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Abstract
Background  Patients who maintain longitudinal provider-patient relationships experience better overall health 
outcomes. However, most older adults in Canada lose contact with their family physician when they enter long-term 
care (LTC) as new providers assume responsibility for their care. There is relatively little known about the contextual 
factors, processes, knowledge, and health professions education antecedents that promote the benefits of relational, 
management, and informational care continuity during LTC transitions.

Methods  Using a rigorous scoping review method, we searched multiple databases systematically to identify 
and scrutinize peer-reviewed articles pertaining to continuity of care during LTC transitions in Canada. Guided by 
Transitions Theory, two independent reviewers screened citations and extracted data. A descriptive analytical method 
was employed to categorize content into themes.

Results  Eight articles met the inclusion criteria. Our findings confirm that instances of relational continuity are 
very few during LTC transitions, suggesting barriers associated with practice models and the influence of physician 
characteristics. Notably, the review also highlights that the involvement of interprofessional team members, patients, 
and their partners-in-care in transition planning could improve informational and management care continuity for 
patients as they move into LTC.

Conclusion  Patient and family involvement, provider training, and practice and funding arrangements are all critical 
to improving relational, management, and informational care continuity during LTC transition. We recommend 
more studies to understand processes and policies to optimize informational continuity as a panacea for the often-
disrupted relational continuity.

Keywords  Long-term care, Transitions, Continuity of care, Relational continuity, Informational continuity, 
Management continuity
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Introduction
The population of older adults in Canada is growing 
rapidly [1], with the number of individuals 65 years and 
older predicted to increase to 22.7% of the population 
by 2031 [2]. Moreso, the population aged 85  years and 
older is one of the fastest-growing age groups, recording 
a 12% increase since 2016 and comprising about 2.3% of 
the general population in 2021 [2]. This growth translates 
to an increased need for long-term care (LTC) [3], which 
provides services to people who require specialized daily 
personal care as well as 24-h nursing care and supervision 
[4]. A significant number of older adults admitted to LTC 
have cognitive impairment or a dementia diagnosis [5]. 
LTC transitions may originate from the hospital or the 
patient’s home. Transitions through the hospital occur 
when the patient no longer requires the level of care pro-
vided in acute care, but their care needs cannot be met in 
the community. This is often due to deteriorating cogni-
tive function, functional decline, complex medical needs 
(e.g., wound care, intravenous therapy), or inadequate 
social support for a safe return home [6, 7]. Transitions 
from home occur due to frequent falls, declining cogni-
tive and functional status, increased caregiver burden, 
and limited or no access to home care support [8].

Like most high-income countries, Canada is confronted 
with the challenge of meeting these complex care needs 
[5]. Coordination of care across the continuum is crucial 
to achieve efficiency and effectiveness within fragmented 
healthcare systems. Continuity of care is an integral part 
of effective coordination [9]. Continuous family physi-
cian–patient relationships are associated with the provi-
sion of coherent and consistent care, resulting in better 
overall health outcomes for patients [10]. Facchinetti and 
colleagues [3] described three types of continuity of care. 
Relational continuity refers to a longitudinal therapeutic 
relationship between a patient and one or more provid-
ers, entailing ongoing personal interactions between 
patient and provider across the life course. Informational 
continuity refers to the longitudinal use and development 
of information about a patient’s personal preferences, 
values, context, conditions, and circumstances by provid-
ers to make current care appropriate for that individual. 
Management continuity refers to a coordinated approach 
to managing a health condition by adapting to a patient’s 
changing needs. It is crucial for complex, chronic condi-
tions requiring input from multiple providers. The focus 
is on maintaining a consistent treatment plan rather than 
provider continuity, ensuring all involved healthcare pro-
viders align with the established care plan regardless of 
when they join the patient’s care.

Several studies report that strong care continuity is 
associated with better prescribing; reduced rates of hos-
pital admissions, emergency department visits, and mor-
tality [11, 12]; better compliance with therapy; improved 

physician and patient satisfaction; improved preventative 
care; and lower healthcare costs [13, 14]. However, when 
older adults in Canada transition from independent liv-
ing in the community to LTC, their ongoing relationship 
with their family doctor is disrupted and not typically 
maintained. This is because most residents in Canadian 
LTC homes receive care from staff physicians and other 
care providers contracted and employed, respectively, by 
the LTC homes [15]. In this regard, we recognize that a 
substantial proportion of Canadian older adults entering 
LTC experience a disruption of relational continuity with 
their healthcare team.

