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Abstract

Background This study, conducted across three distinct geographical regions in Sweden, highlights the diverse
conditions and challenges in healthcare provision. The study focuses on the sparsely populated northern regions

of Sweden, the capital city of Stockholm, and the southeast rural area of Sweden. Each location presents unique
obstacles to continuity of care, influenced by factors such as population density and geographical disparities. By
examining the experiences of patients with complex care needs, their family carers, and healthcare personnel, this
study aims to describe the conditions for and identify potential solutions associated with the delivery of continuity in
care in different geographical regions of Sweden, with differing population densities.

Method Secondary analysis was conducted using qualitative content analysis on interview data from two studies,
consisting of 53 transcripts from individual, pair, and focus group interviews held between August 2018 and
November 2019. The potential solutions identified from participants'experiences were categorized into region-
specific and common themes. Three personas—Vera, Bo, and Inga—were developed, each representing a scenario
based on the region-specific analyses.

Results Despite regional differences, universal solutions to common challenges were identified focusing on
relational, management, and informational aspects. Common key obstacles to continuity of care included
resource shortages, insufficient information transfer, and privacy regulations. Possible solutions for overcoming
these challenges include prioritizing relational continuity, streamlining processes, and advocating for a unified
communication system. By collaborating, building trust, understanding patient preferences, and ensuring clear
communication, healthcare personnel can effectively promote continuity of care.

Conclusions Building a stable workforce while prioritizing relational continuity, along with patients’ preferences and
needs, is essential for ensuring continuity of care from multiple providers. Digital solutions can enhance collaboration
across distances, while coordinating responsibilities within smaller geographical areas can strengthen partnerships
among healthcare organizations. Direct dialogue, along with ensuring that everyone has access to relevant

*Correspondence:
Mirjam Ekstedt
mirjam.ekstedt@Inu.se

Full list of author information is available at the end of the article

©The Author(s) 2025. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use,
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this

article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.


http://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0003-0338-7610
http://orcid.org/0000-0003-0512-8719
http://orcid.org/0000-0002-4108-391X
http://orcid.org/0000-0003-3220-9557
http://orcid.org/0000-0002-8358-3920
http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-025-12649-1&domain=pdf&date_stamp=2025-4-25

Ljungholm et al. BMC Health Services Research (2025) 25:614

Page 2 of 12

information through a unified communication system, is vital for management continuity. By integrating these
universal and transferable solutions to the obstacles associated with continuity of care, we can create a cohesive care
experience for patients, regardless of geographical and demographic conditions.

Keywords Collaboration, Coordination, Communication, Continuity of patient care, Integrated care, Person-centered

care, Patient care management

Background

Continuity of care is widely recognized as a crucial com-
ponent of high-quality care, contributing to increased
safety [50], more efficient and person-centered care, and
greater patient satisfaction [46]. It enhances collabora-
tion among a patient's care contacts [13] and reduces
the risk of polypharmacy and gaps in care [14, 16]. It also
leads to better health outcomes [41], ensures timely and
appropriate care [31], and lowers the rate of hospital vis-
its and the mortality risk [31, 37]. Numerous studies have
demonstrated that continuity of care provides patients
with a sense of security, consistency, availability, and
confidence, resulting in higher levels of satisfaction [16,
21, 24, 40, 49]. Patients experience continuity when man-
agement continuity is ensured through well-functioning
coordination of care during transitions [24, 36] and infor-
mation transfer (informational continuity) is adapted to
the patients’ needs and includes both past, present, and
future. Relational continuity builds a holistic understand-
ing through mutual interaction and trust [36]. Knowl-
edge continuity occurs when information is integrated
with knowledge, and a mutual understanding is devel-
oped regarding ongoing and planned care and treatment
[34]. The concept of continuity of care encompasses the
patient's multidimensional perspective, which can evolve
depending on the patient's resources, needs and condi-
tions [36]. Continuity of care forms the foundation for
patient satisfaction with care as it serves to enhance per-
son-centeredness [17]. It also aligns with the perspectives
of healthcare managers’ goals of effectiveness, and effi-
ciency [22, 23]. This improvement in patient experience
and reduction in costs are part of the triple aims, contrib-
uting to the achievement of the primary goal of popula-
tion health [4]. Additionally, relational continuity has the
potential to address the 'quadruple aim' by enhancing the
well-being of healthcare personnel, as it has been shown
to improve their work satisfaction.

