
INTRODUCTION
Continuity of care is a fundamental dimension of quality care 
and patient satisfaction because it leads to coordinated and 
coherence of care, increased trust and condence, as well as 
patient adherence to treatment regimen (Ladapo et al., 2014).  
According to Liu et al. (2017), continuity of care can be 
achieved by ensuring a consistent patient healthcare provider 
relationship. This means that the patient sees the same 
healthcare provider who knows their history or keeps accurate 
record of their history, treatment and diagnosis so that a new 
provider can build upon the diagnosis and treatment that the 
patient has been receiving. 

Factors that inuence continuity of care include demographic 
variables, patient-healthcare professional relationship, and 
organizational factors (Alazri et al., 2007, Nawa, Halwindi & 
Hangoma, 2020). Changes in the management; including 
shifts, annual leaves and insurance changes undermine 
continuity of care (Sudhakar-Krishnan et al., 2007, Nawa 
2020). Delva et al. (2011) reported that health care providers 
nd it hard to maintain or utilize the therapeutic relationship 
with their patients due to clinical block rotations. As a result, 
patients may experience insecurity, uncertainty, feeling lost, 

vulnerability or mistrust and may seek alternative care or 
become non-compliant to treatment by withdrawing from the 
care system (Haggerty et al., 2013). Further, some patients feel 
ignored whenever they change healthcare providers and nd 
it hard to explain their condition to every new care provider 
(Biringer et al., 2017). 

A study conducted in the Netherlands demonstrated that poor 
continuity of care in general practice is associated with 
increased mortality of elderly patients (Maarsingh et al., 
2016). Similarly, a study conducted to determine the impacts of 
provider continuity of care on patients with Type 2 Diabetes 
Mellitus in Nigeria (Udonwa et al., 2013) found a signicant 
difference in the quality of care between adult diabetic 
patients with provider continuity care and patients with 
random care providers. There is however little information on 
Zambia and the University Teaching Hospitals (UTH) in 
particular regarding challenges patients and Physiotherapy 
practitioners face with continuity of care. Continuity of care is 
the degree to which a series of healthcare events is 
experienced as coherent, connected and consistent with the 
patient's medical needs and personal context. This study 
explored the three categories of continuity of care namely 
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relational, management and informational continuity of care. 
Relationship continuity refers to an ongoing trusting 
therapeutic relationship between the patient and one or more 
healthcare providers that helps to bridge healthcare episodes 
over time, and which links past to current and to future care 
(Bayliss et al., 2015). It depends on the consistency of the 
provider as well as an established patient-therapist 
relationship. 

Informational continuity refers to the availability of clinical 
and psychosocial information across encounters and 
professionals (Deeny et al., 2017). It depends on the transfer of 
information between the patient and the health provider, as 
well as between providers and accumulation of knowledge of 
patients. The last section of the study focused on information 
relating to management continuity. Management continuity is 
the extent to which services delivered by different providers 
are timely and complementary such that care is experienced 
as connected and coherent (Haggerty et al., 2011). It focuses 
on the consistency of care and involvement of patients in the 
process of care. Questions were set under each of these 
categories in order to assess challenges faced by patients and 
physiotherapy practitioners, the level of continuity between 
the patients and physiotherapy practitioners as well as to 
explore the factors that hinder continuity of Physiotherapy 
care at UTH.

Due to scarcity of data on this topic in Zambia, our study is 
among the rst to be conducted locally and will help service 
providers and policy makers to understand the challenges 
faced by physiotherapy practitioners and patients as regards 
continuity of care. This was in a bid to maintain and improve 
the quality of physiotherapy services and ensure patient 
satisfaction in the rehabilitation process (Medina-Mirapeix et 
al., 2011).