The current standard of information exchange dur-
ing LTC transitions in Canada involves the submission 
of LTC Health Assessment Form by the patient’s family 
physician (in the case of transitions from community) 
or nursing/social work team (in the case of transitions 
from the hospital) [16, 17]. The form ensures the LTC 
home receives information pertaining to allergies and 
drug sensitivities, current medications, and a brief medi-
cal history, but does not provide an opportunity for the 
healthcare professional to report on non-medical care, 
medications that were tried and abandoned as well as 
the rationale, and patient values and preferences. Using a 
form that contains both non-medical and medical infor-
mation about a LTC resident may enable smoother and 
more consistent care.

While some research studies have explored the con-
tinuity of care during LTC transitions in Canada, no 
rigorous review has been completed on this topic. 
Accordingly, we posed the following research questions: 
What is the evidence about continuity of care during LTC 
transitions in Canada? What processes, practices, and 
factors related to family physicians, patients and family 
caregivers influence (relational, informational, manage-
ment) continuity of care during LTC transitions in Can-
ada? The following scoping review, thus, aimed to map 
the evidence on the practices and factors influencing 
continuity of care during LTC transitions in Canada. We 
limited this review to Canada as having a better under-
standing of the collected evidence in this space, through 
the current scoping review, will inform the generation of 
contextually [Canada] relevant policies and practices and 
highlight pervasive knowledge gaps that require targeted 
research. We are relying on Meleis’s Transitions Theory 
[18] for this review. The theory is important because it 
considers health events that prompt transitions from 
one care setting to another (e.g., primary care to LTC), 
the nature of transition, and facilitators and barriers of 
successful transitions. Transitions Theory also serves as a 
sensitizing framework for the review; it draws our atten-
tion to the roles of various actors in a patient’s transition 
and the organizational features of family medicine prac-
tices and LTC facilities that affect this transition.
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Methods
Research design
With our research questions articulated, this compre-
hensive scoping review was conducted according to the 
framework outlined by Arksey and O’Malley [19], which 
includes steps of identifying relevant studies; study selec-
tion; charting the data; and collating, summarizing and 
reporting the results. Scoping review designs are particu-
larly appropriate to answer broad questions [20]. We all 
followed the Joanna Briggs Institute guidelines, which are 
consistent with the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses extension for Scop-
ing Reviews (the PRISMA-ScR) [21].

Identifying relevant studies
A comprehensive literature search was conducted in May 
2024. We retrieved literature from six databases – Ovid 
Medline, EMBASE, EMCARE, AGELINE, CINAHL 
and PsycINFO. The search was limited to peer-reviewed 
papers and grey literature published in English, and spe-
cific to continuity of care during transitions to LTC in 
Canada. Grey literature via government and Canadian 
health organizations’ webpage did not yield any relevant 
information on continuity of care during LTC transitions. 
We did not set a date limit because we did not anticipate 
encountering a large quantity of literature on the topic. 
Our search strategy was developed with the help of a 
Health Sciences librarian at McMaster University based 
on three core concepts: Long-term care, Continuity of 
care, and Canada. The search strategy included a com-
bination of medical subheadings (MeSH) and keywords 
– “nursing home” OR “nursing home care” OR “skilled 
nursing facilities” OR “long-term care” OR “long-term 
services and supports” AND “continuity of patient care” 
OR “patient care continuity” OR “patient handoff” OR 
“patient transfer” OR “retention in care” OR “transition 
to adult care” OR “transitional care” OR “Care continu-
ity” OR “continuity of care” OR “informational continu-
ity” OR “relational continuity” OR “patient handover” 
AND “Canada” OR “Alberta” OR “British Columbia” OR 
“Manitoba” OR “New Brunswick” OR “Newfoundland 
and Labrador” OR “Nova Scotia” OR “Northwest Terri-
tories” OR “Nunavut” OR “Ontario” OR “Prince Edward 
Island” OR “Quebec” OR “Saskatchewan” OR “Yukon” – 
for each database.

Study selection
We included studies if: i) they focused on continu-
ity of care [3] during transition to LTC; ii) participants 
included family physicians, older adults, and/or fam-
ily partners-in-care; iii) the study was conducted in the 
Canadian context; and iv) the paper used either quanti-
tative, qualitative, or mixed-methods study design but 
not a review, commentary or case series. Delimitation to 

Canada ensured we elicited evidence that is relevant to 
the Canadian healthcare system. We excluded any papers 
that studied continuity of care outside of transitions from 
home and/or hospital to LTC.

