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Continuity of care is a fundamental component of integrated care for older adults. Previous research suggests that continuity of care predicts a range of health outcomes in this population and is associated with improved detection and reduction of depressive symptoms. This study aimed to estimate satisfaction with continuity of care among primary care users in Chile and to assess whether satisfaction was associated with a positive screen for depression. Data were collected through face-to-face interviews with 247 community-dwelling older adults enrolled in primary care in Santiago, Chile. Continuity of care and depressive symptoms were measured with the Primary Care Assessment Tool and the 9-item Patient Health Questionnaire, respectively. Linear regression models were used to examine the association between a positive screen for depression and continuity of care, adjusting for sociodemographic characteristics and health status. The mean score for continuity of care was 5.00 (SD = 1.61). A positive screen for depression was independently associated with lower satisfaction with continuity of care (β = −0.94, 95% CI −1.56 to −0.32). Financial hardship (β = −0.50, 95% CI −0.91 to −0.08) and risk of social isolation (β = −0.46, 95% CI −0.88 to −0.05) were also associated with lower satisfaction. The complexity of health needs experienced by older adults, driven by mental health conditions, social and economic vulnerabilities, and multimorbidity, underscores the importance of advancing the implementation of an integrated care model for older adults in primary care in Chile.
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1 Introduction

Depression is the most prevalent mental health disorder in later life and is the leading mental health-related cause of disability-adjusted life years (1). Despite its importance, a significant proportion of older adults with depression face barriers to accessing mental healthcare (2). From the perspective of older adults, factors that limit access to diagnosis and treatment for depression include the belief that depressive symptoms are a normal part of aging or not severe enough to warrant care, the absence of a regular health provider with whom to talk, and a lack of trust in mental health professionals (3–5). Barriers have also been identified among providers, including insufficient training to address the mental health needs of older adults, the prioritization of physical problems due to time constraints and complexity of needs, and a lower likelihood of referring older adults to psychotherapy (6, 7).

The complexity of health needs in older adults includes a higher likelihood of multimorbidity and disability (8). Moreover, previous evidence suggests that physical health and depression have a mutual influence in later life (9). Pre-existing chronic physical conditions increase the likelihood of developing mental health disorders, and older adults with mental health conditions are more likely to experience a worsening trajectory of physical health (10–12). In older adults, depressive symptoms of any severity are associated with incident disability, and persistent depression increases the risk of mortality (13). To address these complex needs, the World Health Organization (WHO) has proposed integrated care guidelines aimed at preventing, reversing, or delaying adverse physical and mental health outcomes in older adults through community-level interventions led by trained health teams and informed by a comprehensive, context-specific approach (14).

According to the WHO guidelines for integrated care for older people, primary care should be equipped to address the complex health needs of the aging population. This requires the development of a person-centered, integrated approach that can detect and provide effective interventions for both physical and mental health conditions (14). In such an approach, the perspectives and preferences of older adults, along with their personal, family, and community contexts, should be incorporated (15). A recent review of integrated care models for older adults with depression and comorbid conditions identified continuity of care as a core component of these approaches (16). Continuity of care is considered an essential attribute of primary care, defined as the coherence and connectedness of events experienced by users in ways that align with their needs and context (17). It is reflected in the experience of an ongoing relationship with a healthcare team or professional, and of a coordinated, smooth progression of care (18). This definition includes three interrelated dimensions: informational continuity, which refers to knowledge not only of health conditions, but also of preferences, values, and the context of users; management continuity, which refers to the complementary and timely delivery of services by multiple providers in response to changing needs; and relational continuity, which refers to an ongoing relationship with care providers (17, 19).

Previous studies support the positive impact of continuity of care in primary care on multiple health outcomes in older adults. These include greater user satisfaction, adherence to treatment or recommendations, reduced risk of complications among people with chronic conditions, fewer hospitalizations, less frequent use of emergency services, decreased mortality, and lower health care costs (19–23). Research conducted in Canada found that common mental disorders and unmet needs of mental health care were associated with lower satisfaction with primary care and continuity of care among older adults (24, 25). A review of randomized controlled trials concluded that improved continuity of care reduces depressive symptoms and enhances quality of life in this population (12). However, most studies examining the relationship between satisfaction with continuity of care and depression in older adults have been conducted in Europe, North America, or Asia (24–26).

In Latin America, few studies have examined assessments of primary care from the perspective of older adults (27). Most of the available literature has been developed in Brazil, and the findings regarding continuity of care are mixed. In some cases, results suggest that older adults tend to evaluate continuity of care more positively (28–30), whereas in others, they report lower levels of satisfaction with this dimension (31). In Chile, the prevalence of depressive symptoms among older adults who use primary care has been estimated both before and during the COVID-19 pandemic (32, 33). However, to the best of our knowledge, no published study has examined satisfaction with continuity of care or its association with depressive symptoms in this population in Chile. Analyzing these factors may help identify gaps in the implementation of integrated care within primary care settings. Such research could also help assess whether older adults with mental health needs encounter barriers to building trust relationships with health providers or to raising their mental health concerns.

