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Abstract 

Background: Continuity of care (CoC) implies delivery of services in a coherent, logical and timely fashion. Continu‑
ity is conceptualized as multidimensional, encompassing three specific domains – relational, management and infor‑
mational continuity – with emphasis placed on their interrelations, i.e., how they affect and are affected by each other. 
This study sought to investigate professionals’ perceptions of the prerequisites of CoC within and between organiza‑
tions and how CoC can be realized for people with complex care needs.

Methods: This study had a qualitative design using individual, paired and focus group interviews with a purposeful 
sample of professionals involved in the chain of care for patients with chronic conditions across healthcare and social 
care services from three different geographical areas in Sweden, covering both urban and rural areas. Transcripts from 
interviews with 34 informants were analysed using conventional content analysis.

Results: CoC was found to be dependent on professional and cross‑disciplinary cooperation at the micro, meso and 
macro system levels. Continuity is dependent on long‑term and person‑centred relationships (micro level), dynamic 
stability in organizational structures (meso level) and joint responsibility for cohesive care and enabling of uniform 
solutions for knowledge and information exchange (macro level).

Conclusions: Achieving CoC that creates coherent and long‑term person‑centred care requires knowledge‑ and 
information‑sharing that transcends disciplinary and organizational boundaries. Collaborative accountability is 
needed both horizontally and vertically across micro, meso and macro system levels, rather than a focus on personal 
responsibility and relationships at the micro level.
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Background
A growing number of people worldwide live with com-
plex care needs resulting from a combination of co-exist-
ing chronic health conditions, cognitive or functional 
impairment and/or social vulnerability [1]. This means 
that they require support from multiple healthcare and 
social care services to manage treatment, symptoms and 
activities in daily living [2]. A problem is that the current 
design of healthcare and social care systems does not 
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meet the needs of people requiring multiple, integrated 
interventions. This applies to the population in general 
and older people in particular. In one study, between 
29 and 51% of people in eleven OECD countries expe-
rienced problems with coordination between primary 
care and specialized care [3]. Cooperation between car-
egivers to achieve continuity of care (CoC) is deficient 
[4–6], despite CoC being one of the core qualities of pri-
mary care [7]. The descriptions, dimensions and concepts 
of CoC vary in the literature, with several converging 
and overlapping terms used, such as integration of care, 
patient-centred care, case management and coordina-
tion of care [7–12]. Previous research has shown that 
high performance regarding these concepts has a posi-
tive effect on patient experiences, care quality, coordina-
tion and the occurrence of cohesive care [13]. It has also 
become clear that care integration involves several chal-
lenges concerning organizational and managerial aspects, 
as well as aspects related to coordination and team col-
laboration [14, 15]. Another challenge is taking the needs 
of both patients and the employees into account [15] and 
dealing with organizational differences in how people 
work [16]. In the home care setting, it is suggested that 
the two dimensions – management of care and its deliv-
ery – need to be considered together as they interact and 
create a process of care experienced as continuous [17].

The Swedish healthcare system is decentralized, with 
legislation for healthcare policy being decided at the 
national level, while the 21 regions and 290 municipali-
ties are self-governing and independent entities that pro-
vide healthcare. Healthcare in Sweden is generally funded 
by state and regional taxes and the regions are politically 
managed, with elections every four years [18].

The foundation for healthcare in Sweden, as for many 
other Western countries, is primary healthcare services 
(encompassing more than 1,100 care centres), providing 
medical treatment, rehabilitation, nursing, and preven-
tive work for patients who do not require the technical 
and medical resources of a hospital. The responsibility 
of the regions and municipalities for provision of home 
healthcare services is regulated in the Health and Medi-
cal Services Act [19]. The municipalities are also respon-
sible for meeting the homecare and housing needs of 
older people and people with disabilities, at all stages of 
life, in their private homes. These tasks are regulated in 
the Social Services Act [18, 20].

Since healthcare and social services are complex, 
governed by multiple organisations and laws, the 
ways in which CoC is delivered are many [21]. This 
also applies to how continuity is described. There is 
no consensus on the concept of CoC, but it is often 
described as being divided into three domains: rela-
tional, informational and management continuity [9]. 

Relational continuity can be described as an ongoing 
therapeutic relationship between a patient and one or 
more caregiver [9] or having a core team of profes-
sionals who know a patient and collaborate in patient 
care [7]. Informational continuity is described as the 
use of information to provide insight into previous 
care events to make current care suitable for every-
one [9]. Informational continuity includes assessment 
of a patient’s needs, problems and resources and the 
patient’s values and the context [22]. Management 
continuity is described as a consistent and coher-
ent approach to managing health conditions that is 
responsive to a patient’s changing needs [9], as also 
encompassing consistency in clinical management [9, 
23]. Management continuity includes standardizing 
care, when possible, through the implementation of 
guidelines and protocols [24]. However, clinical guide-
lines are based on evidence for optimal treatment of 
one disease at a time, which complicates the provision 
of joint decision-based patient-centred care, especially 
in caring of people with multimorbidity in primary 
care [25]. For these conditions, management continu-
ity is achieved through effective multidisciplinary team 
collaboration across care boundaries in the provision 
and sharing of care planning and all necessary coor-
dination of care that meets a patient’s changing needs 
over time [26].

To counteract fragmentation of care, a conceptual 
framework was developed by Valentijn et  al. [12], com-
bining the functions of primary care with the dimen-
sions of integrated care. According to this framework, 
both vertical and horizontal integration are needed. The 
dimensions of integrated care are structured at macro 
(system), meso (organizational) and micro (clinical) lev-
els. To fit the needs of people across the continuum of 
care, the macro level must accommodate tailored com-
binations of structures, processes and techniques. At the 
meso level, services should be produced and delivered in 
a linked fashion and through collective action from the 
organizations throughout the care chain as they have 
joint responsibility for health and well-being. Profes-
sional integration is based on partnership between pro-
fessionals, both within and between organizations. At 
the micro level, services should be adapted for coordina-
tion of person-focused care of patients across time, place 
and care discipline [12]. Many models and examples of 
care integration have been developed and modified to 
improve CoC, but little is known about what actually 
works [27–29]. One group that is particularly vulnerable 
is older people with multiple illnesses. Integrated care for 
older people focuses mainly on micro level clinical care 
integration processes, while information regarding meso 
and macro level care integration strategies is insufficient [30].



