ARW), developed search strategies based on eligibility criteria. Initially, we left the search 

strategies deliberately broad to account for the considerable variation in the subject headings used 

to identify theoretical and conceptual scholarship. Database-specific refinement through the 

iterative definition of exclusion criteria and limits resulted in tailored searches for each of the five 

databases most likely to contain relevant manuscripts: Medline, Cinahl, Embase, PsychInfo, and 

HealthStar from 1950 to 2011 (Table 5). 

Search Outcome 

 After finalizing each search strategy, we identified articles for inclusion using a three-

step screening process. To begin, titles and abstracts were screened to determine preliminary 

eligibility. All citations identified as ‘included’ or ‘unclear’ were then re-screened using full text 

reports. Finally, we hand-searched reference lists of included articles for additional relevant 

citations. A full team meeting was held to reach consensus on the included articles. 
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In executing the search strategy, 1,588 potentially relevant citations plus three documents 

from hand searching were identified (Figure 1). Of these, 1500 citations were duplicates (i.e. 

identical citation) or considered off topic after first level screening and 83 were excluded after 

second level screening. We excluded citations most often because they: a) addressed a theory or 

examination of a concept other than continuity in mental healthcare or b) were primary research 

on program implementation/evaluation without a discussion of the supporting continuity theory. 

Eight citations met our eligibility criteria for inclusion. Through correspondence, Dr. Bachrach 

reported that her 1993 paper refined her original 1981 model. Thus, we felt it was most 

appropriate to consider her two citations together. The final set included seven conceptualizations 

(contained in 8 documents) describing the theoretical nature of continuity in mental healthcare 

(Bachrach 1981, Harris 1988, Bachrach 1993, Ware 1999, Reid 2002, Joyce 2004, Sowers 2004, 

Wierdsma 2009). 

Methods of the Review 

Data Extraction 

 One team member (ADV) extracted data from the included conceptualizations using a 

modified protocol developed by Graham and Tetroe (2007) and based on Avant and Walker’s 

Theory Analysis methodology (Table 6). Periodic meetings with the full team were held to 

review the extracted data. To ensure accuracy of the interpretation and representation of the 

original conceptualization of continuity in mental healthcare, we contacted the primary authors of 

the included citations and provided them with the completed data extraction form specific to their 

work. Five of seven authors responded and four provided feedback on the data extracted. The 

authors considered our representations accurate in all cases, with Dr. Leona Bachrach suggesting 

minor revisions related to syntax and clarity of language. 
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Synthesis 

 The data extracted from the conceptualizations were analyzed both individually and as an 

aggregate. First, we descriptively summarized the data extracted from each original 

conceptualization of continuity in mental healthcare according to the seven Theory Analysis 

steps. Though this methodology is designed to examine theories, the methods appropriately 

translated to the types of theoretical scholarship (models, frameworks, summaries) available in 

published literature addressing continuity in mental healthcare. Then, we consolidated the data 

from each original conceptualization and explored the overall concept of continuity and its 

measurement in mental healthcare from the aggregate. 

Aggregate Data Analysis 

 The aggregate dataset was used to address objectives 3-6. For objective 3, we pooled all 

of the identified concepts and corresponding definitions related to continuity in mental healthcare. 

Through an iterative process, similar definitions were grouped into categories. We then named 

each category and proposed a synthesized theoretical definition including all key elements. By 

using this content analysis technique, we identified a set of theoretically defined concepts that 

represent a current and complete understanding of continuity in mental healthcare based existing 

literature.  

For objective 4, we re-compared the concepts identified in each original 

conceptualization to the global concepts (and theoretical definitions) and assessed the extent to 

which each original conceptualization addressed the global concepts. 

For objective 5, four quantitative tools designed to measure continuity in mental 

healthcare were used. The tools included CONNECT, The Alberta Continuity of Services Scale 

for Mental Health (ACSS-MH) consumer scale, the ACSS-MH observer scale, and CONTINU-
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UM. These tools were identified systematically in an earlier study (Vandyk et al. 2010). 

CONNECT (Ware 2003b) is a 70-item questionnaire administered via interview format, which 

explores patient experiences in receiving mental health services. The ACSS-MH is a two-part 

survey including observer-rated (17 items) and consumer-reported scales (43 items) (Adair et al. 

2001). CONTINU-UM (Rose et al. 2009) is a 17-item questionnaire designed to explore users’ 

views, experiences, and satisfaction with CoC for mental health services over the past 12 months. 

Items/questions from each tool were mapped onto the global concepts. Using a simple descriptive 

analysis, we examined the extent to which each tool covered the global concepts. Given the 

current push to design and evaluate interventions to improve continuity in mental healthcare, this 

coverage of the concepts was essential to understand the compatibility of theoretical and 

empirical aspects and a practical application to advance research priorities. All original authors 

granted permission to include their tools in this analysis. 

Finally, to meet objective 6 and provide a complete practical guide to CoC measurement 

tools in mental health and to facilitate researcher and clinician comparison of tools to the original 

frameworks/models/summaries, we descriptively summarized the coverage of the concepts found 

in each conceptualization by each tool (including similarities and differences). 

Results 

Theory Analysis 

Origins 

 The eight included citations focused on the theoretical nature of continuity in mental 

healthcare and were published between 1981 and 2009 in three countries: United States (n=5), 

Canada (n=2), and the Netherlands (n=1). Seven were published in research journals (n=6 
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specific to psychiatric/mental health & n=1 health services/policy) and one was a report 

commissioned and published by a group of health services research agencies (Canadian Health 

Services Research Foundation, Canadian Institutes for Health Information, Advisory committee 

on Health Services of the Federal/Provincial/Territorial Deputy Ministers of Health). Originators 

classified their conceptualizations as narrative summaries/sets of principles (n=5), frameworks 

(n=3), and models (n=2). In three cases, originators gave their work multiple labels. The reported 

purposes of these conceptualizations were to further conceptual clarity (n=4), support 

practice/policy (n=1), or both (n=2). Six were derived inductively (considered together: 

Bachrach’s 1981 model & 1993 refinement) and one was deductive and based on Bachrach’s 

1981 model (Harris 1988). As per eligibility criteria, each focused on mental healthcare/mental 

health populations, though two originators specified specific groups: ‘revolving-door’ patients 

and comorbid mental illness and addictions. The intended audiences for the 

frameworks/models/summaries were practitioners (n=6), researchers (n=4), administrators (n=3), 

and policy makers (n=3). Two conceptualizations included a schematic representation (Table 7). 

Meaning and Logical Adequacy 

 Of the seven conceptualizations, six used the term ‘continuity of care’ and one used the 

term ‘transition planning’. We extracted a total of 86 concepts related to continuity in mental 

healthcare. Each conceptualization contained between four and 16 concepts (mean=11). Of these, 

63 were defined theoretically, seven were operational, and 16 had both a theoretical and 

operational definition. A theoretical definition is “abstract and useful to the theory, but with no 

empirical referents named” (Walker & Avant 2011, p. 180) and an operational definition 

“provides the means for measuring the concept in question” (Walker & Avant, p.197). 

Considering only the concept name, there were 69 distinctive concepts and 10 duplicate concepts 
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(identically named in 2 or more frameworks/models/summaries). By grouping all concepts with 

some variation of the same name together (e.g. relationship to the system, relationship, relational 

continuity, patient-provider relationship, and continuity of relationship), we identified 35 

distinctively named concepts within the conceptualizations.  

We identified 16 relational statements from three (Harris 1988, Reid 2002, Wierdsma 

2009) of the conceptualizations (range 2 to 8 per document). According to Walker and Avant 

(2011), a relational statement “declares a relationship of some kind between two or more 

concepts” (p. 60). The remaining five conceptualizations contained no relational statements. All 

statements were positive and asymmetrical. Five statements were probabilistic (i.e. when the 

event occurs some of the time or most of the time, but not all of the time – p. 185), two were 

conditional (i.e. when a relationship between two concepts occurs only in the presence of a third 

concept – p. 186), and one each was sufficient (i.e. when the first concept/event and the second 

concept/event are related, regardless of anything else – p. 187), concurrent (i.e. if event A occurs, 

event B also occurs, and there may or may not be causation between the two, they simply exist 

together – p. 186), and time-ordered (i.e. some amount of time intervenes between the first 

concept/event and the second – p. 186). The remaining six statements consisted of two types of 

relationships. In most cases (n=5) the relationships were probabilistic plus another (necessary: 

n=1, time-ordered: n=4), though one statement was classified as necessary (i.e. when one and 

only one concept/event can lead to the second concept/event – page. 186) and conditional. The 

statements addressed a total of 23 concepts (range 4 to 10 per document) with most statements 

(n=13) noting a relationship between two concepts only. 



 

  49 

Testability, Generalizability, and Parsimony 

 Of the seven frameworks/models/summaries, three provided testable hypotheses (Harris 

1988, Reid 2002, Wierdsma 2009). These hypotheses were limited to the concepts addressed in 

the corresponding relational statements and did not allow for predictions of overall continuity in 

mental healthcare. Only Joyce and colleagues (2004) reported validating their model and this was 

done through a qualitative investigation of CoC from the consumer perspective using semi-

structured interviews based on their model. 

 The originators of four conceptualizations reported that their work was generalizable to 

other populations and we classified two more as generalizable. As stated explicitly by the 

originators (n=3) and/or based on our judgment (n=3), the alternative contexts in which these can 

be used includes care of all chronically ill populations requiring multiple services.  

 Two factors limited parsimony in all of the conceptualizations: 1) the document consists 

of lengthy narrative descriptions with no corresponding visual representation and 2) relationships 

were difficult to decipher from the abstract text. Apart from these mitigating factors, we classified 

five frameworks/models/summaries as parsimonious and two were ‘not stated as simply as 

possible’. Reasons for this determination were: a) names given to concepts were based on popular 

sayings that may not be universally understood (e.g. ‘pinch hitting’) and b) the final model was 

not discussed in full and the reader is left to infer relationships, statements, and concepts based on 

the supporting research provided. Clarity of language in the frameworks/models/summaries was 

considered with four classified as ‘very clearly written’ and three as ‘somewhat clearly written’. 

Usefulness 

 To determine the usefulness of the frameworks/models/summaries, we entered each 

citation into the Publish or Perish software program (Harzing 2007). This program is used to 
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retrieve and analyze academic citations. We considered the total number of times each document 

was cited in published literature an estimate of academic impact. The 

frameworks/models/summaries were cited between four and 294 times. By originator, these 

numbers were: Bachrach (1981,1993) (n=294), Reid (n=131), Ware (n=76), Joyce (n=25), 

Wierdsma (n=12), Sowers (n=6), and Harris (n=4). 

 Originators reported strengths of their frameworks/models/summaries that also provided 

support for their usefulness: six were based on ‘rigorous research’ including ‘systematic literature 

review’, experiential ‘qualitative investigation’, and ‘clinical expertise’; four provided support for 

advanced theoretical understanding of continuity in mental healthcare through the systematic 

identification and classification of principles and discussion of the state of knowledge, gaps, and 

avenues for further investigation; and three were designed to elicit specific perspectives of CoC 

(n=1 consumer, n=1 clinician, & n=1 provider and consumer). Furthermore, four 

frameworks/models/summaries were designed to enhance measurement of continuity in mental 

healthcare. Of these, two provided the foundational research supporting quantitative tools and two 

provided concrete examples/indicators (which can be customized and quantified) of how to 

achieve continuity in mental healthcare. 

Results from the Aggregate Dataset of Concepts Related to Continuity in Mental 

Healthcare 

 By examining all concepts from all conceptualizations, we identified nine global concepts 

associated with continuity in mental healthcare from the included papers: Longitudinality, Input 

& Individuality, Comprehensiveness, Flexible Consistency, Stability & Relationship, 

Accessibility, Information & Sharing, Realities, and Responsibility/Accountability. Further, we 

proposed theoretical definitions for each concept that encompassed a consolidation of all 
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definitions (for the specific concept) drawn from the original conceptualizations. For example, we 

defined Longitudinality as ‘Care episodes are consecutive and linked over time’. This definition 

had two elements: 1) episodes are consecutive and linked and 2) care is provided over time. 

Overall, the nine concepts were made up of 23 elements. 

Individual Conceptualizations Mapped to the Global Theoretical Concepts 

 We compared each original conceptualizations to the global concepts. The works 

originated by Bachrach and Joyce addressed all nine concepts and 22 (96%) of the individual 

definition elements. Wierdsma addressed all nine concepts and 18 (78%) elements. Sowers and 

Reid each addressed eight (89%) concepts and 17 (74%) elements. Ware addressed eight (89%) 

concepts and 13 (57%) elements. Finally, Harris addressed four concepts (44%) and nine (39%) 

definition elements.  

Overall, when compared to the aggregate, all seven frameworks/models/summaries 

addressed at least one element of Comprehensiveness (element 3.1=5 documents, 3.2=6, 3.3=6) 

and Flexible Consistency (4.1=7, 4.2=4). Six addressed both elements of Longitudinality and at 

least one element of Input & Individuality (elements 2.1=6 documents, 2.2=5 documents), 

Stability & Relationship (5.1=4, 5.2=5, 5.3=6, 5.4=5), Realities (8.1=6, 8.2=5), and 

Responsibility/Accountability (9.1=6, 9.2=3). Five addressed at least one element of Information 

& Sharing (7.1=5, 7.2=4, 7.3=5) and Accessibility (elements 6.1 to 6.3=4 documents) (Table 8 

for complete details). 

Continuity Measurement Tools Mapped to Global Theoretical Concepts 

 We compared four quantitative tools designed to measure continuity in mental healthcare 

to the theoretically defined global concepts. ‘CONNECT’ covered eight (89%) concepts and 13 
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(57%) of the individual elements, however 10 (14%) items focused on concepts unrelated to 

continuity in mental healthcare. The consumer-rated scale of the ACSS-MH covered eight (89%) 

concepts and 19 (83%) elements, while the observer-rated scale captured seven (78%) concepts 

and 10 (43%) elements. In both cases, these tools failed to cover the Realities concept. Finally, 

‘CONTINU-UM’ covered seven (78%) concepts and 13 (57%) elements of continuity in mental 

healthcare. CONTINU-UM and CONNECT did not capture the concept 

Responsibility/Accountability (Table 9 for complete details). 

Individual Conceptualizations Mapped to Tools 

 By comparing the concepts and definitions found in each original conceptualization to 

those captured by the four tools designed to measure continuity in mental healthcare, we were 

able to identify the areas of overlap (i.e. where a conceptualization and tool both cover the same 

element of CoC) as well as concepts less supported by measurement tools (Table 10).  

The ACSS-MH consumer-rated scale provided the best coverage of the concepts and 

definition elements included in the original frameworks/models/summaries. It covers eight of 

nine concepts and 18 (82%) elements identified by Bachrach and Joyce, eight of nine concepts 

and 15 (83%) elements identified by Wierdsma, all eight concepts identified by Sowers, Reid, 

and Ware and 13 (76%), 14 (82%), and 11 (85%) elements respectively. Finally, the ACSS-MH 

consumer scale covers all four concepts and nine elements identified by Harris. 

 The ACSS-MH observer-rated scale covers seven of nine concepts and nine (41%) 

elements identified by Bachrach, seven of nine concepts and 10 (45%) elements identified by 

Joyce, and seven of nine concepts and eight (44%) elements identified by Wierdsma. The tool 

also captures seven of eight concepts identified by Sowers, Reid and Ware and seven (41%), six 
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(35%) and seven (54%) definition elements respectively. Finally, the ACSS-MH observer scale 

covers three of four concepts and four (44%) elements identified by Harris. 

CONNECT covers eight of nine concepts and 13 (59%) elements identified by Bachrach, 

eight of nine concepts and 14 (64%) elements identified by Joyce, eight of nine concepts and 11 

(61%) elements identified by Wierdsma, all eight concepts identified by Sowers, Reid, and Ware 

and 10 (59%), 10 (59%), and eight (62%) elements respectively. CONNECT also covers all four 

concepts and five (56%) of the elements identified by Harris. 

Finally, CONTINU-UM covers seven of nine concepts and 13 (59%) elements identified 

by Bachrach, seven of nine concepts and 12 (55%) elements identified by Joyce, seven of nine 

concepts and 10 (56%) elements identified by Wierdsma, seven of eight concepts and 9 (53%) 

elements identified by Sowers, seven of eight concepts and 9 (53%) elements identified by Reid, 

seven of eight concepts and seven (54%) elements identified by Ware, and three of four concepts 

and five (56%) elements identified by Harris. 

Discussion 

 To our knowledge, this is the first detailed theory analysis of conceptualization with a 

focus on continuity in mental healthcare. Our findings suggest that theoretical consensus exists 

and yet it is obscured by the use of inconsistent language. The identified 

frameworks/models/summaries were comprised of lengthy narrative explanations and most were 

unsupported by schematics – something that would greatly facilitate their interpretation. As a 

result, relationships among concepts were difficult to decipher and, in most cases, continuity-

related predictions and hypotheses could not be generated. Areas of consensus between 

frameworks/models/summaries were evident with nine global concepts associated with continuity 

in mental healthcare emerging. Many of these concepts were identified in the earliest publication 
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(Bachrach 1981), however the notions of Realities and Responsibility/Accountability were not 

discussed until Bachrach’s 1993 revision. Overall, the concepts were best addressed in the work 

by Bachrach (1981,1993) and Joyce and covered by the ACSS-MH consumer-rated tool.  

 This review highlighted the difficulty in searching for theoretical scholarship on 

continuity in mental healthcare. Accessing pertinent information required that tailored searches be 

crafted for each database. Though each citation was indexed with a term indicating CoC, none 

were indexed with a term signifying the type of scholarship/research and/or presence of a 

conceptual framework, model, orsummary. To maximize sensitivity and keep the screening 

process manageable, we applied iterative filters and used a combination of index terms. Although 

it is possible that our search strategy failed to identify some pertinent citations, we feel this bias 

was minimized by our extensive collaboration with a library scientist during this phase. 

Information search and retrieval can be problematic when diverse types of evidence 

contribute to a topic, and investigators in some fields are now publishing search strategies created 

based on empirical testing of index terms. Search results are shown to improve with the use of 

focused filters and combined index terms (e.g. Wilczynski et al. 2007, Tanon 2012). With the 

growing emphasis on integrative studies consolidating qualitative, observational, and other non-

RCT research, a priority should be placed on developing and publishing empirically tested search 

strategies. Future research on CoC theory (or other phenomena) would benefit from the 

creation/testing and publication of rigorous search strategies designed to identify relevant 

literature meeting both sensitivity and specificity needs.  

The methods of Theory Analysis were useful for examining the similarity of language 

used in conceptualizations of continuity in mental healthcare. We discovered inconsistencies in 

language beginning with the index terms used to identify literature. For example, in Medline, the 
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index term used to identify literature on CoC is ‘Continuity of Patient Care’. This index term is 

provided a scope definition: ‘Health care provided on a continuing basis from the initial contact, 

following the patient through all phases of medical care’. In PsycInfo, the index term is 

‘Continuum of Care’, which is defined as ‘Provision of continuous, comprehensive, and 

integrated care that involves health, mental health, and/or social services’. Furthermore, the index 

term ‘Patient Care’, used in Embase, has no listed definition. It is important that individuals 

seeking information on CoC are aware of these discrepancies and able to locate pertinent articles. 

Given the ever-increasing reliance on online literature searches, advances should be made to 

standardize index terms and scope definitions across databases. 

Inconsistent language was also prevalent across the included conceptualizations. We 

extracted 69 uniquely named and defined concepts from the conceptualizations. However, based 

on similarities in definition, we were able to group these into nine global concepts. Of these, eight 

were found in at least five of the original frameworks/models/summaries. These findings suggest 

that theoretical consensus exists, though persistent use of ambiguous language likely contributes 

to lingering doubt. In a recent study (Webber 2010), researchers explored language consistency in 

nursing theory texts and books. There was variability among nursing documents both in terms of 

the identification and definition of theoretical keywords and the number and nature of definitions 

provided for these keywords. The author concluded that chronic inconsistency of theoretical 

language in nursing documents contributes to marginalization of theory ultimately hindering 

epistemological growth of the field. Their call for consensus among nursing scholars for 

benchmark theoretical keywords and definitions is supported by our findings. Our study provides 

evidence of theoretical consensus, including empirical support for nine theoretically defined 

concepts associated with continuity in mental healthcare. However, further work is needed to 
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explore the appropriateness of these concepts and accuracy of the terms/definitions provided for 

each.  

The global concepts represent the areas of consensus across the original 

frameworks/models/summaries. While the models by Bachrach and Joyce included most of the 

global concepts, the narrative summary by Harris and Bergman included the fewest. The origins 

of the Harris and Bergman document likely account for the lack of concept coverage, including: 

a) an early publication date, b) a deductive development based on the original Bachrach model, 

prior to the 1993 refinement, and c) a specific focus on service delivery for ‘revolving-door’ 

patients. Though their document contributes to the knowledge base of continuity in mental 

healthcare, relying on it exclusively for research or practice purposes will provide only a partial 

theoretical foundation.  

Definitions proposed for the global concepts were made up of 23 elements. Seventeen of 

these elements were addressed in at least five of the original frameworks/models/summaries. 

Included in few individual frameworks/models/summaries were: one element of Flexible 

Consistency (4.2. Care is provided consistently across services/providers), one element of 

Stability & Relationship (5.1. Regular contact with providers and services), two elements of 

Accessibility (6.2 No barriers to care exist; 6.3 The environment is supportive and facilitates 

access to needed services), and one element of each Information & Sharing (7.2. Information is 

available when needed) and Responsibility/Accountability (9.2 Tracking care and monitoring 

progress/setbacks). 

 Element 4.2 of Flexible Consistency indicates that care should be provided consistently 

across services and providers. A recent randomized controlled trial (Stewart et al. 2012) 

compared usual care to a care-coordinated intervention implemented on two inpatient psychiatric 
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units of one large urban hospital. Full-time care coordinators worked to ensure care initiated in 

hospital was maintained through discharge and reintegration into community services. They also 

acted as information conduits between patients, families, and clinicians. Care-coordinated 

patients showed significantly better community tenure, including less community crisis 

involvement and lower re-admission rates following discharge. Though this intervention supports 

the importance of element 4.2, it is possible that further examination may lead to its refinement 

and/or fusion with other related elements such as 3.3 (Services and providers work together to 

integrate and coordinate care across boundaries) and 5.3 (Relationship is sustained over time and 

across settings).  

 Element 5.1 of Stability & Relationship requires that patients have regular contact with 

providers and services. If considered alone, this element may contradict other elements including 

2.1 (Care is tailored to each individual) and 4.1 (Care provided and services offered are 

appropriately timed, adaptable, and provided in accordance with changing needs, and continued 

until no longer required). Regular contact is necessary to support the development and 

maintenance of strong, caring, and supportive therapeutic relationships (elements 5.2, 5.3, & 5.4). 

However, care should not be delivered solely through regularly scheduled contacts impervious to 

patient needs. To avoid confusion, we suggest removing this element from the aggregate 

conceptualization or clarifying its language through qualitative methods such as interviews or 

expert panel discussions. 

 Harris and Reid did not cover the aggregate concept Accessibility. Furthermore, in Reid’s 

summary, the concept was explicitly excluded: “The emphasis on providers’ maintaining contact 

with patients has led to the inclusion in mental health literature of access as a feature of 

continuity; however these actions relate more to ensuring that management goals are adapted and 

met rather than facilitating entry to the health care system (p. 8).” Healthcare access barriers 
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include, for example, financial, psychosocial, geographic, and treatment-related factors (Edlund 

2002, Ojeda 2008). Barriers are known to contribute to poor health outcomes and disparities in 

care (Naderi et al. 2012). Literature on healthcare access is extensive and includes theoretical 

work and conceptual models (e.g. Anderson’s Behavioral Model of Health Services Use and The 

Health Care Access Barriers Model). It is clear that for continuity in mental healthcare to exist, 

patients’ must have access to needed services. However, we question whether or not Accessibility 

should be captured under the CoC umbrella or remain a closely related, yet independent 

phenomenon. 

 With the goal of achieving connectivity across diverse healthcare sectors, services, and 

providers, electronic health records allow for readily accessible patient information while 

ensuring safety and security (Menachemi & Collum 2011). Element 7.2 of Information & Sharing 

requires that information be available when needed. Results from a recent study (Meredith 2009) 

indicated that healthcare providers were more likely to use electronic versus paper health records, 

with 76% of providers consulting them ‘most of the time’. The author concluded that electronic 

health records increase information availability, timely access, clarity, and provider satisfaction. 

The evolution and integration of electronic health records supports the inclusion of element 7.2 in 

the conceptual understanding of continuity in mental healthcare. Moving forward, consistent use 

of standardized electronic health records may also provide a portal for monitoring and tracking 

patient progress across settings and providers (element 9.2 – Responsibility/Accountability).   

 Finally, our results also link existing quantitative tools to theory and provide support for 

the measurement of continuity in mental healthcare. While the ACSS-MH consumer scale 

covered most of the global concepts, other tools equally or better captured some elements. 