Screening began with review and appraisal of titles and 
abstracts. Articles deemed suitable after this assessment 
were then forwarded to full-text review. Initial title and 
abstract screening and full paper review were conducted 
by two independent reviewers (AS, RG). Disagreement 
in screening decisions was resolved through discussion 
with a third research team member (ACO) during regu-
lar team meetings. Covidence (Veritas Health Innova-
tion Ltd., Melbourne), a tool designed to manage and 
streamline the process of conducting systematic reviews, 
was used to organize the screening process and create an 
audit trail for decisions [22].

Data charting
Two research team members (AS, RG) conducted data 
charting independently, and a third team member (ACO) 
confirmed the data. We approached data charting with 
consideration for Transitions Theory, which draws our 
attention to the types and patterns of healthcare transi-
tions and the properties of transition experiences for 
patients and providers when making sense of the facilita-
tors and inhibitors of effective transition outcomes [18]. 
In the context of this study, it prompted us to contem-
plate the roles of the various agents in a patient’s transi-
tion, the health concerns that prompt transitions, and the 
relevance of organizational features of the family medi-
cine practices and LTC facilities at either end of the tran-
sition trajectory [18]. Accordingly, our data extraction 
framework supported the collation of study information 
on patient characteristics, provider characteristics, care-
giver characteristics, LTC home characteristics, types of 
continuity studied (i.e., relational, informational, man-
agement), transition pattern (i.e., moving from hospital 
to LTC or home to LTC), and study outcomes alongside 
information about article characteristics: publication 
details (authors, title, publication year), study design, and 
geography (vis-a-vis provincial or territorial context).

Collating, summarising, and reporting results
After organizing the information in the data charting 
form, we employed a descriptive qualitative analytical 
method [21] to synthesize data derived from the included 
studies and to produce a thematic construction of the 
LTC transition evidence [19]. The first author (ACO) 
developed the first set of themes and subthemes. Guided 
by Transitions Theory [18], the initial coding involved 
extracting concepts from the included studies pertaining 
to transitions to LTC. The next stage involved finding pat-
terns across concepts and aggregating concepts to devel-
oped themes and subthemes. The themes and subthemes 
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were refined through iterative discussions with another 
author (LG). The themes and subthemes and interpreta-
tion of results were reviewed by the full research team, 
who have expertise in primary care and care of the elderly 
research, for accuracy and relevance to the Canadian 
practice and policy context. Also, if a paper did not men-
tion the type of continuity explicitly, the research team 
determined the type of continuity through close reading 
of the text with reflection on Facchinetti and colleagues’ 
[3] definitions of relational, informational, and manage-
ment continuity. Two research team members (ACO, LG) 
were involved in this process. We created summaries and 
reported the results following the PRISMA-ScR checklist 
[23].

Results
Our search yielded 1,950 articles. After deduplication, 
1,562 citations underwent abstract and title screen-
ing, and 35 studies were eventually advanced to full-text 
screening. Ultimately, eight articles were deemed appro-
priate for inclusion in the review (Fig.  1). No new pub-
lications were included after reviewing the references of 
the included papers and the grey literature.

Description of included studies (Table 1)
Research designs
This scoping review included one quantitative study [31], 
five qualitative studies [24, 27–30], and two mixed-meth-
ods studies [25, 26].

Geography
One study was conducted in Alberta [29], two in British 
Columbia [27, 30], and four in Ontario [24, 25, 28, 31]. 
One study did not indicate the study setting [26].

Populations
The study population in the included papers comprised 
older adult patients [24, 25, 28, 31], family partners-in-
care [26, 27], and family physicians [24, 28–31]. While 
the continuity of care discourse focuses on patient-phy-
sician relations, the papers recognized other healthcare 
providers were also mentioned as members of the inter-
professional team.

Transitions
One study focused exclusively on home-to-LTC transi-
tions [27] and two studies interrogated hospital-to-LTC 
transitions exclusively [24, 25]. The remaining five arti-
cles researched both transition types.

Continuity of care
One study explored only relational continuity [31], while 
two studies explored only informational continuity [24, 
25]. One study explored relational and management 

continuity [30], three studies explored informational 
and management continuity [26, 27, 29], and one study 
explored relational, informational, and management con-
tinuity [28] Table 2.