Page 3 of 15Ljungholm et al. BMC Health Services Research          (2022) 22:686  

Delivery of integrated care to a growing population 
living with chronic conditions and complex care needs is 
challenging. Despite grand initiatives to bridge the gaps 
in CoC at the sharp end of practice for specific patient 
groups, this is far from realized. To achieve CoC for peo-
ple with complex needs, we need to understand what 
prerequisites are needed for intra- and inter-disciplinary 
collaboration, both horizontally and vertically in the 
organizations, and how delivery of CoC should be managed. 
The purpose of this study was to investigate profession-
als’ perceptions of the prerequisites of CoC within and 
between organizations and how CoC can be realized for 
people with complex care needs.

Methods
Design
In order to capture a diversity of perspectives based on 
contextual variation, a qualitative cross-sectional study 
design was applied, using data from three different geo-
graphical areas in Sweden. Interviews were carried out 
with professionals within healthcare and social care ser-
vices in a rural area in the north of Sweden, in the capital 
area, Stockholm, and in a smaller town and its surround-
ings in the southeast of Sweden.

Study setting
Sweden has over 10 million inhabitants, living in 21 
regions. The northern area, Norrbotten and Västerbot-
ten, occupies approximately 40% of Sweden’s land area 
with a population of about 0.5 million inhabitants, 5% of 
the total Swedish population. Most of the inhabitants in 
the north live on the east coast, while the inland is very 
sparsely populated, approximately 1 inhabitant/km2. The 
informants in this study were from the inland. The urban 
area, Stockholm is Sweden’s most populous region, with 
just over 20 percent of the population, about 2.3 million 
inhabitants, and a population density of 328 inhabitants/
km2. Kalmar region is situated in the southeast of Swe-
den and has the smallest population in the study: just 
over 245,000 inhabitants and a population density of 22 
inhabitants/km2. The region encompasses Sweden’s sec-
ond largest island, Öland, which is relatively sparsely 
populated.

In the three regions, healthcare provision faces dif-
fering circumstances and challenges. In Norrbotten 
and Västerbotten, one major challenge is the distances 
between inhabitants and healthcare centres and social 
care services. Inhabitants may have to travel up to 300 km 
to the nearest hospital with specialist functions and there 
is sometimes a lack of competence. It has been found 
that informants working in sparsely populated areas 
face other challenges regarding CoC than those work-
ing in large cities [31]. In Stockholm, the challenges are 

of a different kind – with many specialist hospitals and 
healthcare services, both public and private providers, to 
choose from. Kalmar is one of the regions in Sweden with 
the oldest population, with over 35% of the population 
being above 65 years old in some municipalities [32].

Participants
This study is part of a larger project on CoC where 
patients with chronic conditions and their family carers 
were interviewed about their experiences in a first study 
[10]. In the current study, the initial sampling strategy 
was to recruit professionals along the chain of care for 
interviews by asking the patients in the first study to indi-
cate their care contacts. It proved difficult to get in touch 
with the listed contacts, as most patients did not remem-
ber the professionals’ names. Seven out of 29 contacts 
were reached and willing to be interviewed. Therefore, 
we continued with a purposive sampling strategy [33] and 
recruited professionals across healthcare and social care 
services in the three regions. To gain as much insight as 
possible into how continuity is achieved for people with 
complex care needs from a cross-disciplinary perspective 
we strived to include a wide variety of care providers and 
professionals with as different roles and experiences of 
the aim under study as possible. The distribution of par-
ticipants across different care providers and their roles in 
the three regions are presented in Table 1.

Different health and social care providers were con-
tacted by the researchers located in each region by phone 
or in a personal meeting. The managers distributed ver-
bal and written information about the study to profes-
sionals within different disciplines and roles and who 
– in accordance with the inclusion criteria – had broad 
experience and knowledge about coordination and per-
forming care of people with complex needs. Profession-
als willing to participate were then contacted by one 
researcher in each region for an interview. All partici-
pants gave informed written consent.

In total, 34 informants were interviewed: one declined 
participation. The number of years in the profession 
ranged from 1 to 34 years (mean 16.4 years) and most of 
the informants were women in the healthcare sector with 
a nursing background. Quite a few had leadership posi-
tions and responsibility for specific areas at their work-
places (Table 1).

Data collection
Multiple interview methods were used for data collection, 
adapted based on participant convenience, as a combi-
nation of methods can provide a more nuanced under-
standing [34]. In total, 25 interviews were conducted 
between October 2018 and November 2019. Twenty-one 
individual interviews and two paired interviews, defined 
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as one researcher interviewing two people together, 
were held. Two focus group interviews were conducted, 
one with six healthcare professionals in connection with 
a workplace meeting and one with three participants 
from different levels in the chain of care. Two research-
ers (LL and ID) moderated the focus group discussions. 
The interviews were carried out by the authors (CK, AEL 
and LL) by phone (n = 14) or face-to-face (n = 11) at the 
participants’ workplaces (Table  1). All authors jointly 
developed a semi-structured interview guide with open-
ended questions capturing the participants’ experiences 
and thoughts about what is needed to achieve CoC. 
The interview guide was built around thematic areas 
on organizational conditions, information transfer, and 
communication, the importance of the relationships with 
patients and team, and continuity as a concept (see Addi-
tional file 1: Appendix 1). The durations of the interviews 
were 17–60 min (median 32,43 min). All interviews were 
digitally recorded and transcribed verbatim.