Specific items on the ACSS-MH consumer scale covered all elements of Longitudinalilty, Input 

& Individuality, Comprehensiveness, Stability & Relationship, Accessibility, and 
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Responsibility/Accountability. The Realities concept was covered completely by CONNECT. 

Items on the CONTINU-UM tool also covered many of these concepts. When measuring 

continuity in mental healthcare with existing tools, it may be most appropriate to use a 

combination of items from each tool to ensure adequate examination of all concepts. 

Unfortunately, the tools did not cover element 4.2 of Flexible Consistency or element 7.1 of 

Information & Sharing. Research supporting the measurement of continuity in mental healthcare 

is emerging, though further tool development and psychometric testing is needed. 

Limitations 

 There are three limitations to consider in the interpretation of this study. First, the data 

extraction protocol was not pilot-tested. Although there is potential for biased data extraction, the 

authors agree that the original use of the protocol (Graham & Tetroe 2007) was adequately 

similar to our objectives and the modifications made unlikely to affect accuracy. Second, the 

theory analysis was limited to the originators report describing the frameworks, models, and 

summaries in the included citations. While the evolution of some works was evident through 

subsequent publications, it was not possible to universally gather this information. By contacting 

originators and providing them with the completed protocol for their 

frameworks/models/summaries, we attempted to minimize misrepresentation or inaccurate 

interpretation of the original content. Unfortunately, not all originators responded to our request 

for verification. Finally, some aspects of the Theory Analysis method (e.g. parsimony and clarity 

of language) were based on our subjective perspective of the framework, model, or summary. All 

authors agreed on these ratings and we clearly identified them as subjective interpretation in the 

results. 
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Conclusion 

 Continuity of care is an important component in the provision of mental health services. 

Though scholarship dates back several decades in the literature, a precise and universally 

accepted theoretical understanding has yet to be established. In our study, we critically examined 

existing frameworks/models/summaries of continuity in mental healthcare. Most importantly, our 

results highlight that conceptual consensus exists despite the use of different terminology across 

conceptualizations. We identified nine global concepts of continuity in mental healthcare 

including Longitudinality, Input & Individuality, Comprehensiveness, Flexible Consistency, 

Stability & Relationship, Accessibility, Information & Sharing, Realities, and 

Responsibility/Accountability. This finding of existing consensus suggests that future research 

should begin to move past conceptualization and focus more on operational understanding and 

measurement. 

Practically, the comparisons made across conceptualizations and measurement tools 

should be helpful to researchers and clinicians interested in exploring continuity in mental 

healthcare. The global concepts and elements may be considered a deductive summary based on 

the whole, adding to the theoretical evidence supporting the phenomenon. Our tables provide a 

concise summary upon which investigators can chose an appropriate theoretical foundation and 

measurement strategy. Contemporary tools designed to measure continuity in mental healthcare 

cover many but not all of the inherent concepts and elements and minimal psychometric testing 

exists. Further tool development and validation would advance research priorities in this area. 

The aggregate understanding proposed from this theory analyses provides a useful foundation 

upon which to strengthen tools and expand measurement capabilities with continuity in mental 

healthcare. 
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Table 5.  Search strategies used to identify articles on the theoretical and conceptual nature 

of continuity in mental healthcare by database. 

 Line # Subject headings & keywords Results 

M 

E 

D 

L 

I 

N 

E 

1 *”Continuity of Patient Care”/ 5846 

2 Limit 1 to English language 5272 

3 comment/ or editorial/ or letter/ or news/ or patient education 

handout/ or book reviews 

1195036 

4 2 not 3 4696 

5 anonymous.au. 368872 

6 4 not 5 4477 

7 *mental health/ or exp *mental disorders/ 678428 

8 6 and 7 306 

Medline Total Included = 306 

C 

I 

N 

A 

H 

L 

S1 (MM “Continuity of Patient Care+”) 3570 

S2 (MH “Mental Disorders+”) 191341 

S3 (MH “Psychiatric Patients+”) 7264 

S4 2 or 3 195740 

S5 1 and 4 234 

Cinahl Total Included = 234 

H 

E 

A 

L 

T 

H 

S 

T 

A 

R 

1 
Models, Theoretical/ or Mental Disorders/ or Conceptual model.mp. 

or Models, Nursing/ 

185191 

2 Framework.mp. 61512 

3 Concept Formation/ 5348 

4 conceptual model.mp. 2739 

5 1 or 2 or 3 or 4 245585 

6 Psychotic Disorders/ or Mental Health Services/ or Mental Disorders/ 

or Mentally Ill Persons/ or Mental Health/ 

147869 

7 Continuity of patient care.mp. or “Continuity of Patient Care”/ 12642 

8 “comment [publication type]”/ or “editorial [publication type]”/ or 

“letter [publication type]”/ or “news [publication type]”/ or “patient 

education handout [publication type]”/ 

599461 

9 anonymous.au. 255808 

10 5 and 6 and 7 490 
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 Line # Subject headings & keywords Results 

11 10 not 8 479 

12 11 not 9 472 

13 limit 12 to English language 429 

HealthSTAR Total Included = 429 

E 

M 

B 

A 

S 

E 

1 mental health care/ 15364 

2 exp mental disease/ 1270202 

3 exp mental health/ 54769 

4 exp mental patient/ 14490 

5 1 or 2 or 3 or 4 1306041 

6 exp conceptual framework/ or exp theory/ 89877 

7 exp model/ or conceptual model.mp. 1284592 

8 exp nursing theory/ 4679 

9 exp theory construction/ or theory/ 24305 

10 6 or 7 or 8 or 9 1258816 

11 continuity of patient care.mp. or *patient care/ 34342 

12 continuity of care.mp. 3539 

13 11 or 12 37001 

14 5 and 10 and 13 215 

15 limit 14 to English language 197 

Embase Total Included = 197 

 Operator KW = continuity of care or DE = continuum of care  

P 

I 

And DE = health care services or DE = mental health or DE = health care 

delivery 
 

Not KW = letter or KW = editorial  

Limit English only and Journal articles only and Peer-reviewed 422 

PsychINFO Total Included = 422 
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Table 6. Types of data extracted from the frameworks, models, and summaries of 

continuity in mental healthcare based on the seven steps of Theory Analysis. 

Elements Description Data Extracted 

Origins Original development of the 

theory 

Who are the originators? 

What is the journal/source? 

Why was the conceptualization developed? 

How was the conceptualization developed? 

What was the intended purpose? 

What population was the focus?  

Who are the target audiences? 

What kind of conceptualization is it?  

Is there a schematic representation? 

Meaning The concepts and how they 

relate to each other 

What term was used for CoC? 

How was this term defined? 

What are the concepts and their definitions? 

What types of definitions are there 

(theoretical/operational)? 

Logical 

adequacy 

The structure of the 

statements described in the 

theory 

What are the relational statements?  

How does each statement simplify (using IF 

statements)? 

What tare the concepts addressed? 

What type of relationship exists between the 

concepts? 

Generalizability, 

parsimony, and 

testability 

Generalizability - the extent 

to which the theory can be 

applied to other situations 

Parsimony – simplicity of 

the theory 

Testability - whether or not 

the theory could be 

supported with empirical 

research 

Generalizability - Statements made by authors 

re: use of theory in other populations 

-Is the conceptualization 

generalizable/transferable to other contexts? 

-In what other contexts? 

 

Testability – Statements re: the ability to test the 

conceptualization 

-Are hypotheses offered? 

-Can hypotheses be generated? 

-Has the conceptualization been tested/validated? 

-How was it tested? 
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Elements Description Data Extracted 

 

Parsimony – General impressions of the 

simplicity 

-Is the conceptualization as simply stated as 

possible? 

-Is the language clear? 

Usefulness How practical and helpful 

the theory is to the 

discipline in providing a 

sense of understanding or 

prediction of outcomes 

-Citations of papers using the theory  

-Statements by authors claiming its use in other 

studies 

-Strengths reported by authors 
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Table 7. Origins of the frameworks, models, and summaries of continuity in mental healthcare and terms used to represent continuity of 

care. 

Primary 

author, date, 

country 

Rationale and purpose Development 
Type, Focus, Audience, 

& Schematic 

Term for Continuity of Care & 

Definition 

Bachrach, 

1981, USA 

Rationale: PI kept records of admissions to 

psychiatric facilities within her district and 

discovered that 1 patient had 17 admissions in 6 

months. Led her to question CoC for this 

population 

 

Purpose: To clarify CoC as a concept by 

summarizing and explaining its basic elements, 

especially as they pertain to the care of chronic 

mental patients 

Inductive: Summary 

of literature 

Type: Conceptual 

summary of dimensions 

(p. 1449-50) & Model 

with various dimensions 

(p. 1543) 

 

Focus: Care of chronic 

mental patients 

 

Audience: Practitioners, 

Administrators 

 

Schematic: No  

Continuity of Care (p. 1449): 

CoC may be understood as a process 

involving the orderly, uninterrupted 

movement of patients among the 

diverse elements of the service 

delivery system. 

Bachrach, 

1993, USA 

Rationale: Refinement of earlier theory: 

theoretical foundation for case management in 

mental health 

“The concept of CoC is used to circumscribe the 

boundaries of case management as a discipline 

and to unify the various approaches that have 

Refinement of an 

earlier theory by 

same author (1981). 

(Based on personal 

experience and 

evidence) 

Type: Principles (p. 465) 

& Framework (p. 466-7) 

 

Focus: Care of chronic 

mental patients 

 

Continuity of Care (p. 465): 

CoC may be understood as a process 

aimed toward maximizing the 

therapeutic potential of the patient. 

As a concept, CoC emphasizes 

individualized rather than mass 
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Primary 

author, date, 

country 

Rationale and purpose Development 
Type, Focus, Audience, 

& Schematic 

Term for Continuity of Care & 

Definition 

assumed that name” 

 

Purpose: To theoretically support case 

management 

Audience: Practitioners, 

policy makers, 

administrators 

 

Schematic: No 

approaches to patient care and a 

commitment to the ideals of 

comprehensiveness, longitudinality, 

and relationship as essential aspects 

of service delivery. 

Wierdsma, 

2009, The 

Netherlands 

Rationale: Continuity of care has been identified 

as a priority in health services, yet at a conceptual 

and operational level CoC has been criticized for 

lack of clarity. The triple challenge identified by 

Johnson et al., and Adair et al. 

 

Purpose: To specify the concept and to focus 

mechanisms to improve continuity of care, (and 

to) integrate different approaches to continuity of 

care into a multilevel perspective 

Inductive: Review of 

existing literature 

Type: Multilevel 

conceptual framework 

 

Focus: Mental health 

services 

 

Audience: Researchers 

 

Schematic: No 

Continuity of Care (p. 53): 

Continuity includes a variety of 

attributes that establish 

‘connectedness’ in care: responding 

to patients’ individual needs, and 

communication between patient and 

health care professions and among 

service providers.  

CoC is a process and interpreted as 

the degree to which episodes of 

treatment are linked in a seamless, 

uninterrupted whole, in conformity 

with patients’ needs. 

Sowers, 2004, 

USA 

Rationale: 1) The adoption of long-term panning 

perspectives and collaborative attitudes in 

Inductive: Informed 

by clinical experience 

Type: Framework (p. 

1272) & Set of 

Transition Planning (p. 1271): 

All providers and service systems 
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Primary 

author, date, 

country 

Rationale and purpose Development 
Type, Focus, Audience, 

& Schematic 

Term for Continuity of Care & 

Definition 

administrative structures lags behind the 

development of services, 2) Individuals are often 

unable to maintain stability after discharge 

because they fail to make connections with the 

services and supports to which they are referred 

 

Purpose: 1) The guidelines can be used to develop 

standards for contracts by governmental agencies 

and other purchasers, clinical practice guidelines 

by regulatory agencies, program standards and 

quality indicators by program and quality 

managers, and transition plans by clinicians, 2) 

General principles for developing transition plans 

for persons who use behavioral health services 

while moving from one level of care to another, 

3) Offer a synopsis of elements that are common 

to this process, regardless of the setting or the 

population that is being served, 4) Provide a 

template for developing standards for transitions 

in specific circumstances throughout a service 

- panel of 

psychiatrists, and 

information from 

behavioral health 

literature. Determined 

through committee 

consensus 

guidelines (p. 1275) 

 

Focus: Mental health and 

addictions 

 

Audience: Practitioners, 

Policy makers, 

administrators 

 

Schematic: No 

will collaborated as specific aspects 

of the consumer’s treatment plan 

change or as the consumer transitions 

from one provider, location, or 

intensity of service. Implies the 

ongoing and mutual responsibility of 

transition partners and is required for 

a successful progression through the 

service continuum. 
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Primary 

author, date, 

country 

Rationale and purpose Development 
Type, Focus, Audience, 

& Schematic 

Term for Continuity of Care & 

Definition 

system, 5) To assist providers and planners in 

establishing standards for the management of 

transitions between various levels of care 

Harris, 1988, 

USA  

Rationale: To use CoC as the basis for service 

planning and service delivery at Community 

Connections in Washington DC 

 

Purpose: To guide clinical care 

Deductive: Based on 

Bachrach’s 1981 

conceptualization of 

continuity of care 

Type: Narrative 

summary 

 

Focus: Revolving door 

patients 

 

Audience: Practitioners 

 

Schematic: No 

Continuity of Care (p. 57): 

CoC is essential in providing chronic 

mental patients with meaningful 

services. Consists of seven separate 

but interrelated dimensions: 

longitudinality, individuality, 

comprehensiveness, flexibility, 

relationship, accessibility, and 

communication (based on Bachrach, 

1981). 

Reid, 2002, 

Canada 

Rationale: 1) Continuity of care was identified as 

a priority for research in Canada 2) No 

consistency in the conceptualization and 

operationalization of continuity of care 

 

Purpose: Gaining consensus on the definition and 

approaches to measurement of continuity of care 

Inductive: An 

overview of academic 

and grey literature 

and a consultation 

with researchers and 

policy-makers to 

explore different 

Type: Narrative 

Summary 

 

Focus: Primary care, 

mental health care, 

nursing care, care of 

specific populations 

Continuity of Care: (p. 3): 

Care is received and experienced by 

an individual and care that is 

provided over time. 3 types of 

continuity: Informational, relational, 

and management 

1. The transfer and use of 
information concerning various 
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Primary 

author, date, 

country 

Rationale and purpose Development 
Type, Focus, Audience, 

& Schematic 

Term for Continuity of Care & 

Definition 

concepts of 

continuity, their 

common themes, and 

measurement 

approaches 

 

Audience: Practitioners, 

researchers, policy 

makers, administrators 

 

Schematic: Yes 

elements of care as well as 
accumulated knowledge of 
contextual factors, 

2. The maintenance of patient-
provider relationships over time 
and consistency of personnel, 

3. The provision of timely and 
complementary services that is 
responsive to changing needs. 

Joyce, 2004, 

Canada 

Rationale: Minimal but provocative evidence that 

continuity is associated with positive outcomes, 

together with lack of agreement on definitional 

and dimensional issues - suggests that it is timely 

to develop a more accurate definition of the CoC 

construct 

 

Purpose: Systematic examination of the CoC 

construct and the identification of critical 

dimensions 

Inductive: 

Systematically 

reviewed the relevant 

theoretical and 

empirical literature, 

and conducted 

interviews with 

patients receiving 

mental health 

services and their 

families 

Type: Hierarchal model 

of CoC attributes/themes 

 

Focus: Severe and 

persistent mental illness 

 

Audience: Researchers 

 

Schematic: Yes 

Continuity of Care (p. 539-40): 

Four attribute domains of CoC: 

service delivery, accessibility, 

relationship base, and individualized 

care 

Ware, 1999, 

USA 

Rationale: Existing conceptualizations of CoC 

have been faulted for being vague, inconsistent, 

and over inclusive and therefore difficult to 

Inductive: Review of 

existing literature and 

ethnographic 

Type: Taxonomy of 

mechanisms, definition, 

and case illustrations 

Continuity of Care (p. 395): 

Not provided, but implies: the 

management of treatment over time. 
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Primary 

author, date, 

country 

Rationale and purpose Development 
Type, Focus, Audience, 

& Schematic 

Term for Continuity of Care & 

Definition 

operationalize for measurement purposes. To 

produce a standardized measure of CoC for use in 

mental health services research based on the 

conceptualization 

 

Purpose: To use ethnography to construct a 

detailed definition of continuity – building on 

previous efforts – through systematic field 

research 

investigation of the 

meaning of CoC 

 

Focus: Mental health 

services 

 

Audience: Practitioners, 

researchers 

 

Schematic: No 
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Table 8. The proposed global concepts of continuity in mental healthcare found in the original conceptualizations. 

Global Concepts & Theoretical Definitions Elements of Definition 
Framework, Model, or Summary 

Total* 
1 2 1+2 3 4 5 6 7 8 

1. Longitudinality: 

Episodes of care are consecutive and linked 

over time 

1.1 Episodes are consecutive and linked x  x x  x x x X 6/7 

1.2 Care is provided over time x  x x  x x x x 6/7 

 Total 2/2 0/2 2/2 2/2 0/2 2/2 2/2 2/2 2/2  

2. Input & Individuality: 

Care is tailored for each patient through 

collaboration and active involvement. The 

patient’s realities are sought, respected, and 

integrated into care. 

2.1 Care is tailored to each person x x x  x x x x x 6/7 

2.2 Collaboration with and active 

involvement of the patient (or other) to 

integrate their realities into their care 

 x x  x  x x x 5/7 

 Total 1/2 2/2 2/2 0/2 2/2 1/2 2/2 2/2 2/2  

3. Comprehensiveness: 

Complimentary services are available to meet 

all patients’ needs effectively. Multiple services 

and providers work together to integrate and 

coordinate different aspects of care, which are 

delivered across boundaries. Insurance that care 

is provided in a collaborative and coordinated 

way that encourages the most appropriate 

resource allocation. 

3.1 Services are complimentary and 

appropriately allocated 
x  x  x x x  x 5/7 

3.2 All needs can be effectively met by 

available services 
x x x x  x x x X 6/7 

3.3 Services and providers work together 

to integrate and coordinate care across 

boundaries 

 x x x  x x x x 6/7 

 Total 
2/3 2/3 3/3 2/3 1/3 3/3 3/3 2/3 3/3  

4. Flexible Consistency: 

Care provided and services offered are 

adaptable to changing patient needs (personal, 

4.1 Care provided and services offered are 

adaptable and provided in accordance 

with changing need 

x x x x x x x x x 7/7 
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Global Concepts & Theoretical Definitions Elements of Definition Framework, Model, or Summary Total* 

medical, psychiatric, social, etc.) are provided 

consistently across services and providers in 

accordance with these needs. 

4.2 Care is provided consistently across 

services/providers 
x  x  x  x x  4/7 

 Total 2/2 1/2 2/2 1/2 2/2 1/2 2/2 2/2 1/2  

5. Stability & Relationship: 

Regular contact with specific services and 

providers occurs such that a supportive, caring, 

and therapeutic relationship is developed and 

sustained over time and across settings. There is 

a sense of reciprocal familiarity, closeness, 

affiliation, and responsibility between patient 

and provider(s), and a consistent point of 

contact exists from which patients seek most 

care (or referral for specialized care). 

5.1 Regular contact with providers and 

services 
x x x x  x x   4/7 

5.2 A caring, supportive, and therapeutic 

relationship is developed 
x x x x  x x  x 5/7 

5.3 Relationship is sustained over time and 

across settings 
x x x x x x x  x 6/7 

5.4 Sense of reciprocal familiarity, 

closeness, affiliation, and responsibility 
x x x x x x   x 5/7 

  Total 4/4 4/4 4/4 4/4 2/4 4/4 3/4 0/4 3/4  

6. Accessibility: 

Care is available and accessible to all patients 

such that no financial/geographical/cultural/etc. 

barriers exist. The care environment is 

supportive and facilitates access to needed 

services. 

6.1 Care/resources/services are available 

and accessible 
x x x  x  x x x 5/7 

6.2 No barriers to care exist x  x  x  x x  4/7 

6.3 The environment is supportive and 

facilitates access to needed services 
x x x  x  x  x 4/7 

 Total 3/3 2/3 3/3 0/3 3/3 0/3 3/3 2/3 2/3  

7. Information & Sharing: 

Information from past health care events is well 

7.1 Information is well documented x  x   x x x x 5/7 

7.2 Information is available when needed x  x   x x x  4/7 
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Global Concepts & Theoretical Definitions Elements of Definition Framework, Model, or Summary Total* 

documented, available and transferred across 

settings and between providers for use in 

current care, thus bridging episodes of care 

across time and settings. 

7.3 Information is transferred/accessible 

across settings and between providers 
x  x   x x x x 5/7 

Total 
3/3 0/3 3/3 0/3 0/3 3/3 3/3 3/3 2/3  

8. Realities: 

Patient-specific context that shapes their health, 

service utilization, and interpretation of care. 

Includes culture, values, attitudes, behaviors, 

beliefs, social circumstance, etc., which must be 

considered and respected when providing care. 

8.1 Patient-specific context that shapes 

their health, service utilization, 

interpretation of care 

 x x  x x x x x 6/7 

8.2 Includes culture, values, attitudes, 

behaviors, beliefs, social 

circumstances, etc. 

 x x   x x x x 5/7 

Total 0/2 2/2 2/2 0/2 1/2 2/2 2/2 2/2 2/2  

9. Responsibility /Accountability: 

Ongoing and mutual responsibility between all 

stakeholders and a process for tracking care, 

monitoring progress/set-backs, and ensuring 

quality service provision. 

9.1 Ongoing and mutual responsibility 

between all stakeholders (linkages 

exist) 

 x x  x x x x x 6/7 

9.2 Tracking care and monitoring 

progress/set-backs  
    x  x x  3/7 

Total 0/2 1/2 1/2 0/2 2/2 1/2 2/2 2/2 1/2  

 Total   /23 17 14 22 9 13 17 22 17 18  

1. Bachrach, 1981 
2. Bachrach, 1993 
3. Harris & Bergman, 1988 
4. Ware et al., 1999 
5. Reid et al., 2002 
6. Joyce et al., 2004 
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7. Sowers et al., 2004 
8. Wierdsma et al., 2009 
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Table 9. The coverage of the global concepts of continuity in mental healthcare by four tools designed to measure the phenomenon. 

Concepts & Elements of Theoretical Definitions 

Tool 

CONNECT ACSS-MH (a) ACSS-MH (b) CONTINU-UM 

 Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific  

Items # 

1. Longitudinality 
  x 31   

  

1.1 Episodes are consecutive and linked   

1.2 Care over time x 2 x 28     

Total 1/2 1/70 2/2 2/43 0/3 0/17 0/3 0/68 

2. Input & Individuality 

2.1 Care is tailored to each person 
x 49, 59, 63 x 3, 4 x 9, 17   

2.2 Collaboration with and active involvement of the 
patient (or other) to integrate their realities into 
their care x 

50, 56, 58, 

60, 62, 64 
x 

1, 2, 32, 38, 

39 
x 1 x 

3a, 3b, 12a, 

12b, 17a, & 1 

through 17 ‘d’ 

Total 2/2 9/70 2/2 7/43 2/2 3/17 1/2 22/68 

3. Comprehensiveness 
x 1, 7, 29, 30 x 11, 33   x 

 

3.1 Services are complimentary and appropriately 
allocated 

2a, 4b 

3.2 All needs can be effectively met by available services 
  x 27   x 

2b, 10a, 10b, 

13b 

3.3 Services and providers work together to integrate 
and coordinate care across boundaries x 

8, 28, 37, 

66, 67, 68, 

69 

x 
21, 22, 30, 

34, 35, 43 
x 8 x 6b, 14a, 14b 

Total 2/3 11/70 3/3 9/43 1/3 1/17 3/3 9/68 
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Concepts & Elements of Theoretical Definitions 

Tool 

CONNECT ACSS-MH (a) ACSS-MH (b) CONTINU-UM 

 Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific  

Items # 

4. Flexible Consistency 

x 

31, 32, 34, 

35, 36, 39, 

40, 42, 43 

x 
5, 6, 9, 13, 

29 
x 2, 11, 12 x 

6a, 9a, 9b, 13a, 

17b 
4.1 Care provided and services offered are adaptable 

and provided in accordance with changing needs 

4.2 Care is provided consistently across 
services/providers 

        

Total 1/2 9/70 1/2 5/43 1/2 3/17 1/2 5/68 

5. Stability & Relationship x 3, 4, 5, 6 x 10, 20 x 3, 10, 15 x 7a, 7b 
5.1 Regular contact with providers and services 
5.2 A caring, supportive, and therapeutic relationship is 

developed 
x 33, 38, 41 x 15, 16     

5.3 Relationship is sustained over time and across 
settings 

  x 41 x 4   

5.4 Sense of reciprocal familiarity, closeness, affiliation, 
and responsibility 

  x 8, 17, 18    x 15a, 15b 

Total 2/4 7/70 4/4 8/43 2/4 4/17 2/4 4/68 

6. Accessibility 

x 

21, 22, 23, 

24, 25, 26, 

55 

x 14, 19, 26 x 6, 16 x 

 

6.1 Care/resources/services are available and 
accessible 

1a, 5b, 11a, 

11b 

6.2 No barriers to care exist x 51, 52, 54 x 12, 23, 40   x 4a 

6.3 The environment is supportive and facilitates access 
to needed services 

  x 25, 42 x 7 x 1b, 5a 

Total 2/3 10/70 3/3 8/43 2/3 3/17 3/3 7/68 
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Concepts & Elements of Theoretical Definitions 

Tool 

CONNECT ACSS-MH (a) ACSS-MH (b) CONTINU-UM 

 Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific  

Items # 

7. Information & Sharing 
      

  

7.1 Information is well documented   

7.2 Information is available when needed   x 37   x 8a, 8b 

7.3 Information is transferred/accessible across 
settings and between providers 

x 27 x 7 x 5 x 16a, 16b 

 Total 1/3 1/70 2/3 2/43 1/3 1/17 2/3 4/68 

8. Realities 
x 

10, 16, 17, 

18, 20 
    x 

1 through 17 

‘c’  8.1 Patient-specific context that shapes their health, 
service utilization, interpretation of care 

8.2 Includes culture, values, attitudes, behaviors, beliefs, 
social circumstances, etc. x 

9, 11, 12, 

13, 14, 15, 

19 

     

 

 Total 2/2 12/70 0/2 0/43 0/2 0/17 1/2 17/68 

9. Responsibility/Accountability 
  x 24   

  

9.1 Ongoing and mutual responsibility between all 
stakeholders (linkages exist) 

  

9.2 Tracking care and monitoring progress/set-backs    x 36 x 13, 14   

Total 0/2 0/70 2/2 2/43 1/2 2/17 0/2 0/68 

Other Unrelated Concepts 

 

44, 45, 46, 

47, 48, 53, 

57, 61, 65, 
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Concepts & Elements of Theoretical Definitions 

Tool 

CONNECT ACSS-MH (a) ACSS-MH (b) CONTINU-UM 

 Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific 

Item # 

Elements 

covered 

Specific  

Items # 

70 

Total n/a 10/70 n/a 0/43 n/a 0/17 n/a 0/68 

Total of elements addressed by each tool  13/23  70/70 19/23 43/43 10/23 17/17 13/23 68/68 
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Table 10. The concepts of continuity in mental healthcare included in the individual conceptualizations and measured by four tools 

designed to measure continuity in mental healthcare. 