METHODOLOGY 
This was a qualitative study using a phenomenological 
approach. A phenomenological approach was deemed 
appropriate for in-depth perceptions and personal 
experiences of patients and physiotherapy practitioners in 
relation to continuity of care and satisfaction with 
physiotherapy services at UTH.   The study was conducted at 
the UTH, Lusaka Zambia. The University Teaching Hospital is 
the main national referral hospital in Zambia (Bulawayo et al, 
2020). The department of Physiotherapy at UTH had thirty-six 
(36) Physiotherapy Practitioners (PPs) at the time of the study. 
The department attends to an average of 120 and 135 out and 
in-patients respectively per day, from all hospital units 
including; the Intensive Care, obstetrics and gynecology, 
internal medicine, orthopedics, trauma as well as pediatric 
blocks. This study used purposive sampling technique to 
select the sample. This is a form of non-probability sampling 
and often involves a deliberate choice of participants based 
on the qualities they possess (Etikan et al., 2016).The 
researcher used maximum variation type of purposive 
sampling in order to gain a greater insight in relation to 
continuity of care. PPs were varied according to the longevity 
of their service at UTH and only those with at least six months 
of work experience were included. All PPs had worked for six 
(6) months and conrmed by the Public Service Management 
Division at the time of the study. It was assumed that conrmed 
PPs were certied independent practitioners and thus able to 
work under minimal supervision. PPs were also varied 
according to their specialty within the profession as well as 
their level of education; four (4) diploma and four (4) degree 
trained PPs. Further, only patients (Pts) with musculoskeletal 
and neurological conditions who had attended physiotherapy 
sessions for at least three weeks and aged 18 years and above 
were included. In addition, all participants had to consent to 
the study. The maximum variability process across the two 
strata yielded 14 participants; consisting of six (6) Pts and 

eight (8) PPs, with these numbers, the authors aimed to 
achieve thematic saturation for both Pts and Pps.     

Pts and PPs interview guides, a tape recorder, checklist, pen 
and book were used to capture data from participants. The 
two interview guides were adopted from a continuity of care 
model by Haggerty et al. (2003). The tools consist of three 
sections addressing the three dimensions of continuity of care 
(relational, informational, and management continuity). 
These interview guides were adjusted to suit the objectives of 
this study and the physiotherapy setting.  The tools made it 
easier for the researcher to employ a deductive approach to 
analysis along the three major thematic areas as has been 
highlighted in the analysis and results sections.

The interview guides were pre-tested on PPs and Pts at the 
University Teaching Hospital (UTH). The pilot study was 
conducted on two (2) Pts and three (3) PPs. Following face-to-
face interviews, renements were made to the wording in the 
patients' interview guide as patients had difculties 
understanding some questions. The Pts and PPs who 
participated in the pilot study were not included in the main 
study. To establish dependability, the researcher used an 
inquiry audit which included an outside person to review and 
examine the research process and the data analysis, in order 
to ensure that the ndings are consistent and could be 
repeated. This was further compounded by disclosing the 
tools and methods of analysis used in the study by the 
researchers to the respondents. Furthermore, to prove that the 
data represent the information participants provided rather 
than inquirer imagination, data sources were triangulated to 
reduce the effect of researcher bias and through audit trials. 
To ensure transferability, the researcher endeavored to 
provide sufcient contextual information so as to make it 
possible for the study to be transferable to other settings. 

All participants were provided with a copy of the consent form 
and information sheet and assured of their right to withdraw 
from the study at any time. The participants were approached 
and interviews scheduled at their convenient time. 

In-depth interviews - Patients  
Face-to-face interviews were conducted with patients who 
were selected and agreed to take part in the study. At the time 
of these interviews, the COVID-19 pandemic had not broken 
out, so concerns for social distancing were not yet in place. 
The interviews were conducted in English since all patients 
preferred English. The interviews were audio recorded. 

In-depth interviews - Physiotherapy Practitioners 
Face-to-face interviews were conducted with physiotherapy 
practitioners who were selected and consented to take part in 
the study. The interviews were audio recorded and detailed 
handwritten interview notes taken in an interview notebook. 