In the Chilean context, 89.8% of people aged 60 years and older are users of the public health system (34). Multidisciplinary teams, including physicians, nurses, midwives, psychologists, physical therapists, occupational therapists, social workers, odontologists, and health technicians, are responsible for delivering preventive and clinical care and for promoting health within defined geographic territories (35). Primary care in Chile is based on a family and community-oriented approach, with a person-centered model and continuity of care as guiding principles (36). Nevertheless, service delivery at the primary care level tends to be fragmented and primarily focused on disease treatment, which undermines continuity of care (37, 38).

The National Plan for Integral Health Care for Older Adults is based on the Comprehensive Family and Community Health Care Model, in which primary care plays a central role (39). At this level, an annual preventive medical evaluation is offered to older adults to monitor their physical, functional, and mental health status and to develop a personalized care plan (39). However, coverage for this evaluation is low, reaching approximately 40% (40). Depression is included among the Explicit Health Guarantees, which ensure access, timeliness, financial protection, and quality of care for people diagnosed with depression (41). Nonetheless, among older adults who screen positive for depression during the preventive medical evaluation in primary care, fewer than 15% have access to diagnosis confirmation (42).

In terms of mental health programs in Chile, current guidelines for the detection and treatment of depression are designed for people aged 15 years and older and lack specific recommendations for older adults (43). Consistent with international literature (2), previous studies have reported that depression is underdiagnosed in older adults in Chile (44, 45). One study that analyzed data from primary care users in Chile found that only 36% of older adults with a positive screen for depression had received a diagnosis (32).

Given the importance of continuity of care as a core component of integrated care for addressing the complex health needs of older adults, this study aimed to estimate the level of satisfaction with continuity of care among community-dwelling older adults using primary care in Chile. Since previous research suggests that continuity of care has a positive impact on health outcomes of older adults with depression (26), we also sought to determine whether satisfaction with continuity of care was associated with a positive screen for depression in the Chilean context.



2 Methods


2.1 Study design, setting, and participants

The results reported here correspond to the quantitative phase of an ongoing sequential mixed methods study about barriers and facilitators to access diagnosis and treatment for depression among older adults who are primary care users of centers located in the Metropolitan Region of Santiago, in the central macrozone of Chile (46). This region has an aging index of 76.2, and 10% of households are formed by older adults (47). Depressive symptoms among older adults living in this macrozone have a higher prevalence, compared to those living in other regions (32, 48). The study considers the participation of people aged 65 years and older, enrolled in primary care centers of two municipalities in the northern area of Santiago. According to estimations by the Chilean Ministry of Social Development in 2022, the proportion of people experiencing multidimensional poverty in these two municipalities reached 21.2 and 22.4%, respectively (49). The exclusion criteria were: being unable to leave their home or to participate in an interview due to severe health problems. A convenience sample of 253 people was recruited from groups of active users of primary care. Of the total sample, 247 people had complete data on all relevant variables and were included in the analyses. The protocol of the study was approved by the Ethics Committee of the North Metropolitan Health Service. All participants signed an informed consent form before being recruited for the study.



2.2 Data collection

A structured face-to-face interview was carried out in a community space near each participant’s home. The interviewers were social science professionals who had experience working with older adults. The interviews lasted an average of 40 min and included questions about sociodemographic characteristics, general health and functional status, and existing validated scales to assess continuity of care and depressive symptoms, as described below.



2.3 Measurements


2.3.1 Outcome

Satisfaction with continuity of care was measured with the subscale about continuity of care from the Primary Care Assessment Tools (PCAT), adapted and validated for the adult population in Chile (50). This subscale consists of 14 items about receiving care from the same professional in medical consultations, feelings of being heard by different health professionals in primary care, how much the members of the health team know the user as a patient and a person, and the willingness to move to another primary care, if possible. The response to each item is a 4-point Likert scale, expressing the level of agreement with each item: “definitely not” (1 point), “probably not” (2 points), “probably yes” (3 points), “definitely yes” (4). The average score is calculated, and higher scores indicate a higher level of satisfaction with continuity of care. It has been suggested that a score of 3, which corresponds to the response category “probably yes,” indicates an acceptable level of satisfaction with the attribute. As suggested by the guidelines developed in the Chilean validation of the PCAT, the scores were transformed into a scale of 0 to 10 to allow comparisons with previously published studies (28–30). This standardization is based on the quotient of the mean score obtained in the subscale (0–4) minus 1, and the highest possible score (4) minus 1, multiplied by 10 (50). In this case, 7 points can be considered as an acceptable level of satisfaction with continuity of care (50).



2.3.2 Predictors

Depressive symptoms were measured with the 9-item Patient Health Questionnaire (PHQ-9), developed by Kroenke et al. (51). This instrument has been validated among older adults who are primary care users in Chile (52). The total score of the scale ranges from 0 to 27 points, and a cutoff of 10 or more is considered as a positive screen for major depressive disorder (53).

