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Abstract In order to assess the prevalence of having a regular doctor, associated factors, and the
effects on health services utilization, a cross-sectional study was performed in Rio Grande,
Brazil, from January to May 2000. A total of 1,260 individuals 15 years or over were interviewed.
Adjusted prevalence ratios and 95% confidence intervals were calculated, using a Poisson regres-
sion model. Some 37% of the sample had a regular doctor. Adjusted analysis revealed a direct
and linear association with income. Female gender, age, private health insurance coverage, and
chronic health problems were also associated with the outcome. Having a regular physician was
associated with a 51% increase in clinical breast examination and a 62% increase in cervical
cancer screening during the previous year, as well as a 98% increase in prostate cancer screening
in the previous year in men 40 years or over. The study concluded that the prevalence of having a
regular doctor in Brazil is low and is directly associated with socioeconomic factors. Individuals
with a regular physician tend to have better access to health services. The promotion of consulta-
tion with a regular doctor among the population may improve health care quality and health
services access, particularly in the poorest groups.

Key words Health Services Accessibility; Continuity of Patient Care; Regular Doctor

Resumo Com a finalidade de estudar a prevaléncia do médico de referéncia, os fatores associa-
dos e seu efeito na utilizagdo de servigos de satide, foi realizado um estudo transversal, na cidade
de Rio Grande, Brasil, entre janeiro e maio de 2000. Um total de 1.260 pessoas com 15 anos ou
mais foram entrevistados. Calcularam-se as razoes de prevaléncia e os intervalos de confiancga
de 95%, utilizando o modelo de Poisson. A prevaléncia de médico de referéncia foi de 37%. A and-
lise ajustada mostrou uma associagdo direta e linear com renda. Sexo feminino, idade, seguro de
satide e problema créonico de satide também associaram-se com o desfecho. Ter um médico de re-
feréncia provocou um aumento de 51% na probabilidade de realizar um exame clinico de ma-
ma, e de 62% de realizar a prevengdo do cdancer de colo, durante o tiltimo ano. Nos homens, au-
mentou a probabilidade de realizar um exame de préstata em 98%, para o mesmo periodo. Po-
de-se concluir que a prevaléncia do médico de referéncia no Brasil é baixa e associada direta-
mente aos fatores socio-econdmicos. Pessoas com esta carateristica tem melhor acesso a servigos
de saiide. A promogdo do médico de referéncia na populagdo pode melhorar o acesso aos servigos
de saiide e melhorar a qualidade da atencdo, especialmente nos grupos mais pobres.
Palavras-chave Acessibilidade aos Servigos de Satide; Continuidade de Assisténcia ao Paciente;
Médico de Referéncia
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Introduction

Having a regular doctor characterizes continu-
ity of health care and is associated with im-
proved health services utilization. Continuity
of care has two different meanings: the follow-
up from one visit to another (“continuity” per
se), and the constant (“longitudinal”) relation-
ship between patient and health care provider
(Rogers & Curtis, 1980; Starfield, 1980). This pa-
per will use the latter definition, and the vari-
able “regular doctor” will be employed as a
proxy.

A regular source of care, and particularly a
regular doctor, can be considered a component
of health services which improves accessibility
(Andersen & Aday, 1978). Studies have demon-
strated a strong association between this char-
acteristic and health services utilization (Hay-
ward et al., 1991). Having a regular doctor is as-
sociated with an increase in the number of vis-
its (Lambrew et al., 1996) and a decrease in both
the number of hospitalizations (Wasson et al.,
1984) and length of stay (Mainous & Gill, 1998).
Individuals with a regular physician decide to
see their doctor earlier (Sox et al., 1998) and
wait less time for an appointment (Forrest &
Starfield, 1998). In countries like Canada and
England, which have universal-access health
systems with the general practitioner at the
center, there are high proportions of people
with a regular physician. In the United States,
the prevalence of consultation with a regular
doctor varies from 70 to 80% and is closely as-
sociated with socioeconomic status (Hayward
et al., 1991; Lambrew et al., 1996; Mainous &
Gill, 1998). There is limited information about
such prevalence in other countries.