A challenge for people living with chronic illnesses is
that this often necessitates contact with multiple health-
care workers, at least one for each illness [38]. Patients
and their family carers need to navigate the system and
coordinate care and treatment from the different health-
care providers. One critical challenge is inadequate infor-
mation sharing and coordination between healthcare
providers, which often leads to incomplete patient treat-
ment plans and creates risks of delays, errors, omissions,
or incomplete care [18, 33]. In addition, high-quality care

relies heavily on the frontline staff working directly with
patients. Healthcare personnel handle daily safety risks
and ethical dilemmas, making their access to adequate
information, continuity, competence, and appropriate
resources crucial to meeting demands [12].

Potential solutions to improve continuity of care
include implementing various integrated care models.
These models aim to reduce fragmentation and enhance
both continuity and safety in healthcare. The High-Qual-
ity and Local Healthcare reform [47] was implemented in
Sweden to reduce fragmentation and promote coopera-
tion between regions and municipalities. The focus areas
are creating a strategic entry point and improving access
to health services, developing long-term personal rela-
tionships, ensuring a range of services and collaboration
between these services, and promoting person-centered
care. To create continuity of care, the individual care plan
has been introduced. This describes the patient's past,
present, and future by following the patient's care trajec-
tory and giving everyone involved the information they
need [39]. Care planned together with patients and fam-
ily carers can be knowledge-based and organized based
on each patient's needs and conditions [47].

Although efforts have been made to improve continu-
ity in care, challenges persist, including limited availabil-
ity and long waiting times for certain services, gaps in
coordination between care providers, and inconsisten-
cies in aftercare follow-up. In Sweden, as in many other
countries, access to care varies across regions, leading to
different experiences in different geographical locations.
Since care must be flexible and personalized to individual
needs and cultural background, which greatly impact the
level of support required, it is essential to identify poten-
tial solutions that are both universal and transferable.
Thus, this study aims to describe the conditions for and
identify potential solutions associated with the delivery
of continuity in care in different geographical regions of
Sweden, with differing population densities.

Method

Design

The study has an inductive, descriptive, and qualitative
secondary research design. Secondary analysis of existing
datasets is increasingly recognized as an effective method
to maximize knowledge and provide valuable insights to
policymakers and health services [25, 52].
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Settings

The secondary analysis was based on data from two stud-
ies conducted in three different geographical regions
in Sweden, which has 10.5 million inhabitants living in
21 regions [36]. The northern regions, Norrbotten and
Visterbotten, occupy approximately 40% of Sweden’s
land area and have a total population of about 0.5 mil-
lion, 5% of the Swedish population. Most inhabitants
live on the east coast, whereas the inland is very sparsely

Table 1 An overview of participant characteristics

Patients with complex care needs N
Sex (n)
Male 7
Female 9
Age (years) 60-95
Diseases Stroke, chronic ob-

structive pulmonary
disease, diabetes,
kidney failure, heart
failure, cancer, atrial
fibrillation, high
blood pressure, poly-
myalgia rheumatica,
lymphoma, goiter,
Sjogren’s syndrome
Family carers N
Sex (n)
Female 10
Male
Relationship to the patient
Wife
Daughter
Brother
Husband
Sister

N

Daughter-in-law
Ex-wife
Healthcare personnel
Sex (n)
Male 2
Female 32

2 - - = = = W N

Care provider
Municipal care® 18
Primary care® 14
Specialist care® 3

Profession

(o)

Registered nurse
Assistant nurse
Physiotherapist
Physician

Social worker

- N W A~ O =

Occupational therapist
2home care, home health care, social services

bPublic primary care providers

“Advanced home health care department and hospital
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populated, with approximately 1 inhabitant/km? One
group of informants in this study were from the inland.
The capital city Stockholm, located in the southern third
of Sweden, on the east coast, is the most highly popu-
lated region with just over 20% of the country’s popu-
lation, about 2.4 million inhabitants, and a population
density of 373 inhabitants/km?. This was the second area
included in this study. Further southeast of Stockholm is
the Kalmar region. This was the region with the smallest
population in the study, just over 247,000 inhabitants and
a population density of 22 inhabitants/km? This region
encompasses Sweden’s second-largest island, Oland.