Sociodemographic variables included were:


	-Age, as a continuous variable.

	-Gender, considering male or female.

	-Level of education, measured as total years of formal education, and collapsed into: “less than primary” (<8 years), “less than secondary” (8–11 years), and “secondary or more” (12 or more years).

	-Marital status, considering people who were married or with a partner, single, divorced, and widowed.

	-Financial hardship, assessed with the question: “Considering the total income of your household, including salaries, income from business or paid activities, pensions, rents, money given by other family members, etc., would you say that during the last month this income: was not enough, you had much difficulties; was not enough, you had some difficulty; was just enough, you did not have much difficulty; was enough, you had no difficulties. The first two categories were combined as “financial hardship,” and the last two categories were combined as “no financial hardship.”

	-Risk of social isolation was assessed with the 6-item Lubben et al. (54). Considering a total score between 0 and 30 points, a cutoff of 12 or less was considered as at risk of social isolation (54).




With respect to health status, the variables considered were:


	-Self-rated health, measured with the question “In general, would you say that your health is?” The possible responses were: “very good,” “good,” “fair,” “poor,” “very poor.” These categories were collapsed into t: “good” (very good or good), “fair,” and “poor” (poor or very poor).

	-Functional limitation, measured with the Global Activity Limitation Indicator (55), which assesses limitation in usual activities during the last 6 months. People who report having difficulties, irrespective of the degree, are categorized as with functional limitation.







2.4 Statistical analysis

Mean score and standard deviation of the continuity of care subscale of the PCAT were calculated. Mean scores by sociodemographic characteristics and health status were compared using t-test for variables with two categories, and ANOVA for variables with more than two categories.

The association between continuity of care and positive screen for depression was estimated with a linear regression model, considering the assessment of continuity of care as the outcome. Finally, a multivariate regression model with the same outcome was estimated to determine if the association with a positive screen for depression held after adjusting for sociodemographic characteristics and health status.

All the analyses were performed with the software Stata 18.0.




3 Results

Almost two thirds of the sample (72.87%) were women (Table 1). The mean age was 73.85 years (SD 6.02 years). The most frequent status was married or with a partner (40.49%), followed by widowed (28.74%). Considering proxies of socioeconomic position, 38.47% of the sample had not completed their school education, and 13.77% had not completed primary education. Financial hardship during the last month was reported by 37.25% of the participants. More than half of participants (52.23%) were at risk of social isolation. With respect to health status, 46.96% of the participants had some level of functional limitation, and 42.92% perceived their health as less than good. The frequency of a positive screen for depression was 13.77%.


TABLE 1 Characteristics of the sample (n = 247).


	Variable
	N
	%





	Gender



	 Male
	67
	27.13



	 Female
	180
	72.87



	Marital status



	 Married
	100
	40.49



	 Single
	31
	12.55



	 Divorced
	45
	18.22



	 Widowed
	71
	28.74



	Years of education



	 <8
	34
	13.77



	 8–11
	61
	24.70



	 ≥12
	152
	61.54



	Financial hardship



	 Yes
	92
	37.25



	 No
	155
	62.75



	Risk of isolation



	 Yes
	129
	52.23



	 No
	118
	47.77



	Positive screen for depression



	 Yes
	34
	13.77



	 No
	213
	86.23



	Functional limitation



	 Yes
	116
	46.96



	 No
	131
	53.04



	Self-rated health



	 Good
	141
	57.09



	 Fair
	94
	38.06



	 Poor
	12
	4.86






The mean score for satisfaction with continuity of care was 5.00 (SD = 1.61; min 0.95, max 9.29). As observed in Table 2, people without a positive screen for depression were more satisfied with continuity of care, in comparison with those with a higher level of depressive symptoms. Additionally, those who were married, without financial scarcity during the last month, and without risk of social isolation, were more satisfied with continuity of care compared with single, divorced or widowed participants, those who reported financial hardship, and people at risk of social isolation.


TABLE 2 Mean score and standard deviation for continuity of care, by categories of sociodemographic and health variables.


	Variable
	Total score



	Gender
	Mean (SD)
	p-value





	 Male
	5.25 (1.67)
	0.1303



	 Female
	4.90 (1.58)



	Education



	 <8
	4.58 (1.51)
	0.421



	 8–11
	5.13 (1.47)



	 12+
	5.04 (1.68)



	Marital status



	 Married
	5.16 (1.80)
	0.029



	 Single
	4.69 (1.36)



	 Divorced
	4.87 (1.74)



	 Widowed
	4.99 (1.33)



	Financial hardship



	 Yes
	4.59 (1.59)
	0.0019



	 No
	5.24 (1.58)



	Risk of social isolation



	 Yes
	4.71 (1.42)
	0.0029



	 No
	5.31 (1.75)



	Self-rated health



	 Good
	5.04 (1.72)
	0.143



	 Fair
	4.94 (1.43)