Continuity practices during LTC transition in Canada
One paper revealed a high rate (87.9%) of disrupted rela-
tional continuity after moving into LTC in Ontario [31]. 
Indeed, all the collected literature affirmed that instances 
of relational continuity are very few during LTC transi-
tions. In our review, it was notable that the papers, even 
those that included foci on informational and manage-
ment forms of continuity, did not present evidence of 
these forms of continuity being leveraged to ameliorate 
and/or mitigate the impact of the provider-patient rela-
tionship disruption. In this we infer that little attention 
has been given to the way information and/or manage-
ment plans may be utilized to improve the quality-of-care 
received by LTC residents.

Factors influencing continuity of care during LTC transition
While we identified no studies that explored the potential 
of informational and management forms of continuity 
to offset relational disruptions, we were able to delin-
eate factors that influence the effectiveness of relational, 
informational, and management continuity of care dur-
ing LTC transitions. These were grouped into three the-
matic areas: stakeholder engagement, practice features, 
and physician characteristics (Table  3). Our analysis, 
thus, describes perspectives and elements pertaining to 
the maintenance and/or enhancement of continuity of 
care during LTC transitions.

Stakeholder engagement
Most saliently in the review, several papers [24–29, 31] 
considered the facilitation of informational and manage-
ment continuity through collaboration between differ-
ent stakeholder groups during the LTC transition. The 
integration of patients, their partners-in-care, and family 
physicians and a diverse group of providers in the transi-
tion process is pertinent to improving continuity of care 
for LTC residents. The information exchange studied 
incorporated written and verbal communication forms; 
both of which contribute meaningfully to improving 
transitions of care. The studies reported on collaborative 
interactions between community family physicians, LTC 
physicians, and other members of the interprofessional 
team. They also encouraged the active involvement of 
patients and partners-in-care in the transition process.

Interprofessional team
Two papers focused on the critical role of interprofes-
sional collaboration and communication to facilitat-
ing informational continuity and better care outcomes 
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Fig. 1  PRISMA flowchart of study inclusion process
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during LTC transitions [25, 29]. Baetz-Dougan and col-
leagues [25] recommended enhanced bidirectional com-
munication between the before- and the after- transition 
care providers to enhance informational and manage-
ment continuity. The other study reported that integrated 

care practices such as data sharing among the primary 
care, continuing care, and emergency care services fos-
ters interprofessional collaboration and is associated 
with improved care outcomes for LTC residents [29]. In 
their case study in a rural community in Alberta, Oelke 

Table 2  Summary of the relevant results of the included papers (n = 8)
Author (Year) Objectives Results
Abdool et al. (2015) [24] To highlight the current gap in legislation for difficult 

transition cases involving unrepresented patients 
and provide a novel framework for who ought to 
assist with making these decisions and how these 
decisions ought to be made

Considerations of patients’ values as well as their healthcare 
needs into the goals of care and placement decisions. The 
decision to LTC should be made in collaboration with the 
patient or their substitute decision maker.

Baetz-dougan et al. (2021) [25] To assess the perceived ease of use, usefulness, and 
care-enhancing potential of the North York General 
Hospital-LTC (NYGH-LTC) Transfer Form by interpro-
fessional LTC staff

Information sharing and communication facilitate continuity 
of care, especially improved bidirectional verbal communica-
tion (between the before- and after-transition provider) in 
addition to filling out the LTC transition form.

Gorenko et al. (2021) [26] To examine how caregiving and transitioning a 
family member into long-term care (LTC) influence 
planning

Caregivers with LTC transition experience engaged in more 
planning than non-caregivers. Continuity of care was sup-
ported by caregiving experience, clear care expectations, and 
social support from loved ones (their significant other, family 
and friends).

Hainstock et al. (2017) [27] To explore the roles and responsibilities of family 
caregivers for family members making the care tran-
sition from home care to residential care (LTC)

Family caregivers play a vital role in care transitions by gather-
ing information, advocating, and navigating the healthcare 
system to ensure continuity of care. To better support them, 
there is a need for increased investment in strategies that 
enhance communication and education for caregivers.

King et al. (2022) [28] To examine how a goal-oriented approach impacts 
(facilitates or inhibits) continuity of care in a long-
term care setting

Facilitators of continuity of care include engaging stakehold-
er– resident, care team, and family– in LTC transitional care 
discussions, counselling, and consultations. Also, incorporat-
ing residents’ values and preferences and family’s perspective 
in transitional care planning formed a holistic understanding 
of a resident are important facilitators. Lack of awareness and 
clear information on the transition agenda inhibited continu-
ity of care. Another barrier is the unavailability of family 
and other partners-in-care when for incompetent patients/
LTC-residents.