Healthcare provision faces different conditions and
challenges in these dissimilar regions. In Norrbotten and
Visterbotten, one major challenge is the long distances
between inhabitants and healthcare centers 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 competences. Healthcare
personnel working in sparsely populated regions face
other challenges regarding continuity of care than those
working in large cities. The problem is not that there are
few people in a large area, but rather how to create a well-
functioning and robust labor market and run public and
private services cost-effectively [32]. In Stockholm, the
challenges are of a different kind— with many specialist
hospitals and healthcare services, both public and pri-
vate providers, there are challenges to informational con-
tinuity when several different healthcare providers are
involved. Several municipalities in both Region Vister-
botten, Norrbotten, and Kalmar have more than 30% of
the population aged 65 years or older.

Participants

Participants in the studies were patients with complex
care needs, family carers, and healthcare personnel
(Table 1) recruited from hospitals, home healthcare, or
healthcare centers, to capture a broad perception of con-
tinuity of care. Inclusion criteria for patients were hav-
ing complex care needs, i.e., suffering from one or more
chronic illnesses, and having two or more health or social
care contacts [51]. Family carers were defined as rela-
tives providing some degree of care, assistance, or sup-
port— emotional, logistic or financial — and were selected
by the patients. Healthcare personnel had to have experi-
ence and knowledge of health and/or social services. The
purpose was to include a wide variety of care providers
and professions, with as different roles and perceptions
as possible. For further description of the studies, see
Table 1.

Data collection
Interviews used in this study were collected for two ear-
lier studies [35, 36]. The first aimed to describe aspects
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of continuity of care that patients and family carers con-
sidered essential. The second aimed to investigate health-
care personnels’ perceptions of the prerequisites for
continuity of care within and between organizations and
how continuity of care can be realized for patients with
complex care needs. Individual, pair, and focus group
interview were conducted in August 2018—November
2019. The semi-structured interview guides used were
developed for these earlier studies and have been previ-
ously published elsewhere [35, 36]. The interviews were
performed at the participant’s home or workplace, at
a healthcare center or hospital, or by phone, and lasted
approximately 17—60 minutes. Each interview was audio-
recorded and transcribed, and the transcribed inter-
view text was de-identified. In total, 53 transcripts were
included.

Analysis

A secondary analysis of existing interview data [7] was
performed through qualitative content analysis [19, 20].
The analysis started by 1) reading the uncoded tran-
scribed interview texts several times to get familiar with
the data. Thereafter, 2) meaning units such as sentences
that corresponded to the aim were marked in the text.
The meaning units were then placed into an Excel sheet
and 3) condensed, with the goal to reduce the number of
words but retaining the main content. 4) The meaning
units were coded, meaning that a few words were used
to describe the content. These descriptions were kept
close to the interview texts, to show variances in the data.
5) Similar codes were then sorted into categories [20].
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The category names were described with a low degree
of interpretation [19]. 6) The categories were analyzed
based on which of the included regions in Sweden the
included codes came from. The categories that contained
codes from only one region were sorted into region-spe-
cific groups (a, b, c) highlighting the differing conditions
and solutions in the three areas (for overview see Table
2). The remaining categories, which shared similarities
in conditions across areas, were sorted into a common
group. This group was then divided into subgroups to
address the relational, management, and informational
dimensions of continuity (overview categories Table 3).
Potential solutions described through the participants’
experiences were identified in both the region-specific
categories (differences) and common categories (simi-
larities). These solutions were then sorted together and
abstracted, see Fig. 1. Three personas, Vera, Bo, and
Inga, were created, each with a specific scenario. Each
persona was based on the analysis of the region-specific
categories, and assigned to its specific region (a, b, c).
The goal of using personas and scenarios was to facilitate
a detailed, concrete, comprehensive description of the
results and to visualize the complexity of the aim from
different perspectives. The use of personas deepens the
understanding of, for example, conditions and solutions
for continuity of care [1, 6, 28]. An Al-generated picture
was created for each persona using DALL-E2. The results
were then described at a manifest level from the perspec-
tives of the personas. Quotes are presented in the supple-
mentary material, to strengthen and contextualize the
results.