In Brazil, several authors have identified in-
equity in health services access (Almeida et al.,
2000). As discussed by Travassos (1997), the Uni-
fied Health System (SUS) created in 1988 atten-
uated some (but not all) of these differences,
and further measures are needed to improve
access. Recently introduced health policies and
programs like the Family Health Program have
tended to improve access to health services and
to reduce inequities between groups.

There is little information about either
frequency or regularity in the source of care
(i.e., the physician or site of care) or related fac-
tors in Brazil. According to a study by Stein in
Porto Alegre, southern Brazil, 30% of users of
an emergency room (ER) in a hospital located
within an area with a family health program
had their own regular physician (Stein, 1998).
According to a national household survey on
health services utilization and access, 28.8% of
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the population had no regular source of care
(IBGE, 1998).

Since having a regular physician is associated
with improved access and quality of health care,
it is relevant to ask who is more likely to have a
regular doctor in Brazil and what effects this
could have on health services utilization. Thus,
the aim of this paper is to: (a) study the preva-
lence of having a regular doctor among the adult
population in a city in Southern Brazil; (b) iden-
tify associated factors; (c) assess the distribution
across socioeconomic groups; and (d) study the
effect on preventive and non-preventive visits
to the physician. The information obtained here
will aid in the design of future interventions to
improve accessibility and quality of care.

Methods

Study design and sample

A cross-sectional study was performed from
January to May 2000 in an urban population 15
years of age or over in the county of Rio Grande,
southern Brazil, where only five percent of the
population lives in the countryside. The sam-
ple size was calculated to detect a relative risk
(RR) of two, with 80% power, 95% confidence
level, a 6:1 ratio of unexposed/exposed, and a
17% prevalence rate for having a regular doctor
among the unexposed. The initial sample size
was increased by 10% for losses, 20% to control
confounding, and 20% for design effect, thus
reaching 641 individuals. A cluster sampling
process was performed, using census tracts.

The proportion of individuals 15 years or
over residing in the city in 1996 was 73%, with
an average of 3.4 individuals per household
(1996 Census). Consequently, the required num-
ber of households to reach the projected sam-
ple was 264. Since this survey was part of an-
other study requiring a larger sample, a total of
540 households were visited. Forty-five of the
242 census tracts inside the city limits (2000
Census) were selected. One block from each
census tract was randomly selected, as was one
corner from each block. Every third household
from the selected corner was visited until data
were collected from 12 households.

Twelve trained interviewers applied a pre-
coded and pre-tested questionnaire. All indi-
viduals 15 years or over were considered eligi-
ble for the study. Seven percent of the individ-
uals were re-visited by an independent inter-
viewer for quality control purposes. Two inde-
pendent technicians entered the information
in an Epilnfo 6.04b database. The data were



cleaned by the researchers for consistency and
amplitude errors, and the database was con-
verted to Stata 6.0 for Windows to perform the
statistical analysis.

Variables

The questionnaire included questions on so-
cioeconomic, demographic, social, psychologi-
cal, health services, and self-reported health
needs data. A brief definition of some questions
is provided below. The dependent variable “reg-
ular doctor” was used as a proxy for continuity
of care. A conceptual framework was used,
based on the hierarchical level of determina-
tion (Victora et al., 1997). Figure 1 represents the
hierarchical position of factors in relation to the
outcome and was constructed taking causality
and temporality into account. At the first level
of determination, socioeconomic and demo-
graphic factors appear which determine the
others. Immediately below, social and psycho-
logical variables are represented which can af-
fect some variables at the subsequent level. The
third level contains factors closely related to the
outcome. Finally, the outcome “regular doctor”
is considered a determinant of health services
utilization.

Figure 1

REGULAR DOCTOR, ASSOCIATED FACTORS, AND THE EFFECT ON HEALTH SERVICES UTILIZATION

Definition of variables

e Regular doctor, defined by three consecu-
tive questions: “If you have a health problem
and decide to see a doctor, is there a physician
to whom you normally go?” “What is the doc-
tor’s name?”, and “How long has he/she been
your doctor?” The variable is considered posi-
tive if the interviewee answered “yes” to the
first question, provided the doctor’s name, and
reported having consulted this physician for
more than 12 months.

e Social class, defined according to criteria
set by the Brazilian Association for Market Re-
search (ABIPEME). This is a composite variable
based on years of schooling and type of utilities
present in the household and has 5 categories
in descending order: A, B, C, D, E (ANEP, 1997).