	 Poor
	5.00 (1.74)



	Activity limitation



	 Yes
	4.81 (1.62)
	0.0861



	 No
	5.16 (1.59)



	Positive screen for depression



	 Yes
	3.97 (1.64)
	<0.001



	 No
	5.16 (1.55)






A positive screen for depression was associated with the level of satisfaction with continuity of care. According to the unadjusted model, people with a positive screen for depression had a score on average 1.19 (95% CI −1.76 to −0.62) points lower on the subscale of continuity of care, compared to those without a positive screen for depression. As depicted in Table 3, in the fully adjusted model, the association held, with an assessment of continuity of care almost 1 point lower among people with a positive screen for depression (β = −0.94, 95% CI −1.56 to −0.32). People who reported financial hardship during the last month, and those who were at risk of social isolation, also had lower scores on continuity of care.


TABLE 3 Results of multivariate linear regression.


	Variable (reference)
	Coefficient
	95% CI upper limit
	95% CI lower limit
	p-value





	Positive screen for depression (no)



	Yes
	−0.94
	−1.56
	−0.32
	<0.01



	Age
	0.02
	−0.02
	0.05
	0.390



	Gender (male)



	Female
	−0.24
	−0.73
	0.25
	0.327



	Level of education (secondary or more)



	Less than primary
	−0.30
	−0.91
	0.32
	0.340



	Less than secondary
	0.21
	−0.27
	0.68
	0.390



	Marital status (married)



	Single
	−0.09
	−0.73
	0.56
	0.796



	Divorced
	−0.22
	−0.77
	0.34
	0.444



	Widowed
	−0.47
	−0.57
	0.48
	0.861



	Financial hardship (no)



	Yes
	−0.49
	−0.91
	−0.08
	<0.05



	Risk of social isolation (no)



	Yes
	−0.46
	−0.88
	−0.05
	<0.05



	Self-rated health (good)



	Fair
	0.28
	−0.16
	0.72
	0.211



	Poor
	0.61
	−0.34
	1.56
	0.209



	Functional limitation (no)



	Yes
	−0.11
	−0.53
	0.31
	0.611








4 Discussion

According to our results, older adults attending primary care centers in the northern area of Santiago reported lower satisfaction with continuity of care compared to previous studies conducted in Brazil, which reported mean scores ranging from 6.50 to 8.04 in the subscale of continuity of care of the PCAT (28–30). Several contextual factors may contribute to explaining these differences. Our study focused on primary care users from densely populated urban areas of Santiago, with more than 10,000 inhabitants per square kilometer - considerably higher than in other parts of the city (56). A report by the Chilean Ministry of Health identified disparities in the distribution of professionals across primary care teams (57), disproportionately affecting areas with higher population density. Moreover, this study was conducted during a period in which primary care and the broader health system were still recovering from the service disruptions and backlogs that occurred during the COVID-19 pandemic (58).

We observed an association between satisfaction with continuity of care and a positive screen for depression, but not with physical or functional health. The prioritization of physical conditions and limited time to discuss mental health concerns have been described as barriers experienced by health providers to address the mental health needs of older adults (6, 7). In our study, although satisfaction with continuity of care was not associated with physical conditions or disability, lower satisfaction was observed among participants with depressive symptoms. This suggests the need to strengthen continuity of care to support the development of long-term, person-focused relationships with regular health providers (20). This is particularly relevant given the strong link between mental health and physical health in later life (9, 11, 12). Depression shapes physical health trajectories and outcomes through complex pathways, including reduced adherence to treatment and medication (13), which is associated with a loss of intrinsic capacity and adverse health outcomes (59–61).

We also found that people at risk of social isolation were more likely to assess continuity of care less favorably. Systematic reviews have shown that social isolation among older adults is associated with adverse health trajectories and outcomes, including frailty, multimorbidity, and mortality (62, 63). Additionally, participants who reported financial hardship were less likely to be satisfied with continuity of care. Previous research suggests that wealth is associated with the maintenance of intrinsic capacity in later life (64), and that economic hardship increases the likelihood of depression in older adults (65).

Our findings underscore the importance of continuity of care for older adults with complex health needs, defined as a combination of chronic conditions, mental health problems, and varying levels of functional limitation, which may be exacerbated by social or economic vulnerabilities (66). A recent review found that older adults with complex needs reported greater satisfaction with continuity of care when fewer providers were involved in their care, and provider skills were more important than meeting always the same person (18). Another review found that continuity of care had a more frequent effect on depression among older adults, and that the level of integration of team members was a key element in achieving this outcome (67). Most studies included in these reviews were conducted in Europe, the United States, or Australia, but evidence from other regions of the world remains scarce.