 
Longitudinality 

Input & 

Individuality 
Comprehensiveness 

Flexible 

Consistency 
Stability & Relationship Accessibility 

Information & 

Sharing 
Realities 

Responsibility/ 

Accountability 
# of 

Elements 

# of 

Items 

# 

Consensus 
 1.1 1.2 2.1 2.2 3.1 3.2 3.3 4.1 4.2 5.1 5.2 5.3 5.4 6.1 6.2 6.3 7.1 7.2 7.3 8.1 8.2 9.1 9.2 

CONNECT 

Bachrach  x x x x x x x x x x x x x x x x x x x x x x  22 13 13 

Harris  x x    x x x  x x x x           9 13 5 

Ware    x x x   x x   x x x x x    x  x x 13 13 8 

Reid  x x x  x x x x  x x x x    x x x x x x  17 13 10 

Joyce  x x x x x x x x x x x x  x x x x x x x x x x 22 13 14 

Sowers  x x x x  x x x x     x x  x x x x x x x 17 13 10 

Wierdsma  x x x x x x x x   x x x x  x x  x x x x  18 13 11 

ACSS-MH (Consumer) 

Bachrach  x x x x x x x x x x x x x x x x x x x x x x  22 19 18 

Harris  x x    x x x  x x x x           9 19 9 

Ware    x x x   x x   x x x x x    x  x x 13 19 11 

Reid  x x x  x x x x  x x x x    x x x x x x  17 19 14 

Joyce  x x x x x x x x x x x x  x x x x x x x x x x 22 19 18 

Sowers  x x x x  x x x x     x x  x x x x x x x 17 19 13 

Wierdsma  x x x x x x x x   x x x x  x x  x x x x  18 19 15 

ACSS-MH (Observer) 

Bachrach  x x x x x x x x x x x x x x x x x x x x x x  22 10 9 

Harris  x x    x x x  x x x x           9 10 4 



 

  81 

 
Longitudinality 

Input & 

Individuality 
Comprehensiveness 

Flexible 

Consistency 
Stability & Relationship Accessibility 

Information & 

Sharing 
Realities 

Responsibility/ 

Accountability 

# of 

Elements 

# of 

Items 

# 

Consensus 

Ware    x x x   x x   x x x x x    x  x x 13 10 7 

Reid  x x x  x x x x  x x x x    x x x x x x  17 10 6 

Joyce  x x x x x x x x x x x x  x x x x x x x x x x 22 10 10 

Sowers  x x x x  x x x x     x x  x x x x x x x 17 10 7 

Wierdsma  x x x x x x x x   x x x x  x x  x x x x  18 10 8 

CONTINU-UM 

Bachrach  x x x x x x x x x x x x x x x x x x x x x x  22 13 13 

Harris  x x    x x x  x x x x           9 13 5 

Ware    x x x   x x   x x x x x    x  x x 13 13 8 

Reid  x x x  x x x x  x x x x    x x x x x x  17 13 9 

Joyce  x x x x x x x x x x x x  x x x x x x x x x x 22 13 12 

Sowers  x x  x  x x x x     x x  x x x x x x x 17 13 9 

Wierdsma  x x x x x x x x   x x x x  x x  x x x x  18 13 10 

The shaded areas represent the concepts measured by the specific tools. The x’s represent the concepts addressed in the conceptualizations. Shaded 

x’s indicate that the concept is covered by both the tool and conceptualization.
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Figure 2. Search decision tree for articles on continuity in mental healthcare included in the study. 

 

MEDLINE 

306 

CINAHL 

234 

HealthStar 

429 

PsycINFO  

422 

Total combined: 

1588 

Discarded: 1500 

Off topic by 

title/abstract review or 

duplicate 

 

Full article read 

to determine 

match with 

inclusion criteria: 

88 

Discarded: 83 

Not meeting inclusion criteria 

Not CoC: 22 

Research w/o detailed CoC: 44 

Focus: 5 

Methodology: 9 

  

Hand search of 

reference lists of 

included articles: 

3 

 
Final total 

included in 

review: 

8 

 

EMBASE 

197 
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Chapter 4 

Observational Study: Frequent Presenters and Continuity of Care 

Population and continuity of care characteristics of individuals seeking frequent 

emergency department care for mental health complaints 

Abstract 

Objective. To explore frequent presenters to the emergency department for mental health 

complaints including level of continuity of care. 

Study Setting. Primary data were collected from an urban-rural regional health centre in South-

Eastern Ontario including two hospital-based general emergency departments. 

Study Design. This was a retrospective case-control study that explored the profile of individuals 

visiting the emergency department five or more times annually for mental health complaints 

compared to a group of randomly selected individuals with one visit only.  

Data Collection. Socio-demographic, clinical, and service use variables were extracted from 

participant health records. Level of continuity of care was measured using the ACSS-MH 

Observer-rated scale. 

Principal Findings. Frequent presenters represented 3% of mental health ED patients and 

accounted for 18% of their visits. They were more likely to be childless (OR=3.4; 95% CI, 1.5-

7.9), financially supported by social assistance (4.0, 1.5-9.3), have a personality disorder (4.4, 

1.8-11.2) and medical comorbidities (2.9, 1.1-7.3), report alcohol use (5.4, 2.2-12.9), and have 

legal troubles (3.2, 1.3-7.8). Level of CoC was not statistically significant in predicting amount of 

ED use. 
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Conclusions. This study strengthens the emerging frequent presenter profile by examining socio-

demographic, clinical, and service use characteristics of the population including level of CoC. 

No statistically significant relationship was found between CoC and frequency of use. This result 

may be explained by our use of a measurement tool designed to specifically to capture continuity 

in mental healthcare rather than a simple formula based number of visits and contacts with 

providers. More work is needed to explore this relationship. 

Key Words. Emergency Department, Mental Health, Profiling, Service Utilization, Continuity of 

Care. 
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Background 

Emergency departments (ED) offer accessible care 24 hours a day and act as a portal of 

entry for patients requiring immediate healthcare services. Overcrowding in hospital EDs is an 

issue experienced in many health systems, with increasing yearly visit rates commonly reported 

across countries (Pines et al. 2011). For example, in the United States, approximately 20% of the 

population makes at least one ED visit per year (Garcia, Bernstein, & Bush, 2010). Though the 

most common reasons for visiting the ED include injury/accidental poisoning, symptoms/signs of 

disease, and respiratory diseases (Li et al. 2007), about 4% of emergency visits to hospitals with 

general EDs (Wooden et al., 2009) and 20% of emergency visits to hospitals with designated 

psychiatric emergency services are for mental health complaints (Pasic et al., 2005; Chaput et al., 

2007). There is a well-documented subgroup of individuals with mental health concerns who 

make a disproportionate number of these mental health-related ED visits (Wooden et al. 2009). 

Attrition from healthcare services and revolving door tendencies are major consequences of 

discontinuous care and a lack of CoC is reported to be related to greater ED use. In one recent 

study, researchers retrospectively reviewed the effectiveness of a Continuity-of-Care Program in 

a cohort of individuals with schizophrenia (Suarez, Bravo-Ortiz, & Gonazalez-Juarez, 2011). 

When CoC was increased through improved access to therapeutic resources and treatments 

through collaboration between the CoC team and hospital on admission and discharge, there was 

a significant reduction in individuals visiting the ED (54%) and of total visits (41%), which was 

maintained over three years. Though promising, few studies exist and methods used to measure 

CoC vary. More research on the relationship between CoC and ED access is needed.  

Based on the results of a recent systematic review (Manuscript 1) we proposed a 

preliminary population profile of frequent presenters. Socio-demographic, clinical, and service-

use characteristics associated with frequent presentation to EDs for mental health complaints 
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were examined (n=13 studies). While consensus was evident on certain factors, including those 

such as younger age, male sex, unemployment, transient living accommodations, and a diagnosed 

psychotic disorder, many characteristics were explored in relatively few studies and important 

variables, such as Assertive Community Treatment involvement and substance use (Burns et al., 

2007), were often overlooked. Several studies relied solely on administrative data. It is possible 

that frequent presenters accumulate extraneous diagnoses, not part of their most responsible 

diagnosis or set of comorbidities, because of their increased contact with the healthcare system 

and the methods used to assign ICD codes. This jeopardizes quality and may contribute to 

misrepresentation of certain mental disorders in studies exploring frequent presenters. Being able 

to accurately describe the individuals who frequently present to the ED for mental health 

complaints is an important step towards improving research in this area. Furthermore, exploring 

the relationship between frequent ED use and CoC is vital to support the implementation of 

efficient and effective interventions based on continuity principles that are targeted at reducing 

repeated mental health-related ED visits. The purpose of this study was to explore the profile of 

frequent presenters to the ED for mental health complaints including level of CoC. 

Research Questions: 

1. How accurate is diagnostic information (i.e. ICD codes) captured in administrative 

systems compared to health records (gold standard) for individuals who make multiple 

visits (≥5 visits annually) to hospital EDs for mental health complaints? 

2. What is the profile (socio-demographic, clinical, and service use factors) of individuals 

with mental health complaints who present to hospital EDs (≥5 vs. 1 visit(s) annually)? 
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3. What is the relationship between level of CoC and frequency of ED use ( ≥5 vs. 1 visit(s) 

annually) in individuals with mental health complaints when controlling for potential 

confounders? 

4. What aspects of observer-rated CoC are more common to frequent presenters compared 

to one-time presenters? 

Methods 

Design 

 This retrospective case control study took place in a regional centre in South-Eastern 

Ontario comprised of two acute care facilities, without designated psychiatric emergency units, 

using the same electronic health records system. Using administrative data, we identified all 

patients with five or more visits to the EDs for mental health complaints during the 2010 fiscal 

year. A comparison group of individuals with one mental health visit during the same time period 

was randomly selected. We used a standardized format to extract socio-demographic, clinical, 

and service use information from each patient’s health record. The data were entered into a 

spreadsheet in Microsoft Excel. We also calculated CoC scores using an existing measurement 

tool (Adair et al., 2001). The study was reviewed for ethical compliance by the Queen’s 

University and Affiliated Teaching Hospitals Health Sciences Human Research Ethics Board. 

Sample 

 Included individuals had to be between 18 and 65 years old and visit one of the EDs for a 

mental health complaint during the 2010 fiscal year. Based on administrative data, 62 054 

individuals made 89 684 visits to the participating EDs during the study period. Of these, 2322 
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individuals presented for mental health complaints with 1768 (77%) visiting the ED once and 536 

(23%) making multiple visits. All individuals with five or more ED visits (frequent presenters, 

n=70) were included and then, using systematic sampling with a random start, we selected a 

comparison group (one-time presenters) of equal number (n=70) from the master list containing 

all individuals with one ED visit for a mental health complaint. The first individual included in 

the one-time presenter group was selected from the master list using a random numbers table. 

From this starting point, each 30th person was included if they met eligibility criteria (only one 

visit). If this criterion was not met the next record was selected until a participant met inclusion 

criteria. We then continued selection by identifying the individual 30 positions below this record 

number in the master list. 

Outcome Variables 

 The primary outcome was frequent ED use for mental health complaints. In a recent 

systematic review we identified the parameters used to classify frequent presenters in published 

studies. The thresholds ranged from 2 to 6 visits annually (Manuscript 1) and thus for this study, 

we defined frequent ED use as ≥5 visits annually based on this information. 

Independent Variables 

 The primary independent variable of interest was level of CoC, which we measured using 

the Alberta Continuity of Services Scale for Mental Health (ACSS-MH). The ACSS-MH is a 

two-part survey including consumer-reported and observer-rated scales. This tool was chosen 

following a review that explored the theoretical and conceptual underpinnings of continuity in 

mental healthcare (Manuscript 2) and assessed the comprehensiveness of four complex tools 

designed to measure the phenomenon. The ACSS-MH observer-rated scale covered seven of nine 
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concepts of continuity in mental healthcare including aspects of Input & Individuality, 

Comprehensiveness, Flexible Consistency, Stability & Relationship, Accessibility, Information & 

Sharing, and Responsibility/Accountability. The observer-rated scale consists of 17 items scored 

on ordinal scales of varying lengths. Item responses can be tallied to provide an overall score of 

CoC or, more conservatively, be considered a set of independent CoC indicators. Adequate 

information for items 12, 14, and 16 was not available in the health records. In addition, number 

of ED visits influenced the responses for item 3. After conferring with the tool originator these 

items were not included in the score (C. Adair, personal communication, Nov. 2011). The total 

possible CoC score (after item deletion) was 44, with higher scores indicating better CoC. To 

create easily defined categories and facilitate interpretation for practice, we split CoC scores into 

tertials (low CoC, medium CoC, and high CoC). A similar procedure for splitting ACSS-MH 

observer-rated CoC scores into categories was used previously (Mitton et al., 2005).  

 The remaining independent variables (socio-demographic, clinical, and service-use 

factors) were extracted from electronic health records. Socio-demographic variables included age, 

sex, marital status, children, type of housing, education, finances, current employment, past 

employment, and reported social support. Age was split into tertiles (>30, 30-42, >42) and marital 

status was dichotomized into ‘married’ (including common-law) and ‘not married’. Type of 

housing was classified into ‘own home’ or ‘other’, education into ‘graduated high school’, ‘did 

not finish high school’, and ‘not reported in chart’, finances into ‘social assistance’, ‘wage’, and 

‘other’, current employment was classified into ‘working’, ‘not working’, and ‘not reported in 

chart’, and past employment was split into ‘worked in past’ and ‘unknown’. Information on 

education, current employment, and past employment was not available in health records for a 

number of participants necessitating a ‘not reported in chart’/’unknown’ category. Social support 

was based on documented Axis IV (severity of psychological stressors) information reported in 
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the physician’s differential diagnosis and evidence of involvement in care by friends, family, and 

significant others where Axis IV information was not available. 

 Clinical variables included most responsible Axis I (clinical syndromes) diagnosis, 

primary or comorbid personality disorders, comorbid substance use, medical comorbidities, 

number of medications taken, use of antipsychotics, antidepressants, sedatives/hynotics, and 

mood stabilizing medications, toxicology screening, self-reported illicit drug use, self-reported 

alcohol use, and violent behavior. Information on presenting complaint was also collected, 

however the data were too varied to collapse into meaningful categories. Therefore, this 

information is reported descriptively. Most responsible diagnosis was categorized to include 

psychotic disorders, affective disorders, substance use disorders, anxiety disorders, multiple 

disorders, and other (including no Axis I diagnosis). Self-reported illicit drug use included three 

categories (none, one drug only, poly-substance), as did medical comorbidities  (none, single, 

multiple). Number of medications taken was dichotomized by the mean (<=3 meds, 4+ meds) and 

the remaining clinical variables (primary and comorbid personality disorders, comorbid substance 

use, use of antipsychotics, antidepressants, sedatives/hypnotics, and mood stabilizing 

medications, self-reported alcohol use, and violent behavior) were dichotomized into yes/no.   

 Service-use variables included referral source, ambulance use, legal history, care from a 

general practitioner and/or psychiatrist, assertive community treatment involvement, past 

certification, and active and past use of mental health services. All variables were dichotomous 

except for legal history that also included a category ‘unknown/not documented’. 

 In the multivariate analysis we further collapsed categories due to the small sample size. 

These included finances (receiving social assistance or not), current employment (working or 

not/not reported), reported social support (poor/fair or good), medical comorbidities (yes or no), 

self-reported illicit drug use (yes or no), and legal history (legal troubles or no/unknown). Finally, 
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it was also necessary to collapse primary Axis 1 diagnosis. To keep this variable clinically 

meaningful, we grouped psychotic, affective, anxiety, and multiple disorders together under 

‘serious mental illness’ and paired the substance use disorder category with the no Axis 1 

disorder category under ‘substance use/reactionary disorders’, thus providing a snapshot of 

individuals with and without a psychiatrist-diagnosed mental disorder. 

Statistical Analysis 

The comparison between diagnostic information obtained from administrative data (ICD 

codes) and health records (most responsible diagnosis) was explored using descriptive statistics 

(frequent and percent). Frequencies and percentages were also used to describe the profile of 

frequent presenters and one-time presenters extracted from health record data. Unadjusted logistic 

regression was used to identify potential associations between socio-demographic, clinical, and 

service characteristics and the outcome of ED use (i.e., ≥5 versus 1 visit(s) annually). Variables 

with expected cell frequencies >5 and p < 0.15 in bivariate analysis were included in three 

hierarchical analyses to identify a set of factors (p < 0.1) within each category (socio-

demographic, clinical, service use). Several decisions about which variables to include in the 

multivariate models were made due to potential collinearity and/or bias towards one group. For 

example, the variable ‘active mental health services’ was not included because of its similarity to 

the variable ‘assertive community treatment’, and ‘ambulance use’ was not included because it is 

essentially a proxy measure for number of visits. Interaction effects between independent 

variables were not attempted due to the small sample size and relatively large number of 

variables. 

Finally, two variables significant in bivariate analysis were not included in the 

multivariate model: ‘Certified’ because frequent presenters, given their increased contact with 
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services, had more opportunity to be certified than one-time presenters, and ‘having a 

psychiatrist’ because this factor is often a measure of CoC and is captured by item 15 on the 

ACSS-MH observer-rated tool. 

The relationship between level of CoC and ED use was explored in the final multivariate 

model. Again using a hierarchal method, this model included level of CoC and the reduced set of 

significant variables from the above blocks to control for potential confounding factors. Only 

level of CoC and variables with p < 0.05 were retained in the final model. Results are reported in 

odds ratios with 95% confidence intervals. We used the Hosmer & Lemeshow test to assess 

model stability. 

Given the emergent nature of research in the area of continuity and ED use, we explored 

which aspects of CoC, captured on the ACSS-MH observer-rated scale, were more likely to be 

attributed to frequent presenters compared to one-time presenters. Descriptive statistics 

(frequency and percent) were calculated for each item on the ACSS-MH observer-rated scale and 

frequent presenters were then compared to one-time presenters. 

Results 

 This study of ED use for mental health complaints is drawn from administrative and 

health record data from two EDs located in a centre that services a rural-urban population of 

approximately 160,000 people. Frequent presenters represented 0.1% of the total ED population, 

3% of all patients presenting with mental health complaints, and 13% of mental health patients 

with multiple visits. Frequent presenters made a total of 658 visits (range 5 to 28), which 

accounted for 1% of total ED visits and 18% of visits made by mental health patients. 
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Accuracy of Diagnostic Information: ICD and Most Responsible Diagnosis in Chart 

Diagnostic information recorded in the administrative records (ICD codes) and health 

records (most responsible diagnosis) was compared for each frequent presenter (Table 11). At the 

participating hospitals, ICD codes were assigned by individuals working in the Medical Records 

Department according to the Canadian Institutes for Health Information standards (R. Albrough, 

personal communication, May, 2012). The eight individuals who were given a most responsible 

diagnosis of ‘none’ or ‘other’ were removed from this analysis because of the difficulty in 

accurately capturing these diagnoses with ICD codes. A total of 762 ICD codes were identified 

from the administrative data, including 48 distinctive ICD codes. Of these, 35 included the term 

‘disorder’ in the title and 13 codes referred to signs, symptoms, and acute/possibly one-time 

problems (e.g. ICD F31: ‘Bipolar affective disorder’ versus ICD F30: ‘Manic episode’). Per 

individual, number of total codes ranged from four to 45 (median=11), number of distinct codes 

ranged from one to 11 (median=5), number of total codes with ‘disorder’ in the title ranged from 

three to 37 (median=9), and number of distinct codes with ‘disorder’ in the title ranged from one 

to 9 (median=4).  

We compared the primary diagnoses obtained from health records (gold standard) and 

administrative records (ICD codes) and assessed agreement or instances where diagnoses 

attributed to a patient matched in the two sources. For example, in health records, frequent 

presenters were more often diagnosed with a primary psychotic disorder (34% health records vs. 

13% ICD codes), primary affective disorder (23% vs. 6%), or primary substance use disorder 

(23% vs. 6%), and less often diagnosed with a primary anxiety disorder (13% health records vs. 

21% ICD codes) or multiple primary disorders (8% vs. 53%). Furthermore, in few instances did 

administrative records accurately report the exact health record diagnosis and in many cases, 

extraneous disorders were attributed to the patients (i.e. disorders not indicated in health records 
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as part of their most responsible diagnosis or contributing comorbidities). Similar discrepancies 

were evident when examining comorbidities including personality disorders/traits and substance 

use. 

Socio-demographic, Clinical, and Service Use Profile of Frequent Presenters 

The socio-demographic, clinical, and service use profiles of frequent presenters and one-

time presenters are shown in Table 12. Bivariate analyses revealed that frequent presenters 

differed from one-time presenters on seven socio-demographic, seven clinical, and nine service 

use variables (Table 12). After entering these variables into a hierarchical multivariate model 

several factors remained significant. The significant factors in the multivariate model and the 

corresponding bivariate results are presented in table 13. Several considerations are of note; odds 

ratios (OR) are as high as 8.4, however the 95% confidence intervals around most estimates are 

wide especially in the adjusted model. Although this indicates that the magnitudes of the 

estimates are high, there is considerable variation around the estimates. Also, in some instances 

the ORs increase or decrease when different factors are included into the models (increase with 

‘no children’ and ‘medical comorbidities’ and decrease with ‘poor social support’, ‘personality 

disorder/traits’, and ‘self-reported alcohol use’).  

Compared to the low use group (one-time presenters = 1 visit annually), frequent 

presenters were more likely to be childless (OR=3.4; 95% CI, 1.5-7.9), financially supported on 

social assistance (OR=4.0; 95% CI, 1.5-9.3), and have limited social support (OR=6.6; 95% CI, 

2.9-15.0). They had greater odds of having a primary or comorbid personality disorder (OR=4.4; 

95% CI, 1.8-11.2). In fact, of the 30 participants with antisocial personality disorder or borderline 

personality disorder, 87% were frequent presenters. Frequent presenters were also more likely to 

have medical comorbidities (OR=2.9; 95% CI, 1.1-7.3), take an antipsychotic medication 
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(OR=4.0; 95% CI, 1.7-9.8), and report alcohol use (OR=5.4; 95% CI, 2.2-12.9). Toxicology 

screening was not conducted on 74% (52/70) one-time presenters, but of the 57 frequent 

presenters who underwent toxicology testing, 54% tested positive for illicit substances. Frequent 

presenters were more likely to have at least one documented episode of aggression/violent 

behavior in the ED (OR=2.6; 95% CI, 0.9-7.6) and documented legal troubles including charges 

and time spent in jail (OR=3.2; 95% CI, 1.3-7.8). They were also more likely to receive care from 

a psychiatrist (OR=3.2; 95% CI, 1.0-9.8) and have a history of involuntary certification (OR=7.0; 

95% CI, 2.8-17.4). In bivariate analysis, frequent presenters were significantly less likely to have 

low levels of CoC (OR=0.4; 95% CI, 0.2-0.9). This difference remained the same in the adjusted 

model however the 95% confidence interval overlapped 1.0 (0.3-1.4).  