Table 2 An overview of the region-specific differences in conditions and potential solutions described in each scenario

Sparsely populated area from the

Urban area from the experiences of Rural area from the experiences

experiences of VERA, her daugh-
ter, and her healthcare contacts

BO, his daughter, and his health-
care contacts

of INGA, her husband, and
her healthcare contacts

Conditions for continuity of care

Potential solutions associated
with continuity of care

Missing the personal care and familiar-
ity provided by a dedicated general
practitioner (GP)*

Dependence on the family carer and
community for continuity of care*
Dependence on stability among
healthcare workers to compensate for
the lack of GPs**

Limited collaboration with healthcare
providers across regional borders**
Enhancing continuity in care by:
Utilizing digital solutions to bridge
gaps in care™

Challenging to navigate multiple care
organizations and appointments*
Lacking someone with an overarching
responsibility**

Lacking opportunities to maintain
relational continuity**

Enhancing continuity in care by:

The team establishing continuity of
care**

Limiting care responsibility to

smaller geographical areas for increased
collaboration**

Confident in knowing who to
contact***

Challenging and time-consuming to
access and review care plans**

Enhancing continuity in care by:
Increasing collaboration through
team meetings**

*Vera’s, Bo's, Inga’s, or their family carers’ experiences

**The healthcare workers’ experiences

***Everyone’s experiences
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Table 3 An overview of categories on conditions and potential solutions that are similar across regions, divided into subgroups to
address relational, management, and informational dimensions of continuity

Categories consistent between two or all regions based on the experiences of Vera’s, Bo’s, Inga’s, their family
carers; and the healthcare personnel related to dimensions of continuity

Relational continuity

Management continuity

Informational continuity

Conditions for continuity
of care

Potential solutions as-
sociated with continuity
of care

Beneficial with relational continuity in
care**

Beneficial to meet the same healthcare
workers*

Challenging to meet different healthcare
workers*

Beneficial to meet different healthcare
workers***

Lack of personnel hinders relational and
management continuity**

Enhancing relational continuity by:
Prioritizing relational continuity in key
areas**

Ensuring time for follow-up visits**
Minimizing the number of people
involved**

Taking the time to understand each
patient's preferences and needs**

Challenging to collaborate between care
organizations***

Time-consuming to collaborate and
coordinate care***

Enhancing management continuity by:

Defining responsibilities and regular
communications**
Care planning meetings***

Having sufficient knowledge about
health and care plan*
Challenging to obtain information*

Enhancing informational continuity
by:

Relying on the patient’s medical
records**

Clear dialogue and direct
communication**

A unified communication system**

*Vera's, Bo’s, Inga’s, and their family carers’ experiences

**The healthcare workers’ experiences

***Everyone’s experiences

A summary of the identified potential solutions for increased opportunities for continuity of care

Fig. 1 An overview of similar and different potential solutions for continuity of care from the perspectives of Vera, Bo, Inga, their family carers, and their
healthcare personnel related to the dimensions of continuity
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Results

The findings are presented through three personas, Vera,
Bo, and Inga, with region-specific scenarios, reflecting a
sparsely populated region, an urban region, and a rural
area. First, findings describe differing conditions and
solutions related to continuity of care depending on liv-
ing location (Table 2). Secondly, in contrast, findings
describe similarities in conditions and solutions that are
independent of the living situation (Table 3). Both parts
include the perspectives of patients, family carers and
healthcare providers. The commonalities and differences
in conditions and potential solutions are contrasted
against three major dimensions of continuity of care
(Table 3, Fig. 1) to address the study aim.

Personas with scenarios based on region-specific
characteristics
Vera’s scenario (sparsely populated area)

b

The image was created with DALL-E 2 (Open Al)

Vera is a 90-year-old woman who lives alone in a house in
a sparsely populated region. She has several diseases and
medications. Vera experiences difficulties moving around
and does not have a driver's license. To manage her daily
activities, she receives home healthcare and social services
three times a day. She receives additional assistance from
her daughter, who lives in a house nearby, and her neigh-
bors, who help out with practical tasks around her house.