Our study is the first to examine satisfaction with continuity of care among older adults enrolled in primary care in Santiago, Chile. We also analyzed the association with a positive screen for depression, adjusting for health status and sociodemographic characteristics. These results provide insights into how continuity of care is assessed in this group of users in the post-COVID-19 context. They may also inform comparisons with studies from other geographic and socioeconomic settings or guide future interventions aimed at implementing an integrated care model for older adults in primary care in Chile. A further strength of our study is the use of validated measurement instruments to assess both satisfaction with continuity of care and depressive symptoms, consistent with prior research.

This study has several limitations. We analyzed data from a convenience sample of older adults living in a specific area in Santiago. A large proportion of participants were members of primary care groups or regular attendees of the health center. As a result, our findings are not generalizable to the broader population of older adults using primary care in Chile, particularly those who use services less frequently, reside in rural areas, or live in municipalities with varying number of primary care facilities and professionals per inhabitant. Future studies should incorporate more diverse samples of older adults and include follow-up measurements to assess the impact of continuity of care on depression and health outcomes.



5 Conclusion

Among older adults in Santiago, Chile, satisfaction with continuity of care in primary care was lower than reported in previous studies conducted in South America prior to the COVID-19 pandemic. A positive screen for depression was associated with lower satisfaction with continuity of care, even after adjusting for health status and sociodemographic factors. Continuity of care is an essential dimension in addressing the specific demands and expectations of older adults with complex health needs, including mental health problems, social and economic vulnerabilities, multimorbidity, and functional limitations. These results underscore the importance of advancing the implementation of an integrated care model for older adults in primary care in Chile.



Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics statement

This study was approved by the Ethics Committee of the North Metropolitan Health Service, Chile. The study was conducted in accordance with the local legislation and institutional requirements. The participants provided their informed consent to participate in this study.



Author contributions

XM: Project administration, Funding acquisition, Conceptualization, Methodology, Formal Analysis, Supervision, Investigation, Writing – original draft. NC: Investigation, Writing – review and editing.



Funding

The author(s) declare that financial support was received for the research and/or publication of this article. XM is funded by the ANID/FONDECYT Iniciación 11230114.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Generative AI statement

The authors declare that no Generative AI was used in the creation of this manuscript.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

	1. GBD 2019 Mental Disorders Collaborators. Global, regional, and national burden of 12 mental disorders in 204 countries and territories, 1990-2019: a systematic analysis for the Global Burden of Disease Study 2019. Lancet Psychiatry. (2022) 9:137–50. doi: 10.1016/S2215-036600395-3

	2. Allan C, Valkanova V, Ebmeier K. Depression in older people is underdiagnosed. Practitioner. (2014) 258:19–22.

	3. Adams C, Gringart E, Strobel N. Barriers to mental health help-seeking among older adults with chronic diseases. Aust Psychol. (2024) 59:154–65. doi: 10.1080/00050067.2023.2282540

	4. Wuthrich V, Frei J. Barriers to treatment for older adults seeking psychological therapy. Int Psychogeriatr. (2015) 27:1227–36. doi: 10.1017/S1041610215000241

	5. Elshaikh U, Sheik R, Saeed R, Chivese T, Alsayed Hassan D. Barriers and facilitators of older adults for professional mental health help-seeking: a systematic review. BMC Geriatr. (2023) 23:516. doi: 10.1186/s12877-023-04229-x

	6. Bodner E, Palgi Y, Wyman M. Ageism in mental health assessment and treatment of older adults. In: Ayalon L, Tesch-Römer C editors. Contemporary Perspectives on Ageism. International Perspectives on Aging. Cham: Springer (2018). doi: 10.1007/978-3-319-73820-8_15

	7. Frost R, Beattie A, Bhanu C, Walters K, Ben-Shlomo Y. Management of depression and referral of older people to psychological therapies: a systematic review of qualitative studies. Br J Gen Pract. (2019) 69:e171–81. doi: 10.3399/bjgp19X701297

	8. Briggs A, Valentijn P, Thiyagarajan J, Araujo de Carvalho I. Elements of integrated care approaches for older people: a review of reviews. BMJ Open. (2018) 8:e021194. doi: 10.1136/bmjopen-2017-021194

	9. Triolo F, Harber-Aschan L, Belvederi Murri M, Calderón-Larrañaga A, Vetrano D, Sjöberg L, et al. The complex interplay between depression and multimorbidity in late life: risks and pathways. Mech Ageing Dev. (2020) 192:111383. doi: 10.1016/j.mad.2020.111383

	10. Chen C, Lee I, Su Y, Mullan J, Chiu H. The longitudinal relationship between mental health disorders and chronic disease for older adults: a population-based study. Int J Geriatr Psychiatry. (2017) 32:1017–26. doi: 10.1002/gps.4561

	11. Luo M, Chui E, Li L. The longitudinal associations between physical health and mental health among older adults. Aging Ment Health. (2020) 24:1990–8. doi: 10.1080/13607863.2019.1655706

	12. Li M, Zaki N, Zhang Y, Luo Q, Yang H, Long D, et al. The longitudinal association between physical health and depressive symptoms over eight years: evidence from the health and retirement study. J Affect Disord. (2024) 359:262–8. doi: 10.1016/j.jad.2024.05.075

	13. Agustini B, Lotfaliany M, Mohebbi M, Woods R, McNeil J, Nelson M, et al. Trajectories of depressive symptoms in older adults and associated health outcomes. Nat Aging. (2022) 2:295–302. doi: 10.1038/s43587-022-00203-1

	14. World Health Organization. Integrated Care for Older People: Guidelines on Community-Level Interventions to Manage Declines in Intrinsic Capacity. Geneva: World Health Organization (2017).