Data management and analysis
All recorded interviews were stored on a password-protected 
computer. The audio recordings were transcribed verbatim 
and stored in a password-protected folder. The data was 
analyzed using a deductive thematic analysis method in line 
with the model by Haggerty (2003). Thematic analysis is a 
qualitative method for identifying, analyzing, organizing, 
describing and reporting themes found within a data set 
(Nowell et al., 2017). The collected data was analyzed 
following the six (6) phases of the thematic analysis method. 
According to Braun and Clarke (2006), the phases include 
familiarization with data, generating initial codes, searching 
for themes, reviewing themes, dening and naming themes 
and producing the nal report. 

In this study, the researcher had already dened and 
predetermined themes prior to data analysis and the themes 
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of the study included: 
Ÿ Relational continuity
Ÿ Informational continuity 
Ÿ Management continuity 

Field notes were read and transcribed after the interview. Two 
independent transcribers were engaged to transcribe the 
same data which was compared among the transcribers until 
a consensus was reached. Recorded in-depth interviews of Pts 
as well as PPs were listened to repeatedly in order to capture 
the context and meaning of the sentences. Key statements, 
ideas and experiences were grouped together to form codes 
and similar codes were grouped together. The codes were 
then compared for similarities and differences and grouped 
into themes in line with the themes in the continuity of care 
model by Haggerty et al. (2003).  The themes linked the 
collected information, at the same time giving new 
information.  If the codes that resulted from the information 
did not t in any of the developed themes, a new theme was 
developed. These themes were reviewed at the end to make 
sure that they included important information that was 
collected. The raw data as well as the themes identied were 
subjected to a review by an independent person/expert to 
make sure that they included important information that was 
collected.  All the coded information was read to make sure 
that the themes were coherent; this was done to ascertain that 
all the missing information was coded into relevant themes. 
After review, the themes were then considered to be sufcient, 
and then the scope of each theme was dened to tell a story 
about what was coded under that theme.  

Ethical Clearance
Ethical clearance was sought from the Centre of Excellence in 
Research Ethics and Science (ERES) and the clearance 
number is 2018-July-024. Permission was sought from Lusaka 
Apex Medical University where some of the co-authors are 
afliated and UTH authorities which was the study site. 
Participants were not deceived or forced into taking part in the 
study as it was clearly explained to them that their 
participation was voluntary, and whether they agree or refuse 
to take part in the study their treatment was not going to be 
affected in any way. Therefore, written informed consent was 
sought from the study participants before they took part in the 
study. In order to assure participants' condentiality, no 
names or personal identiers were included in the interview 
guides. To maintain privacy and condentiality, patients' and 
therapists' interviews were conducted from treatment rooms 
and ofces respectively. Identication of participants was only 
done through numerical codes and participants were free to 
withdraw from the interview session at any time. There was no 
direct benet to the participant and every effort was made to 
minimize any risks. 

RESULTS
Sample response rate
A total of 14 participants were interviewed, eight (8) PPs and 
six (6) Pts. This yielded a 100% response rate.  

Demographic characteristics of participants
A total of 14 participants were interviewed, eight (8) PPs and 
six (6) Pts and thematic saturation was reached after 
interviewing ve (5) Pts and one more Pt was done while with 
PPs, thematic saturation was achieved at six respondents and 
two more were done to ensure saturation was indeed reached. 
The demographic data of Pts and PPs that participated in the 
study are respectively presented in tables 1 and 2. The Pts 
were aged between 22 and 45 years old while PPs were aged 
between 26 and 38 years. The study comprised of both male 
and female Pts and PPs. Four (4) out of the eight (8) PPs were 
Physiotherapists whereas the other four (4)  were 
Physiotherapy Technologists.  The PPs at UTH had varying 
duration of experience ranging from six (6) months to 16 years. 

Table 1: Demographic characteristics of patients

Table 2: Demographic characteristics of physiotherapy 
practitioners

Relational continuity
Regarding the choice of physiotherapy practitioners, majority 

of patients reported being attended to by a maximum of eight 

(8) physiotherapy practitioners with the minimum of four (4). 