Data analysis
The interviews were analysed using conventional content 
analysis, as described by Hsieh and Shannon [35], ena-
bling both data collection and analysis to be performed 
in iterative cycles. Another advantage of this method is 
the possibility of inductive category development, where 
researchers allow new insights and new categories to 
evolve from the data [35]. The software Microsoft® Excel 
was used for the analyses.

In the first step, all authors read the transcripts several 
times to get a sense of the whole. Then, a more thorough 

reading was carried out by CK, AEL and LL in order to 
highlight words and pieces of text that seemed to capture 
core components or concepts of CoC. This was inter-
spersed with discussions of initial codes and notes and 
thoughts within all authors. The coding process contin-
ued with CK, AEL and LL developing a coding scheme. 
Codes that were related and linked, forming meaning-
ful clusters, were organized into subcategories. During 
this phase, continuous dialogue took place between CK 
and AEL, resulting in a preliminary organization of the 
subcategories into a smaller number of categories. The 
subcategories were discussed with all authors and sorted 
into different levels (micro, meso and macro). Through 
iterative steps and a process of negotiated consensus [36], 
the categories and subcategories were developed and 
agreed upon jointly by all authors. All data were analysed 
together, although it was possible to track the region they 
originated from. Quotations from the transcripts were 
selected to illustrate the results. To enhance understand-
ing, the translations into English given in this paper may 
deviate slightly from the verbatim transcripts.

Results
The main results of this study were that the achievement 
of CoC was dependent on professional and cross-discipli-
nary relationships at the micro, meso and macro system 
levels, i.e., on intra- and inter-organizational cooperation. 
Relational continuity was the focus at the micro level 
(intra-organizational cooperation), whereas manage-
ment continuity was found to be central at the meso level 
(intra- and inter-organizational cooperation) and the 

Table 1 Demographic data of study participants

RV/RN Region Västerbotten/Norrbotten, RS Region Stockholm, RK Region Kalmar
a home care, home healthcare, social care services. b public primary care providers. c advanced home healthcare department and hospital

Geographic area RV/RN
(n)

RS
(n)

RK
(n)

Gender
Male 1 ‑ 1

Female 8 9 15

Interview method
Individual 9 9 3

Focus group ‑ ‑ 2

Paired ‑ ‑ 2

Care provider
Municipal  carea 3 1 14

Primary  healthcareb 6 6 2

Specialist  carec ‑ 2 1

Professions represented (n) Registered nurse (16), Assistant nurse (9) Physiotherapist (4), Physician (3), Occupational therapist 
(1), Social worker (2)

Specific roles represented (n) Unit manager (4), Operations manager (1), Head of department (2), Patient safety and quality 
coordinator (1), Care coordinator (1)
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authorization of informational continuity was the focus 
at the macro level (inter-organizational cooperation). The 
three types of continuity were not mutually exclusive but 
were emphasized to varying degrees at the different lev-
els. An illustration of the overall results is presented in 
Table  2 and an in-depth description of findings at each 
level is given in the text below.

The micro level – intra‑organizational cooperation
The micro level encompasses personal relationships, i.e., 
relationships between patients and professionals as well 
as between professionals within an organization.

What: Long‑lasting, customized relationships in team‑based care
The main aspects emphasized as essential to CoC for 
the patients, at the micro level, concerned relationships 
between professionals and patients, but also between 
professionals in cross-disciplinary teams. It was seen 
as important to have long-lasting and customized rela-
tionships between professionals in an organization and 
to have a holistic approach toward patients to achieve 
continuity.

How: Set aside time to develop needs‑based and holistic 
relationships
According to the informants, relational continuity was 
enabled by providing patients the possibility to retain the 
same team of health professionals and by setting aside 
time to develop meaningful and needs-based relation-
ships. Further, it was said that this gave the health profes-
sionals a better ability to get an overview, not only of the 
medical and health-related issues, but also of a patient’s 
entire life situation. Relational continuity includes mutual 
knowledge and understanding of each other, implying 
that the professionals should be aware of their patients’ 
history and diseases, current needs and individual and 
contextual resources. Mutual knowledge and under-
standing were also emphasized as providing conditions 
for patients to build trust and confidence in the profes-
sionals’ skills and assessments. Even a short encounter, 
such as in acute care situations, may build a relationship, 
and bring what matters to the patients to the surface. 
This information may be transmitted to the next instance 
and create continuity although a long-term relationship 
is not established. One of the informants described this 
as follows:

That you see a person with a broken arm, not just 
a broken arm going home from the emergency room, 
for instance. […] that you have seen them and asked: 
‘Who are you? What do you need? What might 
become difficult for you because this has happened 
to you?’ SLL_3

In general, the need to set aside time for the patients 
was highlighted as central, especially when a new rela-
tionship was being established. The informants empha-
sized the importance of having enough time to help the 
patients identify and express their needs and explore 
their abilities of self-care and participating in care plan-
ning. Time to prepare for a visit by reading the patient’s 
medical record was also emphasized as important for 
achieving continuity, along with personal skills like the 
ability to listen, affirm the patient and build trust dur-
ing a visit. Moreover, a professional’s abilities to adapt 
communication to a patient’s needs and capabilities and 
be responsive to the patient’s wishes and expectations 
were highlighted as vital and linked to the amount of 
time available for a visit. The informants stated that giv-
ing patients the space to talk gave them a positive feeling 
as it facilitated the achievement of jointly set goals. Sev-
eral informants expressed the need for time to allowing 
meaningful and needs-based relationships to grow:

No, but that you feel that you have time to build 
some kind of relationship, so I can also under-
stand what my patient expects me to do. Like, 
what they want out of it and what’s important to 
them, for instance, so you can do it as well as pos-
sible. KLL FG

The informants highlighted several advantages from 
relationships growing over time. Such relationships 
meant that they could provide better care in emergency 
situations and treatments could start more promptly, as 
they had all the basic knowledge about these patients, 
making thorough investigations straightforward. Another 
advantage was that established relationships could pro-
mote psychological readiness for both professionals 
and patients. When a professional had knowledge of a 
patient, it was considered easier to notice needs that were 
not obvious.