Oelke et al. (2009) [29] To explore the successes of Primary Care Networks 
(PCNs) in facilitating integration across the con-
tinuum, i.e., primary care, specialty services, acute 
and long-term care

Collaborations in Alberta’s PCNs has evolved beyond primary 
care to include interrelations with acute care and LTC. The 
collaboration involves document exchange, chart reviews, 
and transdisciplinary team meetings. Information exchange 
among clinic physicians, continuing care and emergency 
medical services, and system navigators to facilitate integra-
tion and informational continuity. This integration created 
opportunity for interprofessional collaboration and improved 
outcomes for LTC residents.

Sloan & Buchanan (1993) [30] To explore whether physicians with many patients in 
a long-term care facility provide more timely follow-
up of their drug orders than those with only a few

Open physician staffing model is associated with greater like-
lihood of follow up and relational continuity compared to the 
typical closed physician staffing model. In smaller communi-
ties, follow-up care often depends on a physician's interest 
in LTC; those who expressed a passion for it tend to take on 
more patients. Also, factors like geography and payment can 
further limit access to continuity-based care.

Staykov et al. (2020) [31] To determine the proportion of LTC residents who 
retain their community family physician within the 
first 180 days of LTC, and the resident, physician, and 
LTC home factors that may influence retention

Resident health, LTC home geography, and family physician 
demographics and practice patterns influenced relational 
continuity. About 87.9% of LTC residents do not retain their 
family physicians post-LTC admission. Longer distance 
(30 + km) from the LTC home to the family physician’s clinic, 
being a female physician, an international medical graduate, 
and a capitation-based remuneration structure are associated 
with lower retention. The same applies to practising in an 
urban area, having billed LTC fee codes in the past year.



Page 8 of 13Okoh et al. BMC Health Services Research          (2025) 25:606 

and colleagues [29] found that encouraging information 
exchange creates opportunities to build closer working 
relationship between physicians and other interprofes-
sional team members (e.g., pharmacists, social workers, 
nurses) and enhances communication and efficient ser-
vices delivery. They also found that a community-to-LTC 
transition navigated with the support of interprofessional 
team members, in the form of a comprehensive care tran-
sition note/plan, resulted in high-quality care continuity 
for LTC residents.

Patient involvement
Four papers [24, 26, 28, 31] suggest that LTC transitions 
should include active patient involvement. In line with 
management continuity, studies reported that the LTC 
transition process and the care plans developed during 
LTC transitions should be made collaboratively with the 
patient and their family [24]. The quality and usefulness 
of transition information can be improved by integrating 
patient values and preferences into the goals of care tran-
sition, including the planning of placements and inter-
ventions [28]. Accordingly, Abdool and colleagues [24] 
reported that planning LTC transitions with the older 
adult patients fosters the patient-centered care model in 
LTC. In addition, a mixed methods study by Gorenko and 
colleagues [26] showed that older adults with a previous 
LTC transition experience for a relative are often bet-
ter prepared for and contribute significantly to planning 
their own LTC transition than those without the experi-
ence. Thus, some patients, those with lived experience of 
LTC transitions, can also offer valuable inputs that may 
enhance not only informational continuity but also man-
agement continuity [26].

Partners-in-care
Five papers [24, 26–28, 31] offer that the involvement of 
partners-in-care, including family members and friends, 
in transition planning is pertinent to achieving effective 
informational and management continuity. A qualita-
tive inquiry revealed that during LTC transition, family 
partners-in-care support the patient specifically through 

information gathering, advocacy, and navigating the 
healthcare system [27]. Additionally, two studies [26, 
28] recommended that family partners-in-care should 
participate in transition care conferences to discuss care 
options and goals (i.e., management continuity) and gain 
insight into and offer perspectives on what patient infor-
mation should be collected (i.e., informational continu-
ity). This is based on the assumption of an existing close 
longitudinal relationship family partners-in-care have 
with the older adults, qualifying them as competent rep-
resentatives of their older relative [26]. Notably, a paper 
we reviewed highlighted that a large proportion of older 
adults admitted to LTC have cognitive impairment and 
a dementia diagnosis [31]. These older adults are often 
unable to articulate their values and preferences during 
the LTC transition. Thus, the patient health care history 
and transition goals of these older adults need to be com-
municated through their substitute decision-maker [24].