The unique conditions in Vera’s scenario are that she
and her daughter have historically valued the personal
care and familiarity provided by a dedicated general
practitioner (GP), but due to the shortage of GPs, they
now face challenges in accessing consistent care. Vera
depends on her daughter, the community, neighbors, and
healthcare personnel other than a GP for support and
continuity in her healthcare journey. Vera’s healthcare
providers recognize the need to compensate for the lack
of a GP by promoting stability among other healthcare
personnel, such as registered nurses (RNs) and assistant
nurses. Although they experience good collaboration
within their own region, they feel that collaborations with
healthcare providers across regional borders are limited.
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A unique solution in Vera’s scenario is that healthcare
providers sometimes utilize digital solutions to bridge
gaps in care, especially when accessing specialized ser-
vices from distant hospitals in other regions. Despite
obstacles, they strive to maintain relational and infor-
mational continuity in Vera's healthcare experience and
enhance communication about it.

Bo’s scenario (urban region)

The image was created with DALL-E 2 (Open Al)

Bo is an 80-year-old man who lives alone in an apartment
in an urban city. He has several diseases and medications.
Bo experiences difficulties with mobility and his health
conditions now prevent him from driving, although he has
had a driver’s license. To manage his daily activities, he
receives home healthcare and social services twice a day.
His daughter lives in the same city and assists him with
healthcare contacts, among other things.

The unique conditions in Bo’s scenario is that he
and his daughter find it challenging to navigate mul-
tiple care organizations and appointments, often feel-
ing confused about the purpose of various assessments
and appointments. They feel that the constant travel
and lack of coordination between providers is a waste
of time and energy. Furthermore, Bo's healthcare con-
tacts also struggle with the lack of a person with over-
arching responsibility for his care, as this results in gaps
in communication and treatment. They believe that
overlapping responsibilities and use of digital systems
could help provide a more comprehensive overview of
Bo's care. Bo's GP experiences a lack of opportunities to
maintain relational continuity in a large healthcare sys-
tem. The unique solutions in Bo’s scenario is to work in
teams which can help to enhance relational continuity by
reducing the number of healthcare workers involved in
Bo's care. The team's goal is to develop a holistic under-
standing of Bo's needs and prioritize consistent care
over familiarity with providers. Moreover, they believe
that limiting care responsibility to smaller geographical
areas would also enhance collaboration with other pro-
viders and continuity.
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Inga’s scenario (rural region)

The image was created with DALL-E 2 (Open Al)

Inga is an 85-year-old woman who lives together with her
husband in a house in a rural region. Their three children
live in other parts of the country, far from Inga. Inga has
several diseases and medications. She has difficulties mov-
ing around, and her husband supports her daily activities.
After Inga’s latest hospital visit, she started receiving home
healthcare and social services three times a day.

The unique conditions in Inga’s scenario is that she
and her husband are satisfied with the level of home
healthcare they receive and feel confident that they know
who to contact for assistance. The healthcare personnel
involved in Inga's care appreciate having one designated
RN responsible for each nursing home and home health-
care group, which streamlines communication and coor-
dination. Additionally, a dedicated contact person was
assigned to assist Inga after her hospital discharge, facili-
tating a smoother transition and continuity of care for a
month. However, the healthcare personnel find it chal-
lenging and time-consuming to access and review Inga's
care plans, as she has been treated in different regions
with different medical record systems. There is written
patient information available in Inga's home, but they
struggle to find the time to review it thoroughly.

The unique solution in Inga’s scenario is that team
meetings are seen as beneficial for enmhancing collabo-
ration among the healthcare personnel involved in
Inga's care. These meetings provide a platform for shar-
ing knowledge, clarifying roles and responsibilities,
and improving communication and coordination. The
key to successful team meetings lies in having a desig-
nated coordinator and maintaining a structured format.
Overall, Inga's healthcare personnel value the benefits
of teamwork and effective communication in providing
quality care for their patient.

Similarities in Vera’s, Bo's, and Inga’s scenarios related to
the dimensions of continuity of care

Vera, Bo, Inga, their family carers, and healthcare per-
sonnel share common experiences across different
regions regarding addressing and improving relational,
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managemental, and informational continuity of care. (for
overview categories see Table 3 and Fig. 1).

Relational continuity

The similarities in all scenarios were that all involved rec-
ognize the value of relational continuity in care for bet-
ter outcomes and a more efficient healthcare experience.
Vera, Bo, Inga, and their family carers find it beneficial
to consistently meet the same healthcare workers, as it
creates a sense of security, respect, and familiarity. This
continuity of care strengthens their confidence in the
treatment they receive. Meeting different healthcare work-
ers is challenging for them, as it can lead to confusion,
lack of trust, and a disjointed approach to care. Although
there are instances where meeting new healthcare workers
may be beneficial, as they offer different perspectives, the
overall preference is for consistency, providing a holistic
and personalized approach.