The most common presenting complaints for frequent presenters were ‘suicidal’ (n=28, 

36%), ‘bizarre behavior’ (n=22, 31%), and ‘substance use/misuse’ (n=11, 19%), whereas 

presenting complaints amongst one-time presenters were most commonly ‘depression/anxiety’ 

(n=28, 40%), ‘situational crisis/adjustment disorder’ (n=15, 21%), and ‘suicidal’ (n=13, 19%). 

Observer-rated CoC and Frequent Presenters 

 Descriptive information for the independent variable of interest, CoC, is presented in 

table 14. Sixty-one percent of one-time presenters fell within the low CoC category while 62% of 

frequent presenters had high levels of CoC. Frequencies of responses to individual items on the 

ACSS-MH observer-rated scale are presented in table 15. Notable differences were evident for 

nine items (2, 5, 6, 7, 8, 10, 13, 15, and 17). For example, compared to one-time presenters, 

frequent presenters were more likely to have appointments that changed in frequency and pattern 

reflecting changes in need (57% vs. 37%). Thirty-nine percent of frequent presenters made use of 

around-the-clock care from services other than police and/or ED only (one-time presenters, 8%), 
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70% had access to a team of multi-disciplinary providers (one-time presenters, 41%), and 83% 

had one or more comprehensive discharge or treatment plan on record (one-time presenters, 

51%). Seven percent of frequent presenters left the ED without a follow up referral, whereas one 

third of one-time presenters received a referral.   

Discussion 

 Frequent use of hospital EDs for mental health complaints is a pressing healthcare issue. 

In this study of general ED use by individuals with mental health complaints (n=2322), frequent 

presenters (≥5 visits annually) represented 3% of patients and accounted for 18% of mental 

health-related ED visits. Most responsible diagnoses for frequent presenters were poorly captured 

by ICD codes. For all primary disorders, the instances where ICD codes matched the most 

responsible diagnosis exactly were less than 50% and as low as 7% for affective disorders. Based 

on ICD codes, individuals were labeled with as many as nine mental disorders. Our profile of 

frequent presenters is mostly consistent with reports in the literature, however the finding that 

frequent presenters had high levels of CoC is new. 

Researchers use ICD codes to study access, quality, costs, and effectiveness of care, 

patient comorbidities, incidence of complications, morbidity, and mortality, and to track 

healthcare utilization rates, among other purposes (O’Malley et al., 2005). Code accuracy is 

therefore very important and may directly affect the quality of decisions made based on this 

research by planners and health services administrators. Coding errors occur for a variety of 

reasons and the incidence of falsely assigned codes may be higher in individuals with increased 

contact with the healthcare system due simply to more opportunity for error. These findings shed 

light on the inadequacy of using administrative records alone to assess characteristics of patients 

who frequently seek mental health care in the ED. What may be most misleading is the use of the 
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term ‘disorder’ in ICD codes. Researchers exploring the diagnostic information of individuals 

with high healthcare utilization should use caution when using these records, given their 

propensity to falsely attribute disorders to these individuals. A physician’s diagnosis or the use of 

a validated diagnostic tool may be more appropriate.  

The frequent presenter profile was similar to other reports found in published studies 

(Manuscript 1). Notable differences, however, were that frequent presenters in this study were 

more likely to be referred to the ED by multiple sources (including police and emergency medical 

personnel) rather than self-referral. Second, several additional variables that are not routinely 

reported in existing literature emerged as important. Of particular importance were: comorbid 

disorders including medical illness and personality disorders, evidence of violent behavior, 

involuntary certification, and care from Assertive Community Treatment. Future research should 

consider these factors. 

 Furthermore, there was no significant relationship between level of CoC and frequency of 

ED use. In fact, there was a non-significant trend towards higher CoC in frequent presenters. This 

finding is also contrary to existing literature in which high use is often associated with low levels 

of CoC. This may be explained by our use of a tool designed specifically to measure continuity in 

mental healthcare. Existing studies where inverse relationships between level of CoC and 

frequency of ED use have been detected often use simpler methods to measure CoC. For 

example, Cheng, Hou, and Chen (2010) found that lower CoC scores on the Usual Provider Index 

(UPI=ratio of visits to the usual or predominant provider), Sequential Continuity 

(SECON=fraction of sequential visit pairs to the same provider), and the Continuity of Care 

Index (COCI=number of different physicians seen and the number of visits to each physician) 

were associated with increased ED visits. Each of these indicators is based on a simple formula 

including only number of visits and contacts with providers.  
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 Given the complexity of CoC, it is possible that indicators commonly used in research are 

not truly capturing the phenomenon. The ACSS-MH observer-rated tool was developed from 

extensive research including literature review and qualitative investigation, though it has not 

undergone rigorous psychometric testing. Using simple, formula-based measures in large 

administrative database research is likely easier, however these techniques may miss valuable 

information and more complex tools should be used when possible. More work is needed in this 

area to improve measurement capabilities. 

Strengths 

 Currently, a universally accepted definition of frequent presenter does not exist. Our 

reliance on existing literature to inform the threshold used to identify frequent presenters is a 

strength of this study. Furthermore, obtaining diagnostic information directly from health records 

rather than administrative records improved the accuracy of identifying the most responsible 

diagnosis and minimized the possibility of falsely over- or under-representing certain mental 

disorders. Also, we collected a comprehensive set of variables. These were chosen because of 

their importance in existing studies or their ability to fill an identified gap in knowledge. Finally, 

it is difficult to ascertain the appropriateness of service use from administrative databases and 

other secondary sources of data. By examining the presenting complaints at each visit, we 

attempted to provide some insight into the patterns and reasons for ED visits. Service use for 

patients presenting multiple times with multiple acute reasons (e.g. intoxication, suicidal ideation, 

bizarre behavior) may be deemed more appropriate compared to those presenting with one 

chronic complaint. Consistently capturing presenting complaints in administrative and research 

databases may help to clarify in part the discussion of what is appropriate service use. 



 

  106 

Limitations 

 A potential limitation of this study is the small sample size. This affected our ability to 

conduct complex analyses and forced dichotomization of many categorical variables to ensure 

adequate cell size for multivariate analysis. Interestingly, the sample size is comparable to other 

studies on frequent presenters (Manuscript 1). Second, modification to the tool used to measure 

CoC was necessary as four items did not fit with the available information and were removed 

from the total score. Though we conferred with the tool originator, limited psychometric testing is 

available to support this decision. Third, as with all information obtained from health records, it 

may contain errors. It is possible that participants with mental health complaints were assigned 

non-mental health codes or miscoded. Finally, our study consisted of a single centre (including 

two hospitals) without a designated psychiatric emergency service, which limits the 

generalizability of the findings. 

Conclusions 

 Individuals with mental health complaints who make multiple visits to hospital EDs are a 

challenging group. This study strengthens the emerging population profile and is useful for 

clinicians and researchers who wish to identify frequent presenters or patients at risk for frequent 

ED use by providing a profile that can be used to target high-risk patients.  

Interestingly, we found no relationship between CoC and frequent use of the ED for 

mental health complaints, but a trend towards higher CoC in frequent presenters. This result is 

contrary to existing literature and may be explained by our use of a tool designed specifically to 

capture continuity in mental healthcare. In most existing studies, simple formulas based on 

number of visits and contacts with providers are used.  
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Further research examining CoC and its relationship to ED presentation is needed. This research 

will benefit from accurate variables reflecting diagnosis, validated measures of CoC, and further 

exploration including observational studies. These studies are needed before we can accurately 

describe the problem and truly understand the limitations of administrative data, upon which 

many policy and health services decisions are currently made. 
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Table 11. Comparison of the ICD codes attributed to individuals who frequently use the ER for mental health complaints and the 

diagnosis provided in their medical records. 

 
 

Dx in admin data Dx on patient 
chart 

Agreement between 
dx on admin & chart 

dx 

Correct dx in admin 
data using chart as 

gold standard 

Number of times dx in admin 
data but not chart 

N=62a N (%) N (%) N (%) N (%) N 
Diagnostic Category       

Primary psychotic disorder 8 (13) 21 (34) 8 (38) 20 (95) 1c 

Primary affective disorder 4 (6) 14 (23) 1 (7) 13 (93) 8d 
Primary substance use 

disorder 
4 (6)b 14 (23) 4 (29) 14 (100) 0 

Primary anxiety disorder 13 (21) 8 (13) 4 (50) 8 (100) 20e 
Multiple primary disorders 33 (53) 5 (8) 0 (0) 0 (0) 11 

Comorbidities      
Personality disorder/traits 
(primary or comorbid) 

19 (31) 36 (58) 16 (44) 16 (44) 3 

Comorbid substance use 37 (60) 14 (23) 14 (100) 14 (100) 13 
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Table 12. Socio-demographic, clinical, and service use characteristics associated with individuals who present to the ED five or more times 

during the 2010 fiscal year. 

 
 

Low Use 

(1 visit) 

 

High Use 

(5+ visits) 

 

Bivariate Analysis 

High Use (5+ visits) 

   95% CI  

 
 

N (%) N 
Unadjusted 

OR 
Lower Upper P 

Socio-demographic Characteristics 

Age Groups (years) < 30 23 (50) 23 (50) 1.1 0.5 2.5  

  30 to 42 23 (48) 25 (52) 1.2 0.5 2.7 0.90 

 > 42 24 (52) 22 (48) 1.0    

Sex Male 34 (42) 46 (58) 2.0 1.0 4.0 0.04 

 Female 36 (60) 24 (40) 1.0    

Marital Status Not married 42 (40) 64 (60) 7.1 2.7 18.6 0.00 

 Married 28 (82) 6 (18) 1.0    

Children No children 26 (38) 43 (62) 2.7 1.4 5.3 0.00 

 Has children 44 (62) 27 (38) 1.0    

Type of Housing All other accommodationsa 3 (11) 25 (89) 12.4 3.5 43.6 0.00 
 Living in own homeb 67 (60) 45 (40) 1.0    

Education Not reported in chart 32 (59) 22 (41) 0.5 0.2 1.1  

 Did not finish HS 15 (48) 16 (52) 0.8 0.3 1.9 0.19 

 Graduated HS 23 (42) 32 (58) 1.0    

Finances Social assistance 26 (34) 50 (66) 5.3 2.2 13.1  
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Low Use 

(1 visit) 

 

High Use 

(5+ visits) 

 

Bivariate Analysis 

High Use (5+ visits) 

   95% CI  

 
 

N (%) N 
Unadjusted 

OR 
Lower Upper P 

 Other 19 (63) 11 (37) 1.6 0.6 4.7 0.00 

 Wage 25 (74) 9 (26) 1.0    

Current Employment Not working 28 (33) 57 (67) 5.3 2.4 11.6  

 Working 34 (72) 13 (28) 1.0   0.00 

 Not reported in chart 8 (100) - - - -  

Past Employment Unknown 17 (45) 21 (55) 1.3 0.6 2.8 0.45 

 Worked in past 53 (52) 49 (48) 1.0    

Reported (Axis IV) Social 

Support 
Poor 10 (22) 35 (78) 10.5 4.3 25.6 0.00 

 Fair 9 (33) 18 (67) 6.0 2.3 15.8  

 Good 51 (75) 17 (25) 1.0    

Clinical Characteristics 

Most responsible Axis 1 

Diagnosis 
Psychotic d/o 11 (34) 21 (66) 3.8 1.2 11.7  

 Affective d/o 18 (56) 14 (44) 1.6 0.5 4.7  

 Substance use d/o 5 (26) 14 (74) 5.6 1.5 21.1 0.05 

 Anxiety d/o 12 (60) 8 (40) 1.3 0.4 4.6  

 Multiple d/o’s 8 (62) 5 (38) 1.3 0.3 5.1  
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Low Use 

(1 visit) 

 

High Use 

(5+ visits) 

 

Bivariate Analysis 

High Use (5+ visits) 

   95% CI  

 
 

N (%) N 
Unadjusted 

OR 
Lower Upper P 

 No Axis I disorder 16 (67) 8 (33) 1.0    

Personality d/o (primary or 

comorbid dx) 
Documented PD/PD traits 11 (23) 36 (77) 5.7 2.6 12.6 0.00 

 No PD of any type 59 (63) 34 (37) 1.0    

Comorbid Substance Use d/o Yes 25 (61) 16 (39) 0.6 0.3 1.3  

 Primary dx 9 (37) 15 (63) 1.5 0.6 3.9 0.17 

 No 36 (48) 39 (52) 1.0    

Medical Comorbidities Single 20 (38) 32 (62) 3.7 1.6 8.5  

 Multiple 15 (39) 23 (61) 3.6 1.5 8.7 0.00 

 None 35 (70) 15 (30) 1.0    

Number of Medications 4 + meds 24 (44) 30 (56) 1.4 0.7 2.8 0.30 

 <= 3 meds 46 (54) 40 (46) 1.0    

Antipsychotics Takes an antipsychotic 27 (34) 53 (66) 5.0 2.4 10.3 0.00 

 No 43 (72) 17 (28) 1.0    

Antidepressants Takes an antidepressant 34 (52) 32 (48) 0.9 0.5 1.7 0.74 

 No 36 (49) 38 (51) 1.0    

Sedative/Hypnotics Takes a sedative/hypnotic 25 (46) 29 (54) 1.3 0.6 2.5 0.48 

 No 45 (52) 41 (48) 1.0    
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Low Use 

(1 visit) 

 

High Use 

(5+ visits) 

 

Bivariate Analysis 

High Use (5+ visits) 

   95% CI  

 
 

N (%) N 
Unadjusted 

OR 
Lower Upper P 

Mood Stabilizers Takes a mood stabilizer 15 (43) 20 (57) 1.5 0.7 3.2 0.33 

 No 55 (52) 50 (48) 1.0    

Self-reported Illicit Drug Use Poly-substance 13 (29) 31 (71) 4.4 1.9 9.9  

 One drug only 15 (48) 16 (52) 1.9 0.8 4.6 0.00 

 None 42 (65) 23 (35) 1.0    

Self-reported Alcohol Use ETOH used 15 (25) 46 (75) 7.0 3.3 14.9 0.00 

 No ETOH 55 (70) 24 (30) 1.0    

Violent Behavior 
At least 1 documented 

incident 
9 (29) 22 (71) 3.1 1.3 7.4 0.01 

 None reported 61 (56) 48 (44) 1.0    

Service Use Characteristics 

Referral Source 
Ambulance/Police/Multipl

e 
29 (37) 49 (63) 3.3 1.6 6.6 0.00 

 Self only 41 (66) 21 (34) 1.0    

Ambulance Use One or more EMS rides 22 (26) 64 (74) 23.3 8.8 61.8 0.00 

 No EMS use 48 (89) 6 (11) 1.0    

Legal History Unknown 34 (79) 9 (21) 0.3 0.1 0.8  

 Jail/charged/legal troubles 14 (25) 43 (75) 3.8 1.6 8.9 0.00 
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Low Use 

(1 visit) 

 

High Use 

(5+ visits) 

 

Bivariate Analysis 

High Use (5+ visits) 

   95% CI  

 
 

N (%) N 
Unadjusted 

OR 
Lower Upper P 

 No (documented) 22 (55) 18 (45) 1.0    

General Practitioner No GP 13 (62) 8 (38) 0.6 0.2 1.5 0.24 

 Has a GP 57 (58) 62 (52) 1.0    

Psychiatrist Yes a psychiatrist 23 (32) 48 (68) 4.5 2.2 9.1 0.00 

 No psychiatrist 47 (68) 22 (32) 1.0    

Assertive Community 

Treatment 
Has active ACTT 7 (27) 19 (73) 3.4 1.3 8.6 0.01 

 No ACTT support 63 (55) 51 (45) 1.0    

Certified Certified at least once 22 (27) 60 (73) 13.1 5.7 30.3 0.00 

 Never certified 48 (83) 10 (17) 1.0    

Active Services 
Has 1 or more MH 

services 
28 (34) 55 (66) 5.5 2.6 11.6 0.00 

 No services 42 (74) 15 (26) 1.0    

Past Services Used MH services in past 22 (33) 45 (67) 3.9 1.9 7.9 0.00 

 No past services 48 (66) 25 (34) 1.0    

Level of CoC Low CoC 30 (61) 19 (39) 0.4 0.2 0.9 0.03 

 Medium CoC 22 (50) 22 (50) 0.6 0.3 1.4 0.26 

 High CoC 18 (38) 29 (62) 1.0    
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a. All other accommodations include: Homeless, institution, group home. In high use group, n=17 homeless 
b. Living in own home may be rented or owned. Includes a rented room in a rooming house and school residence
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Table 13. Socio-demographic, clinical, and service use variables included in the final multivariate model including their bivariate 

analyses. 

 Bivariate Analysis 

 High Use (5+ visits) 

Final Multivariable Modeld 

High Use (5+ visits) 

  95% CI   95% CI  

 
Unadjusted 

OR 
Lower Upper P 

Adjusted 

OR 
Lower Upper P 

Children 

No children 
2.7 1.4 5.3 0.00 5.7 2.0 16.5 0.00 

Has children 1.0    1.0    

Reported (Axis IV) Social 

Support 

Poor/fair 

8.4 3.9 17.8 0.00 3.7 1.4 9.9 0.01 

Good 1.0    1.0    

Personality d/o (primary or 

comorbid dx) 

Documented PD/PD traits 

5.7 2.6 12.6 0.00 4.5 1.6 12.3 0.00 

No PD of any type 1.0    1.0    

Medical Comorbidities 

Has a medical comorbidity 
3.7 1.8 7.7 0.00 6.1 2.0 18.8 0.00 

None 1.0    1.0    

Self-reported Alcohol Use 

Uses alcohol 
7.0 3.3 14.9 0.00 4.3 1.6 11.9 0.01 
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 Bivariate Analysis 

 High Use (5+ visits) 

Final Multivariable Modeld 

High Use (5+ visits) 

  95% CI   95% CI  

 
Unadjusted 

OR 
Lower Upper P 

Adjusted 

OR 
Lower Upper P 

None 1.0    1.0    

Level of CoC 

Low CoC 
0.4 0.2 0.9 0.03 0.4 0.1 1.3 0.14 

Medium CoC 0.6 0.3 1.4 0.26 1.0 0.3 3.4 0.96 

High CoC 1.0    1.0    

Variables significant in bivariate analysis but which did not remain in the final multivariable model: Finances, Antipsychotic use, Violent behavior, and Legal 

history. 

Hosmer and Lemeshow Test: X2=1.361, sig.=0.995
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Table 14. Descriptive analysis of the independent variable of interest: CoC measured on the ACSS-MH observer-rated scale. 

Variable N (%) Mean (SD) Min Max Median 

N (%) within 

one-time 

presenters 

N (%) within 

frequent 

presenters 

Level of CoC        

Low 49 (35) 12 (4) 5 19 12 30 (61) 19 (39) 

Medium 44 (31) 27 (4) 20 32 27 22 (50) 22 (50) 

High 47 (34) 36 (2) 33 41 35 18 (38) 29 (62) 

Total 140 (100) 25 (10) 5 41 27 70 (50) 70 (50) 
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Table 15. Distribution of specific items/questions on the ACSS-MH observer-rated scale by 

low and high ED use (5+ visits annually vs. 1 visit annually). 

 

Low use 

(1 visit) 

n=70 

High use 

(5+ visits) 

n=70 

ACSS-MH Observer-Rated Scale 
  

N (%) N (%) 

1. Providers have attempted to involve family or significant others   

0: family/SO were available in region, but no contact was 

attempted  
27 (39) 19 (27) 

1: family/SO available in region, and contact was attempted at 

least once 
5 (7) 10 (14) 

2: family/SO were available and >1 contact 4 (6) 7 (10) 

3: family/SO were regularly involved in care 31 (44) 23 (33) 

N/A: no family/SO were available in region 3 (4) 11(16) 

2. Frequency of appointments have changed in response to increase or 

decrease in need 
  

0: less than 3 months contact with any service 8 (11) 18 (26) 

1: visits occurred in a haphazard pattern unrelated to apparent 

need 
21 (30) 4 (6) 

2: appointments were regular but did not change in frequency 

according to need 
22 (31) 8 (11) 

3: appointments changed in frequency and patterns that 

reflected change in need 
19 (37) 40 (57) 

N/A: inpatient care onlya - - 

3. The client/patient has seen a one time unknown provider (not 

including planned consults) – count 2 for every ER 
Removed 

4. The number of weeks with the same mental health provider or team 

per 16 month period is approximately 
  

0: <10 weeks 38 (54) 22 (31) 

1: 11-25 weeks 0 (0) 5 (7) 

2: 26-39 weeks 4 (6) 0 (0) 

3: 39-54 weeks 0 (0) 2 (3) 

4: 55 weeks + (entire study period) 28 (40) 41 (59) 
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Low use 

(1 visit) 

n=70 

High use 

(5+ visits) 

n=70 

ACSS-MH Observer-Rated Scale 
  

N (%) N (%) 

5. There is evidence of service-to-service linkages   

0: no service-to-service linkage actions apparent of any kind 15 (21) 3 (4) 

1: at least one of cross service, discharge planning or referral 

documents 
11 (16) 6 (8) 

2: at least one of the above plus one of provider-provider 

communication via phone or correspondence 
34 (49) 43 (61) 

3: at least two of the above plus at least one cross service visit 10 (14) 18 (26) 

6. There is availability of around-the-clock care   

0: police and/or ER onlyb - - 

1: phone or crisis line plus ER (no mobile) 52 (74) 29 (41) 

2: mobile response, line and ER 4 (6) 2(3) 

3: on-call from community program plus phone line, mobile 

response, and ER 
11 (16) 17 (24) 

4: drop-in or team in-person availability plus all others 3 (4) 22 (31) 

N/A: inpatient entire timea - - 

7. There is evidence of use of around-the-clock care   

0: nonec - - 

1: police and/or ER only 64 (91) 43 (61) 

2: crisis line or mobile response 3 (4) 11 (16) 

3: community program on-call or drop-in availability or did not 

appear to need 
3 (4) 16 (23) 

N/A: inpatient entire timea - - 

8. Referral and engagement can be characterized as…   

0: no documented referrals made 23 (33) 5 (7) 

1: a few referrals are made with no apparent engagement 7 (10) 10 (14) 

2: a few referrals are made and there is some engagement 6 (9) 17 (24) 

3: most referrals are engaged or all services available in one 

place so no referrals necessary 
34 (49) 38 (54) 

N/A: inpatient entire timea - - 
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Low use 

(1 visit) 

n=70 

High use 

(5+ visits) 

n=70 

ACSS-MH Observer-Rated Scale 
  

N (%) N (%) 

9. Needs have been addressed or attended as follows   

0: needs are not identified nor are any beyond crisis addressed 15 (21) 8 (11) 

1: needs are identified but only one or two are addressed 4 (6) 10 (14) 

2: needs are identified and at least half are addressed 7 (10) 15 (21) 

3: needs are identified and the majority are addressed 28(50) 28(50) 

4: all needs appear to have been addressed 16(64) 9(36) 

10. Involvement in community-based interventions can be described as   

0: no community-based services 31 (44) 14 (20) 

1: some community-based services but hospital resident > 12ma - - 

2: irregular community services and/or more care hospital-

based 
7 (10) 56 (80) 

3: regular community service involvement and only 1 or 2 

hospital eventsd 32 (46) - 

4: regular community service involvement plus full community 

tenuree - - 

11. Treatment gaps – the # of approximate 30 day periods without 

primary provider contact when it was apparently needed have been…   

0: > 5 gaps 3 (4) 25 (36) 

1: 3-5 gaps 6 (9) 5 (7) 

2: 1-2 gaps 55 (79) 9 (13) 

3: 0 gaps/care continuous for whole study period 6 (9) 31 (44) 

12. Treatment gaps – the # of approximate 30 day periods without any 

service contact when it was apparently needed have been… Removed 

13. Medication gaps defined as periods of two or more weeks of non-

adherence or participant initiated discontinuation to a prescribed 

medication have been… 

  

0: no regular or consistent course of medication even when 

prescribed 
2 (3) 7 (10) 

1: meds taken while in hospital only and/or apparent 0 (0) 16 (23) 
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Low use 

(1 visit) 

n=70 

High use 

(5+ visits) 

n=70 

ACSS-MH Observer-Rated Scale 
  

N (%) N (%) 

admissions to access meds 

2: has had 2-4 gaps in course of medication or discontinued by 

self 
14 (20) 12 (17) 

3: 0 has had fewer than two gaps in course of medication 11 (16) 8 (11) 

4: has continuously taken medications as prescribed 27 (39) 26 (37) 

N/A: not on prescribed medication 16 (23) 1 (1) 

14. Program reminders and reconnections can be described as… Removed 

15. Access to multi-disciplinary team of providers can be described as…   

0: no consistent provider from any discipline 8 (11) 9 (13) 

1: one discipline only or > 5 not working as a team 28 (40) 8 (11) 

2: 2-5 5 (7) 4 (6) 

3: 2-5 including GP 29 (41) 49 (70) 

16. Waiting time for services after referral or requested appointment has 

been about… 
Removed 

17. Presence of individual treatment plan/goals an be described as…   

0: none evident in any service received - - 

1: at least one “minimal” discharge or treatment plan on record 34 (49) 12 (17) 

2: at least one comprehensive discharge or treatment plan on 

record 
31 (44) 24 (34) 

3: comprehensive discharge or treatment plan that has been 

updated during the study period 
5 (7) 34 (49) 

a. Participants recruited from ER. Individuals who were inpatients only during the 2010 fiscal year 
would not have been identified by the recruitment criteria 

b. Mental Health Crisis Line support universally accessible in this region 

c. Participants identified from ER records, therefore recruitment strategy excludes a response of 0 on 
this item 

d. Participants in the High Use group visited the ER a minimum of 5 times, therefore a response of 3 
is not possible on this item 

e. Individuals with full community tenure were not included in the study because participants were 
recruited from ER records 
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Chapter 5 

Summary 

In this PhD enquiry I used an emergent multi-phase, mixed methods design to address 

existing gaps in knowledge on frequent use of emergency services for mental health complaints, 

continuity in mental healthcare, and the relationship between these phenomena. While each phase 

of research is a study in and of itself that produced new knowledge, the composite provides the 

foundational work necessary to research continuity more comprehensively in this population and 

meet current healthcare priorities.   