	15. World Health Organization. Integrated Care for Older People: Realigning Primary Health Care to Respond to Population Ageing. Geneva: World Health Organization (2018).

	16. Tops L, Beerten S, Vandenbulcke M, Vermandere M, Deschodt M. Integrated care models for older adults with depression and physical comorbidity: a scoping review. Int J Integr Care. (2024) 24:1. doi: 10.5334/ijic.7576

	17. Haggerty J, Reid R, Freeman G, Starfield B, Adair C, McKendry R. Continuity of care: a multidisciplinary review. BMJ. (2003) 327:1219–21. doi: 10.1136/bmj.327.7425.1219

	18. Djukanovic I, Hellström A, Wolke A, Schildmeijer K. The meaning of continuity of care from the perspective of older people with complex care needs-A scoping review. Geriatr Nurs. (2024) 55:354–61. doi: 10.1016/j.gerinurse.2023.12.016

	19. Dyer S, Suen J, Williams H, Inacio M, Harvey G, Roder D, et al. Impact of relational continuity of primary care in aged care: a systematic review. BMC Geriatr. (2022) 22:579. doi: 10.1186/s12877-022-03131-2

	20. Pereira Gray D, Sidaway-Lee K, White E, Thorne A, Evans P. Continuity of care with doctors-a matter of life and death? A systematic review of continuity of care and mortality. BMJ Open. (2018) 8:e021161. doi: 10.1136/bmjopen-2017-021161

	21. Baker R, Freeman G, Haggerty J, Bankart M, Nockels K. Primary medical care continuity and patient mortality: a systematic review. Br J Gen Pract. (2020) 70:e600–11. doi: 10.3399/bjgp20X712289

	22. Bazemore A, Merenstein Z, Handler L, Saultz J. The impact of interpersonal continuity of primary care on health care costs and use: a critical review. Ann Fam Med. (2023) 21:274–9. doi: 10.1370/afm.2961

	23. Maarsingh O, Henry Y, van de Ven P, Deeg D. Continuity of care in primary care and association with survival in older people: a 17-year prospective cohort study. Br J Gen Pract. (2016) 66:e531–9. doi: 10.3399/bjgp16X686101

	24. Pitrou I, Berbiche D, Vasiliadis H. Mental health and satisfaction with primary care services in older adults: a study from the patient perspective on four dimensions of care. Fam Pract. (2020) 37:459–64. doi: 10.1093/fampra/cmaa019

	25. Lamoureux-Lamarche C, Berbiche D, Vasiliadis H. Perceived need for mental health care and associated factors and outcomes in older adults consulting in primary care. Can J Psychiatry. (2022) 67:553–64. doi: 10.1177/07067437211055430

	26. Li C, Wu M, Qiao G, Gao X, Hu T, Zhao X, et al. Effectiveness of continuity of care in reducing depression symptoms in elderly: a systematic review and meta-analysis. Int J Geriatr Psychiatry. (2023) 38:e5894. doi: 10.1002/gps.5894

	27. Aguiar R, da Silva H. Quality of health care for the elderly in primary care: an integrative review. Enfermeria Glob. (2022) 21:545–60. doi: 10.6018/eglobal.444591

	28. Honorato dos Santos de Carvalho VC, Rossato SL, Fuchs FD, Harzheim E, Fuchs SC. Assessment of primary health care received by the elderly and health related quality of life: a cross-sectional study. BMC Public Health. (2013) 13:605. doi: 10.1186/1471-2458-13-605

	29. Araújo L, Gama Z, Nascimento F, Oliveira H, Azevedo W, Almeida Júnior H. [Evaluation of the quality of primary health care from the perspective of the elderly]. Cien Saude Colet. (2014) 19:3521–32. doi: 10.1590/1413-81232014198.21862013

	30. Masochini R, de Farias S, Sousa AI. Avaliação dos atributos da Atenção Primária à Saúde na perspectiva dos idosos. Escola Anna Nery. (2022) 26:e20200433. doi: 10.1590/2177-9465-EAN-2020-0433

	31. Augusto D, Lima-Costa M, Macinko J, Peixoto S. Factors associated with the evaluation of quality of primary health care by older adults living in the Metropolitan Region of Belo Horizonte, Minas Gerais, Brazil, 2010. Epidemiol Serv Saude. (2019) 28:e2018128. doi: 10.5123/S1679-49742019000100017