Vera’s, Bo’s, and Inga’s healthcare workers, like many
others, are facing a shortage of resources in their field.
The lack of GPs and RNs is posing challenges to maintain-
ing patient relationships and coordinating care across dif-
ferent healthcare settings. To overcome these obstacles,
they are focusing on prioritizing relational continuity
in key areas such as intimate care and for patients with
more complex medical needs. They are also streamlin-
ing their processes by minimizing the number of people
involved in patient care, to improve the overall quality of
patient-provider relationships. Moreover, they strive to
take responsibility for enhancing relational continuity by
booking follow-up visits and participating in care planning
to stay informed and meet their patients' needs. Vera, Bo,
and their family carers find follow-up visits to be valu-
able, as they feel safe and well-informed about their care
plans. The healthcare workers recognize that follow-up
meetings are essential for establishing continuity of care.
Vera’s, Inga’s, and Bo’s healthcare workers want to priori-
tize taking the time to understand each patient's prefer-
ences and needs, emphasizing the importance of building
trust and ensuring that their patients feel secure. They
value open communication, to gather knowledge of their
patients' wishes and needs, enabling them to provide per-
sonalized care.

Management continuity

Vera, Bo, Inga, and their family carers are facing chal-
lenges in collaboration between healthcare organizations
due to poor knowledge transfer and lack of interest from
healthcare personnel. Healthcare workers also struggle
with limited collaboration possibilities, lack of routines,
inadequate information and communication technol-
ogy, and limited knowledge of each other's work. A more
seamless and efficient collaboration between healthcare
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organizations is needed to improve the care provided to
Vera, Bo, Inga, and others.

Bo's and Inga's family carers and healthcare providers
find that collaboration and coordination can be time-con-
suming. Bo's and Inga's family carers often have to make
multiple calls to schedule appointments with physicians,
whereas healthcare personnel struggle to connect with
each other. Hospital healthcare personnel, in particular,
find it challenging to participate in care planning meet-
ings due to competing priorities. However, Vera's and
Inga's healthcare providers benefit from organizational
strategies that improve continuity of care, such as clearly
defined responsibilities and regular communication with
other healthcare organizations in the region. Collabora-
tion is seen as essential in achieving optimal care for
Vera, Bo, and Inga— and healthcare personnel are willing
to invest time in working together. Care planning meet-
ings before discharge are found to be particularly effective
in enhancing collaboration and ensuring that all par-
ties are on the same page regarding care plans. Overall,
healthcare personnel and family carers alike appreciate
the benefits of coordinated care and clear communica-
tion in providing quality care to Vera, Bo, and Inga.

Informational continuity
Vera, Bo, Inga, and their family carers navigate a complex
healthcare system where they have important knowledge
about their health and care plans. They are proactive in
seeking the care they need, but at times struggle to have
the strength to communicate effectively with healthcare
personnel, understand the information provided, and
access comprehensive care details. It is challenging for
Vera, Bo, Inga, and their family carers to obtain informa-
tion about care plans, for example, and there is a lack of
written summaries and pharmacy lists. Similarly, it is
challenging for some of their healthcare workers to get
information from other healthcare providers. Vera’s, Bo’s,
and Inga’s healthcare workers value the importance of
informational continuity in patient care. They often rely
on patient medical records to communicate with each
other and stay updated on their patients' care. However,
they face challenges in accessing medical records due
to different systems being used by different providers.
They advocate for a common system to facilitate seam-
less information exchange. The families’ primary source
of information remains their physician or community
health nurse, and one of the healthcare providers’ sources
of information is always the patient and any family carer.
To bridge the gap, the healthcare personnel prioritize
clear dialogue and direct communication to ensure every-
one involved in the care plan is informed and on the same
page. They go the extra mile by reaching out through calls
or letters to share vital information with other healthcare
organizations.
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Despite the limitations, they see the benefits of a unified
communication system where all the personnel involved
can access and share information easily, especially when
patients are hospitalized or being discharged. They
believe this would improve collaboration and enhance
the overall quality of care for Vera, Bo, and Inga.