¢ Family stress, or family dysfunction mea-
sured by a questionnaire (Smilkstein, 1979),
with a score from 0 to 10. Classified as “absent”
(score 0-4) and “present” (score 5-10).

¢ Social support, or assistance that individu-
als expect from others in case of any kind of
problem. Measured as “no” (if they never or on-
ly sometimes expect to receive help) or “yes” (if
they always or frequently expect to receive
help).

Hierarchical analysis model for having a regular doctor.

Level 1
Socioeconomic factors Demographic factors
Social class Age
Income Gender
Education Marital status
Unemployment Race
Level 2
Family stress Social support
Level 3
Health insurance Health need
Chronic health problem

Self-reported health
Minor psychiatric disorders

Regular doctor

Health services utilization
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e Health insurance, if the person has any oth-
er health insurance besides public coverage
under the SUS.

e Chronic health problem, if the doctor in-
formed the person that he/she had a chronic
health problem.

* Self-perceived health, addressed by the
question “How has your health been in the last
12 months prior to the interview?” Rated as
poor, fair, good, or excellent.

e Minor psychiatric disorders, or non-psy-
chotic disorders assessed by Self-Report Ques-
tionnaire-20 (Mari & Williams, 1986). A five/six
cut-off point was used for men and seven/eight
for women.

e Visit to doctor, if the person had visited a
doctor within the previous 12 months.

¢ C(linical breast examination, performed by a
physician in women 40 years or over in the pre-
vious 12 months.

¢ Mammography, in women 40 years or over
in the previous 12 months.

¢ Breast self-examination, by women 15 years
or over.

e Cervical cancer screening in women 40 years
or over in the previous 12 months.

e Prostate cancer screening: digital rectal
examination, biochemical test, or ultrasound
in men 40 years or over in the previous 12
months.

Statistical analysis

Stata 6.0 for Windows was used for statistical
analysis. A significance level of 0.05 was previ-
ously defined. Prevalence ratios (PR) and 95%
confidence intervals (CI) were calculated in the
bivariate analysis. A chi-square test was used to
assess their significance. A Poisson model was
used in the multivariate analysis. The choice of
this particular type of regression was based on
the higher prevalence of the outcome, in which
case an OR would overestimate the PR. Since
the study focuses on prevalence and associated
factors for having a regular doctor, a PR tends to
be more useful. The use of models such as Cox
regression has been suggested in order to di-
rectly estimate the PR (Lee & Chia, 1993, 1994).
The problem with this approach is that the Cls
are larger than they should be. However, if the
observational periods are equal for every case,
the Poisson regression is equivalent to the Cox
model, with the advantage that it is possible to
correct the CIs by using a robust estimation of
variance, based on sandwich estimators (Lin &
Wei, 1989). Therefore, and based on the sugges-
tion by Hirakata (2000), a Poisson regression
with robust estimation of variance was used in
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order to obtain a direct estimate of the PR with
corrected Cls.

The Wald test was used to assess the signifi-
cance of the results for dichotomous and con-
tinuous variables. Linear trends were explored
for ordinal categorical data, and a linear hy-
pothesis test was performed using the estima-
tion parameters. Variables were entered using a
conceptual framework (Victora et al., 1997), as
shown in Figure 1. A backward regression tech-
nique was performed at each level. Variables
with a p £0.2 and/or a PR > 1.5 were retained
for the next level, due to the possibility of neg-
ative confusion. Kappa test was performed to
measure the inter-rater agreement of categori-
cal data in the quality control group. In order to
consider the distance between non-concordant
rates for variables with more than two possible
rates, a weighted kappa was calculated.