	32. Moreno X, Sánchez H, Huerta M, Cea X, Márquez C, Albala C. Subjective assessments of quality of life are independently associated with depressive symptoms among older adults enrolled in primary care in Chile. J Pers Med. (2022) 12:1063. doi: 10.3390/jpm12071063

	33. Saldivia S, Aslan J, Cova F, Bustos C, Inostroza C, Castillo-Carreño A. Life satisfaction, positive affect, depression and anxiety symptoms, and their relationship with sociodemographic, psychosocial, and clinical variables in a general elderly population sample from Chile. Front Psychiatry. (2023) 14:1203590. doi: 10.3389/fpsyt.2023.1203590

	34. Pan American Health Organization. Taking the Pulse of the Health System’s Response of the Needs of Older Persons. Situational analysis Chile. Washington, DC: PAHO (2022).

	35. Ministry of Health. Orientaciones Para la Implementacion del Modelo de Atención Integral de Salud Familiar y Comunitaria [Guidelines for the Implementation of the Model of Integral Family and Community Care]. Santiago: Ministry of Health (2013).

	36. Dois A, Bravo P, Soto G. [Attributes and features of a community health model from the perspective of practitioners]. Rev Med Chil. (2017) 145:879–87. doi: 10.4067/s0034-98872017000700879

	37. Sapag J, Martínez M, Zamorano P, Varela T, Téllez Á, Irazoqui E, et al. Evaluation of patients’ perspective on a multimorbidity patient-centered care model piloted in the chilean public health system. BMC Public Health. (2023) 23:2264. doi: 10.1186/s12889-023-17220-3

	38. Vergara M. [The deficient public health perspective in the Chilean health care system]. Rev Med Chil. (2021) 149:1347–51. doi: 10.4067/S0034-98872021000901347

	39. Ministerio de Salud. Plan Nacional de Salud Integral para Personas Mayores y su Plan de Acción 2020-2030 [National Plan of Integral Health for Older Persons and Action Pan 2020-2030]. Santiago: Ministerio de Salud (2021).

	40. Thumala D, Kennedy B, Calvo E, Gonzalez-Billault C, Zitko P, Lillo P, et al. Aging and health policies in Chile: new agendas for research. Health Syst Reform. (2017) 3:253–60. doi: 10.1080/23288604.2017.1353844

	41. Calderon J, Rojas G. Integration of mental health into primary care: a Chilean perspective on a global challenge. BJPsych Int. (2016) 13:20–1. doi: 10.1192/s2056474000000945

	42. Flores Águila J, Toffoletto MC. La funcionalidad y el acceso a prestaciones de salud de personas mayores en Chile. Gerokomos. (2019) 30:161–71.

	43. Ministry of Health. [Guía del Envejecimiento y Salud Mental en Personas Mayores (Guideline of Aging and Mental Health of Older Persons]. Santiago: Ministry of Health (2023).

	44. Aravena J, Saguez R, Lera L, Moya M, Albala C. Factors related to depressive symptoms and self-reported diagnosis of depression in community-dwelling older Chileans: a national cross-sectional analysis. Int J Geriatr Psychiatry. (2020) 35:749–58. doi: 10.1002/gps.5293

	45. Moreno X, Gajardo J, Monsalves M. Gender differences in positive screen for depression and diagnosis among older adults in Chile. BMC Geriatr. (2022) 22:54. doi: 10.1186/s12877-022-02751-y

	46. Moreno X, Moreno F. Attitudes towards seeking psychological help among community dwelling older adults enrolled in primary care in Chile. BMC Geriatr. (2024) 24:386. doi: 10.1186/s12877-024-04986-3

	47. National Institute of Statistics. Census 2024. National Results. Delhi: National Institute of Statistics (2025).

	48. Rueda-Salazar S, Miranda-Castillo C, Araya A. Regional and gender disparities in depression and late life expectancy in Chile. Soc Psychiatry Psychiatr Epidemiol. (2025). doi: 10.1007/s00127-025-02883-7

	49. Ministry of Social Development. Estimaciones de Pobreza Comunal 2022 [Estimations of Local Poverty 2022]. (2025). Available online at: https://observatorio.ministeriodesarrollosocial.gob.cl/pobreza-comunal-2022 (accessed July 19, 2025).

	50. Escuela de Salud Pública. Guía de recomendación y uso del Instrumento Primary Care Assessment Tools (PCAT) Versiones “Usuario Adulto” y “Prestadores” Para la Atención Primaria de Salud de Chile [Guideline of Recommendation and Use of the Primary Care Assessment Tools (PACT) Versions for Adult User and Provider for Primary Care in Chile]. Santiago: Escuela de Salud Pública (2016).