Practice features
Two studies [30, 31] included in the review reported on 
the environmental, organizational, and financial fac-
tors that bear influence on the attainment of continuity 
of care during LTC transitions. These factors were orga-
nized around the family physician’s practice location, the 
LTC home’s staffing models, and physician remuneration 
models.

Practice location
The geographic disposition of the family physician’s prac-
tice influences the likelihood of continuing to provide 
care for their patients who enter LTC [30, 31]. The evi-
dence shows that family physicians in rural practice or 
small towns are more likely to continue providing care to 
their patients after moving into LTC than those practic-
ing in large urban locations [30, 31]. In rural areas, how-
ever, distances greater than 30 kms between the family 
physician’s clinic and the LTC home hindered relational 
continuity [31]. The rationale proposed by the authors 
indicated that longer distances for rural physicians 
and the time commitment involved in travel for urban 

Table 3  Thematic presentation of factors influencing continuity of care during LTC transition
Themes Subthemes Type of continuity impacted

Relational Informational Management
Stakeholder engagement Interprofessional team √ √

Patient involvement √ √
Partners-in-care √ √

Practice features Practice location √
Staffing models √
Remuneration models √

Physician characteristics Gender √
Location of medical education √
Professional interest √
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physicians may pose an additional workflow complexity 
to family physicians who already grapple with high over-
head cost and administrative tasks.

Staffing models
These studies also reported on LTC staffing models, high-
lighting the differences between closed and open mod-
els [30, 31]. In a closed model, also known as the house 
doctor model, LTC-contracted physicians are responsible 
for the care of all LTC residents [30]. In contrast, in an 
open model, family physicians attending to residents 
are not direct employees of the LTC home [30, 31]. The 
studies revealed that in open staffing models, physicians 
are more likely to continue caring for their patients even 
after they move into LTC, promoting relational continu-
ity. The open physician staffing model is more prevalent 
in rural settings, which have fewer service options; unlike 
urban settings, which often have a greater number and 
wider range of healthcare professionals and specialty 
groups [31]. However, Sloan and Buchanan’s [30] docu-
ment review in a British Columbian LTC facility revealed 
that closed staffing models foster management continu-
ity in larger urban LTC facilities following the transition 
from community to LTC. Additionally, their study find-
ings suggested that house doctors in urban LTC settings 
conduct more visits, provide more care, and follow-up on 
treatment progress more often compared to those oper-
ating in open models.

Remuneration models
One of the two papers reported that the physician remu-
neration model and the availability of physician LTC 
billing codes could either enhance or hamper relational 
continuity during LTC transition [31]. In their retro-
spective cohort study in Ontario, Staykov and colleagues 
found that family physicians in the capitated rostered 
patient payment model were less likely to continue deliv-
ering care to their patients in LTC compared to those in 
a fee-for-service payment model. They suggested that 
physicians in fee-for-service models may prefer patients 
with complex needs, which are common in LTC, because 
of increased remuneration associated with billing codes 
for treatments for complex patients. Furthermore, they 
found that family physicians who have billed for LTC 
within the last year have a higher likelihood to practice 
in LTC, and potentially maintain relational contact with 
their patients, than those who did not.

Physician characteristics
A few physician characteristics appeared once across the 
reviewed papers as influencing continuity during the LTC 
transition process. These less represented but still pres-
ent factors included the physician’s gender, location of 
medical education, and professional interests.

Gender
One paper noted that family physicians who identify as 
men were reported as having a higher likelihood of prac-
ticing in the LTC space and continuing to care for their 
patients entering LTC compared to their counterparts 
who identify as women. In their retrospective cohort 
study, Staykov and colleagues [31] revealed that the odds 
for family physicians who identify as women to practice 
in LTC are 10% lower than their counterparts who iden-
tify as men.

Location of medical education
One study found that family physicians trained in Canada 
were more likely to practice in LTC homes than their for-
eign trained counterparts [31]. Their analysis also showed 
that foreign trained physicians had 11% lower odds of 
LTC practice and thus less likely to maintain relational 
continuity when their patients move into LTC than those 
trained in Canada.