Mental disorders are managed through multiple interventions, treatments, and 

medications, with the services offering mental healthcare predominantly located in the 

community. In times of psychiatric crisis, or when needs are unable to be met by primary care 

and/or community mental health services, hospital intervention is often required. Given the reality 

of ED over-crowding and the availability of community-based services designed to address most 

mental health needs, one would hypothesize that only a small proportion of ED visits would be 

for mental health concerns. In reality, rates are high; with recent reports indicating that over 20% 

of emergency department visits are for mental health complaints (Chaput et al., 2007), with 

higher rates observed in hospitals with designated psychiatric emergency services. Additionally, a 

subgroup of individuals appears to make a disproportionate number of these mental health-related 

ED visits (Wooden et al., 2009). Several studies exploring this population exist and yet a precise 

theoretical and operational definition used to identify the population has not been proposed. With 

the goal of summarizing existing evidence on individuals who make multiple visits to hospital 

EDs for mental health concerns, the first phase of this PhD enquiry explored the theoretical 

definition and operationalization of the phenomenon and developed a preliminary population 
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profile based on socio-demographic, clinical, and service-use characteristics identified in the 

literature.  

 In the 13 studies included in the integrative study, there were numerous terms and 

parameters used to identify frequent presenters. Terms included repeaters, attenders, visitors, 

utilizers, presenters, and users, while parameters varied based on visit threshold and timeframe 

used. Only two parameters were used in more than one study (n=2 studies each) and these 

included 4+ visits annually and 6+ visits annually. Better definition and the use of consistent 

parameters (based on context) to identify frequent presenters are needed to advance research in 

this area and provide a foundation for meaningful comparison across studies. As a first step 

towards better understanding, I synthesized descriptive results from each study on the socio-

demographic, clinical, and service-use characteristics associated with frequent presenters. The 

preliminary evidence-informed population profile revealed frequent presenters to be young (under 

40 years), male, unemployed, unmarried, and living in transient accommodations or homeless. 

Clinically, frequent presenters were more likely to have a psychotic disorder, self-refer to the ED 

for symptoms/unmet needs, and be discharged to community resources.  

 A major finding of this integrative study was the similarity between frequent presenters 

and a population known as ‘hard-to-treat’ psychiatric patients. These individuals tend to 

disengage from services and not follow aftercare plans (Koekkoek, van Meijel, & 

Hutschemaekers, 2006). The principles of CoC are used to ensure that care in one setting is 

upheld in the next and episodes of illness and wellness are connected across time (Sparbel & 

Anderson, 2000). Interventions tailored to the needs of frequent presenters and designed to 

strengthen continuity may be the key to improving their care and reducing unnecessary ED visits. 

In fact, two studies with interventions designed to improve continuity were successful in reducing 

the number of individuals accessing ED care as well as the total number of visits for mental 
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health concerns (Cheng, Hou, & Chen, 2010; Suarez, Bravo-Ortiz, & Gonazalez-Juarez, 2011). 

Though promising, research in this area is limited and no studies specifically examining CoC in 

the frequent ED population were located. 

Prior to phase 2, I conducted a further investigation into the theoretical foundations of 

CoC for mental health that revealed largely abstract writings and a paucity of middle-range 

theories upon which interventions can be based and hypotheses made. The second study 

addressed this gap in theoretical understanding by systematically identifying and examining 

theoretical and conceptual scholarship on continuity in mental healthcare. Eight theoretical 

documents describing continuity in mental healthcare were included in a theory analysis study to 

reveal similarities and differences in understanding. In aggregating the data, a set of global 

concepts and elements inherent to continuity in mental healthcare emerged based on the whole. 

An important finding of this study was evidence of consensus across scholarship, despite the use 

of different terminology and language among theorists. Overall, I found the concepts of CoC to 

include: longitudinality, input & individuality, comprehensives, flexible consistency, stability and 

relationship, accessibility, information and sharing, realities, and responsibility/accountability.  

The third phase of research built upon the integrative study and theory analysis and 

involved conducting a retrospective observational case control study investigating frequent use 

and CoC in a regional tertiary healthcare centre. Specifically, I explored the socio-demographic, 

clinical, and service-use profile of frequent presenters, the relationship between level of CoC and 

frequency of ED use, and the aspects of CoC more commonly attributed to frequent presenters.  

The total population of frequent presenters (n=70), defined as any individual with five or 

more visits to the ED for mental health complaints annually, in the 2010 fiscal year was included 

and compared to a randomly selected group of individuals with one ED visit (n=70) for mental 
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health complaints. The frequent presenters represented 3% of all patients presenting with mental 

health complaints and accounted for 18% of mental health-related visits. Their profile was similar 

to that suggested by the integrative study in terms of sex, marital status, financial support, 

diagnosis, and contact with the legal system. Multivariate analysis allowed for the identification 

of three sets of factors (socio-demographic, clinical, and service-use) associated with frequent 

presenters, as well as the ability to explore the relationship between CoC and frequency of ED 

use while controlling for these potential confounders. There was no statistically significant 

relationship, though a trend existed whereby individuals with higher levels of CoC were more 

likely to be classified as frequent presenters, with 61% of one-time presenters having low levels 

of CoC and 62% of frequent presenters having high levels of CoC. This observation is contrary to 

existing (though limited) research findings showing fewer emergency department visits with 

greater CoC.  

Discussion 

 Table 16 provides an overview of the key findings from each study. Several 

commonalities and research gaps were evident across the three studies. The difficulty in searching 

online databases for poorly defined topics was apparent in the integrative study and the theory 

analysis. There were no specific subject headings for ‘frequent presenters’ and those available for 

‘continuity of care’ differed based on the database being searched. The ability to search online 

databases with both sensitivity and precision is paramount, and barriers such as poor reporting, 

inadequate indexing, and inconsistent description must be overcome (Golder & Loke 2009). 

Inconsistent language used for frequent presenters and CoC not only complicated the search 

process but also obscured existing theoretical consensus. At first glance, the literature on these 

two phenomena appeared largely varied with more than five terms used to describe the mental 
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health population who frequently uses the ED and 69 concepts related to continuity in mental 

healthcare. Fortunately, my analyses revealed relatively solid theoretical underpinnings for each, 

which suggests that these areas are ready for clear and specific terminology and more precise, 

universally accepted definitions.  

 Though theoretical consensus appears to exist for the concepts of frequent presentation 

and continuity in mental healthcare, operationalization of these phenomena is in its infancy. The 

thresholds and associated timeframes used to identify frequent presenters varied greatly across 

existing research. One of the initial objectives of the integrative study was to summarize exiting 

parameters and identify a visit-per-year cutoff useful across research settings. Unfortunately, this 

was not possible and after reflection, perhaps not useful either. What may be considered 

excessive in one setting may not hold true elsewhere. I discovered that service use is dependent 

on a multitude of factors and more work is needed to assess the clinical, financial, and 

organizational appropriateness of ED use.  

 There was also little support for the operationalization of continuity in mental healthcare. 

The scholarship was largely abstract and not conducive to hypothesis prediction or testing. Given 

the complex nature of the phenomenon and the fairly solid theoretical understanding, research in 

this area needs to now progress past conceptual clarity and towards operational definition. Work 

exists which explores measurement of continuity in mental healthcare. Though it seems 

premature to create tools designed to measure a phenomenon before it can be clearly 

operationalized, health services evaluations are occurring that involve CoC. Using the nine global 

concepts of continuity in mental healthcare from the theory analysis study, I compared four tools 

used in health services studies to assess conceptual and measurement fidelity. One tool was 

chosen as the independent variable of interest in the third-phase study. 
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 As noted, I chose a theoretically-supported tool to measure continuity in mental 

healthcare in the observational study and a level of CoC (high, medium, low) was assigned to 

each patient using the ACSS-MH Observer-rated scale. I hypothesized, based on existing 

literature, that frequent presenters (5+ ED visits annually) would have lower CoC than one-time 

presenters. Interestingly, this hypothesis did not hold true and the analysis suggested that frequent 

presenters have higher levels of CoC than one-time presenters (due to small sample size, the 

variable was not statistically significant in the adjusted analysis (OR=0.4; 95% CI 0.1, 1.4). 

Differences in strategies used to measure CoC likely explain this unexpected finding. Here, I used 

a theory-driven metric designed specifically for the population while reports in the literature 

commonly use simplified formula-based indices of CoC in general. These indices are not 

specifically geared towards this patient group and when compared to the theoretical summary 

proposed in the theory analysis study, it is evident that they address a fraction of the fundamental 

CoC concepts. The importance of sound psychometric testing to ensure that tools are measuring 

accurately what they are purported to measure cannot be overlooked and research in this area will 

be limited until strict operational parameters are created based on theory and tools used to 

measure the phenomenon are valid and reliable.  

Reflecting on the PhD enquiry as a whole, two thoughts come to mind. First, the addition 

of a fourth phase including a qualitative exploration of the subjective experience of CoC in a 

group of frequent presenters would have provided experiential insight into the problem. This 

piece may shed light on whether or not current initiatives designed to enhance CoC will in fact 

reduce ED visits in this population. This line of enquiry will be in my plans for ongoing research.  

Second, the idea that efforts are being misdirected has plagued me throughout this work. 

In all other illness populations there are individuals who are considered terminal or palliative, and 

yet in psychiatry this notion is not often heard - perhaps because palliative and/or terminal care is 



 

  130 

regularly associated with end-of-life/death. However, when we consider the Health Canada 

(2009) definition of an incurable illness for which care is focused on achieving comfort, 

managing symptoms, providing social, psychosocial, cultural, emotional, spiritual, and practical 

support and improving overall quality of life, it begs the question why has this not been more 

readily applied to chronic cases of mental illness? Aggressive interventions and poly-pharmacy 

are regularly used in highly treatment-refractory individuals with mental illness. These 

approaches are not without concern and difficult side effects are well known in psychiatric care. I 

wonder at what point attempts to ‘cure’ become counterproductive and perpetuate the ‘revolving-

door’ problem through adverse medication reactions, lengthy stabilizing admissions, and loss of 

hope after failed treatment attempts. Unfortunately, a recent thorough search of the literature 

revealed no studies on palliative mental healthcare. I located one discussion paper on the topic 

(Berk, Singh, & Kapczinski, 2008) that alludes to the idea that in some cases re-directing efforts 

towards fixable issues such as active substance abuse, homelessness, and social isolation may 

positively affect quality of life and lower healthcare utilization. This area interests me greatly and 

is one I hope to pursue moving forward. 

Implications for Practice, Policy, and Research from the 3 Phases of Doctoral 

Research 

Each of the three studies included in this doctoral thesis offer specific implications for 

practice, policy, and research. 

Implications for Practice and Policy 

 The evidence-informed population profile of frequent presenters is useful to frontline 

healthcare professionals. These practitioners are in a key position to identify patients in this group 
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and those at risk for becoming frequent presenters. The profile not only allows for comparison of 

local frequent presenters to the empirically supported population, but also may assist in tailoring 

screening at a local level. Furthermore, the summary of operational parameters provides a basis 

for determining what constitutes inappropriate ED use locally. From a health services planning 

perspective it highlights specific characteristics of frequent presenters (as a group) that may be 

useful for adapting services for their needs. 

The deductive theoretical summary of continuity in mental healthcare and the analysis 

exploring the compatibility of tools with theory provides several practice implications. Using this 

information, healthcare professionals may be able to identify which aspects of their patient’s CoC 

are lacking, structure their delivered care to meet the principles of CoC, and evaluate current 

continuity initiatives using appropriate tools. Furthermore, the summary may be used to create 

individually (or group)-tailored screening tools designed to assess which elements of CoC are 

being met/not met with current care. Continuity of care is important across all healthcare settings, 

however a better understanding of the phenomenon will be particularly useful for practitioners 

working in transitional settings such as the ED. 

 Practitioners, policy makers and planners use evidence-based guidelines. These are one 

of many resources available to healthcare professionals to improve healthcare outcomes. They 

provide recommendations based on scientific evidence and/or expert clinical opinion through 

practical and easy-to-follow advice for effective patient care and are particularly useful when 

predetermined care is required. I examined presenting complaints in the observational study and 

some patterns were evident. In many instances, frequent presenters sought care for predictable 

reasons and it is likely that their care lends well to the benefits of care guidelines. These 

guidelines may include for example, strategies for fast-tracking known frequent presenters 

through the ED waiting room. Though several guidelines would be necessary to properly care for 



 

  132 

the different types of frequent presenters (based on their constellation of risk factors including 

diagnosis, substance use, community support), when tailored locally to address ED’s needs, they 

may help to improve triage time, patient flow, and the ability to appropriately divert care to 

community resources, as well as decrease unnecessary interventions, referrals, and hospital 

admissions. 

 The global theoretical summary of continuity in mental healthcare provides an overview 

of existing conceptual consensus based on literature, however some elements require further 

support and/or removal from the conceptualization. In the past, expert panels have debated the 

fundamentals of CoC in an effort to reach agreement on its conceptualization and the theories 

emerging from these meetings are included in the theory analysis study. I believe the area of 

continuity in mental healthcare is ready for this type of expert debate. This enquiry could be used 

to provide the foundation for discussion and possible agreement on the conceptual underpinnings 

of the phenomena. Combining the theoretical, empirical, and experiential (provider, system, and 

individual/family) perspectives will advance our ability to design and evaluate improved services 

for this population.  

 From an educational standpoint, the knowledge gained from this thesis can be used to 

help shape the clinical impressions of ‘frustrating patients’ in undergraduate students and provide 

direction for implementing care. Students can use the profile to identify patients who are frequent 

presenters and decifer whether their CoC contributes to this outcome. They may also use the 

summary to tailor their care to ensure it is delivered in a continuous manner. Finally knowing that 

some mental health patients may benefit from a palliative framework provides a basis for care of 

individuals with high levels of CoC who continue to rely heavily on emergency services. 
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Implications for Research 

 Future research on the profile of frequent presenters would benefit from the identification 

of consistent parameters that consider diagnostic information and contextual factors affecting 

service use. Factors requiring investigation include the availability and accessibility of 

community services, institutional factors, and clinical impressions of what constitutes excessive 

service use. The integrative study synthesizes existing knowledge aiding in the comparison of 

results across studies to provide an overview of the characteristics that should be considered in 

future profiling. Other possible avenues for research on the frequent presenter profile include 

exploring the spectrum of characteristics to determine if a predictable pattern of occurrence exists 

(i.e. which factors occur first and/or at the beginning of the illness trajectory and which factors 

occur later) and a qualitative examination of frequent use and the subjective experience of why 

patients exhibit this behavior.  

 From a continuity perspective, the theory analysis provides evidence of conceptual 

consensus not yet identified in existing literature and the progression of future research from 

definition and understanding to operationalization, measurement, and clinical testing. The global 

concepts form a deductive theoretical summary that can be used to theoretically support 

continuity interventions. A preliminary look into measurement is provided including an alignment 

and comparison of existing tools to theory. Though more work is needed to expand capabilities to 

include tools to measure overall continuity as well as each associated concept, researchers 

implementing CoC interventions in mental healthcare may use the information provided in this 

thesis to select a measurement strategy compatible with their theoretical underpinning.  

 The observational study in this PhD thesis is the second known use of the ACSS-MH 

Observer-rated scale to assess CoC in a mental health population and supports the growing body 
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of evidence on theory-driven metrics in this area. Furthermore, the comparison of diagnostic 

information obtained from health records and administrative data highlights the challenges in 

using ICD codes for research on frequent presenters. While administrative data may be more 

readily accessible, these findings suggest that health records more accurately portray diagnostic 

profiles in frequent presenter populations. Researchers considering the use of administrative data 

for diagnostic purposes may want to consider the limitations discussed. Finally, limited research 

exists that explores presenting complaints in the frequent presenter population, yet it is probable 

that these offer more insight into the appropriateness of ED use compared to primary diagnoses. I 

found it difficult to meaningfully categorize presenting complaints for multivariate analysis and 

thus reported these findings descriptively. Research is needed to determine if there are predictable 

patterns of presenting complaints and if these influence ED use.  

Advantages and Disadvantages of the Emergent Approach 

 The use of a multi-phase, mixed methods emergent study design was selected for this 

PhD enquiry given the paucity of foundational knowledge on frequent presenters and continuity 

in mental healthcare. The three phases were complimentary and each ultimately informed the 

observational study. The findings from the integrative study identified important variables as well 

as factors less supported by research and provided an overview of the timeframes and visit 

thresholds used to identify frequent use. Using this information, I crafted a comprehensive list of 

socio-demographic, clinical, and service-use variables to be explored in the observational study 

and selected an evidence-supported parameter (5+ visits annually) to identify the study sample. 

Furthermore, by conducting the integrative study, I was aware of existing methodological flaws 

and was able to design my study to minimize these limitations (e.g. obtaining diagnostic 

information from medical records rather than administrative data). 
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 In critically reviewing theories of continuity in mental healthcare (theory analysis study), 

I was able to identify areas of theoretical consensus not yet acknowledged in exiting literature. 

Importantly, the proposed global understanding provided theoretical support for four tools 

designed specifically to measure the phenomenon. This step was essential to the decision to use 

the ACSS-MH Observer-rated scale as the primary independent variable of interest in the 

observational study. Existing research on continuity in mental healthcare largely uses less 

complex measures such as the Usual Provider Index. With these simple indices, there is evidence 

to support a relationship between low levels of CoC and frequent ED use, however the tools 

themselves appear to only capture minor aspects of CoC. Using a valid CoC measure likely 

contributed to the unexpected trend suggesting a possible association between high levels of CoC 

and frequent ED use. 

 There are two disadvantages to the emergent study design that must also be considered. 

First, it takes much longer to conduct emergent enquiries and the included studies have to be done 

more or less sequentially. The design is more complex in that it requires more coordination, 

project management, attention to timing, and integration of elements. Second, in my professional 

opinion, the threshold of five or more visits annually to identify frequent presenters is likely too 

low to capture the subset of the mental health population that causes the greatest burden. Prior to 

the completion of the integrative study, and based solely on my clinical experience, I suspected 

that the threshold would be substantially higher (in the 15 to 20 visits per year range), however 

thresholds supported in the literature were much lower. Though a larger scale study would be 

necessary to ensure adequate sample size, my decision to use a lower threshold limits the ability 

to assess the profile, CoC, and clinical importance of these most frequent presenters to the ED. 
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Conclusion 

 This PhD thesis on frequent presenters to the ED for mental health complaints and the 

role of CoC in mental health provides essential foundational research not yet explored in existing 

literature by ways of an integrative study and theory analysis study. The observational study 

exploring these phenomena from a regional tertiary healthcare centre perspective appears to be 

the first study conducted on frequent presenters and their CoC incorporating a set of empirically-

supported variables and method of measurement emerging from theoretical research.  

 The integrative study provides the first systematic comparison of the socio-demographic, 

clinical, and services use characteristics of frequent presenters studied in existing literature. It 

offers a preliminary evidence-informed population profile and explores the identified variables in 

an observational study. The theory analysis of scholarship on continuity in mental healthcare 

sheds light on existing theoretical consensus not yet recognized. A deductive theoretical summary 

is proposed from the amalgamated body of work that consists of nine global concepts and 23 

elements of continuity in mental healthcare. Furthermore, a rubric was created to assist in 

selecting a theoretical foundation and measurement strategy when conducting CoC research. 

Finally, an observational study was conducted to explore frequent mental health-related ED use 

and CoC. This study is the first known to investigate a comprehensive set of socio-demographic, 

clinical, and service use factors chosen to advance understanding and address gaps in knowledge, 

as well as a theory-driven measurement tool.  

 Through this comprehensive exploration of continuity in mental healthcare and its role in 

frequent ED use, I have questioned whether there needs to be a philosophical shift in the 

approach used to manage frequent presenters towards a palliative care framework. With this, the 

aim is to provide care that focuses on achieving comfort and ensuring respect for the person by 
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maximizing quality of life (Health Canada, 2009). As a first step towards this novel line of 

enquiry, it is imperative that the subjective experience of CoC in this population be further 

explored. If, in fact, these individuals experience their care as continuous while relying heavily on 

emergency services, then focusing efforts towards the treatment of physical, social, cultural, 

emotional, spiritual, and practical problems may be the key to improving quality of life and 

ultimately shifting healthcare utilization towards more appropriate services in this challenging 

group. To date, little work exists in the area of palliative mental healthcare and yet the chronic 

and incurable nature of their diseases begs the question of why they too cannot benefit from the 

well-established principles of palliative care focused on supportive care with symptom 

management. Moving forward, I am excited to pursue a research program in this area. 
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Table 16. Key findings from manuscripts one, two, and three. 

Manuscript 1: Systematic Review 

Key Findings 

Manuscript 2: Theory Analysis 

Key Findings 

Manuscript 3: Observational Study 

Key Findings 

Inconsistent terminology Inconsistency in language used blurs areas of 

consensus 

 

Some consensus on theoretical definition, but 

none are universally accepted 

Theoretical consensus evident across 

documents. No precise and universally accepted 

definition exists 

 

Inconsistent operationalization of the 

parameters used to identify frequent presenters 

Very little support for operationalization of 

continuity (or hypothesis generating/testing) 

 

No subject heading available to identify 

research on the population 

Different subject headings/definitions in 

databases 

 

Summary of thresholds and parameters used to 

identify frequent presenters 

  

 There are 9 global concepts of continuity 

synthesized 

 

 Provides theoretical support for measuring CoC 

with 4 tools 

Continuity in mental healthcare can be 

measured with complex tools such as the 

ACSS-MH (limited use in research) or by 

indices like UPI, SECON, COCI (commonly 

used in research) 
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Manuscript 1: Systematic Review 

Key Findings 

Manuscript 2: Theory Analysis 

Key Findings 

Manuscript 3: Observational Study 

Key Findings 

  No significant relationship btw level of CoC 

and low/high ED use when controlling for 

potentially confounding factors 

  61% of one-time presenters had low levels of 

CoC, 62% of frequent presenters had high 

levels of CoC 

  Non-significant trend suggesting individuals 

with high levels of CoC are more likely to be 

frequent presenters 

Socio-demographic profile: younger, male, 

unemployed, unmarried, transient/homeless 

 Socio-demographic profile: male, unmarried, 

on social assistance 

Clinical profile: psychotic d/o’s & affective 

d/o’s 

 Clinical profile: psychotic d/o, comorbid PD, 

self-report ETOH use 

Service use profile: IP/OP use, self-refer, 

RFR=symptoms, d/c to community services, 

legal troubles 

 Service use profile: legal troubles, multiple 

referral sources, has GP, has psychiatrist, hx 

of certification 

Variables were inconsistently examined and 

often appear to be chosen out of convenience 

 Explores a comprehensive set of variables 

based on identified importance and known 

gaps in literature 
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Manuscript 1: Systematic Review 

Key Findings 

Manuscript 2: Theory Analysis 

Key Findings 

Manuscript 3: Observational Study 

Key Findings 

  Chart diagnoses and ICD codes differed with 

many disorders under/over-represented by 

ICD codes 
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Appendix A 

Additional Theory Analysis Tables 

Focused literature search methods used to identify scholarship describing the 

theoretical and conceptual nature of continuity in mental healthcare. 

Inclusion Exclusion 

Population – All types of psychiatric illness Substance use populations without co-morbid 

psychiatric illness 

Intervention – Continuity of care Post-substance use rehabilitation care 

Context – All healthcare sectors and services  

Outcome – Explicit description of a conceptual 

model, theory, or framework 

 

Study Design – Theoretical and conceptual 

scholarship 

Continuity interventions and program evaluations 

Search – Limit to English language and accessible 

within health sciences literature. Full-text reports. 