It’s easier for me to meet a patient […] that I know. 
It’s faster and more friction-free, and I can more eas-
ily realize things like, well, this doesn’t seem right with 
this patient, something must have happened. VLL_7

From a patient safety perspective, relational continu-
ity was emphasized as valuable, for instance in cases 
when a patient could not remember things or articulate 
their medical situation. Non-verbal communication was 
described as important. One of the informants described 
this as follows:

It’s not just what is said […] there’s a lot of body lan-
guage […] learning to understand what isn’t being 
said […] You learn to interpret what they mean and 
if the patient maybe has a family, you get to know 
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the family and get a feel for the relationships within 
the family […] We need to map what resources we 
have in the patient’s surroundings. SLL_5

The professionals’ understanding of the benefits 
expressed by their patients when given time to estab-
lish relational continuity was that they appreciated not 
having to recount their medical and life history at each 
new care encounter, i.e., that they did not have to repeat 
themselves. This led to patients feeling more relaxed and 
less insecure. Relational continuity promoted a better 
experience of care and increased the chance that patients 
felt confident in the professionals’ assessments. Another 
benefit of relational continuity was that it contributed to 
reducing the risk of a patient being given differing sug-
gestions from different physicians with differing views of 
the patient’s health status. One informant highlighted a 
need for a warning system if a patient had more than a 
certain number of different care providers.

When they have a lot of different care providers, then 
it’s much more difficult to get continuity. […] when 
you have […] a certain number of care providers, 
you should have someone who acts as a coordinator 
for you. […] If there was a warning system, like that 
when there are this many people involved […], who 
should take on the main responsibility now? SLL_3

HOW: Provide predictable and accessible care 
with continuous follow‑ups
Individualized and written information to patients on 
where to call and whom to turn to with questions, in con-
junction with high telephone availability, was emphasized 
as essential to increase accessibility and a sense of secu-
rity. Providing better opening hours all year round and 
predictability on care follow-up were likewise important 
for CoC, as was information about when interventions 
in the care process were needed and how they would be 
followed up. It was stated that interventions should be 
planned, preferably with professionals within the team 
who know the patient, as a way to increase the possibility 
for continuity.

When you’re booking an appointment for instance 
[…] with a district nurse for redressing a wound, like 
if you have a wound on your leg, well, you’ve been to 
my colleague X here seven times before, so then I’ll 
book an appointment with her, because they … well, 
you know … it’s much easier when you know one 
another. KLL_1

It was highlighted that when patients had long-term 
contact with professionals in a team, the professionals 

could get an overview of the patient’s care, including 
which other professionals (both within and outside their 
own unit) were involved and the roles of any relatives. 
Moreover, the professionals were able to keep track of 
how treatment was progressing and if there had been 
any changes. In addition, when the professionals knew a 
patient’s history and what worked for him/her and could 
plan ahead, this allowed them not only to address the 
patient’s current situation, but also to go beyond superfi-
cial conversations.

If the patient is always having to repeat what has 
been said or what has been done, there’s a risk […] 
that you never get any deeper, that you always come 
back to the same issue. You never get a deeper con-
versation. You don’t get any closer to the goal, what 
is the issue for this patient? You can’t follow up, 
which means the patient doesn’t feel seen. […] Con-
tinuity is achieved when you have created an under-
standing of what the patient has experienced. SLL_3

The meso level – intra‑ and inter‑organizational cooperation
The meso level encompasses management of healthcare 
services, for example organization of healthcare services 
and execution of work by professionals.

WHAT: Dynamic stability in organizational structures 
and routines for cross‑disciplinary teams
At the meso level, several aspects related to management 
of healthcare services aiming to achieve coordinated long-
term patient care were highlighted, along with provision 
of health services based on cross-disciplinary teams.

HOW: Establish teams facilitating long‑term patient care, 
coordination and responsibility
The informants stated that some patients described the 
existence of a long-lasting professional relationship with 
one physician, a nurse or other healthcare professional 
as the most important aspect of care continuity. The 
informants also described that other patients emphasized 
the importance of being offered team-based care.

Yeah, no, continuity […] for me personally, it doesn’t 
have to be the same person all the time, just that 
there’s a good team involved […] that you can com-
municate with and that they feel safe with […] that 
there’s someone there for the patient or that knows 
about their situation. SLL_6

One aspect emphasized by the professionals when 
striving for long-term patient care was the importance 
of taking responsibility for the bigger picture of each 
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patient’s situation. This could be done by connecting 
all the involved professionals across organizational bor-
ders and care levels to create a common understanding 
of a patient’s needs, wishes and resources from differ-
ent professional perspectives. The aim was to offer the 
right help from the right professional at the right time. 
One way to achieve this was by having regular multidis-
ciplinary team meetings where team members across 
organizational borders in chains of care meet and dis-
tribute the tasks among themselves. It was stated by 
the informants that a well-prepared and documented 
plan for each patient’s care and the fact that routine 
care followed predetermined guidelines created less 
need for personal continuity. One positive side effect of 
teamwork that was emphasized was that it was experi-
enced as making healthcare services less vulnerable to 
the absence of specific professionals due to sick leave 
or holidays. Teamwork, i.e., cooperation between pro-
fessionals, could be facilitated by having geographically 
defined areas for healthcare services. At the same time, 
it was stated that this presupposed a willingness to 
work in cross-disciplinary teams, across organizations.

Well, I work to ensure that we have […] the same 
area that I drive around in, which means some 
patients recur, but also that I get to know a lot of 
the home care staff, for instance, which makes the 
work much faster and easier and much, much bet-
ter. You feel more confidence for one another when 
you know one another. SLL_7

The informants also stated that physical proximity 
could create the conditions for spontaneous collabo-
ration and optimal use of competence through knowl-
edge exchange. However, a few key prerequisites for 
good teamwork were emphasized, including the profes-
sionals’ own desire to work in teams and a high degree 
of trust between team members. In addition, shared 
responsibility and having the courage to ask for help 
were seen as central for good teamwork which in turn 
created the conditions for CoC.