Results

Characteristics of the sample

A total of 540 households with 1,348 individuals
were visited, and 1,260 individuals answered
the questionnaire. Of the 88 (6.6%) who were
not included in the study, 57 refused to partici-
pate, and 31 had not been located after three at-
tempts. The kappa results of the quality control
interviews were all above 0.8. Table 1 shows the
frequency of the study factors. Mean monthly
per capita family income (and SD) by group
were: US$ 33.59 (15.35) in group 0-56, US$ 73.03
(8.74) in group 57-92, US$ 136.68 (30.68) in
group 93-194, and US$ 443.16 (328.83) in group
195-5000. More than 20% of the sample had
completed only three years of school or less, and
the overall illiteracy rate was 7%. There were
more women than men (54%), and most of the
interviewees were white (85%). Mean age was
40.33 years (SD 17.71), range 15-94 years.

Chronic health problems were reported by
25% of the sample, and the same proportion re-
ported poor or fair health within the last year;
38% had some additional health insurance be-
yond public coverage. More than 71% reported
having a regular source of health care for more
than a year; 37% reported having a regular doc-
tor, and 34% reported using a regular site of
care. When no time restriction was used, the
latter two prevalence rates increased to 41%
and 36%, respectively.

Some 66% of the sample reported having
visited a doctor in the previous year. Within the
previous 12 months, 31.2% of women aged 40 or
over had received a clinical breast examination,
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Table 1

Sample study characteristics. Rio Grande, Rio Grande
do Sul State, Brazil, 2000 (n = 1,260).

Characteristic %

Social class = ABIPEME* (n = 1,258)

E 4.1
D 29.4
C 39.7
B 23.9
A 2.9

Education: years of schooling completed (n = 1,259)

3 or fewer 21.2

4-7 32.4

8-10 21.1

11 or more 25.3
Gender

Male 46.1

Female 53.9
Age groups

15-24 23.9

25-44 371

45-64 27.8

> 65 11.2
Race

White 84.7

Black & other 15.3

Marital status

Married 61.3
Divorced 6.6
Single 26.9
Widowed 5.2

Family stress (0 to 10 points)

Score 5 or more 9.0

Social support (n = 1,256)

None 9.3

Occasional 10.1

Frequent 9.6

Constant 71.0
Health insurance 38.4
Chronic health problem 25.4
Self-reported health: previous 12 months

Good/Excellent 74.4

Poor/Fair 25.6

Minor psychiatric disorders
Male 12.7
Female 221

(continues)
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Table 1 (continued)

Characteristic

Physician visit in previous 12 months (n = 1,247)

Clinical breast cancer examination** in previous 12 months (n = 333)

Breast self-examination (n = 674)

Mammography** in previous 12 months (n = 333)

Cervical cancer screening** in previous 12 months (n = 333)

Prostate cancer screening*** in previous 12 months (n = 267)

Regular doctor for more than 12 months (n = 1,244)

Regular site of care for more than 12 months (n = 1,244)

* ABIPEME: Brazilian Association for Market Research.
** women 40 years or over.
*** men 40 years or over.

17.4% a mammography, and 36.6% cervical can-
cer screening; 57.4% of women 15 or over re-
ported performing breast self-examination. In
men 40 or over, 22.5% had undergone prostate
cancer screening during the previous year.

Bivariate analysis

Table 2 presents the crude PR for having a reg-
ular doctor and the study factors. A dose-re-
sponse relationship was found between social
class and the outcome; compared to the low-
est class, class C showed a 29% increase in the
probability of having a regular doctor, while
classes A/B showed a 71% increase. The income
variable also showed a dose-response relation-
ship, and compared to the poorest group (E),
group D displayed a 33% increase and group C a
65% increase, while the highest-income group
had a more than twofold increase. Each year of
schooling increased the probability of the out-
come by more than 1%, but this increase was not
significant (PR: 1.013; 95% CI: 0.99-1.04; p = 0.3).