Methodological considerations

Ethical considerations have consistently been reflected
upon throughout the study, and no sensitive personal
data were handled during the secondary analysis. The
study’s aim aligned with the phenomenon regarding
which participants had given written and verbal consent
prior to the interviews. The benefit of secondary analysis,
which maximizes participants’ contributions, is judged to
outweigh potential ethical risks [7].

The study has both weaknesses and strengths that
need to be considered. A weakness of the study is that it
was a secondary analysis— the interviewers did not have
the aim in mind during the interviews and therefore
were unable to ask follow-up questions related thereto.
However, the aim of the primary studies was within the
same phenomenon as the present studies, and the inter-
view guide covered a broad range of questions that were
largely connected to the aim of the secondary analysis.
Moreover, there were no significant changes in setting or
routines from the time of the interviews to the present
study.

A strength of the study is the inclusion of what is,
for a qualitative study, a relatively large number of par-
ticipants, with different roles in different parts of the
healthcare organization. Their experiences are judged
to provide knowledge of the phenomenon from vari-
ous perspectives, thereby offering a more comprehen-
sive understanding of the aim. A further strength is that
the interview data were uncoded, to minimize the risk
of being influenced by previous analyses. Moreover, the
analysis was performed by the last author, who was not
involved in the primary studies, thus minimizing the risk
of bias [25].

The similarities found, independent of location, are
intriguing as they suggest that similar approaches to
solutions may be applied, potentially allowing for the
transferability of the results across different contexts. In
contrast, the region-specific categories in the data may
reflect the unique participants to varying extents, rather
than being specific to a region. However, the data pro-
vide a snapshot, with no claim made that they present
constant differences. By including different regions and
describing aspects that are specific to each, it is possible
to gain and transfer knowledge between them and similar
regions. The possibility of transferring knowledge from
this study to other settings is best judged by the reader
[42].
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Discussion

The results show that there are both unique and shared
conditions for continuity of care across various contexts,
particularly in terms of resources, information transfer,
and collaboration. However, the results show that the
potential solutions described are both tailored to the spe-
cific context while also exhibiting commonalities across
different areas. As continuity in care is experienced as
multidimensional, with essential aspects such as rela-
tional continuity, information sharing, and management
working in synergy [36], the results will be discussed in
the context of this dynamic interaction.

Vera, Bo, Inga, and their family carers preferred meet-
ing the same healthcare personnel, regardless of regional
differences. Healthcare personnel also valued such con-
tinuity, as understanding each patient's preferences and
needs is time-consuming. Relational continuity is essen-
tial for healthcare personnel, patients, and family carers
to integrate information, create knowledge, and develop
a shared understanding [11, 34]. This study highlights
that enhancing relational continuity often requires taking
personal responsibility. Healthcare personnel’ handling
of relational continuity is similar despite the challenges
differing between regions. However, the biggest challenge
in all regions was having the possibility to meet the same
physician, especially in case of repeated appointments. In
this concern, region-specific differences occurred, mainly
by addressing management solutions. In sparsely popu-
lated areas, RNs and assistant nurses tried to maintain
relational continuity to offset the lack of physicians. Bo
experienced healthcare in the urban city as fragmented,
being shuffled between different care organizations that
addressed one condition at a time. Healthcare personnel
in the urban city argued that there should be overlapping
responsibilities among care organizations and digital
systems, to ensure a comprehensive view of patient care
as a potential solution. They also suggested that smaller
teams could enhance continuity by reducing the number
of caregivers involved in Bo's care. With this approach,
relational continuity could develop within a team of car-
ers rather than relying on a single dedicated person. This
could be a common solution for all regions, making rela-
tional continuity more achievable. Similarly, healthcare
personnel caring for Inga, in the rural region, found that
working in teams was essential. They noted that regular
meetings enhanced collaboration and helped participants
understand who was involved in Inga's care and their
respective responsibilities. Interprofessional collabora-
tion (IPC) allows healthcare workers from different disci-
plines to work together, share knowledge, and coordinate
care without strict hierarchical structures [10]. This
approach enhances access and coordination of services,
particularly for chronic conditions, and is suggested to
reduce complications, readmissions, and clinical errors

Page 9 of 12

[43, 44]. However, the development of IPC team-based
competencies in municipal and home healthcare settings
is still rather unexplored [29].