We have a collaboration forum where we can … 
well, talk about shared patients. […] We try to 
have a close collaboration between [district nurses 
in home care and an occupational therapist] to … 
create an understanding for our different profes-
sional roles. And that’s a collaboration that you 
have to work on continuously. I think that … if you 
don’t understand each other, then it’s hard to work 
together. VLL_9

The safety aspect of care was repeatedly emphasized by 
the informants. By providing long-term care for a smaller 
number of patients, the professionals gained a greater 

ability to notice changes in health status and evaluate if 
something was urgent. This enabled early action when 
needed. The number of professionals in teams working 
with a single patient was also discussed. The informants 
highlighted that improved planning could ensure that 
there were not too many team members working with 
one patient. Moreover, both internal and external team-
work improved performance, making it smoother and 
faster. Offering patients, the opportunity to make sponta-
neous visits and ask questions was emphasized as impor-
tant and linked to the professionals’ ambition to create 
needs-based care and a sense of safety for patients.

Like the people with poor hearing […] for instance, 
who have trouble communicating by phone, they can 
come by and then they’ll see, like, there’s my nurse, 
and you can give them five minutes […] they get the 
help they need. Otherwise, they’ll just stay at home 
and get sores unnecessarily, that become infected 
and so on. SLL_2

The informants highlighted the importance of the role 
of the coordinator in planning joint healthcare with a 
high degree of continuity. The coordinator would take 
responsibility for gathering and sharing information. It 
was emphasized that the role should be filled by a pro-
fessional, but not necessarily a physician. It was impor-
tant that the coordinator could be available by telephone, 
guide patients through the healthcare system and coordi-
nate care for those unable to do this themselves.

HOW: Strive for low staff turnover, clear professional roles 
and joint development of routines
The well-being of professionals was emphasized as sig-
nificant and one aspect of this, mentioned above, was 
having cross-disciplinary teams responsible for geo-
graphically defined areas. However, this was not enough. 
Good conditions for all professionals must be realized 
to reduce the risk of high stress and pressure. This could 
help professionals get involved and create deep rela-
tionships. In addition, it was mentioned that this could 
promote knowledge transfer, better workflow and organi-
zational development.

Staff turnover is a huge challenge and then that 
there are no clear routines regarding how we com-
municate. […] That’s stressful, really stressful […] 
and it ruins development in the operations as well. 
[…] It decreases the speed and quality of care. […] 
I think that everyone benefits from it [that staff 
remains]. Primarily because you can develop opera-
tions together and identify good work methods that 
benefit the patients. And you can only do that if the 
staff remains. SLL_2
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A circumstance that was highlighted as aggravating 
was a lack of dialogue about patient care among some 
professional groups, including nurses and physicians. 
This was perceived as complicating work and could lead 
to delayed interventions. The informants underlined the 
importance of clear roles and responsibilities and shared 
working procedures and routines, to ensure that every-
one was working towards the same goals. It was of great 
importance that structures for information transfer and 
documentation and routines were discussed and devel-
oped together, and observed by all professionals. Many 
informants stated that a lack of shared routines made 
work more difficult.

There are no work methods that ensure people work 
in the same way. When a person quits, none of their 
work methods will be remembered. SLL_2

The need of co-creation was emphasized in a broader 
perspective as well. Thus, healthcare services need to be 
developed, taking account of the various professionals’ 
competencies, in order to be appropriate for patients’ 
holistic needs. Furthermore, joint planning among pro-
fessionals, with patient participation, was considered to 
provide more predictable services, increase patient safety 
and promote more communicable care plans.

Here, we work with participatory care, so we’ll meet 
[…] the district nurse and district physician. And we 
have a planning session on what we should do with 
such and such [the patient]. And then we’ll docu-
ment that, that we’ve had a conference. VLL_4

Disease-specific reconciliations (e.g., for diabetes and 
dementia care), regular meetings and preparations for 
discharge from hospital are examples of collaborations 
between professionals serving to create more cohesive 
care. In the context of home care, finding time for inter-
organizational collaboration was considered challenging, 
particularly for those mostly working evenings and week-
ends. Functional workflows based on teams were proposed 
as one way to manage the vulnerability that appears when 
building continuity tied to a specific professional and when 
several care providers are involved, all of whom have their 
own routines. The informants described it as follows:

Yeah, that there is a workflow. There should be a 
plan for workflow, routines for the workflow and suf-
ficient time to allow for the workflow. VLL_7
You need a form of workflow that is focused on func-
tionality. Not on any one person, so it shouldn’t be 
down to you feeling comfortable and safe with the 
same nurse for twenty years. It should be based on 
work processes that are the same and are applied by 
everyone. SLL_2

The macro level – inter‑organizational cooperation
The macro level encompasses the governance of condi-
tions for healthcare at the regional level, for example 
in terms of legal regulations and technical solutions for 
information and communication systems.

WHAT: Long‑term solutions that enable knowledge 
and information exchange and affirm shared responsibility 
for cohesive care
One fundamental aspect that was underscored as vital for 
CoC, at the macro level, was enabling care to flow with-
out interruption. This required close and regular cooper-
ation across organizational boundaries, both locally and 
regionally.

HOW: Support building of lasting inter‑organizational 
cooperation based on knowledge, trust and respect
It is emphasized that lasting inter-organizational coop-
eration could be achieved through systematic joint meet-
ings taking place on a regular basis. The informants 
mentioned that this could lead to trust and that respect-
based reconciliations across levels were prioritized by all 
professionals. The primary aim of such meetings was to 
provide everyone involved in the care of a specific patient 
with up-to-date information. However, the importance of 
not scheduling unnecessary meetings and respecting eve-
ryone’s time was also mentioned.

