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Healthcare Without Follow-Up: Why Access to
Diagnosis Alone Cannot Deliver Universal Health
Coverage: Universal health coverage is often assessed
through visible indicators: the number of people screened,
clinics constructed, diagnostic technologies introduced,
and patients enrolled in public health programs [1]. These
achievements matter, but they can create a misleading
impression of progress when health systems fail to ensure
what happens after diagnosis. A patient who is told that
they have hypertension but receives no sustained
treatment, a woman with an abnormal cervical screening
result who cannot obtain confirmatory testing, or a child
diagnosed with malnutrition who is never reassessed has
technically accessed healthcare. Yet none has received
effective care. Diagnosis is not the endpoint of healthcare.
It is the beginning of a clinical responsibility. The central
promise of universal health coverage is that all people
should receive the health services they need without
financial hardship. This promise cannot be fulfilled
through isolated encounters. Healthcare becomes
meaningful only when diagnosis is connected to treatment,
monitoring, referral, rehabilitation, and long-term support.
Without these elements, access may be recorded
administratively while preventable illness continues
clinically [2,3].

The Growing Gap Between Detection and Care: Many
health systems have expanded screening and diagnostic
capacity more rapidly than their ability to provide
continuity of care. Community campaigns identify

unless otherwise stated in a credit line to the data.

diabetes, hypertension, hepatitis, tuberculosis, cancers,
mental health conditions, and maternal risks. However,
patients  frequently disappear between screening,
confirmation, treatment initiation, and subsequent
monitoring. This gap is especially damaging in chronic
diseases. Conditions such as diabetes and hypertension
require repeated assessment, medication adjustment,
laboratory monitoring, and support for adherence. A single
consultation cannot establish long-term control. When
patients are diagnosed but not followed, disease
progression continues silently until complications become
severe, expensive, and difficult to reverse [4].

The same problem affects infectious diseases.
Identifying an infection without ensuring treatment
completion may leave the patient unwell, allow
transmission to continue, and contribute to antimicrobial
resistance. In cancer care, a positive screening test without
timely diagnostic confirmation and treatment may increase
anxiety without improving survival. In maternal
healthcare, recognizing a high-risk pregnancy is of limited
value when referral systems, transport, specialist review,
and delivery planning are unavailable. The absence of
follow-up therefore converts diagnostic expansion into an
incomplete intervention [5].

Why Patients Are Lost After Diagnosis: Patients do not
simply “fail to follow up.” In many cases, health systems
lose them.

Follow-up may require repeated travel, long waiting
times, unaffordable laboratory tests, inconsistent
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Beyond Diagnosis: Ensuring Continuity of Care

medication supplies, or consultations at distant facilities.
Referral instructions may be unclear, paper records may
not reach the receiving clinic, and patients may have no
reliable method of contacting healthcare providers [6].
Those with limited income must often choose between
attending an appointment and earning a day’s wages.
Fragmentation also contributes to the problem. Screening
programs may operate separately from primary healthcare
facilities. Hospitals may discharge patients without
communicating with community clinicians. Diagnostic
laboratories may issue abnormal results without a
mechanism for clinical review. Specialists may
recommend treatment without verifying whether patients
can obtain or afford it [7].

Digital health systems have improved communication

in some settings, but technology alone does not guarantee
continuity. A text-message reminder cannot replace
medication availability, affordable transport, -clinical
accountability, or a functioning referral pathway. Digital
tools are helpful only when they are embedded within
accessible services capable of responding to patients’
needs [8].
Diagnosis Without Treatment Can Deepen Inequality:
The consequences of poor follow-up are not distributed
equally. Wealthier patients can often seek second opinions,
travel to specialist centers, pay for investigations, and
purchase medicines privately. Poorer patients are more
likely to remain trapped between diagnosis and treatment.
As a result, diagnostic access may expand while outcome
inequalities persist or worsen. A health system may report
high screening coverage even though only a small
proportion of patients with abnormal results complete
treatment. Such reporting rewards activity rather than
health improvement [9].

Financial protection must also extend beyond the
initial consultation. A free screening test offers limited
protection when confirmatory investigations, medicines,
transport, rehabilitation, or repeated monitoring require
substantial out-of-pocket expenditure. Universal health
coverage should not be judged by whether patients can
enter the healthcare system once, but by whether they can
remain in care for as long as clinically necessary [10].
Follow-Up Is a Core Clinical Intervention: Follow-up
should not be treated as an optional administrative
function. It is a clinical intervention that influences
adherence, complication rates, treatment effectiveness,
patient safety, and survival. A functional follow-up system
should identify patients requiring review, assign
responsibility for their continued care, communicate
results promptly, arrange referrals, track missed
appointments, and facilitate re-entry into care [11]. High-
risk patients should not depend solely on their own ability
to navigate complex services. Primary healthcare must
play a central role in this process. Strong primary care
teams can coordinate chronic disease management, provide
medication refills, monitor treatment response, reinforce

preventive advice, and determine when specialist input is
required. Community health workers can further support
continuity by tracing vulnerable patients, addressing
practical barriers, and connecting households with formal
services [12].