Professional interest
One study highlighted the crucial role of a physician’s 
interest to practice in LTC on relational continuity [27]. 
They found that family physicians who reported an inter-
est in or enjoyment of LTC are more likely to follow their 
patients as they enter LTC than those who do not. They 
also noted that these family physicians accumulate more 
LTC residents in their practice than those who did not 
report a predilection to practice in LTC.

Discussion
This scoping review synthesized practice and contex-
tual factors that influence continuity of care during the 
LTC transitions. We noted that instances of relational 
continuity are very few during LTC transitions in Can-
ada. Indeed, it may not be feasible to establish relational 
continuity as the standard practice during in LTC tran-
sitions in Canada due to structural and policy barriers. 
For instance, the disruption of relational continuity is 
most prevalent in urban locations, wherein LTC homes 
operate a “closed” physician staffing model that sees 
LTC-contracted physicians assume primary responsibil-
ity of care for all residents. It is further exacerbated when 
older adults are placed in a home that does not share a 
relative geographic disposition with their family physi-
cian’s office, a reality many faced when the Government 
of Ontario enacted Bill 7 – More Beds, Better Care Act 
(2022) – which authorized temporary LTC placements 
as far as 150  km away from the patient’s preferred LTC 
home [32]. In these situations, enhancing informational 
and management continuity becomes even more critical 
to meeting the policy goals of fostering LTC resident dig-
nity, ensuring their security and comfort, and adequately 
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meeting their physical, psychological, social, spiritual, 
and cultural needs [3, 17, 33, 34].

The production and transfer of comprehensive patient 
healthcare information during the LTC transition would 
foster informational and management continuity. We 
conceptualize comprehensive patient healthcare informa-
tion as the relevant environmental, social, mental, and 
physical health information that is required to support 
continuity of care for an older adult in LTC [35]. Given 
the review highlights that informational and manage-
ment continuity are improved through wide stakeholder 
engagement in LTC transition planning, this could be 
achieved through the effective collaboration of a team 
of interprofessional healthcare providers, patients, and 
their partners-in-care when navigating the LTC transi-
tion. This aligns with a study in the United States show-
ing that communication and interdisciplinary care team 
meetings between the before- and after-LTC transition 
providers is effective in promoting informational and 
management continuity of care [36]. Similarly, Transi-
tions theory underscore that effective stakeholder engage-
ment and interactions in the transition process results in 
better outcomes [18]. Another review which scoped the 
literature from the developed countries also affirmed that 
collaboration and communication between older adults 
and their formal and informal partners-in-care is perti-
nent to facilitating informational and management con-
tinuity [37]. As jurisdictions across Canada move toward 
a greater healthcare system integration, a pilot study [38] 
aggregated the opinions of healthcare leaders across Can-
ada to infer an imperative to prioritize informational and 
management continuity.

Transitions theory offer that one’s identity and organi-
zational features shape the transition process [18]. In this 
regard, a spate of other factors was also lightly reflected 
in our analysis, often appearing as relevant in only one 
or two reviewed papers. These included physician char-
acteristics and practice features. Notably, one such fac-
tor was the influence of location of medical education. 
The location of medical education bears relevance to the 
interest of family physicians to practice in LTC, and the 
likelihood to continue caring for their community-based 
patients who enter LTC homes. Canadian-trained family 
physicians have exposure to structured rotations in LTC 
during residency [39]. This exposure may be more vari-
able for foreign trained family physicians, and therefore, 
they may be less comfortable providing care for their 
patients when they move into an LTC home. This is also 
supported by evidence showing that geriatrics education 
elevates interest and competency to practice in settings 
that manage older adults such as LTC [40].

When considering the practice behaviours of foreign 
trained physicians, it is important to acknowledge that 
there are several policies that incentivize foreign-trained 

physicians to work [at least in the short term] in rural and 
other underserved areas in Canada [41, 42]. As Staykov 
and colleagues [31] reported, open staffing models are 
more prevalent in these settings. Collectively, then, we 
might expect foreign trained physicians to be more likely 
to follow patients into LTC. However, subsequent reports 
highlight that many foreign-trained physicians ultimately 
relocate to urban locations [42, 43] which commonly 
operate the closed physician staffing model that is asso-
ciated with greater loss of relational continuity. In this 
regard, leveraging foreign trained physicians to meet 
rural needs has not been effective so far; at least in terms 
of promoting relational continuity during LTC transitions 
– however, there is evidence that suggests that there may 
be some benefits in rural areas associated with employ-
ing physicians with a rural background or who complete 
their undergraduate or postgraduate training in rural 
areas [43–46].