Abstracts, books, theses, and conference 

proceedings 

Comment, Editorial, Letter, News, Patient education 

handout, Anonymous as author 
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Concepts and the associated definitions described in the frameworks, models, and 

summaries of continuity in mental healthcare 

Document Concept Name 
Theoretical 

Definition1 

Operational 

Definition2 

(1) 

Bachrach, 

1981 

 

Longitudinal X  

Individual X  

Comprehensiveness X  

Flexibility X X 

 Relationship X  

 Accessibility X X 

 Communication X  

 Continuity of information  X 

 Enabler X  

 N = 9 N = 8 N = 3 

(2) 

Bachrach,  

1993 

Comprehensiveness X  

Longitudinal X  

Individuality X  

Cooperation X  

Relationship X  

 Supportive environment X  

 Cultural realities X  

 Accessibility X  

 Flexibility X  

 Responsibility X  

 N = 10 N = 10 N = 0 
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Document Concept Name 
Theoretical 

Definition1 

Operational 

Definition2 

(3) 

Wierdsma, 

2009 

Information continuity X  

Longitudinal X  

Individualized X  

 Management continuity X  

 Cross-boundary X  

 Contact continuity X  

 Individualized care plans X  

 Relational continuity X  

 Relationship X  

 Patient knowledge X  

 N = 10 N = 10 N = 0 

(4) 

Sowers, 

2004 

Service user participation  X 

Comprehensiveness X X 

Transition planning X  

Prioritization X X 

 Continuity  X 

 Service user’s choice  X 

 Gradual transitions X X 

 Access to resources  X 

 Information X  

 Cultural sensitivity X X 

 Special needs X X 

 Prevention X X 
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Document Concept Name 
Theoretical 

Definition1 

Operational 

Definition2 

 Support system involvement X X 

 Designation of responsibility X X 

 Accountability X  

 N = 15 N = 11 N = 12 

(5) 

Harris, 

1988 

Continuity of treatment X X 

Continuity of relationship X X 

Continuity of caring X  

 Caring X  

 N = 4 N = 4 N = 2 

(6) 

Reid, 

2002 

Longitudinal continuity X  

Individual X X 

Continuity X X 

Management continuity X  

 Flexibility X  

 Continuity of contact X  

 Relational continuity X  

 Relationship X  

 Consistency of personnel X  

 Informational continuity X  

 Information transfer X  

 Accumulated knowledge X  

 Information X  

 N = 13 N = 13 N = 2 
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Document Concept Name 
Theoretical 

Definition1 

Operational 

Definition2 

(7) 

Joyce, 

2004 

Longitudinality X  

Temporal access X  

Individualized care X  

 Service delivery X  

 Comprehensive services X  

 Structural linkages X  

 Emphasis on collaboration X  

 Patient-provider relationship X  

 Relationship to system X  

 Information/Communication X  

 Accessibility X  

 Access/Availability X  

 Geographic access X  

 Flexibility of service location X  

 Transition management X  

 System administration  X 

 N = 16 N = 15 N = 1 

(8) 

Ware, 

1999 

Pinch hitting X  

Trouble shooting X  

Smoothing transitions  X 

 Creating flexibility X X 

 Speeding the system up X X 

 Contextualizing X  
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Document Concept Name 
Theoretical 

Definition1 

Operational 

Definition2 

 Accommodating X  

 Structural compatibility X  

 Timing X  

 N = 9 N = 8 N = 3 

Total N = 86 (M=11, SD=4) N = 79 N = 23 

1. Theoretical definition: A definition that is “abstract and useful to the theory, but with no 
empirical referents named” (Walker & Avant, 2011, p. 180) 

2. Operational definition: A definition that “provides the means for measuring the concept in 
question” (Walker & Avant, 2011, p. 197) 
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Relational statements and the associated sign, symmetry, and number of concepts 

identified in the frameworks, models, and summaries of continuity in mental 

healthcare 

Document # Type of statement Sign Symmetry # Concepts 

1 n/a n/a n/a n/a n/a 

2 n/a n/a n/a n/a n/a 

3 1 Probablistic, Time-ordered + Asymmetrical 3 

 2 Necessary, Conditional + Asymmetrical 2 

 3 Probablistic, Time-ordered + Asymmetrical 2 

 4 Probablistic, Time-ordered + Asymmetrical 2 

 5 Probablistic + Asymmetrical 2 

 6 Probablistic, Time-ordered + Asymmetrical 2 

 7 Probablistic + Asymmetrical 2 

 8 Concurrent + Asymmetrical 2 

4 n/a n/a n/a n/a n/a 

5 1 Probablistic + Asymmetrical 2 

 2 Time-ordered + Asymmetrical 2 

6 1 Probablistic, Necessary + Asymmetrical 3 

 2 Conditional + Asymmetrical 4 

 3 Conditional + Asymmetrical 2 

 4 Probablistic + Asymmetrical 2 

 5 Probablistic + Asymmetrical 2 

 6 Sufficient + Asymmetrical 2 

7 n/a n/a n/a n/a n/a 

8 n/a n/a n/a n/a n/a 
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Ratings of testability, generalizability, parsimony, and usefulness for the frameworks, models, and summaries of continuity in 

mental healthcare 

Document 

Hypotheses 

offered 

Validation/ 

Testing 
Generalizability Parsimonious Clarity of language # Times 

cited 
Yes No Yes No Yes Context Yes No Very Somewhat Not at all 

1  X  X X All medical specialties* X  X   222 

2  X  X X 
All types of chronically ill pops requiring 

care from multiple services/sectors** 
X  X   72 

3 X   X X 
All types of chronically ill pops requiring 

care from multiple services/sectors** 
X   X  12 

4  X  X X 
Car of any chronically ill pop requiring 

behavioral health services* 
X  X   6 

5 X   X X 
Any chronically ill pop with high ER 

use** 
X  X   4 

6 X   X X 
All pops requiring care from multiple 

services/sectors* 
X  X   131 

7  X X     X  X  25 

8  X  X X Other regions with similar populations**  X  X  76 

* = Stated explicitly by originator 
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** = Judgment by team
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Appendix B 

Completed Data Extraction Forms 

Data extracted from: Ware et al. (1999) 

Elements of the 

Theory Analysis 

 

Specific Items 

 

Bibliographic Source Title An Ethnographic Study of the Meaning of 

Continuity of Care in Mental Health Services 

 Journal or source (if book or 

website) 

Psychiatric Services 

 Date of publication 1999 

 

Origins Originator (s) of theory Ware1, Tugenberg1, Dickey2, McHorney3 

 Originator’s affiliations 

(institutions) 

1. Harvard Medical School, Dept. of Social 
Medicine 

2. Harvard Medical School, Dept. of 
Psychiatry 

3. University of Wisconsin-Madison 
Medical School, Depts. of Preventative 
Medicine and Medicine 

 Originator’s address/contact 

info 

Email address:  norma-ware@hms.havard.edu 

Country: United States of America 

 Originator’s 

motivation/rationale for 

developing 

conceptualization. Why was 

it developed? What prompted 

development?  What 

influenced the originator(s)’ 

thinking? 

This situation – Existing 

conceptualizations of CoC have been 

faulted for being vague, inconsistent, and 

over inclusive and therefore difficult to 

operationalize for measurement purposes. 

To produce a standardized measure of 

CoC for use in mental health services 

research based on the conceptualization 

Page # 

 

395 

 How was the 

conceptualization developed?  

Inductive 397 
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Data extracted from: Ware et al. (1999) 

 Derived from the literature or 

from the author’s personal 

experience? 

Review of existing literature and 

ethnographic investigation of the 

meaning of CoC 

395-6 

General Term used to represent 

concept of continuity of 

care? 

Continuity of Care 395 

 How is term defined? Generally refers to the management and 

treatment of conditions over time. Goal is 

to provide a definition 

395 

 Type of model/theory 

/conceptualization 

Taxonomy of mechanisms, definitions, 

and case illustrations 

398 

 Intended focus Mental heath services 395 

 

 

 Intended purpose To use ethnography to construct a 

detailed definition of continuity – 

building on previous efforts – through 

systematic field research 

396 

 

 

 Target audience  Practitioners 399 

 Researchers 395 

 Policy makers  

Administrators/managers  

Patients  

Public  

 Is there a schematic 

representation of 

model/theory? 

Yes 

 No 

 

 

Meaning:  

 

The concepts and how they 

relate to each other 

Total # of concepts: 9  

 Concept Pinch hitting 398 

 Definition  When individual service providers step outside 

their prescribed roles to undertake tasks usually 
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Data extracted from: Ware et al. (1999) 

performed by someone else. Closes gaps in 

services. 

 Type of definition Theoretical 

 Concept Trouble shooting 398 

 Definition  Providers ‘trouble shoot’ for clients by 

anticipating potential problems and moving to 

address them before they develop. Works to 

preclude gaps in services. 

 Type of definition Theoretical 

 Concept Smoothing transitions 398-9 

 Definition  Creating overlap in services, making change 

gradual and increasing provider contacts at time 

of change. Lacing change with consistency, 

creating overlap in relationships with providers, 

making change gradual. 

 Type of definition Operational 

 Concept Creating flexibility 398 

 Definition  Adapting to meet the needs of individual clients. 

Attempting to honor client preferences. 

 Type of definition Theoretical 

 Concept Creating flexibility 398 

 Definition Steps are taken to make accommodations in 

scheduling and other aspects of services. 

 Type of definition Operational  

 Concept Speeding the system up 398-9 

 Definition  Providers work to facilitate client movement 

through the service system by moving to ‘speed 

the system up’. Cuts down on waiting times for 

clients and creates shortcuts to services. Helps 

ensure that plans for services are actually 

implemented. Implicitly acknowledge the 

importance of appropriate timing.  

 Type of definition Theoretical 
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Data extracted from: Ware et al. (1999) 

 Concept Timing 399 

 Definition Connecting clients with particular services at the 

moment they both need them and are willing to 

accept them. 

 Type of definition Theoretical 

 Concept Contextualizing 398-9 

 Definition  Providers who have been acquainted with 

individual clients for long periods can apply their 

knowledge to help colleagues. Offering a 

historical perspective. Helps keep providers 

engaged by reminding them that growth and 

development are possible for even the most 

severely disabled individuals. 

 Type of definition Theoretical 

 Concept Accommodating 399 

 Definition  Different arrangements are made with different 

clients. These arrangements are negotiated. 

Helps keep clients engaged with their caregivers 

by enabling them to exercise some control. 

 Type of definition Theoretical 

 Concept Structural compatibility 400 

 Definition  Environments are supportive of activities 

necessary to ensure continuity of care. Each 

organizational level is interdependent and must 

reinforce the other. 

 Type of definition Theoretical 

  

Logical consistency: The structure of the 

statements described in the 

theory  

Total number of relational statements: 0 

 

 

 Relational statement N/A  

 Concepts addressed N/A  
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Data extracted from: Ware et al. (1999) 

 Type, sign, and symmetry of 

relationship 

Type 

 

N/A 

Sign 

 

N/A 

Symmetry 

 

N/A 

 

Empirical Testing Are hypotheses offered?  Yes  

✓ No 

 Can hypotheses be generated 

from the conceptualization? 

 Yes  

✓ No 

 Has the conceptualization 

been tested/validated? 

 Yes  

✓ No 

 How was it tested? What was 

the study design? 

N/A  

 What changes (if any) 

resulted? 

N/A  

 

Generalizability Is the conceptualization 

generalizable, or transferable 

to other contexts?  

 Yes, authors provide data to support 

statement 

 

✓ Yes, authors claim it is, but no data to 

support statement 

399 

 Yes, seems to be  

 No, can’t judge  

In what other contexts?  Stated specifically  

✓ Not stated specifically –  

Personal judgement 

- Other regions with similar population 

 

 

 

 

Parsimony Is the conceptualization as 

simply stated as possible? 

 

 Yes  

✓ No (The titles given to each 

mechanism are based on sayings (i.e. 

pinch hitting) that may not be universally 

understood  

 

 Don’t know  
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Data extracted from: Ware et al. (1999) 

 

Clarity of language   Very clear  

✓ Somewhat clear  

 Not at all clear  

Strengths Explicitly stated 

- Based on a combination of a) review of existing literature and b) 
experiential knowledge elicited through qualitative research 

- Considers consumer perspective 
- Provides foundation for CoC measurement tool 
- Systematic identification of CoC constructs 
- The mechanisms reflect current gaps and point to ways gaps may be 

sealed 
  

Limitations Explicitly stated 

- Based on an ethnographic design 
- Only articulates meaning of CoC at one particular level (relationships 

linking clients with individuals or groups of providers) 
 In judgment of reviewer 

- Relationships among concepts not discussed 
- Unable to make predictions of CoC from conceptualization 

 

What other CoC 

models/theories cited 

in paper? 

1. Bachrach, 1981, 1993 
 

 

Data extracted from: Joyce et al. (2004) 

Elements of the 

Theory Analysis 

 

Specific Items 

 

Bibliographic Source Title Continuity of care in mental health services: 

Toward clarifying the construct 

 Journal or source (if book or 

website) 

Canadian Journal of Psychiatry 

 Date of publication 2004 

 

Origins Originator (s) of theory Joyce1, Wild2, Adair3, McDougall3, Gordon4, 
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Data extracted from: Joyce et al. (2004) 

Costigan5, Beckie, Kowalsky, Pasmeny, Barnes 

 Originator’s affiliations 

(institutions) 

4. University of Alberta, Dept. of Psychiatry 
5. CIHR 
6. University of Calgary, Depts. of 

Community Health Sciences & Psychiatry 
7. Edmonton Mental Health Clinic 
8. Alberta Mental Health Board 

 Originator’s address/contact 

info 

Email address:  ceadair@uc algary.ca 

Country: Canada 

 Originator’s 

motivation/rationale for 

developing the 

conceptualization. Why was 

it developed? What prompted 

development?  What 

influenced the originator(s)’ 

thinking? 

This situation - minimal but provocative 

evidence that continuity is associated 

with positive outcomes, together with 

lack of agreement on definitional and 

dimensional issues - suggests that it is 

timely to develop a more accurate 

definition of the CoC construct (p. 540) 

Page # 

 

540 

 How was the 

conceptualization developed?  

Inductive 540 

 Derived from the literature or 

from the author’s personal 

experience? 

Systematically reviewed the relevant 

theoretical and empirical literature, and 

conducted interviews with patients 

receiving mental health services and their 

families 

540 

General Term used to represent 

concept of continuity of 

care? 

Continuity of Care 539 

 How is term defined? Four attribute domains of CoC: service 

delivery, accessibility, relationship base, 

and individualized care. Goal is to 

provide a definition 

540 

 Type of conceptualization Hierarchal model of CoC 

attributes/themes 

542-3 

 Intended focus Severe and persistent mental illness 539 
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Data extracted from: Joyce et al. (2004) 

 

 Intended purpose Systematic examination of the CoC 

construct and the identification of critical 

dimensions 

540 

 

 

 Target audience  Practitioners  

 Researchers  

 Policy makers  

Administrators/managers  

Patients  

Public  

 Is there a schematic 

representation? 

 Yes 

 No 

542-5 

 

Meaning:  

 

The concepts and how they 

relate to each other 

Total # of concepts: 16  

 Concept Longitudinality 544 

 Definition  Emphasis on a long-term orientation to the care 

plan, including regular follow-up contacts, 

advance planning for acute episodes or other 

treatment events 

 Type of definition Theoretical 

 Concept Temporal access 542 

 Definition  Patients receive the care they need at the most 

appropriate time 

 Type of definition Theoretical 

 Concept Individualized care 544 

 Definition  Flexibility in service provision according to the 

assessed need of the client, including client-

centred care, family an client involvement in 

treatment planning and decision making, and 

culturally sensitive care 

 Type of definition Theoretical 
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Data extracted from: Joyce et al. (2004) 

 Concept Individualized care 543 

 Definition  The extent to which service providers are 

sensitive to the personal, social, and cultural 

circumstances of patients, in addition to their 

clinical needs 

 Type of definition Theoretical 

 Concept Service delivery 542 

 Definition  Reflects aspects of the organization and 

coordination of services. The policies, structural 

features, and procedures that treatment systems 

and services required to achieve CoC 

 Type of definition Theoretical 

 Concept Comprehensive services 544 

 Definition  Emphasis on going beyond medical care or 

individual treatment to provide the full range of 

needed supports, including housing, income, 

vocational, and recreational services 

 Type of definition Theoretical 

 Concept Structural linkages 544 

 Definition  Policies aimed at integration of services, 

including connections between inpatient and 

outpatient services and single administrative 

responsibility for all services provided to a 

particular population 

 Type of definition Theoretical 

 Concept Emphasis on collaboration 544 

 Definition  Orientation to interdisciplinary and between-

program collaboration, including attention to 

medical, psychiatric, and social issues, and the 

inclusion of more than a single disciplinary 

perspective 

 Type of definition Theoretical 

 Concept Patient-provider relationship 544 
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 Definition  The degree to which a single provider or team is 

committed to assisting with navigation of the 

whole service system; also includes provider 

behaviours and aspects of relationship quality 

 Type of definition Theoretical 

 Concept Relationship to system 543 

 Definition  Provide continuity of care and caregivers, thus 

allowing patients to build an institutional 

transference so that the institution and its 

workers indeed become a source and advice 

 Type of definition Theoretical 

 Concept Information and communication 544 

 Definition  Emphasis on the sharing of clinical information 

across multiple services or providers involved in 

the client's care, on consistency in treatment 

plans across services, and on the importance of 

providers having good information about service 

resources 

 Type of definition Theoretical 

 Concept Accessibility 542 

 Definition  Spatial and temporal conditions that facilitate 

CoC 

 Type of definition Theoretical 

 Concept Access and availability 544 

 Definition  Aspects include round-the-clock responsive 

support, ease of getting appointments, shortening 

or eliminating waiting times, and elimination of 

geographic, psychological, or financial barriers 

to care 

 Type of definition Theoretical 

 Concept Geographic access 543 

 Definition  The patient should, as much as possible, remain 

in his own milieu 
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 Type of definition Theoretical 

 Concept Flexibility of service location 544 

 Definition  Emphasis on offering services close to the 

client's natural environment, including home 

visits, outreach, mobile teams, and a general 

orientation to community-based service models 

 Type of definition Theoretical 

 Concept Transition management 544 

 Definition  Emphasis on tracking the client's move from 

hospital to community services, including 

discharge planning, aftercare, follow-up, and 

checking on appointment follow-through 

 Type of definition Theoretical 

 Concept System administration 542 

 Definition  Policies addressing the functional operation of 

the system or program; Specified structural 

linkages between programs in the system or 

between services in a given program; Either 

actual service activities occurring in the system 

or interventions offered by the program 

 Type of definition Theoretical 

  

Logical consistency: The structure of the 

statements described in the 

theory  

Total number of relational statements: 0 

 

 

 Relational statement N/A  

 Concepts addressed N/A  

 Type, sign, and symmetry of 

relationship 

Type 

 

N/A 

Sign 

 

N/A 

Symmetry 

 

N/A 

 

Empirical Testing Are hypotheses offered?  Yes  

✓ No 
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 Can hypotheses be generated 

from the conceptualization? 

 Yes  

✓ No 

 Has the conceptualization 

been tested/validated? 

✓ Yes  

  No 

 How was it tested? What was 

the study design? 

Qualitative investigation of CoC from 

the consumer perspective using semi-

structured interviews (n=36) 

545 

 What changes (if any) 

resulted? 

43 additional attributes identified 546 

 

Generalizability Is the conceptualization 

generalizable, or transferable 

to other contexts?  

 Yes, authors provide data to support 

statement 

 

 Yes, authors claim it is, but no data to 

support statement 

 

 Yes, seems to be  

✓ No, can’t judge  

In what other contexts?  Stated specifically  

 Not stated specifically –  

Personal judgement 

 

 

 

 

 

Parsimony Is the conceptualization as 

simply stated as possible? 

 

 Yes  

✓ No (would benefit from a schematic of 

final model after consensus) 

 

 Don’t know  

 

Clarity of language   Very clear  

✓ Somewhat clear  

 Not at all clear  

Strengths Explicitly stated 

- Based on a combination of: a) review of existing literature, b) clinical 
expertise, and c) experiential knowledge elicited through qualitative 
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research 
- Systematic identification and classification of CoC attributes 
- Considers consumer and provider perspective 

Provides foundation for CoC measurement tool 

  

Limitations Explicitly stated 

One sample used in qualitative interviews 

 In judgment of reviewer 

- Abstract in nature 
Unable to make predictions of CoC from conceptualization 

 

What other CoC 

models/theories cited 

in paper? 

2. Bachrach, 1981, 1993 
3. Reid, Haggerty, & McKendry, 2002 
4. Ware, Tugenberg, Dickey, & McHorney, 1999 

 

Data extracted from: Reid et al. (2007) *Data focused on MENTAL HEALTHCARE and 

commonalities across all 

Elements of the 

Theory Analysis 

 

Specific Items 

 

Bibliographic 

Source 

Title Defusing the confusion: Concepts and measures of 

continuity 

 Journal or source (if book or 

website) 

Canadian Health Service Research Foundation 

Canadian Institute for Health Information 

Advisory Committee on Health Services of the 

Federal/Provincial/Territorial Deputy Ministers 

 Date of publication 2007 

 

Origins Originator (s) of theory Reid1,2, Haggerty3,4, McKendry1 

 Originator’s affiliations 

(institutions) 

9. Centre for Health Services & Policy 
Research, University of British Columbia 

10. Departments of Health Care & 
Epidemiology and Family Practice, 
University of British Columbia 

11. Departements de Medecine familiale & 
Medecine sociale et preventive, Universite 
de Montreal 
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commonalities across all 

12. Unite de Recherche Evaluative, Centre de 
recherché de CHUM, Hopital Notre-Dame 

 Originator’s address/contact 

info 

Email address: reid.rj@ghc.org 

Country: Canada 

 Originator’s 

motivation/rationale for 

developing 

conceptualization. Why was 

it developed? What 

prompted development?  

What influenced the 

originator(s)’ thinking? 

- Continuity of care was identified as a 

priority for research in Canada 

- No consistency in the conceptualization 

and operationalization of continuity of 

care 

Page 

# 

 

1 

 How was the 

conceptualization 

developed?  

Inductive 1 

 Derived from the literature or 

from the author’s personal 

experience? 

An overview of academic and grey 

literature and a consultation with 

researchers and policy-makers to explore 

different concepts of continuity, their 

common themes, and measurement 

approaches 

1 

General Term used to represent 

concept of continuity of 

care? 

Continuity of Care  

 How is term defined? Care is received and experienced by an 

individual and care that is provided over 

time. 3 types of continuity: Informational, 

relational, and management 

• The transfer and use of 
information concerning various 
elements of care as well as 
accumulated knowledge of 
contextual factors, 

• The maintenance of patient-
provider relationships over time 
and consistency of personnel, 

3 

mailto:reid.rj@ghc.org�
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commonalities across all 

The provision of timely and 

complementary services that is responsive 

to changing needs. 

 Type of model/theory 

/conceptualization 

Not stated explicitly: Narrative summary  

 Intended focus Primary Care, Mental health care, 

Nursing care, Care of specific conditions 

2 

 

 

 Intended purpose Gaining consensus on the definition and 

approaches to measurement of continuity 

of care 

1 

 

 

 Target audience  Practitioners  

 Researchers  

 Policy makers  

Administrators/managers  

Patients  

Public  

 Is there a schematic 

representation of 

model/theory? 

Yes 

 No (Has a table to clarify) 

4 

 

Meaning:  

 

The concepts and how they 

relate to each other 

Total # of concepts: 10  

 Concept Longitudinal (or chronological) 

continuity 

 

3 

 Definition  Care provided over time 

 Type of definition Theoretical 

 Concept Individual  3 

 Definition  An individual must experience 

continuity. Pertains to the interaction 

between a single patient and one or 

more providers. 
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 Type of definition Theoretical  

 Concept Continuity 3 

 Definition  1) Care is experienced by an individual and 

received over time 

2) An even flow or progression of care from one 

nurse to another, from one shift to another, and 

from one discipline to another 

 Type of definition Theoretical 

 Definition  When a patient knows whom to contact in the 

event of a new health problem 

 Type of definition Operational 

 Concept Management continuity  

 Definition  1) Provision of separate types of healthcare over 

time in ways that complement each other so 

required services are not missed, duplicated, or 

poorly timed. 2) Care received from different 

providers is connected in a coherent way 

 Type of definition Theoretical 

 Concept Flexibility  

 Definition  (Able) to adapt the car strategy to the changing 

needs of the patient 

 Type of definition Theoretical 

 Concept Continuity of contact  

 Definition Maintaining contact with patients, monitoring 

their progress and drawing them back into 

treatment when necessary 

 Type of definition Theoretical  

 Concept Relational continuity  

 Definition  1) The establishment of a therapeutic relationship 

2) Sustained contact between a patient and a 

provider is an undergirding that connects care 

over time 
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 Type of definition Theoretical 

 Concept Relationship  

 Definition A sense of affiliation between patients and their 

practitioners. Patients use their practitioners for 

most of their needs and that providers have a 

sense of ongoing responsibility towards them 

 Type of definition Theoretical 

 Concept Consistency of personnel  

 Definition Consistently seeing the same provider 

 Type of definition Theoretical 

 Concept Informational continuity  

 Definition  1) The availability and use of information on 

prior events and circumstances - be it other visits, 

laboratory results, referral recommendations, or 

informal care 

2) Linking separate elements of care over time. 