	51. Kroenke K, Spitzer R, Williams J. The PHQ-9: validity of a brief depression severity measure. J Gen Intern Med. (2001) 16:606–13. doi: 10.1046/j.1525-1497.2001.016009606.x

	52. Aslan J, Cova F, Saldivia S, Bustos C, Inostroza C, Rincón P, et al. Psychometric properties of the patient health questionnaire-9 in elderly chilean primary care users. Front Psychiatry. (2020) 11:555011. doi: 10.3389/fpsyt.2020.555011

	53. Levis B, Benedetti A, Thombs B. Accuracy of patient health questionnaire-9 (PHQ-9) for screening to detect major depression: individual participant data meta-analysis. BMJ. (2019) 365:l1476. doi: 10.1136/bmj.l1476

	54. Lubben J, Blozik E, Gillmann G, Iliffe S, von Renteln Kruse W, Beck JC, et al. Performance of an abbreviated version of the Lubben social network scale among three european community-dwelling older adult populations. Gerontologist. (2006) 46:503–13. doi: 10.1093/geront/46.4.503

	55. Van Oyen H, Bogaert P, Yokota R, Berger N. Measuring disability: a systematic review of the validity and reliability of the global activity limitations indicator (GALI). Arch Public Health. (2018) 76:25. doi: 10.1186/s13690-018-0270-8

	56. National Institute of Statistics. Results Census 2017. Chennai: National Institute of Statistics (2024).

	57. Ministerio de Salud. Informe sobre Brechas de Personal de Salud por Servicio de Salud [Report about Gaps of Health Staff by Health Service]. Santiago: Ministerio de Salud (2017).

	58. van Ginneken E, Reed S, Siciliani L, Eriksen A, Schlepper L, Tille F, et al. Addressing Backlogs and Managing Waiting Lists During and Beyond the COVID-19 Pandemic: Regional Office for Europe. Copenhagen: World Health Organization (2022).

	59. Poletti V, Pagnini F, Banfi P, Volpato E. The role of depression on treatment adherence in patients with heart failure-a systematic review of the literature. Curr Cardiol Rep. (2022) 24:1995–2008. doi: 10.1007/s11886-022-01815-0

	60. Schönenberg A, Heimrich K, Prell T. Impact of depressive symptoms on medication adherence in older adults with chronic neurological diseases. BMC Psychiatry. (2024) 24:131. doi: 10.1186/s12888-024-05585-7

	61. Iovino P, De Maria M, Matarese M, Vellone E, Ausili D, Riegel B. Depression and self-care in older adults with multiple chronic conditions: a multivariate analysis. J Adv Nurs. (2020) 76:1668–78. doi: 10.1111/jan.14385

	62. Sherman D, Alfano A, Alfonso F, Duque C, Eiroa D, Marrero Y, et al. A systematic review of the relationship between social isolation and physical health in adults. Healthcare (Basel). (2024) 12:1135. doi: 10.3390/healthcare12111135

	63. Nakagomi A, Tsuji T, Saito M, Ide K, Kondo K, Shiba K. Social isolation and subsequent health and well-being in older adults: a longitudinal outcome-wide analysis. Soc Sci Med. (2023) 327:115937. doi: 10.1016/j.socscimed.2023.115937

	64. Salinas-Rodríguez A, Fernández-Niño J, Rivera-Almaraz A, Manrique-Espinoza B. Intrinsic capacity trajectories and socioeconomic inequalities in health: the contributions of wealth, education, gender, and ethnicity. Int J Equity Health. (2024) 23:48. doi: 10.1186/s12939-024-02136-0

	65. Sánchez-Moreno E, Gallardo-Peralta L, Barrón López de Roda A, Rivera Álvarez JM. Socioeconomic status, loneliness, and depression among older adults: a cross-sectional study in Spain. BMC Geriatr. (2024) 24:361. doi: 10.1186/s12877-024-04978-3

	66. Wodchis W, Ashton T, Baker G, Sheridan N, Kuluski K, McKillop A, et al. A research program on implementing integrated care for older adults with complex health needs (iCOACH): an international collaboration. Int J Integr Care. (2018) 18:11. doi: 10.5334/ijic.4160

	67. Frost R, Rait G, Wheatley A, Wilcock J, Robinson L, Harrison Dening K, et al. What works in managing complex conditions in older people in primary and community care? A state-of-the-art review. Health Soc Care Commun. (2020) 28:1915–27. doi: 10.1111/hsc.13085




Copyright
 © 2025 Moreno and Cornejo. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/cross.jpg
©

|





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Satisfaction with continuity of care from the perspective of older adults who are primary care users and its association with depressive symptoms in Santiago, Chile



		1 Introduction



		2 Methods



		2.1 Study design, setting, and participants



		2.2 Data collection



		2.3 Measurements



		2.3.1 Outcome



		2.3.2 Predictors







		2.4 Statistical analysis







		3 Results



		4 Discussion



		5 Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Conflict of interest



		Publisher’s note



		References

















OPS/images/cover.jpg
& frontiers | Frontiers in Medicine

Satisfaction with continuity
of care from the perspective
of older adults who are primary
care users and its association
with depressive symptoms
in Santiago, Chile












OPS/images/logo.jpg
¥ frontiers | Frontiers in Medicine