Furthermore, a physician’s gender may influence rela-
tional continuity during LTC transition. One paper in our 
review suggested that family physicians who identify as 
women are less likely to maintain relational contact with 
their patients who enter LTC; this corroborates results 
from previous studies which reported that women physi-
cians often encounter significant work-life balance chal-
lenges which can affect their availability for LTC roles 
which typically require frequent off-duty telephone calls 
and onerous paperwork [47–50].

The transition patterns reported included both hospital 
to LTC and home to LTC transitions. A report in Canada 
showed that between 2018 and 2019, about 40% of LTC 
residents transitioned directly from hospital and the rest 
transitioned directly from home-based settings such as 
assisted living facilities and their private residences [51]. 
They affirmed that most older adults who move into 
LTC have complex care needs [51]. Nonetheless, another 
study [31] reported that a fee-for-service physician remu-
neration model is linked to increased motivation to prac-
tise in LTC and maintain relational continuity compared 
to the capitated system. Physicians in a fee-for-service 
model are disposed to LTC practice as LTC residents’ 
frequent care needs may result in increased revenue. 
This corroborates existing evidence which reports that 
fee-for-service model incentivizes higher volume of vis-
its which may be a desirable model for providing care for 
patients with high and frequent care needs [52–54].

Regardless of physicians’ gender, remuneration models, 
or location of medical education, we believe their deci-
sions are understandable and not necessarily unwar-
ranted. Despite the underlying reasons behind their 
choices, foreign-trained physicians, women physi-
cians, and those in a variety of remuneration models 
clearly play an important role in ensuring informational 
and management continuity. In each case, this can be 
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achieved through a strong commitment to information 
exchange and by actively involving interprofessional 
teams, patients, and patient partners in transition plan-
ning. Such efforts underscore the importance of stake-
holder engagement, as it is vital for fostering seamless 
care transitions and optimizing patient outcomes. By 
reinforcing these practices, healthcare systems can better 
support the diverse needs of physicians and the commu-
nities they serve, including the key roles they play dur-
ing LTC transition to foster relational, informational, and 
management continuity.

Based on this review, we are not positioned to offer 
definitive recommendations to policymakers and other 
stakeholders. However, the scoping review outlines the 
contours of the research landscape and has helped us 
speculate on the policy areas where recommendations 
may emerge. These include policy reforms to ensure: i) 
communication between community family physicians 
and LTC physicians during the LTC transition process; 
ii) engagement of the interprofessional healthcare team 
in the development of LTC transition paperwork; and 
iii) involvement of patient and/or partners-in-care in the 
development of LTC transition paperwork.

Limitations
Our review found only eight relevant empirical studies 
on continuity of care during LTC transition in Canada, 
highlighting the limited research available. Moreover, 
very fewer papers examined physician characteristics 
(gender, the location of their medical education, and 
physician’s interest) and practice features (practice loca-
tion, staffing model, and remuneration model). This gap 
suggests a need for more comprehensive investigations. 
While the existing studies offer valuable insights, they 
are insufficient for drawing strong conclusions or fully 
understanding the influence of physician characteristics 
and practice features on continuity of care during LTC 
transition. Future research should explore these under-
researched themes to expand the empirical evidence and 
to better informing policy and practice related to transi-
tion to LTC in Canada.

Also, since we conducted our review on English lan-
guage papers only, we may have missed critical French 
language pieces relevant in some jurisdictions in Canada, 
e.g., Quebec. Lastly, while we reported on gender, the one 
study [31] that provided this insight used sex-based ter-
minology. We may have incorrectly supposed that gender 
was the more appropriate construct, assuming that the 
authors used male and female categories based on par-
ticipant self-reports. In any event, even if our assumption 
is correct, we cannot confirm whether participants pro-
vided answers that reflected gender, biological sex, sex 
assigned at birth, or some other related construct.

Conclusions
Continuity of care is pertinent to ensure that the LTC 
system can continue to meet the complex care needs of 
older adults. However, the review shows that very little 
research has been done in Canada on this subject area. 
Inasmuch as relational continuity is lost during transition 
to LTC, limited attention has been given to informational 
and management continuity during the LTC transi-
tion. However, there is strong support for the idea that 
improving the integration of all relevant stakeholders 
can improve continuity of care for patients during LTC 
transition. Future studies should explore innovations that 
leverage informational continuity to optimize outcomes 
of care when older adults enter LTC.
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