Yeah, in general, when I think about my profession 
[nurse], it feels like we sit there waiting to say what 
we need to say and then there’s usually a lot of other 
talk that is nothing to do with us, so it feels like we 
are wasting our time there sometimes. SLL_2

The informants underlined the importance of con-
stantly considering and working with quality by taking 
joint responsibility across healthcare services. This was 
described as having joint responsibility for overall care. 
However, it was also emphasized that responsibility must 
be matched by available resources. Everyone has an indi-
vidual responsibility to get their own idea of a patient’s 
health situation – but everyone also shares a responsi-
bility to find the best possible solutions for that patient 
where continuity has been considered.

We have a very close collaboration with the munic-
ipality and home care and so on. And then when 
you consider region X […], it varies a bit between 
different units, I have to say. But I feel like people 
often pass the buck along … ‘That’s not my respon-
sibility, that’s primary care’ and so on. VLL_3

In line with what was mentioned regarding the micro 
level, the informants stated that trust needed to exist 
between professionals. One way to achieve a trustful 
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cooperation was by having basic knowledge of other 
care providers and their interventions, routines and 
work methods, i.e., to have insight into how the various 
care providers work. Another way to achieve trustful 
cooperation was by gathering all the professionals at all 
the levels of care to reflect upon various issues based on 
different perspectives and competencies. Meetings for 
joint care planning was mentioned by the informants as 
an important arena, where providers could get insights 
into each other’s work and learn how other care provid-
ers reasoned regarding specific patients’ health. Such 
meetings require that care providers have permission 
to exchange information. Moreover, the importance of 
not forgetting anyone was underlined – everyone work-
ing with a patient’s care should be involved in such 
meetings. Generally, the informants described lack-
ing knowledge about each other’s areas of expertise as 
negative for continuity, though they stated that most 
professionals had a generous attitude as regards sharing 
their knowledge.

And then I also think about the knowledge within 
the professions, what responsibilities does […] a 
nurse in primary care have? What responsibilities 
does a physical therapist in the municipality have? 
[…] You don’t really know, which makes it very dif-
ficult to know […] who you should call on to get the 
right kind of help. KLL_3

Keeping high-quality medical records across health-
care services was highlighted as central by the inform-
ants. Transparency in other caregivers’ interventions 
was also emphasized as important from a patient safety 
perspective, as it enabled digital knowledge trans-
fer between professionals at different levels of care if 
a patient’s health situation were to change. Moreover, 
the informants stated that this enabled better coordina-
tion of care visits and thus also better continuity. How-
ever, it was considered difficult to get an overview, as 
medical records often contained a lot of information, as 
described by one informant.

Everyone writes a note in the medical record. The 
physician, the nurse, the physical therapist, every-
one, and they are added in a chronological order, 
so if the patient has been here for a week, there can 
easily be twenty to thirty notes […] so it’s hard to 
get an overview. KLL_6

HOW: Enable regular cross‑organizational information 
transfer and knowledge exchange
Good communication and inter-organizational coop-
eration were highlighted as a shared responsibility for 
all professionals involved in the care of a patient. To 

increase CoC, the need of information transfer through 
shared systems and communication channels was 
emphasized. This would increase the opportunities to 
take long-term responsibility for coherent care. Inform-
ants in the northern regions highlighted challenges 
with coordination of care related to the large geograph-
ical distances between different caregivers, who seldom 
had the same information and communication systems.

The most difficult part is when we have to work 
across regional borders. When there are patients 
with certain diagnoses, particularly some cancers, 
they get treatment at the specialist hospital, and 
they are managed by the medical clinic here and 
by primary care here and … so there are actually 
four care providers involved, with one being in a 
different region. That makes it … it’s hard to get the 
coordination to work. VLL_5

In general, improved collaboration and commu-
nication between professionals was emphasized as 
contributing to rapid coordination and increased 
understanding of each other’s roles. This could be 
achieved through direct communication by telephone 
or via digital tools. One example of when accurate and 
timely information in medical records was of great 
importance was when patients were being transferred 
from one level of care to another, e.g., between primary 
care and a hospital. In these situations, quick access to 
information of the situation was seen as necessary for 
provision of appropriate help. One informant described 
a situation where this had not been possible:

I had a patient last week who I sent to the care cen-
tre. […] I called […] beforehand, it was fairly urgent. 
In my view, the patient couldn’t wait until the next 
scheduled appointment, because she had gotten 
worse. So she got a new appointment […] and of 
course I was left wondering […] how has it gone? 
Have there been any changes that I need to know 
about, for instance in her medication? And when 
I looked in the medical records, no notes had been 
added yet. […] Later, I found out that the patient 
had been given new medication, but that was only 
after a few days. In this case, the patient had gone 
to the pharmacy and knew that she was supposed to 
take the medication in the evening, but I am respon-
sible for her care and am supposed to sort it [the 
medication] into a pill organizer. KLL_2

The informants stated that short, efficient reconcilia-
tions could improve workflow by preventing unnecessary 
difficulties or delays. Health information technology was 
mentioned as a suitable communication method, as it 
could enable meetings between professionals regardless 



Page 11 of 15Ljungholm et al. BMC Health Services Research          (2022) 22:686  

of physical distance. Still, the need to adapt digital 
meetings to individual persons’ abilities and skills was 
highlighted. This applied both between professionals 
and between professionals and patients. Generally, the 
informants expressed a desire to achieve inter-organiza-
tional information transfer and knowledge exchange.