 Type of definition Theoretical 

 Concept Information transfer  

 Definition  The transfer of documented patient information 

from one provider to another bridges separate 

elements of care over time and is a prerequisite 

for coordination of care 

 Type of definition Theoretical 

 Concept Accumulated knowledge  

 Definition  Knowledge of a patient's values, preferences, 

social context and support mechanisms 

 Type of definition Theoretical 

 Concept Information  

 Definition  Paper-based, electronic, or contained in a 

provider’s memory. Information is the common 

thread linking care from one provider to another 

and from one health service to another 
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 Type of definition Theoretical 

  

Logical consistency: The structure of the 

statements described in the 

theory  

Total number of relational statements: 6 

 

 

 Relational statement Both elements (care experienced by an 

individual and received over time) must 

be present for continuity to exist, but 

their presence alone is not sufficient to 

constitute continuity 

3 

 Simplified statement 

(Into IF statement) 

IF AND ONLY IF care experienced by 

an individual and care received over time, 

THEN continuity PROBABLY exists 

 

 Concepts addressed Individual 

Longitudinal 

Continuity of care 

 

 Type, sign, and symmetry of 

relationship Necessary, 

Probablistic 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Relational statement Time is a necessary element for 

continuity but is not meaningful unless it 

is linked to the types of continuity 

3 

 Simplified statement 

(Into IF statement) 

IF time, THEN continuity, BUT ONLY 

IF linked to informational, relational, 

and/or management continuity 

 

 Concepts addressed Longitudinal 

Continuity of care 

Informational, relational, management 

continuity 

 

 Type, sign, and symmetry of 

relationship Conditional 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  
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 Relational statement Information transfer alone is not 

sufficient to link components of care; this 

information must be taken up and 

interpreted 

5 

 Simplified statement 

(Into IF statement) 

IF information transfer, THEN linked 

components of care, IF IN THE 

PRESENCE OF information uptake and 

interpretation 

 

 Concepts Addressed Information transfer 

Informational continuity 

 

 Type, sign, and symmetry of 

relationship Conditional 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Relational statement Stable provider-patient relationships lead 

to providers knowing more about the 

patient than is written in medical records 

5 

 Simplified statement 

(Into IF statement) 

IF stable relationships, THEN 

PROBABLY providers know more about 

patient than what is written in medical 

records 

 

 Concepts addressed Relational continuity 

Accumulated patient knowledge 

 

 Type, sign, and symmetry of 

relationship Probablistic 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Relational statement Seeing the same provider over time 

encourages informational continuity and 

is also thought to engender a unique set 

of benefits such as trust, mutual 

understanding, and a sustained sense of 

responsibility toward the patient 

5 

 Simplified statement 

(Into IF statement) 

IF seeing same provide over time, THEN 

PROBABLY develop trust, mutual 

understanding, and a sustained sense of 

responsibility  
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 Concepts addressed Consistency of personnel 

Relationship 

 

 Type, sign, and symmetry of 

relationship Probablistic 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Relational statement Repeated contact gives rise to 

accumulated medical and contextual 

knowledge about patients that 

practitioners store in their memory and 

medical records. Others believe the 

benefits of continuous relationships are 

trust, mutual understanding, effective 

communication and ongoing 

responsibility built over time  

6 

 Simplified statement 

(Into IF statement) 

IF repeated contacts, THEN patient 

knowledge accumulated in memory, 

REGARDLESS OF ANYTHING ELSE 

 

 Concepts addressed Consistency of personnel 

Accumulated patient knowledge 

 

 Type, sign, and symmetry of 

relationship Sufficient 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

Empirical Testing Are hypotheses offered? ✓ Yes  

 No 

 Can hypotheses be generated 

from the conceptualization? 

✓ Yes  

 No 

 Has the conceptualization 

been tested/validated? 

 Yes  

✓ No 

 How was it tested? What was 

the study design? 

N/A  

 What changes (if any) 

resulted? 

N/A  

 

Generalizability Is the conceptualization  Yes, authors provide data to support  
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commonalities across all 

generalizable, or transferable 

to other contexts?  

statement 

✓ Yes, authors claim it is, but no data to 

support statement 

 

 Yes, seems to be  

 No, can’t judge  

In what other contexts? ✓ Stated specifically 

- All populations requiring care from 

multiple services/sectors 

 

 Not stated specifically –  

Personal judgement 

 

 

 

Parsimony Is the conceptualization as 

simply stated as possible? 

 

✓ Yes  

 No   

 Don’t know  

 

Clarity of language  ✓ Very clear  

 Somewhat clear  

 Not at all clear  

Strengths Explicitly stated 

- Used a broad and systematic literature search 
- Scientific and grey literature searched 
- Explores the use of the term CoC across the full range of healthcare 

professionals 
- Identifies common themes of CoC that extend across disciplines 
- Results validated by a group of experts and refined appropriately 

 In judgment of reviewer 

- Provides a schematic representation 
Limitations Explicitly stated 

- Did not search for other commonly used synonyms of CoC 
 In judgment of reviewer 

- Relational statements are difficult to identify and although some 
hypotheses can be drawn, does not provide sufficient information to make 
predictions about CoC 

 

What other CoC 5. Multiple – see reference list 
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commonalities across all 

models/theories 

/summaries cited in 

paper? 

 

Data extracted from: Sowers & Rohland (2004) 

Elements of the 

Theory Analysis 

 

Specific Items 

 

Bibliographic Source Title American Association of Community 

Psychiatrists’ Principles for Managing Transitions 

in Behavioral Health Services 

 Journal or source (if book or 

website) 

Psychiatric Services 

 Date of publication 2004 

 

Origins Originator (s) of theory Sowers1, Rohland2 

 Originator’s affiliations 

(institutions) 

13. University of Pittsburg Medical Center 
14. Texas Tech University Health Sciences 

Center School of Medicine 
 Originator’s address/contact 

info 

Email address:  sowers@connecttime.net 

Country: United States of America 

 Originator’s 

motivation/rationale for 

developing 

conceptualization. Why was 

it developed? What prompted 

development?  What 

influenced the originator(s)’ 

thinking? 

This situation: 

- The adoption of long-term 
panning perspectives and 
collaborative attitudes in 
administrative structures lags 
behind the development of 
services, 

- Patients discharged from 
programs to the community are 
left to manage their care, despite 
evidence that people are 
vulnerable to relapse early in 
recovery, 

- As a result, individuals are often 
unable to maintain stability after 
discharge because they fail to 
make connections with the 

Page # 

 

1271 
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services and supports to which 
they are referred 

 How was the 

conceptualization developed?  

Inductive   

 Derived from the literature or 

from the author’s personal 

experience? 

Informed by clinical experience - panel 

of psychiatrists, and information from 

behavioral health literature. Determined 

through committee consensus 

 

General Term used to represent 

concept of continuity of 

care? 

Continuity of Care 1271 

 How is term defined? Not provided, but implies: 

Service system that provides seamless 

connections between service elements. 

Service components communicate with 

one another. 

 

 Other term Transition planning  

 Definition All providers and service systems will 

collaborated as specific aspects of the 

consumer’s treatment plan change or as 

the consumer transitions from one 

provider, location, or intensity of service. 

Implies the ongoing and mutual 

responsibility of transition partners and is 

required for a successful progression 

through the service continuum. 

 

 Type of model/theory 

/conceptualization 

Framework 

Set of guidelines 

1272 

1275 

 Intended focus Mental health and addictions  

 Intended purpose - The guidelines can be used to 
develop standards for contracts 
by governmental agencies and 
other purchasers, clinical 
practice guidelines by regulatory 
agencies, program standards and 
quality indicators by program 

1272 
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and quality managers, and 
transition plans by clinicians 

- General principles for 
developing transition plans for 
persons who use behavioral 
health services while moving 
from one level of care to another 

- Offer a synopsis of elements that 
are common to this process, 
regardless of the setting or the 
population that is being served 

- Provide a template for 
developing standards for 
transitions in specific 
circumstances throughout a 
service system 

- To assist providers and 
planners in establishing 
standards for the management 
of transitions between various 
levels of care 

 Target audience  Practitioners  

 Researchers  

 Policy makers  

Administrators/managers  

Patients  

Public  

 Is there a schematic 

representation of 

model/theory? 

Yes 

 No 

 

 

Meaning:  

 

The concepts and how they 

relate to each other 

Total # of concepts: 15  

 Concept Service user participation 1273 

 Definition  Service users' perspective on the specific 

difficulties that they anticipate in making the 

transition and their preferences for services to 

address these issues. 

 Type of definition Theoretical 

 Definition The service user's perspective on the transition 
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and his or her preference for services is 

documented 

 Type of definition Operational 

 Concept Comprehensiveness 1273 

 Definition  Includes all aspects of an individual's service 

needs 

 Type of definition Theoretical 

 Definition All aspects of a service user's needs, as identified 

in completed assessments, are adequately 

addressed in the transition plan 

 Type of definition Operational 

 Concept Transition Planning 1272 

 Definition  All providers and service systems will 

collaborate as specific aspects of the consumer's 

treatment plan change or as the consumer 

transitions from one provider, location, or 

intensity of service. Ongoing and mutual 

responsibility of transition partners 

 Type of definition Theoretical 

 Concept Prioritization 1273 

 Definition Identification of transition needs and the 

coordination of services 

 Type of definition Theoretical 

 Definition Treatment plans, assessments, and progress 

documentation demonstrate attention to issues 

that are likely to be encountered during 

transitions to new treatment settings of providers 

 Type of definition Operational 

 Concept Continuity 1273 

 Definition Treatment plans demonstrate awareness of 

significant aspects of previous treatment plans 

and build on previous treatment successes 
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 Type of definition Operational 

 Concept Service user’s choice 1273 

 Definition Transition plans will reflect the preferences of 

the service user even when his or her choices do 

not coincide with those of the service provider 

 Type of definition Operational 

 Concept Gradual transitions 1274 

 Definition  Transitions should take place gradually, 

according to an individual's ability to adapt to 

changing roles and expectations 

 Type of definition Theoretical 

 Definition Opportunities to expose clients to transitions 

before the referring entities end their 

involvement are available and used 

 Type of definition Operational 

 Concept Access to resources 1274 

 Definition  Resources necessary to support the service user 

during the transition are identified, and 

arrangements that meet those needs are made 

 Type of definition Theoretical 

 Concept Information n.p. 

 Definition Not provided explicitly, but implied: documents 

on care are required and received - personal, 

health, etc.… 

 Type of definition Theoretical 

 Concept Cultural sensitivity 1273-

4 

 Definition An individual's beliefs, customs, and 

social context must be considered 

 

 Type of definition Theoretical 

 Definition Cultural issues that are relevant to the transitions 

are identified and addressed in the transition plan 

 Type of definition Operational 
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 Concept Special needs 1274 

 Definition Must recognize the needs of special populations, 

including persons with addictions, children and 

adolescents, older adults, women, and criminal 

offenders. 

 Type of definition Theoretical  

 Definition The transition plan facilitates the 

recognition of special needs and 

resources and the processes useful in 

addressing them. 

 

 Type of definition Operational  

 Concept Prevention 1274 

 Definition  1) Must recognize the needs of special 

populations, including persons with addictions, 

children and adolescents, older adults, women, 

and criminal offenders. 

2) Early warning signs and factors that contribute 

to the exacerbation of illness or disability are 

identified, and transition plans include strategies 

that minimize their impact 

 Type of definition Theoretical 

 Concept Support system involvement 1273 

 Definition Family members' and other persons in the 

community who provide support should be 

encouraged whenever possible 

 Type of definition Theoretical 

 Definition Significant members of the service user's support 

system are consulted in forming the transition 

plan, or an effort to obtain their participation in 

evident 

 Type of definition Operational 

 Concept Designation of responsibility 1274 

 Definition Some elements of mutual responsibility between 
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the referring and receiving entities should exist 

 Type of definition Theoretical 

 Definition Contacts are clearly identified during the 

transition period, and the service user is well 

informed and able to follow the instructions 

provided 

 Type of definition Operational 

 Concept Accountability 1274 

 Definition A comprehensive process for improving quality 

is in place 

 Type of definition Theoretical 

  

Logical consistency: The structure of the 

statements described in the 

theory  

Total number of relational statements: 0 

 

 

 Relational statement N/A  

 Concepts addressed N/A  

 Type, sign, and symmetry of 

relationship N/A 

Type 

N/A 

Sign 

N/A 

Symmetry  

Empirical Testing Are hypotheses offered?  Yes  

✓ No 

 Can hypotheses be generated 

from the conceptualization? 

 Yes  

✓ No 

 Has the conceptualization 

been tested/validated? 

 Yes 1274 

✓ No 

 How was it tested? What was 

the study design? 

N/A  

 What changes (if any) 

resulted? 

N/A  

 

Generalizability Is the conceptualization 

generalizable, or transferable 

to other contexts?  

 Yes, authors provide data to support 

statement 

 

✓ Yes, authors claim it is, but no data to 1272 
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support statement 

 Yes, seems to be  

 No, can’t judge  

In what other contexts? ✓ Stated specifically 

- Care of any chronically ill population 

requiring behavioral health services 

1272 

 Not stated specifically   

 

Parsimony Is the conceptualization as 

simply stated as possible? 

 

✓ Yes  

 No   

 Don’t know  

 

Clarity of language  ✓ Very clear  

 Somewhat clear  

 Not at all clear  

Strengths Explicitly stated 

- Based on a combination of review of existing literature and experiential 
knowledge 

- Sample outcome indicators are provided for each principle 
- Indicators can be customized and quantified to reflect specific 

circumstances and allow for measurement 
- Offers a simple set of standards through which systems can measure the 

status of their current practices to monitor and improve 
 In judgment of reviewer 

- Is general and able to be adapted to suit multiple populations 
Limitations Explicitly stated 

- More research is needed to solidly establish these guidelines as evidence-
based practices 

 In judgment of reviewer 

- Relationships among concepts not discussed 
- Unable to make predictions of CoC from conceptualization 

 

What other CoC 

models/theories cited 

in paper? 

Multiple – see reference list 
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Elements of the 

Theory Analysis 

 

Specific Items 

 

Bibliographic 

Source 

Title Reconstructing continuity of care in mental health 

services: A multilevel conceptual framework 

 Journal or source (if book or 

website) 

Journal of Health Services Research and Policy 

 Date of publication 2009 

 

Origins Originator (s) of theory Wierdsma1, Mulder1, de Vries1, Sytema2 

 Originator’s affiliations 

(institutions) 

15. University of Rotterdam 
16. University of Groningen 

 Originator’s address/contact 

info 

Email address:  a.wierdsma@erasmusmc.nl 

Country: The Netherlands 

 Originator’s 

motivation/rationale for 

developing 

conceptualization. Why was 

it developed? What 

prompted development?  

What influenced the 

originator(s)’ thinking? 

This situation: 

-Continuity of care has been identified as 

a priority in health services, yet at a 

conceptual and operational level CoC has 

been criticized for lack of clarity. The 

triple challenge identified by Johnson et 

al., and Adair et al. 

Page 

# 

 

52-3 

 How was the 

conceptualization 

developed?  

Inductive 53 

 Derived from the literature or 

from the author’s personal 

experience? 

Review of existing literature  53 

General Term used to represent 

concept of continuity of 

care? 

Continuity of Care 53 

 How is term defined? Continuity includes a variety of attributes 

that establish ‘connectedness’ in care: 

53 
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responding to patients’ individual needs, 

and communication between patient and 

health care professions and among service 

providers.  

CoC is a process and interpreted as the 

degree to which episodes of treatment are 

linked in a seamless, uninterrupted whole, 

in conformity with patients’ needs. 

 Type of model/theory 

/conceptualization 

Multilevel conceptual framework 56 

 Intended focus Heath services 53 

 

 

 Intended purpose To specify the concept and to focus 

mechanisms to improve continuity of 

care, (and to) integrate different 

approaches to continuity of care into a 

multilevel perspective 

53 

 

 

 Target audience  Practitioners  

 Researchers 53 

 Policy makers  

Administrators/managers  

Patients  

Public  

 Is there a schematic 

representation of 

model/theory? 

Yes 

 No (Has a table to clarify) 

 

 

Meaning:  

 

The concepts and how they 

relate to each other 

Total # of concepts: 10  

 Concept Information Continuity 54 

 Definition  The transfer of information that links the care 

provided between health care events. As well as 
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the accumulation of knowledge on the patient, it 

involves transferring information from one 

service to another, while excluding or limiting 

informal, undocumented information. 

 Type of definition Theoretical 

 Concept Longitudinal 53 

 Definition  Episodes are linked, care over time, implies the 

longitudinal or chronological nature 

 Type of definition Theoretical 

 Concept Individualized 53 

 Definition  1) Treatment is not an attribute of the service 

system, 2) How individual patients benefit from 

the integration and coordination of services, or 

are impaired by the lack of it, 3) (not stated but 

implied: care is delivered in a way that meets 

each individuals' needs) 

 Type of definition Theoretical 

 Concept Management Continuity 54 

 Definition  A consistent approach based on a comprehensive 

treatment plan which, when necessary, focuses 

on transfer between services according to service 

standards and protocols 

 Type of definition Theoretical 

 Concept Cross-boundary 53 

 Definition 1) Episodes of treatment are linked in a seamless 

way 

2) A process that takes place at the interfaces 

between multiple services and providers in 

complex delivery systems 

 Type of definition Theoretical  

 Concept Contact Continuity 55 

 Definition  Sustaining long-term connected care in a 

coherent, interdisciplinary way by creating a 
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service continuum to accommodate patients' 

needs, and by documenting outcomes and follow-

up appointments 

 Type of definition Theoretical 

 Concept Individualized care plans 54 

 Definition 1) Structures the knowledge accumulating on the 

patient, facilitate the active involvement of 

patients in their own care and specify the scope 

of actions to be taken 

2) Involves adapting care to changes in health 

care needs and social circumstances. 

 Type of definition Theoretical 

 Concept Relational Continuity 54-5 

 Definition Involves an ongoing therapeutic relationship, 

with health care professionals who will respond 

on a personal level, in a setting that promotes 

cooperation and a coordinated, inter-subjective 

approach 

 Type of definition Theoretical 

 Concept Relationship 55 

 Definition  Includes in part a sense of responsibility towards 

patients 

 Type of definition Theoretical 

 Concept Patient Knowledge 54 

 Definition  Medical and contextual information 

 Type of definition Theoretical 

  

Logical consistency: The structure of the 

statements described in the 

theory  

Total number of relational statements: 4 

 

 

 Relational statement Exchanging knowledge on a patient's 

illness, past history, treatment 

complications and social circumstances 

54 
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links health care episodes over time and 

between services such as primary health 

care, social services, housing 

corporations and employment agencies. 

 Simplified statement 

(Into IF statement) 

IF patient-specific health information 

shared, THEN PROBABLY LATER care 

episodes linked over time and

 

 

development of relationships 

 Concepts addressed Informational continuity 

Longitudinal 

Relational continuity/relationship 

 

 Type, sign, and symmetry of 

relationship Probablistic, 

Time-ordered 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Relational statement Defining 'care pathways', in which the 

content and timing of interventions are 

prescribed, constitutes management 

continuity only when these pathways are 

followed consistently 

54 

 Simplified statement 

(Into IF statement) 

IF AND ONLY IF care pathways are 

consistently followed, THEN 

management continuity, BUT ONLY IN 

THE PRESENCE OF all other factors 

 

 Concepts addressed Individualized care plans 

Management continuity 

 

 Type, sign, and symmetry of 

relationship Necessary, 

Conditional 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Relational statement Concentrating care with few providers is 

essential to building a trusting 

relationship and to support mutual 

understanding. As well as helping to 

accumulate the medical and contextual 

knowledge that improves care plans, it 

55 
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encourages a sense of responsibility 

towards patients 

 Simplified statement 

(Into IF statement) 

IF care concentrated with few providers, 

THEN PROBABLY LATER trusting 

relationships and mutual understanding 

will form 

 

 Type, sign, and symmetry of 

relationship Probablistic, 

Time-ordered 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Simplified statement 

(Into IF statement) 

IF care concentrated with few providers, 

THEN PROBABLY LATER 

accumulation of patient knowledge 

 

 Type, sign, and symmetry of 

relationship Probablistic, 

Time-ordered 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Simplified statement 

(Into IF statement) 

IF medical and contextual knowledge 

accumulated, THEN PROBABLY a 

sense of responsibility for patient in each 

provider 

 

 Type, sign, and symmetry of 

relationship Probablistic 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Concepts addressed Contact continuity 

Relational continuity 

Patient Knowledge 

Patient knowledge 

Relationship 

 

 Relational statement Regular contact is a prerequisite not only 

for building a strong personal 

relationship, but also for ensuring that 

management goals are adapted in 

accordance with patients' needs over 

time, and for monitoring the acuity of 

patients' problems and changes in 

55 
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circumstances. Continuity of contact 

requires mental health care organizations 

to facilitate a broad range of services that 

must be in place to avoid unnecessary 

barriers to treatment access 

 Simplified statement 

(Into IF statement) 

IF regular contact THEN PROBABLY 

LATER strong relationships built 

 

 Type, sign, and symmetry of 

relationship Probablistic, 

Time-ordered 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Simplified statement 

(Into IF statement) 

IF regular contact, THEN PROBABLY 

goals will fluctuate with patient's needs 

over time 

 

 Type, sign, and symmetry of 

relationship Probablistic 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Simplified statement 

(Into IF statement) 

IF regular contact, ALSO monitoring of 

patient acuity and health state 

 

 Type, sign, and symmetry of 

relationship Concurrent 

Type 

Positive 

Sign 

Asymmetrical 

Symmetry  

 Concepts Addressed Contact continuity 

Relational continuity/relationship 

Individualized 

Patient knowledge 

 

Empirical Testing Are hypotheses offered? ✓ Yes  

 No 

 Can hypotheses be generated 

from the conceptualization? 

✓ Yes  

 No 

 Has the conceptualization 

been tested/validated? 

 Yes  

✓ No 

 How was it tested? What was 

the study design? 

N/A  

 What changes (if any) 

resulted? 

N/A  
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Generalizability Is the conceptualization 

generalizable, or transferable 

to other contexts?  

 Yes, authors provide data to support 

statement 

 

 Yes, authors claim it is, but no data to 

support statement 

 

✓ Yes, seems to be  

 No, can’t judge  

In what other contexts?  Stated specifically  

✓ Not stated specifically –  

Personal judgement 

- All types of chronically ill populations 

requiring care from multiple 

services/sectors 

 

 

 

Parsimony Is the conceptualization as 

simply stated as possible? 

 

✓ Yes  

 No   

 Don’t know  

 

Clarity of language   Very clear  

✓ Somewhat clear  

 Not at all clear  

Strengths Explicitly stated 

- Based on a combination of a) review of existing literature and b) 
experiential  

- Provides a multi-level perspective of CoC 
- Identifies a growing conceptual consensus 
- Identifies 4 core elements of CoC 

  

Limitations Explicitly stated 

- Complex concepts described 
 In judgment of reviewer 

- Difficult to infer cause and effect from relational statements 
- No diagram/schema provided to help with clarity of relational statements 
- Not all concepts are identified in statements 
- Difficult identify statements vs. theoretical definitions 
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What other CoC 

models/theories 

/summaries cited in 

paper? 

6. Johnson et al., 1997 
7. Adair et al., 2003 
8. Others – see reference list 
 

 

 

Data extracted from: Bachrach (1981) 

Elements of the 

Theory Analysis 

 

Specific Items 

 

Bibliographic Source Title Continuity of care for chronic mental patients: a 

conceptual analysis 

 Journal or source (if book or 

website) 

American Journal of Psychiatry 

 Date of publication 1981 

 

Origins Originator (s) of theory Bachrach1 

 Originator’s affiliations 

(institutions) 

17. Maryland Psychiatric Research Centre 

 Originator’s address/contact 

info 

Email address:  Unknown (Possibly at Ashbury 

Methodist Village) 

Country: United States of America 

 Originator’s 

motivation/rationale for 

developing 

conceptualization. Why was 

it developed? What prompted 

development?  What 

influenced the originator(s)’ 

thinking? 

This situation –  

PI kept records of admissions to 

psychiatric facilities within her district 

and discovered that 1 patient had 17 

admissions in 6 months. Led her to 

question CoC for this pop. 

 

Page # 

 

1449 

 How was the 

conceptualization developed?  

Inductive  
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 Derived from the literature or 

from the author’s personal 

experience? 

Summary of literature 1449-

50 

General Term used to represent 

concept of continuity of 

care? 

Continuity of Care 1449 

 How is term defined? CoC is a process involving the orderly, 

uninterrupted movement of patients 

among the diverse elements of the service 

delivery system. 

1449 

 Type of model/theory 

/conceptualization 

Conceptual summary of the dimensions 

of CoC (p. 1449-50) and model with 

various dimensions (p. 1543) 

 

 Intended focus Care of chronic mental patients 1449 

 

 Intended purpose To clarify CoC as a concept by 

summarizing and explaining its basic 

elements, especially as they pertain to the 

care of chronic mental patients 

1449 

 

 Target audience  Practitioners  

 Researchers  

 Policy makers  

Administrators/managers  

Patients  

Public  

 Is there a schematic 

representation of 

model/theory? 