However, continuity cannot depend entirely on

individual commitment. It requires staffing, interoperable
health records, reliable supply chains, referral feedback,
protected financing, and clear institutional accountability
[13].
Measuring What Happens After Diagnosis: Health
systems should move beyond counting consultations and
tests. Performance indicators must capture the full care
cascade. For hypertension, measurement should include
treatment initiation, retention in care, and blood pressure
control. For diabetes, systems should monitor follow-up
attendance, access to medicines, glycemic assessment, and
screening for complications. Cancer programs should
report the proportion of patients progressing from
screening to diagnosis and treatment within appropriate
timeframes. Maternal programs should assess whether
identified risks lead to specialist review and safe delivery
planning [14].

These indicators reveal where patients are lost and
where reforms are needed. They also discourage systems
from presenting diagnostic volume as a substitute for
effective care. Data collection must lead to action. A
registry that identifies missed appointments is useful only
when someone is responsible for contacting patients and
resolving the reasons for non-attendance. Accountability
should therefore extend across the entire patient pathway
rather than ending when a diagnosis is recorded [15].
Redefining Universal Health Coverage: Universal health
coverage should be understood as universal access to
completed, coordinated, and effective care. This requires a
shift from encounter-based systems toward relationship-
based care. Policy makers should finance complete care
pathways rather than isolated services. Essential benefit
packages must include confirmatory testing, medicines,
monitoring, referrals, rehabilitation, and palliative care
where appropriate. Health facilities should establish clear
responsibility for reviewing results and arranging
subsequent care. Referral systems must provide feedback
to the original clinician, and patients should receive
understandable instructions about what will happen next
[16].

Most importantly, health systems must regard loss to
follow-up as a quality failure rather than an inevitable
feature of patient behavior. The true measure of healthcare
access is not whether a person reaches a clinic, receives a
test, or leaves with a diagnostic label. It is whether the
health system remains connected to that person until the
necessary care has been delivered. Universal health
coverage cannot be achieved through diagnosis alone. A
diagnosis without treatment is unfinished care. Treatment
without monitoring is unsafe care. Referral without
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coordination is fragmented care. Healthcare becomes
universal only when patients are supported throughout the
complete course of their illness not merely until the
moment their condition is named [13-17].

Conflict of Interest: The author declares no conflict of
interest.

Funding: This work received no external funding.
Author’s Contribution: N.S. conceptualized the article,
conducted the literature review, drafted the manuscript,
critically revised its intellectual content, and approved the
final version.

REFERENCES

1.

Kruk ME, Gage AD, Arsenault C, Jordan K, Leslie HH, Roder-
DeWan S, et al. High-quality health systems in the Sustainable
Development Goals era: time for a revolution. Lancet Glob Health.
2018;6(11):e1196-e1252. doi:10.1016/S2214-109X(18)30386-3.
Kruk ME, Gage AD, Joseph NT, Danaei G, Garcia-Sais6é S,
Salomon JA. Mortality due to low-quality health systems in the
universal health coverage era: a systematic analysis of amenable
deaths in 137 countries. Lancet. 2018;392(10160):2203-2212.
doi:10.1016/S0140-6736(18)31668-4.

GBD 2019 Universal Health Coverage Collaborators. Measuring
universal health coverage based on an index of effective coverage
of health services in 204 countries and territories, 1990-2019: a
systematic analysis for the Global Burden of Disease Study 2019.
Lancet. 2020;396(10258):1250-1284. doi:10.1016/S0140-
6736(20)30750-9.

Marsh AD, Muzigaba M, Diaz T, Requejo J, Jackson D, Chou D, et
al. Effective coverage measurement in maternal, newborn, child,
and adolescent health and nutrition: progress, future prospects, and
implications for quality health systems. Lancet Glob Health.
2020;8(5):€730-e736. doi:10.1016/S2214-109X(20)30104-2.
Hanson K, Brikci N, Erlangga D, Alebachew A, De Allegri M,
Balabanova D, et al. The Lancet Global Health Commission on
financing primary health care: putting people at the centre. Lancet
Glob  Health.  2022;10(5):e715-772.  doi:10.1016/S2214-
109X(22)00005-5.