Among demographic factors, female gender
increased the probability of having a regular
doctor by more than 50%. There was an age-re-
lated dose-response relationship, and in com-
parison with the youngest group, the 25-44-
year group had a 58% increase, the 45-64-year
group a more than twofold increase, and the
oldest group a nearly threefold increase. Blacks
and other non-Whites were 30% less likely to
have a regular physician than Whites. In rela-
tion to social and psychological factors, individ-
uals from dysfunctional families were 27% less
likely to have a regular doctor. For persons with
social support, there was a non-significant 15%
increase as compared to those without support.
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As expected, there was an association be-
tween the outcome and additional health insur-
ance; individuals with private insurance were
80% more likely to have a regular doctor. Two
of the morbidity variables were significantly as-
sociated: individuals with chronic health prob-
lems showed a nearly twofold increase in the
PR of having a regular doctor, while those with
poor/fair self-reported health showed a 36% in-
crease. There was no association in either men
or women between the outcome and the pres-
ence of minor psychiatric disorders.

Multivariate analysis

As displayed in Table 3, for the first level of analy-
sis and after adjustment, most of the socioeco-
nomic and demographic factors remained sig-
nificantly associated with the outcome. The
dose-response relationship for the income vari-
able persisted, and depending on the study
category there was a 17%, 41%, or 70% increase
in the probability of having a regular doctor.
Each year of school increased the probability
of having a regular doctor by two percent, but
the significance test was above the defined cut-
off point (PR: 1.02, CI: 0.99-1.04, p = 0.08). So-
cial class was removed from the model because
it did not meet the previously defined criteria.
There were no major changes in demograph-
ic variables after adjustment. Women main-
tained a 50% increase in the probability of hav-
ing aregular doctor, and the age-related dose-re-
sponse relationship persisted. Compared to the
youngest group, the 25-44-year group showed
a 63% increase in the outcome, the 45-64-year
group showed a more than twofold increase,
and the oldest group had a nearly threefold in-



Table 2
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Regular doctor and crude prevalence ratios for some demographic, socioeconomic, social,
and morbidity characteristics. Rio Grande, Rio Grande do Sul State, Brazil, 2000 (n = 1,244).

Characteristic

Prevalence % (n)

PR (95% CI)

Social class (ABIPEME) (n = 1,242)
D-E
C
A-B

Monthly per capita family income US$ (n = 1,227)

0-56
57-92
93-194
195-5,000
Schooling (years)
Tyr
Gender
Male
Female
Age by group
15-24
25-44
45-64
65 or more
Race
White
Black & others
Marital status
Married
Divorced
Single
Widowed
Social support (n = 1,240)
No
Yes
Family stress (n = 1,240)
No
Yes
Health insurance
No
Yes
Chronic health problem
No
Yes
Self-reported health
Good/Excellent
Poor/Fair
SRQ+ male
No
Yes
SRQ+ female
No
Yes

28.7 (118)
36.9 (183)
48.9 (164)

24.3 (83)
32.5(89)
40.2 (125)

(
(
(
52.8 (159)

12
15

28.6 (163)
44.7 (302)

21.4 (63)

33.8 (155)
45.9 (161)
61.9 (86)

39.0 (412)
28.2 (53)

40.3 (308)
43.4 (36)
59.4 (38)
47.8 (143)

33.2(80)
38.1(381)

38.1 (430)
27.7 (31)

28.2 (215)
51.9 (250)

29.9 (277)
58.9 (188)

34.2 (315)
46.4 (150)

28.5(141)
29.7 (22)

43.9 (230)
47.3 (71)

1
1.29 (1.06-1.56)
1.71 (1.41-2.06)

1
1.33 (1.04-1.72)
1.65 (1.31-2.08)
2.17 (1.75-2.69)

1.01 (0.99-1.04)

1
1.56 (1.34-1.82)

1
1.58 (1.23-2.04)
2.15(1.68-2.75)
2.90 (2.25-3.74)

1
0.72 (0.57-0.92)

1
1.08 (0.83-1.40)
1.47 (1.18-1.84)
0.82 (0.61-1.11)

1
1.15 (0.94-1.40)

1
0.73 (0.53-0.98)

1
1.84(1.59-2.12)

1
1.99 (1.72-2.25)

1
1.36 (1.14-1.62)

1
1.04 (0.72-1.52)

1
1.08 (0.89-1.31)

0.001**

0.001**

0.3

0.001

0.001**

0.005

0.001*

0.09

0.03

0.001

0.001

0.001

0.8

0.5

* P for at least one PR # 1.
** Linear trend test.
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Table 3

Regular doctor and adjusted prevalence ratios for demographic, socioeconomic,
and morbidity characteristics. Rio Grande, Rio Grande do Sul State, Brazil, 2000.