… there should be a shared documentation platform, 
because then you could see current care contacts 
and what they are related to, regardless of where you 
are requesting care. Because there are different kinds 
of problems, and that would make it easier, because 
the professional who is looking at a record can see, 
like, what is going on right now and what contacts 
does this patient already have? … that would be 
good […] if it could encompass both municipal 
healthcare, home care and social care services … 
that would make it easier to get an overview. KLL_3

Discussion
This study investigated professionals’ perceptions of the 
prerequisites of CoC for patients within and between 
organizations and how CoC for people with complex 
care needs can be realized. Three levels where continu-
ity is needed were identified: the clinical level, the pro-
fessional and organizational level and the system level. 
This study contributes to broadening the understand-
ing of CoC for patients by highlighting prerequisites for 
and execution of continuity at each level. At the micro 
level, which encompasses cooperation with patients and 
between professionals, the focus was on relational con-
tinuity. Management continuity was found to be central 
at the meso level, for achievement of intra- and inter-
organizational cooperation. Informational continuity was 
the main focus at the macro level, which encompasses 
regional governance of inter-organizational cooperation. 
The three types of continuity were not mutually exclu-
sive, but were highlighted to differing degrees in relation 
to the different levels.

The rainbow model, developed by Valetijn et  al. [12], 
highlights the complementary roles of vertical and hori-
zontal integration at the micro, meso and macro levels 
and the understanding of inter-relationships among the 
dimensions of integrated care. As the prerequisites and 
execution of CoC are vital for integrated care, we believe 
that the rainbow model is useful as a theoretical frame in 
discussing the findings.

Micro level
At the micro level, clinical integration refers to how well 
services are connected and how coherent care provision 
to the individual patient can be. The findings suggested 

that this could be achieved by setting aside time to 
develop holistic and needs-based relationship with pro-
fessionals working in intra-organizational teams. For 
patients, continuity is gained through trustful relation-
ships and mutual understanding developed over time 
with a person or team who knows them well (relational 
continuity) [10, 37]. Research indicates that personal 
continuity (i.e., meeting the same physician or team of 
professionals) is associated with fewer complications and 
hospitalizations [38] and lower mortality [39]. Moreo-
ver, it increases shared decision-making [40–42], patient 
satisfaction and the provision of personalized and timely 
care [43]. Our study contributes with a complementary 
perspective indicating that person-focused holistic care, 
where the services match each patient’s unique needs and 
resources, is required. To fully understand the breadth 
of needs and resources, assessment of physical, mental, 
social, and environmental needs and personal prefer-
ences and goals is recommended [1].

Pursuing shared goals, through jointly agreed routines 
and guidelines for collaboration and evidence-based 
decision support, especially in work close to the patient, 
would promote continuity. Participants also highlighted 
that predictable and accessible care with continuous fol-
low-up is essential for achieving continuity. Establishing 
shared goals has a coordinating effect [44], as it requires 
clearly defined responsibility and roles and active work 
from all the parties involved, including patients and fam-
ily carers. In the management of chronic diseases, the 
focus has been on developing guidelines to implement 
standardized care for each disease. However, an approach 
based on single-disease recommendations may be inap-
propriate for people with multiple diseases and com-
plex care needs, where a large number of care providers 
and professionals are involved in care. Then it becomes 
essential to establish an agreement on shared goals and 
a plan for achieving them, in line with the overarching 
goals set by the patient [45]. Professionals in this study 
suggests that although it is possible to address different 
diagnoses and challenges in separate plans, a unified plan 
may help to ensure predictability and feasibility in the 
patient’s life. This would require a system redesign that 
allows sharing of information between care providers. In 
highly fragmented healthcare systems, information tends 
to flow in separate pipelines between professionals at dif-
ferent system levels [4, 46]. This may result in compet-
ing and poorly coordinated subprocesses, which can be 
directly counterproductive for the patient. Other studies 
have also shown that shared information is essential for 
achieving a common ground for understanding between 
team members, enabling personalized care planning [47, 
48]. It is also important to include monitoring and evalu-
ation of the care process regarding these goals.
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Meso level
In line with the findings of Valentijn et  al. [12], both 
organizational and professional aspects were found to be 
important when creating CoC at the meso level. Several 
characteristics of management continuity were critical 
for intra- and inter-organizational cooperation [9]. For 
instance, dynamic stability in organizational structures 
and routines was described as essential for cross-discipli-
nary teams and for achieving CoC. Such stability, based 
on guidelines and standards that enable the cross-dis-
ciplinary teams to perform equal care, also depends on 
the adaptive capacity of management and professionals 
in response to changing needs. For example, adaptations 
were described in the form of flexible scheduling, plac-
ing the right professional skills at the right place and at 
the right time. Further, establishment of teams was sug-
gested to facilitate long-term patient care, coordination 
and accountability. Strong cross-disciplinary team collab-
oration was suggested to improve continuity and reduce 
stress to professionals [15]. However, teamwork is mul-
tifaced and complex, requiring that team members are 
willing to adapt to the needs in each situation [49]. For 
this reason, small teams in which one team member takes 
on a coordinating role were recommended in a study by 
Gjevjon and colleagues [15].

Management continuity has proven to be particularly 
challenging when it comes to coordinating actions with 
other care providers to deliver services in a complemen-
tary and timely manner along a patient’s care pathway [1, 
9]. For healthcare professionals, continuity in this situ-
ation means having all the necessary information about 
the patient at the point of care. However, it also means 
having all the necessary information about the receiv-
ing organization’s competence, capability and routines, 
in order to provide appropriate information, prepara-
tions and equipment. Having designated care coordina-
tors at both the clinical level and the management level 
would facilitate information-sharing. At the clinical 
level, a nurse or care coordinator assigned to guide the 
person with complex needs through the system would 
be warranted [19, 50]. In other settings, coordination at 
the management level has been shown to support coher-
ent goal-setting among professionals, enabling them to 
achieve short-term goals, while not losing sight of the 
long-term overarching goals [51]. Our results reveal 
organizational preconditions that may facilitate man-
agement continuity, such as low staff turnover, clear 
professional roles and agreement on routines and stand-
ards. Sangaleti [52] has indicated that collaboration 
improves CoC, but requires communication, together-
ness, humility and knowledge of different methods and 
professional roles. Still, high staff turnover may jeop-
ardize CoC. Like Parker et  al. [21], we believe that an 

appropriate culture, modern communication systems 
and dynamic management practices are needed to retain 
competent staff.