However, one (1) patient said they had lost count of the exact 

number of physiotherapy practitioners that attend to them.

“They are a lot and almost everyone in the department attends 

to us” (Patient A). 

Similarly, physiotherapy practitioners indicated that they 

attend to four (4) to 15 patients per day. This in itself reected 

some of the challenges physiotherapy practitioners face. 

“The number varies, sometimes I see less than 10 patients, 

sometimes I see even up to 15 patients. The least I could see in a 

day is 6 patients” (Physiotherapy practitioner 1).

The last question on relational continuity required the patients 

to state whether they received the same kind of treatment from 

different physiotherapy practitioners. The patients reported 

that they received different kinds of treatment from different 

practitioners because each therapist had their own 

understanding of the same condition. “I get different treatment 

from different physiotherapists because each physiotherapist 

has their own understanding of the problem” (Patient D). 

To triangulate data sources on relational continuity, the 

physiotherapy practitioners were asked if they saw different 

patients every day. All the physiotherapy practitioners 

reported that they attended to different patients every day 

because patients were given appointments on different days 

of the week.

“Initially, I would see the same patient but then if we are 

S/
No 

Age 
(Yrs.)

Sex Occupat
ion

Physical 
address

Level of 
education

Diagnosi
s

Treatme
nt 
duration

1 32 F Teacher Avondal
e

Tertiary  Parapar
esis

1 month 

2 22 M Student Kamwal
a 

Secondary  Upper 
limb 
fracture

2 months

3 35  M Banker Rhodes 
park

Tertiary Sciatica 4 weeks

4 25 F Maid Bauleni Secondary Elbow 
fracture 

3 weeks

5 45  F House 
wife

Chawa
ma 

Secondary Left 
Shoulder 
dislocati
on 

3 weeks

6 30  M Ex-
driver

Makeni Secondary Parapleg
ia

2 years

S/
No.  

Age 
(Yrs.)

Sex Experie
nce  

Qualicati
ons 

Specializ
ation 

Treatment 
Area

1. 26  F 6months Diploma General Passive 

2. 38  M 16 years Bachelor's 
degree

General Passive 

3. 30  F 6 years Master's 
degree

Public 
health

Passive 

4. 29 M 2 years Diploma General Active

5. 26  F 2 years Diploma General Active

6. 33  M 10 years Diploma General Passive 

7. 30  F 7 years Bachelor's 
degree 

General Active 

8. 27  F 2 years Bachelor's 
Degree 

General Active 
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having like wards, you would anticipate that I would see the 

same patients but then you would nd that patients has been 

discharged. You would have to assess a new patient so 

patients change regularly, but I do follow up on the patients I 

have assessed because it is easier to notice a simple change in 

the patient if you have been attending to them and you would 

actually develop that physiotherapist-patient relationship 

after some time” 

(Physiotherapy practitioner 2).
Further, most Physiotherapy practitioners reported that they 
took long to win their patients' trust.
 
“Yes, I think my patient trusts me because they have no 
complaint about the way I attend to them but there are cases 
where patients withhold information especially if it is the rst 
time you are attending to them” (Physiotherapy Practitioner 
5).

Informational continuity
Under this section, the patients were asked to state if the 
physiotherapy practitioner attending to them was informed 
about their situation and aware of their condition. 

“Yes, because the rst day I came here they did an assessment 
and I was given an appointment card. So every time I come 
here I give that card to the physiotherapist available before we 
start the treatment” (Patient C).

In the same vain, physiotherapy practitioners revealed that 
they obtain information concerning the patient's condition 
through patient les and interviews before, during and after 
treatment sessions, as well as interviews with care givers and 
other medical staff that have attended to those patients 
before. 

“Through the le and during the assessment where you ask the 
patient, caregiver or relative.” 
(Physiotherapy Practitioner 3)

The physiotherapy practitioners were further asked if they 
were always informed about the patients' previous condition. 
 