Characteristic PR (95% ClI) p
Monthly per capita family incomea

0-56 1 0.001*

57-92 1.17 (0.89-1.53)

93-194 1.41 (1.05-1.89)

195-5,000 1.70 (1.29-2.23)
Schoolinga

1 year 1.02 (0.99-1.04) 0.08
Gendera

Male 1

Female 1.53 (1.34-1.75) 0.001
Age groupa

15-24 1 0.001*

25-44 1.63 (1.19-2.25)

45-64 2.07 (1.49-2.87)

65 or more 2.84 (1.95-4.14)
Health insuranceb

No 1

Yes 1.48 (1.19-1.84) 0.001
Chronic health problemb

No 1

Yes 1.54 (1.32-1.80) 0.001
Self-reported healthP

Good/Excellent 1

Poor/Regular 1.22 (1.03-1.46) 0.02

* Linear trend test.

a First level: per capita income, schooling, gender, and age (n = 1,226).
b Third level: first level + chronic health problem, health insurance,
and self-reported health (n = 1,226).

crease. At the second level, none of the social or
psychological variables met the established cri-
teria, and were thus removed from the model.

At the third level of analysis, and adjusted to
previous factors, most of the variables remained
associated with the outcome. The probability
for individuals with health insurance was atten-
uated but still maintained an increase of nearly
50%. For individuals with chronic health prob-
lems, the probability of having a regular doctor
was 54%. For those who reported poor or fair
health, probability of the outcome was 22%
greater. No association was found with minor
psychiatric disorders.

Table 4 shows the crude and adjusted effects
of having a regular doctor on some key health
services utilization measures. Before control-
ling for demographic, socioeconomic, health-
insurance, and health-need variables, individu-

Cad. Saude Publica, Rio de Janeiro, 19(5):1257-1266, set-out, 2003

als with continuity of care showed a significant
increase in the probability of making preven-
tive and non-preventive visits to their physi-
cian. After adjustment, the target characteristic
remained significantly associated with some
health services utilization measures: women 40
years or over with continuity of care had a 51%
greater probability of clinical breast examina-
tion and 62% greater probability of cervical
cancer screening within the previous year; men
aged 40 or over with a regular doctor had an
98% increased probability of prostate cancer
screening in the same period; individuals aged
15 years or over with the target characteristic
increased the probability of having visited a
doctor in the previous year by 23%. There was a
non-significant increase in the probability of
breast self-examination and mammography.

Discussion

Results of the multivariate analysis suggest that
individuals with a regular doctor enjoy better
access to health services, including preventive
visits, and that this characteristic is strongly as-
sociated with socioeconomic status. However,
there are some possible methodological con-
straints.

First, no causality can be inferred, because
temporal criteria between outcome and inde-
pendent variables were not sufficiently estab-
lished, although some attempts were made in
this direction. The findings must therefore be
interpreted merely as associations. While the
possibility of reverse causality between expo-
sure to a regular doctor and utilization of health
services exists, it is less likely, because in order
to be classified as having a regular doctor, the
individual had to report having visited this
physician for more than 12 months (while most
of the health services utilization variables were
measured for the previous 12 months). In addi-
tion, selection bias should also be considered.
However, since losses were only seven percent,
this type of bias appears unlikely. Even so, the
proportion of men in the sample was lower than
in the losses (46% vs. 69%, p = 0.01); if the men
who did not answer the questionnaire were
more closely associated with the outcome, then
the effect of gender might have been overesti-
mated. However, other studies addressing this
issue have found a very similar effect, making
this bias less likely (Hayward et al., 1991; Merzel,
2000).