Macro level
To create welfare systems that enable CoC for people 
with complex needs, traditional professional and organi-
zational gaps need to be bridged. As suggested by the 
informants in this study, one way could be by creating 
long-term, uniform solutions that enable knowledge and 
information exchange and affirm shared responsibility for 
cohesive care. System-wide policies, laws and guidelines 
are needed to create conditions that facilitate coordina-
tion across organizational boundaries and administrative 
systems [25].

Valentijn suggests both vertical (disease-oriented) 
and horizontal (holistic, person-focused) integration of 
the highly complex healthcare developed to treat one 
condition at a time, in order to meet the complex and 
long-term bio-psychosocial and environmental needs 
of a multi-diseased person [12]. The dominating medi-
cal view on diseases needs to be complemented by a 
person-focused perspective on health that simultane-
ously acknowledges social and psychological needs and 
manages medical and social problems. The results of this 
study indicate that CoC can be achieved if several con-
ditions coexist and cooperate at all levels, both vertically 
(across levels of specialization) and horizontally (across 
sectors) [12]. According to the informants, this could 
be achieved through systems that enable regular infor-
mation transfer and knowledge exchange across both 
vertical and horizontal boundaries. However, a consid-
erable challenge – also emphasized in other studies – is 
that healthcare and social care services occur in differ-
ent sectors, governed by different laws and regulations, 
sometimes with conflicting goals, which can counteract 
cooperation [53]. Further, ethical concerns regarding 
personal integrity and laws on data sharing complicate 
inter-organizational information transfer. Lasting inter-
organizational cooperation based on knowledge, trust 
and respect, has been suggested by our informants as 
essential for management and delivery of CoC across 
healthcare and social care services.

This study supports other research [54] emphasiz-
ing that CoC can be achieved through shared decision-
making and alignment of goals. This could be realized 
through frequent joint meetings and reconciliations with 
professionals at all levels, coordinating visits, having 
basic knowledge of other care providers’ interventions, 
routines and work methods, and promoting account-
ability across organizational borders. Additionally, this 
study illustrates that even if one does not achieve per-
sonal continuity, CoC can arise through staff working in 
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teams with common goals and routines, providing person-
focused holistic care.

Methodological considerations
Different methods were used for collection of data, with 
focus groups, paired and individual interviews all used to 
get richer data [34]. All data were analysed in the same 
way, with a focus on the aim. A combination of meth-
ods can lead to fewer rejections or withdrawals [34]. To 
increase credibility the recruitment of informants was 
considered to cover as wide variation as possible in the 
country. Participants chosen represented various profes-
sions, ages, genders and experiences who could describe 
their perceptions of what is needed for achieving CoC for 
people with complex care needs [55]. A drawback may 
be that there were biases in the distribution of partici-
pants among care providers, professions, and roles. On 
the chronic care trajectory, nurses are represented across 
all care contexts and in several roles, which contributed 
to high recruitment of nurses. Time pressure and staff 
shortages also constrained the recruitment of physicians 
and physiotherapists, for example. The quality and rich-
ness of the data obtained determines whether informa-
tion power is reached [56]. In this study, we believe that 
the few interviews with physicians, occupational thera-
pists, physiotherapists and social workers contributed 
to a more complete picture of cross-disciplinary col-
laboration and provided a complementary angle on what 
continuity may be and how it is achieved. Professionals 
at the macro level were not included in the sample and 
the results at the macro level are based on information 
from professionals at the micro and meso levels. Differ-
ent steps were undertaken to establish credibility. The 
research group encompassed members with a range of 
professional backgrounds (registered nurse, social worker 
and biomedical scientist), providing differing perspec-
tives on the data. Researchers self-reflected on own pre-
understandings and discussed interpretations in relation 
to the informants’ experiences with the research group. 
As three researchers were conducting interviews in the 
three settings, a semi-structured interview guide was devel-
oped, that was followed as thoroughly as possible to ensure 
stability in data collection. Conformability and trustworthi-
ness was improved through systematic comparisons and 
repeated discussions about data and codes. Authencity was 
ensured through rich quotations from informants illumi-
nating a range of reality [35, 55]. The results at the differ-
ent levels in Table 2 covers the data that can be observed 
from the citations described in the result section. The con-
text has been described in detail in the method section, to 
increase transferability to similar healthcare systems.

Suggestions for future research and implications 
for practice
Prerequisites in terms of knowledge and understanding 
need to exist at the micro, meso and macro levels for con-
tinuity to be created for people with complex care needs. 
This study describes not only what the preconditions are, 
but also how CoC can be achieved, including some prac-
tical guidance. Further research is required to deepen 
knowledge of if and how best practices at the meso level 
can be achieved through development of methods and 
collaborative procedures.

Conclusions
The achievement of CoC for patients with complex care 
needs was found to be dependent on professional and 
cross-disciplinary cooperation at the micro, meso, and 
macro levels.

At the micro level, the relational aspects of continuity 
were highlighted. They included enabling long-lasting 
and person-centred relationships between patients and 
professionals in cross-disciplinary teams using a holis-
tic approach. In practice, professionals could set aside 
time to develop holistic and needs-based relationships 
and provide predictable and accessible care with con-
tinuous follow-up. At the meso level, the management 
aspects of continuity comprised dynamic stability in 
organizational structures and routines for cross-dis-
ciplinary teams responsible for geographically defined 
areas. In practice, the establishment of organizational 
conditions for cross-disciplinary teams facilitating 
long-term patient care and coordination responsibil-
ity was found to be important. This included efforts to 
decrease staff turnover, clarify professional roles and 
jointly develop routines. At the macro level, the infor-
mational aspects of continuity were found to relate to 
long-term, uniform solutions that enabled knowledge and 
information exchange and affirmed shared responsi-
bility for cohesive care. Support to build inter-organ-
izational cooperation based on knowledge, trust and 
respect and to enable recurrent cross-disciplinary 
information transfer and knowledge exchange was 
highlighted as important.

Abbreviation
CoC: Continuity of care.
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