Yes 

 No 

 

 

Meaning:  

 

The concepts and how they 

relate to each other 

Total # of concepts: 9  

 Concept Longitudinal 1450 

 Definition  Episodes of care are consecutive and related over 
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time. The patient’s treatment parallels his or her 

progress even though the individual caregiver, 

specific treatment modalities, or specific site of 

care may change. 

 Type of definition Theoretical 

 Concept Individual 1450 

 Definition  Care happens with patients one at a time 

 Type of definition Theoretical 

 Concept Comprehensiveness 1450 

 Definition  Care may involve many aspects to meet many 

needs 

 Type of definition Theoretical 

 Concept Flexibility 1450-

1 

 Definition  The flow of services corresponds to changes in 

patient’s circumstances. Patients are 

accommodated whether they progress or 

decompensate. Patients are able to move easily 

within the treatment system. 

 Type of definition Theoretical 

 Concept Relationship 1451 

 Definition Patients' contacts with the service system are of a 

primary nature and are characterized by 

familiarity and closeness. The patient is able to 

rely, over time, on having associations with a 

person or persons who are interested in him and 

who respond to him on a personal level. Warmth 

and acceptance. 

 Type of definition Theoretical  

 Concept Accessibility 1451 

 Definition  The patient does not experience barriers to 

service delivery, whether they be of a physical, 

psychological, or economic nature 
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 Type of definition Theoretical 

 Concept Accessibility 1451 

 Definition There are no barriers to service. An enable is 

available to assist the patient in gaining access to 

the system. The patient is able to reach the 

service system when he needs it and in a way in 

which he can handle it both psychologically and 

financially. 

 Type of definition Theoretical 

 Concept Communication 1451 

 Definition Any information needed to implement the 

patient's treatment plan is readily available 

 Type of definition Theoretical 

 Concept Continuity of information 1451 

 Definition The existence of relevant and adequate case 

records that are readily available to all providers 

of care in all pertinent service settings 

 Type of definition Theoretical 

 Concept Continuity of care agent/enabler 1451 

 Definition  Provides a link which enables the patient to find 

and occupy his proper niche within the ecology 

of the psychiatric service system 

 Type of definition Theoretical 

  

Logical consistency: The structure of the 

statements described in the 

theory  

Total number of relational statements: 0 

 

 

 Relational statement N/A  

 Concepts addressed N/A  

 Type, sign, and symmetry of 

relationship 

Type 

 

N/A 

Sign 

 

N/A 

Symmetry 

 

N/A 
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Empirical Testing Are hypotheses offered?  Yes  

✓ No 

 Can hypotheses be generated 

from the conceptualization? 

 Yes  

✓ No 

 Has the conceptualization 

been tested/validated? 

 Yes  

✓ No 

 How was it tested? What was 

the study design? 

N/A  

 What changes (if any) 

resulted? 

N/A  

 

Generalizability Is the conceptualization 

generalizable, or transferable 

to other contexts?  

 Yes, authors provide data to support 

statement 

 

✓ Yes, authors claim it is, but no data to 

support statement 

1453 

 Yes, seems to be  

 No, can’t judge  

In what other contexts? ✓ Stated specifically 

-“Essentially similar for all medical 

specialties, the relative weights of the 

dimensions and the constructions placed 

on them by practitioners necessarily 

differ due to the nature of the patient 

pops involved” 

1453 

 Not stated specifically   

 

 

 

 

Parsimony Is the conceptualization as 

simply stated as possible? 

 

✓ Yes  

 No   

 Don’t know  

 

Clarity of language  ✓ Very clear  
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 Somewhat clear  

 Not at all clear  

Strengths Explicitly stated 

- Based on a combination of review of existing literature and experiential 
knowledge 

- Considers differences in needs based on population 
 In judgment of reviewer 

- Is general and able to be adapted to suit multiple populations 
Limitations Explicitly stated 

- Simply a set of dimensions 
 In judgment of reviewer 

- Relationships among concepts not discussed 
- Unable to make predictions of CoC from conceptualization 

 

What other CoC 

models/theories cited 

in paper? 

9. Reference to multiple other papers (see ref. list) 
 

 

Data extracted from: Bachrach (1993) 

Elements of the 

Theory Analysis 

 

Specific Items 

 

Bibliographic Source Title Continuity of care and approaches to case 

management for long-term mentally ill patients 

 Journal or source (if book or 

website) 

Hospital and Community Psychiatry 

 Date of publication 1993 

 

Origins Originator (s) of theory Bachrach1 

 Originator’s affiliations 

(institutions) 

18. Maryland Psychiatric Research Centre of 
the University of Maryland School of 
Medicine 

 Originator’s address/contact 

info 

Email address:  Unknown (Possibly at Ashbury 

Methodist Village) 

Country: United States of America 

 Originator’s Refinement of earlier theory: theoretical Page # 
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motivation/rationale for 

developing 

conceptualization. Why was 

it developed? What prompted 

development?  What 

influenced the originator(s)’ 

thinking? 

foundation for case management in 

mental health 

“The concept of CoC is used to 

circumscribe the boundaries of case 

management as a discipline and to unify 

the various approaches that have assumed 

that name” 

 

 

465 

 

 How was the 

conceptualization developed?  

Deductive   

 Derived from the literature or 

from the author’s personal 

experience? 

Refinement of an earlier theory by same 

author (1981) 

 

General Term used to represent 

concept of continuity of 

care? 

Continuity of Care 465 

 How is term defined? A process aimed toward maximizing the 

therapeutic potential of the patient. 

Emphasizes individualized rather than 

mass approaches to patient care and a 

commitment to the ideals of 

comprehensiveness, longitudinality, and 

relationship as essential aspects of service 

delivery 

465 

 Type of model/theory 

/conceptualization 

Principles of CoC (p. 465) 

Framework (p. 466 & 467) 

 

 Intended focus Care of chronic mental patients 466 

 

 Intended purpose To theoretically support case 

management 

465 

 

 Target audience  Practitioners  

 Researchers  
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 Policy makers  

Administrators/managers  

Patients  

Public  

 Is there a schematic 

representation of 

model/theory? 

Yes 

 No 

 

 

Meaning:  

 

The concepts and how they 

relate to each other 

Total # of concepts: 10  

 Concept Comprehensiveness 465 

 Definition  Providing an array of services to meet the many 

needs that mental patients generally experience 

 Type of definition Theoretical 

 Concept Longitudinal 465 

 Definition  The provision of those (needed) services over 

time 

 Type of definition Theoretical 

 Concept Individuality 466 

 Definition  Mental health services must be tailored for 

individual patients 

 Type of definition Theoretical 

 Concept Individuality 466 

 Definition The patient must be encouraged to participate as 

a partner in the process of service planning. The 

service system must thus support the patient’s 

personhood in both its philosophy and 

programmatic offerings 

 Type of definition Theoretical 

 Concept Cooperation 466 

 Definition  The various agencies and organizations serving 

the patient must be linked together in a 

productive and dependable way 
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 Type of definition Theoretical 

 Concept Relationship 465 

 Definition A secure and dependable supportive relationship 

with a caregiver 

 Type of definition Theoretical 

 Concept Relationship 466 

 Definition Each patient must be provided with an 

opportunity to establish a dependable 

and continuing relationship with a 

caregiver or caregivers who can help 

the patient navigate through the system 

of care 

 

 Type of definition Theoretical 

 Concept Supportive Environment 466 

 Definition Climate that endorses, supports, and legitimates 

services for a clearly defined target population 

 Type of definition Theoretical  

 Concept Cultural Realities 466 

 Definition  Each patient has a set of socially sanctioned 

attitudes, values, and behaviors that influence 

how he or she uses the system of care 

 Type of definition Theoretical 

 Concept Accessibility 466 

 Definition Individuals are able to reach the service system 

 Type of definition Theoretical 

 Concept Flexibility 466 

 Definition The direction and speed of patients’ movement 

among the elements of the service system must 

be determined by clinical considerations, not by 

arbitrary rules 

 Type of definition Theoretical 

 Concept Responsibility 466 

 Definition The various agencies and organizations serving 
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the patient must be linked together in a 

productive and dependable way 

 Type of definition Theoretical 

  

Logical consistency: The structure of the 

statements described in the 

theory  

Total number of relational statements: 0 

 

 

 Relational statement N/A  

 Concepts addressed N/A  

 Type, sign, and symmetry of 

relationship 

Type 

 

N/A 

Sign 

 

N/A 

Symmetry 

 

N/A 

 

Empirical Testing Are hypotheses offered?  Yes  

✓ No 

 Can hypotheses be generated 

from the conceptualization? 

 Yes  

✓ No 

 Has the conceptualization 

been tested/validated? 

 Yes  

✓ No 

 How was it tested? What was 

the study design? 

N/A  

 What changes (if any) 

resulted? 

N/A  

 

Generalizability Is the conceptualization 

generalizable, or transferable 

to other contexts?  

 Yes, authors provide data to support 

statement 

 

 Yes, authors claim it is, but no data to 

support statement 

 

✓ Yes, seems to be  

 No, can’t judge  

In what other contexts?  Stated specifically  
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✓ Not stated specifically   

- Care of any chronically ill population 

requiring case management and care 

from multiple services/sectors 

 

 

 

Parsimony Is the conceptualization as 

simply stated as possible? 

 

✓ Yes  

 No   

 Don’t know  

 

Clarity of language  ✓ Very clear  

 Somewhat clear  

 Not at all clear  

Strengths Explicitly stated 

- Based on a combination of review of existing literature and experiential 
knowledge 

- Considers differences in needs based on population 
 In judgment of reviewer 

- Is general and able to be adapted to suit multiple populations 
Limitations Explicitly stated 

- Principles are rarely, if ever, implemented in pure form and should be 
viewed as goals to be pursued 

 In judgment of reviewer 

- Relationships among concepts not discussed 
- Unable to make predictions of CoC from conceptualization 

 

What other CoC 

models/theories cited 

in paper? 

10. Bachrach, 1981 
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Letters of Permission for Theory Inclusion 

 

 
School of Nursing 

Faculty of Health Sciences 
Tel: 613 601-6822 
Fax:  613 226-4892 

E-mail: amanda.digel@queensu.ca 
 
January 1, 2012 
 
Dr. Maxine Harris 
Community Connections 
801 Pennsylvania Avenue, S.E., Suite 201 
Washington DC 20003-2152 
 
 
Dear Dr. Harris, 
 
As part of my doctoral research, I have included your manuscript entitled “Case management and 
continuity of care for the ‘revolving-door’ patient” in a theory analysis (as a means to compare 
and contrast conceptualizations of continuity) using Walker and Avant’s 2005 methodology. In 
an effort to ensure that I have accurately represented your conceptualization and extracted data 
correctly, I have attached the data extraction table for your paper to this email. Should you have 
time to review, I would greatly appreciate your input on the data collected. 
 
Thank you in advance for your time and consideration. 
 
 
Yours sincerely, 
 
 
 
 
Amanda Digel Vandyk, RN, MSc 
Doctoral Student, School of Nursing 
Queen’s University, Kingston, ON 
 

mailto:Margaret.B.Harrison@queensu.ca�
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School of Nursing 

Faculty of Health Sciences 
Tel: 613 601-6822 
Fax:  613 226-4892 

E-mail: amanda.digel@queensu.ca 
 
January 1, 2012 
 
Dr. Robert Reid 
University of British Columbia 
201-2206 East Mall  Vancouver,  BC  
V6T 1Z3, Canada  
 
Dear Dr. Reid, 
 
As part of my doctoral research, I have included your report entitled “Defusing the Confusion: 
Concepts and Measures of Continuity of Healthcare” in a theory analysis (as a means to compare 
and contrast conceptualizations of continuity) using Walker and Avant’s 2005 methodology. In 
an effort to ensure that I have accurately represented your conceptualization and extracted data 
correctly, I have attached the data extraction table for your paper to this email. Should you have 
time to review, I would greatly appreciate your input on the data collected. 
 
Thank you in advance for your time and consideration. 
 
 
Yours sincerely, 
 
 
 
 
Amanda Digel Vandyk, RN, MSc 
Doctoral Student, School of Nursing 
Queen’s University, Kingston, ON 

mailto:Margaret.B.Harrison@queensu.ca�
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School of Nursing 

Faculty of Health Sciences 
Tel: 613 601-6822 
Fax:  613 226-4892 

E-mail: amanda.digel@queensu.ca 
 
December 29, 2011 
 
Dr. André Wierdsma 
University of Rotterdam 
Dp-0452, PO Box 2040 
3000 CA Rotterdam 
The Netherlands 
 
Dear Dr. Wierdsma, 
 
As part of my doctoral research, I have included your manuscript entitled “Reconstructing 
continuity of care in mental health services: A multilevel conceptual framework” in a theory 
analysis (as a means to compare and contrast conceptualizations of continuity) using Walker and 
Avant’s 2005 methodology. In an effort to ensure that I have accurately represented your 
conceptualization and extracted data correctly, I have attached the data extraction table for your 
paper to this email. Should you have time to review, I would greatly appreciate your input on the 
data collected. 
 
Thank you in advance for your time and consideration. 
 
 
Yours sincerely, 
 
 
 
 
Amanda Digel Vandyk, RN, MSc 
Doctoral Student, School of Nursing 
Queen’s University, Kingston, ON 

mailto:Margaret.B.Harrison@queensu.ca�
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School of Nursing 

Faculty of Health Sciences 
Tel: 613 601-6822 
Fax:  613 226-4892 

E-mail: amanda.digel@queensu.ca 
 
December 29, 2011 
 
Dr. Wesley E. Sowers 
University of Pittsburgh Medical Center 
304 Wood Street 
Pittsburgh, Pennsylvania 15222 
 
Dear Dr. Sowers, 
 
As part of my doctoral research, I have included your manuscript entitled “American Association 
of Community Psychiatrists’ Principles for Managing Transitions in Behavioral Health Services” 
in a theory analysis (as a means to compare and contrast conceptualizations of continuity) using 
Walker and Avant’s 2005 methodology. In an effort to ensure that I have accurately represented 
your conceptualization and extracted data correctly, I have attached the data extraction tables for 
your paper to this email. Should you have time to review, I would greatly appreciate your input 
on the data collected. 
 
Thank you in advance for your time and consideration. 
 
 
Yours sincerely, 
 
 
 
 
Amanda Digel Vandyk, RN, MSc 
Doctoral Student, School of Nursing 
Queen’s University, Kingston, ON 

mailto:Margaret.B.Harrison@queensu.ca�
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School of Nursing 

Faculty of Health Sciences 
Tel: 613 601-6822 
Fax:  613 226-4892 

E-mail: amanda.digel@queensu.ca 
 
December 29, 2011 
 
Dr. Leona L. Bachrach 
564 Russell Ave. 
Gaithersburg MD 20877 
 
Dear Dr. Bachrach, 
 
As part of my doctoral research, I have included your manuscripts entitled “Continuity of car for 
chronic mental patients: A conceptual analysis” and “Continuity of care and approaches to case 
management for long-term mentally ill patients” in a theory analysis (as a means to compare and 
contrast conceptualizations of continuity) using Walker and Avant’s 2005 methodology. In an 
effort to ensure that I have accurately represented your conceptualization and extracted data 
correctly, I have attached the data extraction tables for your papers to this email. Should you have 
time to review, I would greatly appreciate your input on the data collected. 
 
Thank you in advance for your time and consideration. 
 
 
Yours sincerely, 
 
 
 
 
Amanda Digel Vandyk, RN, MSc 
Doctoral Student, School of Nursing 
Queen’s University, Kingston, ON 

mailto:Margaret.B.Harrison@queensu.ca�
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Letters of Permission for Tool Inclusion 

 

 
School of Nursing 

Faculty of Health Sciences 
Tel: 613 601-6822 
Fax:  613 226-4892 

E-mail: amanda.digel@queensu.ca 
 
December 5, 2011 
 
Dr. Diana Rose 
Institute of Psychiatry 
Box P034 
De Crespigny Park, London 
United Kingdon, SE5 8AF 
 
Dear Dr. Rose, 
 
I would like to request permission to access and use the CONTINU-UM measure of continuity of 
care in my doctoral research. I am a fourth year PhD student in the School of Nursing at Queen's 
University, studying continuity of care in mental health patients who frequently use emergency 
services. I have read the published work on the CONTINU-UM measure and I am very interested 
in looking at the actual tool. Any additional information you are able to provide is greatly 
appreciated. I will fully acknowledge you as the original author in my thesis and in any 
subsequent publications that arise from my doctoral research. 
 
 
Yours sincerely, 
 
 
 
 
Amanda Digel Vandyk, RN, MSc 
Doctoral Student, School of Nursing 
Queen’s University, Kingston, ON

mailto:Margaret.B.Harrison@queensu.ca�
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School of Nursing 

Faculty of Health Sciences 
Tel: 613 601-6822 
Fax:  613 226-4892 

E-mail: amanda.digel@queensu.ca 
 
December 5, 2011 
 
Dr. Norma Ware 
Department of Global Health and Social Medicine 
Harvard Medical School 
641 Huntington Avenue 
Boston, MA 02115 
 
Dear Dr. Ware, 
 
I would like to formally request permission to access and use the CONNECT measure of 
continuity of care in my doctoral research. I am a fourth year PhD student in the School of 
Nursing at Queen's University studying continuity of care in mental health patients who 
frequently use emergency services. I have read the published work on the CONNECT measure 
and I am very interested in looking at the actual tool. Any additional information you are able to 
provide is greatly appreciated. I will fully acknowledge you as the original author in my thesis 
and in any subsequent publications that arise from my doctoral research. 
 
Also, as part of my doctoral research, I have included your manuscript entitled “An Ethnographic 
Study of the Meaning of Continuity of Care in Mental Health Services” in a theory analysis (as a 
means to compare and contrast existing conceptualizations of continuity) using Walker and 
Avant’s 2005 methodology. In an effort to ensure that I have accurately represented your 
conceptualization and extracted data correctly, I have attached the data extraction table for your 
paper to this email. Should you have time to review, I would greatly appreciate your input on the 
data collected. 
 
Thank you in advance for your time and consideration. 
 
Yours sincerely, 
 
 
 
 
Amanda Digel Vandyk, RN, MSc 
Doctoral Student, School of Nursing 
Queen’s University, Kingston, ON

mailto:Margaret.B.Harrison@queensu.ca�
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School of Nursing 

Faculty of Health Sciences 
Tel: 613 601-6822 
Fax:  613 226-4892 

E-mail: amanda.digel@queensu.ca 
 
December 5, 2011 
 
Dr. Carol Adair 
Depts. of Community Health Sciences and Psychiatry 
Univeristy of Calgary 
Calgary, Alberta 
T2N 4Z6 
 
Dear Dr. Adair, 
 
As part of my doctoral research, I have included your manuscript entitled “Continuity of Care in 
Mental Health Services: Toward Clarifying the Construct” in a theory analysis (as a means to 
compare and contrast conceptualizations of continuity) using Walker and Avant’s 2005 
methodology. In an effort to ensure that I have accurately represented your conceptualization and 
extracted data correctly, I have attached the data extraction table for your paper to this email. 
Should you have time to review, I would greatly appreciate your input on the data collected. 
 
I would also like to formally request permission to access and use the ACSS-MH measure of 
continuity of care in my doctoral research. I will fully acknowledge you as the original author in 
my thesis and in any subsequent publications that arise from my doctoral research. 
 
Thank you in advance for your time and consideration. 
 
 
Yours sincerely, 
 
 
 
 
Amanda Digel Vandyk, RN, MSc 
Doctoral Student, School of Nursing 
Queen’s University, Kingston, ON

mailto:Margaret.B.Harrison@queensu.ca�
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Additional table with Three Multivariable Blocks 

Multivariate analysis of socio-demographic, clinical, and service use factors associated with frequent use and final model exploring the 

relationship between observer-rated CoC and frequent ED use while controlling for potentially confounding factors. 

 Multivariate Analysis 

 High Use (5+ visits) 

Final Multivariable Modeld 

High Use (5+ visits) 

  95% CI   95% CI  

 
Unadjusted 

OR 
Lower Upper P 

Adjusted 

OR 
Lower Upper P 

 Model 1: Socio-demographic factorsa     

Age Groups (years) -        

Sex 

Male 
   n.s.     

Female 1.0        

Marital Status 

Not married 
   n.s.     

Married 1.0        

Children 

No children 
3.4 1.5 7.9 0.005 5.7 2.0 16.5 0.00 

Has children 1.0    1.0    

Type of Housing 

All other accommodationsa    n.e.1     
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 Multivariate Analysis 

 High Use (5+ visits) 

Final Multivariable Modeld 

High Use (5+ visits) 

  95% CI   95% CI  

 
Unadjusted 

OR 
Lower Upper P 

Adjusted 

OR 
Lower Upper P 

Living in own homeb         

Education -        

Finances 

On social assistance 
4.0 1.7 9.3 0.001    n.s. 

Not on social assistance 1.0    1.0    

Current Employment -        

Past Employment -        

Reported (Axis IV) Social 

Support 

Poor/fair 

6.6 2.9 15.0 0.000 3.7 1.4 9.9 0.01 

Good 1.0    1.0    

 Model 2: Clinical factorsb     

Most responsible Axis 1 

Diagnosis 

Major mental illness 

   n.s.     

Reactionary/substance use d/o’s 1.0        

Personality d/o (primary or 

comorbid dx) 
4.4 1.8 11.2 0.002 4.5 1.6 12.3 0.00 
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 Multivariate Analysis 

 High Use (5+ visits) 

Final Multivariable Modeld 

High Use (5+ visits) 

  95% CI   95% CI  

 
Unadjusted 

OR 
Lower Upper P 

Adjusted 

OR 
Lower Upper P 

Documented PD/PD traits 

No PD of any type 1.0    1.0    

Comorbid Substance Use d/o -        

Medical Comorbidities 

Has a medical comorbidity 
2.9 1.1 7.3 0.029 6.1 2.0 18.8 0.00 

None 1.0    1.0    

Number of Medications -        

Antipsychotics 

Takes an antipsychotic 
4.0 1.7 9.8 0.002    n.s. 

No 1.0    1.0    

Antidepressants -        

Sedative/Hypnotics -        

Mood Stabilizers -        

Self-reported Illicit Drug Use 

Uses illicit drugs 
   n.s.     

None 1.0        

Self-reported Alcohol Use 

Uses alcohol 
5.4 2.2 12.9 0.000 4.3 1.6 11.9 0.01 
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 Multivariate Analysis 

 High Use (5+ visits) 

Final Multivariable Modeld 

High Use (5+ visits) 

  95% CI   95% CI  

 
Unadjusted 

OR 
Lower Upper P 

Adjusted 

OR 
Lower Upper P 

None 1.0    1.0    

Violent Behavior 

At least 1 documented incident 
2.6 0.9 7.6 0.076    n.s. 

None reported 1.0    1.0    

 Model 3: Service-use factorsc     

Referral Source 

Ambulance/Police/Multiple 
   n.s.     

Self only 1.0        

Ambulance Use 

One or more EMS rides 
   n.e.2     

No EMS use         

Legal History 

Jail/charged/legal troubles 
3.2 1.3 7.8 0.011    n.s. 

No/Unknown 1.0    1.0    

General Practitioner -        

Psychiatrist 

Yes has a psychiatrist 
3.2 1.0 9.8 0.043    n.e.5 

No psychiatrist 1.0        
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 Multivariate Analysis 

 High Use (5+ visits) 

Final Multivariable Modeld 

High Use (5+ visits) 

  95% CI   95% CI  

 
Unadjusted 

OR 
Lower Upper P 

Adjusted 

OR 
Lower Upper P 

Assertive Community Treatment 

Has active ACTT 
   n.s     

No ACTT support 1.0        

Certified 

Certified at least once 
7.0 2.8 17.6 0.000    n.e.6 

Never certified 1.0        

Active Services 

Has 1 or more MH services 
   n.e.3     

No services         

Past Services 

Used MH services in past 
   n.e.4     

No past services         

Level of CoC 

Low CoC 
1.1 0.3 4.3 0.885 0.4 0.1 1.3 0.14 

Medium CoC 0.9 0.3 2.8 0.827 1.0 0.3 3.4 0.96 

High CoC 1.0    1.0    

n.s.= not significant 

n.e.=not entered 
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a. Hosmer and Lemeshow Test: X2=1.318, sig.=0.926 
b. Hosmer and Lemeshow Test: X2=9.398, sig.=0.310 
c. Hosmer and Lemeshow Test: X2=4.658, sig.=0.702 
d. Hosmer and Lemeshow Test: X2=1.361, sig.=0.995 
1. Type of housing not entered into multivariate analysis because of small cell size. 
2. Use of ambulance not entered into multivariable model 3 because low users have less opportunity to use EMS than frequent presenters. 
3. Active services not entered into multivariable model 3 because of the correlation between this variable and Assertive community treatment. 
4. Past services not entered into multivariable model 3 because this variable is not directly important to current care/service use. 
5. Psychiatrist not entered into final model because it is often used as a measure of CoC and is captured by item 15 on the ACSS-MH scale. 
6. Certified not entered into final model because frequent presenters, by virtue of their increased services use, have an increased chance of being 

certified compared to one-time users. 
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