Hogan DR, Stevens GA, Hosseinpoor AR, Boerma T. Monitoring
universal health coverage within the Sustainable Development
Goals: development and baseline data for an index of essential
health services. Lancet Glob Health. 2018;6(2):¢152-¢168.
doi:10.1016/S2214-109X(17)30472-2.

Jamison DT, Alwan A, Mock CN, Nugent R, Watkins D, Adeyi O,
et al. Universal health coverage and intersectoral action for health:
key messages from Disease Control Priorities, 3rd edition. Lancet.

10.

11.

12.

13.

14.

15.

16.

2018;391(10125):1108-1120. doi:10.1016/S0140-6736(17)32906-
9

Tangcharoensathien V, Witthayapipopsakul W, Panichkriangkrai
W, Patcharanarumol W, Mills A. Health systems development in
Thailand: a solid platform for successful implementation of
universal health coverage. Lancet. 2018;391(10126):1205-1223.
doi:10.1016/S0140-6736(18)30198-3.

Pereira Gray DJ, Sidaway-Lee K, White E, Thorne A, Evans PH.
Continuity of care with doctors a matter of life and death? A
systematic review of continuity of care and mortality. BMJ Open.
2018;8(6):¢021161. doi:10.1136/bmjopen-2017-021161.

Baker R, Freeman GK, Haggerty JL, Bankart MJ, Nockels KH.
Primary medical care continuity and patient mortality: a systematic
review. Br J Gen  Pract.  2020;70(698):e600-e611.
doi:10.3399/bjgp20X712289.

Bazemore A, Petterson S, Peterson LE, Bruno R, Chung Y, Phillips
RL Jr. Higher primary care physician continuity is associated with
lower costs and hospitalizations. Ann Fam Med. 2018;16(6):492-
497. doi:10.1370/afm.2308.

Sandvik H, Hetlevik @, Blinkenberg J, Hunskaar S. Continuity in
general practice as predictor of mortality, acute hospitalisation, and
use of out-of-hours care: a registry-based observational study in
Norway. Br J  Gen  Pract.  2022;72(715):e84-¢90.
doi:10.3399/BJGP.2021.0340.

Hetlevik ©, Holmds TH, Monstad K. Continuity of care,
measurement and association with hospital admission and
mortality: a registry-based longitudinal cohort study. BMJ Open.
2021;11(12):¢051958. doi:10.1136/bmjopen-2021-051958.

Davis KM, Eckert MC, Hutchinson A, Harmon J, Sharplin G,
Shakib S, et al. Effectiveness of nurse-led services for people with
chronic disease in achieving an outcome of continuity of care at the
primary-secondary healthcare interface: a quantitative systematic
review. Int J Nurs Stud. 2021;121:103986.
doi:10.1016/j.ijnurstu.2021.103986.

Geldsetzer P, Manne-Goehler J, Marcus ME, Ebert C, Zhumadilov
Z, Wesseh CS, et al. The state of hypertension care in 44 low-
income and middle-income countries: a cross-sectional study of
nationally representative individual-level data from 1.1 million
adults. Lancet. 2019;394(10199):652-662. doi:10.1016/S0140-
6736(19)30955-9.

Manne-Goehler J, Geldsetzer P, Agoudavi K, Andall-Brereton G,
Aryal KK, Bicaba BW, et al. Health system performance for people
with diabetes in 28 low- and middle-income countries: a cross-
sectional study of nationally representative surveys. PLoS Med.
2019;16(3):¢1002751. doi:10.1371/journal.pmed.1002751.

Flood D, Seiglie JA, Dunn M, Tschida S, Theilmann M, Marcus
ME, et al. The state of diabetes treatment coverage in 55 low-
income and middle-income countries: a cross-sectional study of
nationally representative, individual-level data in 680,102 adults.
Lancet Healthy Longev. 2021;2(6):¢340-e351. doi:10.1016/S2666-
7568(21)00089-1.

This Article May be cited as: Shuja N. Healthcare without follow-up: why access to diagnosis alone cannot deliver

universal health coverage: beyond diagnosis: ensuring continuity of care. Dev Med Life Sci.

doi:10.69750/dmls.03.07.0223

Publisher’s Note:

Developmental Medico-Life-Sciences
remains neutral with regard to jurisdictional
claims in published maps. and institutional
affiliations.

2026;3(7):1-3.

mLS
Publléstien

Developmental Medico-Life-Sciences Research
and Publications Pvt Ltd.

Dev. Med. Life Sci., Vol. No. 3, July, 2026