Keeping these possible limitations in mind,
the study shows that having a regular doctor in
Brazil is not as common as in other countries,
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Effect of regular doctor on health services utilization. Rio Grande, Rio Grande do Sul State, Brazil, 2000.

Utilization measure Crude PR (95% CI) P Adjusted PR (95% CI)* P
Clinical breast examination (n = 327)** 1.57 (1.13-2.17) 0.007 1.51 (1.09-2.10) 0.01
Breast self-examination (660) 1.21 (1.04-1.41) 0.02 1.11(0.94-1.32) 0.2
Mammography (332)** 2.09 (1.13-3.85) 0.02 1.58 (0.82-3.04) 0.2
Cervical cancer screening (n = 327)** 1.57 (1,18-2.09) 0.002 1.62 (1.18-2.21) 0.003
Prostate cancer screening (n = 264)** 2.89 (1.89-4.43) 0.001 1.98 (1.25-3.12) 0.004
Visit to doctor (n = 1,224)** 1.36 (1.26-1.48) 0.001 1.23 (1.12-1.35) *** 0.001

* Adjusted for age, income, schooling, health insurance, chronic health problem, and self-reported health.

** Within previous 12 months.
*** Adjusted to previous variables and gender.

reaching only 37% of the population aged 15
years or over. Even if one places no time restric-
tion on the definition of “having a regular doc-
tor”, the prevalence only increases to 41%. While
these proportions are higher than the 30%
found by Stein (1998), they are not as high as
might be expected. Although Stein’s study was
done in an emergency ward, where it is more
likely to find patients without continuity of care,
the hospital where the study was conducted
had a well-organized family health program in
the surrounding neighborhood, thus possibly
explaining the small difference. The results are
consistent with those of the 1998 household
survey (IBGE, 1998). Considering all individuals
with a regular source of care (physician or health
care facility), the prevalence reached 71.5%, al-
most the same proportion found in the above-
mentioned household survey (71.2%).

Also consistently with other studies (Mer-
zel, 2000), women were more likely to have a
regular doctor than men, possibly reflecting re-
productive health needs. It was also consistent
that the frequency of having a regular doctor
increased with age (CDC, 1998). In agreement
with other studies, individuals with greater
health needs and those with health insurance
were more likely to have a regular doctor (CDC,
1998; Hayward et al., 1991).

There was a strong association between
“regular doctor” and socioeconomic variables.
The complete linear trend with income clearly
shows that the likelihood of continuous care
increases with per capita income. As other stud-
ies have shown, the poor are more likely to lack
aregular doctor because of financial barriers
(Hayward et al., 1991). This situation is cause
for concern because, as discussed below, hav-
ing a regular doctor is associated with a higher
rate of health services utilization, and the dis-

parity therefore indicates a potential source of
inequity.

Individuals with a regular doctor have bet-
ter access to certain health services, including
preventive ones. Even after adjusting for some
potential confounders, continuity of care in-
creased the probability of a physician visit,
clinical breast examination, and cervical can-
cer screening, as other authors have found
(Lambrew et al., 1996). The absence of effect on
mammography may be due to lack of power
(the identified prevalence ratio for this charac-
teristic was less than expected). In the case of
breast self-examination, the absence of associ-
ation may reflect the impact of public cam-
paigns addressing this issue. Another important
finding is that men also benefited from having
a regular doctor (for example, showing better
access to prostate cancer screening).

In conclusion, the results emphasize the im-
portance of having a regular doctor in Brazil.
Health authorities should be aware that the fre-
quency is not as high as in other countries and
that a campaign focusing on the importance of
continuity of care could provide a good strategy
for improving health services access and quali-
ty of health care.

Furthermore, Brazilian health authorities
should realize that access to a regular doctor is
unequal across socioeconomic groups, and a
specific campaign targeting the poorest popula-
tion should be a priority. By enjoying continuity
of care, these underserved groups will gain bet-
ter quality of health care and improved access to
health services, thus diminishing the differences
in comparison to higher income groups. The
Family Health Program, implemented in Brazil
since 1994, deals specifically with this issue.

Cad. Saude Publica, Rio de Janeiro, 19(5):1257-1266, set-out, 2003
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