A common experience across regions in the current
study was that informational continuity was enhanced
through dialogues and by having access to a common com-
munication system during discharge from hospitals. For
most healthcare personnel, IPC involves daily, informal,
sometimes unplanned, clinical and non-clinical interac-
tions. Maintaining effective collaboration across healthcare
organisations is challenging independent of location. A
potential solution for maintaining informational continu-
ity of care is IPC. There is evidence that IPC can positively
influence patient, healthcare personnel, and organizational
factors in hospital settings, but challenges to IPC have also
been revealed [8, 43]. Inadequate information, especially
when some disciplines are underrepresented, can skew
treatment goals and team collaboration can suffer due to
differing perspectives on care, hierarchical structures,
and power imbalances [8, 26]. Deficiencies in information
management not only result in a lack of informational con-
tinuity, but also pose risks to patient safety [27].

Healthcare personnel in the current study faced
obstacles in care management due to the lack of com-
mon communication systems, limited collaboration, and
restricted access to patients' medical records across orga-
nizations. These issues were mitigated by the solutions of
building familiarity between organizations, knowing who
to contact, and holding care planning meetings, although
such solutions were time-consuming. However, these
care management solutions might be easier in sparsely
populated and rural regions. Incompatibility of informa-
tion technology systems has been shown to hinder infor-
mation continuity [3]. Additionally, insufficient access to
information leads to difficulties in obtaining an overview
of a patient's care and creates a power imbalance between
the healthcare workers, the patient, and the family carers.
It limits the patient’s participation and decision-making
in their care, potentially resulting in unequal treatment
[11]. Developing access and transfer of information both
verbally and in writing is a potential solution for increas-
ing continuity of care. This is also supported by Khatri et
al. [30], who argue that to increase informational conti-
nuity, effective communication channels and a formal
decision-making structure supported by various func-
tions are needed. However, there are barriers in the
healthcare system— such as data ownership and confi-
dentiality— that prevent information sharing and related
information transfer.

Similarities among Vera, Bo and Ingas experiences
were that they experienced a lack of information, espe-
cially written information. They addressed this by per-
sonally ensuring the transfer of necessary details. Patients
and family carers become an important part in bridging
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the gaps and maintaining continuity of care by carrying
patient information and creating coordination. However,
patients may not remember information about their care,
and family carers may not themselves have gained suffi-
cient information. Not having sufficient information, but
being expected to provide care, increases the burden on
family carers [5]. Studies show that family carers’ burdens
affect both their health, their social life and their work
life [15]- financially, physically, and emotionally [48].
The need to address barriers to informational continu-
ity for all involved is largely connected to management.
Ensuring a unified communication system is available for
patients, family carers, and all significant people involved
in care to receive written information should be a pri-
mary concern for healthcare management.

A proactive bridging of systemic deficiencies was
shown by healthcare personnel across the various health-
care settings and regions. The successful delivery of
seamless care is suggested to rely on three key factors:
understanding the patient, knowledge sharing across the
interprofessional team, and proactively bridging gaps
within the system [2]. We highlight a fourth key factor:
dynamic stability within organizations [35]. Such stabil-
ity enables information transfer between different levels
of care and healthcare providers (both horizontally and
vertically in the system) and is supported by leadership
that fosters trust and involvement, ultimately enhanc-
ing the well-being of healthcare personnel, patients, and
family carers [45].

Conclusion and implications

In conclusion, collaboration between healthcare organi-
zations, and effective communication between healthcare
personnel, the patient and family carers is essential in
providing high-quality, personalized care for patients like
Vera, Bo, and Inga. Although regional differences exist,
universal solutions to common challenges were identi-
fied. Challenges to continuity of care included resource
shortages, lack of information transfer, and privacy regu-
lations. Healthcare personnel are committed to overcom-
ing these obstacles by prioritizing relational continuity,
streamlining processes, and advocating for a unified com-
munication system. By working together and focusing on
building trust, understanding patient preferences, and
ensuring clear communication, healthcare workers and
family carers can ultimately enhance the overall health-
care experience and improve outcomes for patients.
Continuity of care, collaboration, and communication
are paramount in providing quality care for patients like
Vera, Bo, and Inga. By integrating these identified uni-
versal and transferable solutions to the obstacles associ-
ated with continuity of care, we can create a cohesive care
experience for patients, regardless of geographical and
demographic conditions.
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