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Continuity and Access in the Era of Part-Time Practice 

ABSTRACT
The number of physicians seeing patients part time is growing, an evolution that 
challenges the primary care pillars of continuity and access. The growth of part-
time practice is a response to burnout and to the pressures facing primary care 
physicians. Physicians who work fewer clinical hours and thereby reduce burnout 
are more satisfied with their careers, less likely to leave their jobs, and provide a 
better patient experience. Primary care practices can make a number of adjust-
ments to optimize continuity and access in this era of part-time practice. More-
over, physicians who work fewer clinical hours are equally capable of fostering 
trusting relationships with patients as physicians seeing patients full time.

Ann Fam Med 2018;16:359-360. https://doi.org/10.1370/afm.2267.

Due to the growing number of physicians seeing patients part time, 
the road to the patient-centered medical home (PCMH) is tak-
ing a detour. A major section of National Committee for Quality 

Assurance (NCQA)’s 2017 PCMH standards is focuesed on patient-cen-
tered access and continuity of care. Yet the increasingly part-time nature 
of medical practice can be a roadblock to both access and continuity.

In 2011, 22% of male physicians and 44% of female physicians worked 
less than full time, up from 7% and 29% in 2005.1 This essay explores 
ways in which primary care can adjust to the era of part-time practice, 
seeking to optimize continuity and access and to preserve the trusting 
therapeutic relationships at the heart of medical practice.

CONTINUITY AND ACCESS
Interpersonal continuity (patients seeing the same clinician every time they 
seek care) is associated with greater patient and physician satisfaction, bet-
ter chronic and preventive care, reduced hospitalization rates, and lower 
costs.2 The majority of patients want the same primary care physician to 
care for them over time.3 In particular, elderly patients, parents of young 
children, those on Medicare and Medicaid, those with chronic conditions, 
and those with worse health status value continuity. Young healthy people, 
in contrast, may prioritize prompt access over continuity. People who value 
continuity are willing to wait to be seen by their regular physician.3

The increase in part-time practice is eroding both continuity of care 
and prompt access to care. Continuity and patient access to care naturally 
decline when physicians work fewer hours.4 Continuity and access are par-
ticularly challenging in some residency teaching practices where faculty 
and residents may be in clinic only 1 or 2 half-days per week.5

WHY PHYSICIAN WORK HOURS ARE DECREASING
The growth of part-time practice is a response to evolving difficulties in the 
primary care environment. A full-time primary care physician—working 
independently of a team and with a typical panel of 2,500 patients—could 
spend an impossible 21.7 hours each day providing full-spectrum, high-
quality acute, chronic, and preventive care.6 The electronic medical record 
has increased total work time while reducing time spent with patients, con-
tributing to the growing prevalence of health professional burnout.7 The 
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concept of “primary care do-ability” has surfaced in the 
literature8 and full-time primary care practice is becom-
ing less do-able. Reducing work hours is a common 
response to physician burnout.9

Physicians working fewer clinical hours are more 
satisfied with their careers and less likely to leave their 
jobs.10 Although these physicians may have worse 
continuity and access, they appear to provide a better 
patient experience.4 Perhaps patient satisfaction is more 
strongly influenced by the negative impact of burnout 
than the positive impact of continuity.

ADDRESSING THE REALITY OF PART-TIME 
PRACTICE
Although the benefits of continuity of care and prompt 
access to care are undeniable, reducing the work hours 
of primary care physicians has merit—including for 
patients—and appears to be an unstoppable trend. Pos-
sible strategies for primary care to optimize continuity 
and access in the era of part-time practice include:

• Provide work options for physicians to maximize 
continuity and access. For example, it is a problem if 
half-time primary care physicians work Mon-Tue-Wed 
and are unavailable the remainder of the week. Prefer-
ably, half-time physicians could work 1 full day and 3 
half-days per week or even 5 half-days per week and 
thus be accessible to their patients 4 or 5 weekdays.

• Negotiate policies with part-time physicians 
requiring them to read and answer e-mails from patients 
and practice staff daily, recognizing that continuity of 
care and access need not involve face-to-face visits.

• Develop guidelines allowing staff to reach physi-
cians with patient questions on nonclinical days.

• Create job-sharing arrangements with another 
part-time physician, so that the 2 physicians are 
jointly responsible for and familiar with a full panel of 
patients. The patients would understand that they will 
see either their personal physician or 1 other physician.

• Match a full-time nurse practitioner or physician 
assistant to comanage the panels of part-time physi-
cians so that patients will see either their personal phy-
sician or the mid-level clinician on their team. This and 
the previous strategy redefines interpersonal continuity 
of care as patients see 1 of 2 practitioners.

• Educate new and existing patients about the value 
of continuity and how to maximize use of the system.

• Advocate that health systems adapt their con-
tracts to allow benefits for physicians working fewer 
clinical hours to avoid health systems losing physicians 
due to burnout and having difficulty replacing them.

Although this essay focuses on the important and 
measurable primary care attributes of continuity and 
access, the bedrock of primary care lies deeper than 

those attributes: a trusting therapeutic relationship 
between physicians—and the care teams surround-
ing them—and patients. Patients want several things 
from their physicians, including medical competence 
(“I want my physician to have the knowledge needed 
to help me”), empathy (“I want my physician to care 
about me”), and familiarity (“I want to know my physi-
cian and I want my physician to know me”).11,12 Physi-
cians seeing patients part time are equally capable of 
fostering such relationships as physicians in full-time 
clinical practice. To harmonize part-time practice 
with patient-centered care, physicians should pay 
close attention to the patient concerns of competence, 
empathy, and familiarity.

The world of part-time practice is here to stay. The 
patient-centered medical home can adopt strategies to 
optimize continuity and access, and deepen trusting 
patient-physician relationships, in the part-time era.

To read or post commentaries in response to this article, see it 
online at http://www.AnnFamMed.org/content/16/4/359.
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