“Most often yes, sometimes it does not come immediately 
because maybe the patient feels they have to withhold the 
information but as we continue with the treatment, they open 
up and start talking” (Physiotherapy Practitioner 1).

Lastly, the practitioners were asked how they share 
information about the patients' condition with other 
physiotherapy practitioners. 

“For patients that have been coming for some time and I was 
not the one who assessed them, we do not normally ask 
because they present an appointment card. For ease of 
management, after an assessment we give our patients 
appointment cards in case I am not around then it will be 
easier for my colleague to work with the patient and do not 
have to ask about their condition every time they come. The 
card mostly contains the necessary information needed, the 
patients name, gender, diagnosis, treatment plan” 
(Physiotherapy Practitioner 6).

Management continuity
Under this section, the patients were rst asked if the 
physiotherapy practitioners attending to them were skilled. 
The study found that only one patient said that not all of the 
practitioners that attend to them were skilled but overall 5 
patients stated that the physiotherapy practitioners that 
attend to them were skilled with some of the patients pointing 
out that there is consistency in the treatment they receive from 
different physiotherapy practitioners thus they are noticing 

improvements in their conditions.

“They are skilled because there is consistency in their 
treatment, when one is not around there is always someone to 
help and the procedure that I have been subjected to is similar, 
there is no change to say today we are here tomorrow we are 
there” (Patient D). 

Secondly, the patients were asked if they received the care 
they needed and the study established that most of the 
patients acknowledged that they received the care they 
needed except for one who was skeptical stating that 
sometimes they are forced to do exercises on their own without 
any assistance from management.

“Not really, sometimes I do my exercises by myself because 
they just tell me to go on the machines, without being assisted 
or managed” (Patient B).

Further, the patients were asked if they experience having to 
miss physiotherapy sessions and the study established that 
most of the participants had missed physiotherapy treatment 
before.
 
“Yes, sometimes I do not have transport money or maybe I 
have to go for review” (Patient E).

In conclusion, the physiotherapy practitioners mentioned that 
there were times when their patients did not come for 
treatment due to various reasons. Some of the reasons that the 
study uncovered were nancial challenges, illness and 
distance to the health facility. Other patients did not attend 
treatment due to scheduled health reviews in other 
departments, although most of the patients informed the 
physiotherapy practitioners beforehand about their other 
appointments or failure to attend the treatment sessions. 

DISCUSSION
In this study, majority of the patients were unemployed and 
had modest levels of formal education. These factors are 
major predictors of one's social economic wellbeing and could 
lead to poverty, ultimately contributing to discontinuity of 
physiotherapy sessions due to lack of money for transport and 
service charges for third level referral hospitals like UTH. 
Similarly, a study by Haung et al. (2014), found that 
unemployed individuals and their families face the challenge 
of accessing health services, as well as poor health status due 
to a lack of liquidity or disposable income. The study 
participants included patients with different conditions 
including neurological and musculoskeletal conditions 
therefore, the treatment durations varied with three (3) weeks 
being the shortest treatment period and two (2) years being 
the longest period.

The study found that majority of the patients had more than 
one physiotherapy practitioners attending to them. This is 
akin to the ndings of the study by Medina-Mirapeix et al. 
(2017), on continuity of care in hospital rehabilitation services, 
which reported that patients with multiple therapists 
experienced feelings of mistrust and the need to remain 
vigilant to avoid receiving conicting treatment. According to 
Haggerty et al. (2013), patients may experience insecurity, 
uncertainty, lostness, vulnerability or mistrust as a result they 
may seek alternative care, or become non-compliant to 
treatment by withdrawing from the care system. Further, 
Biringer et al. (2017) found that some patients feel ignored 
whenever they change healthcare providers. This statement 
reects the views of one patient in the current study that said 
they feel they are not cared for as they are left to do exercises 
on their own without any assistance or management. 

On obtaining patient information, the study revealed that 
most patients found it difcult to share information on their 
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rst visit, thus physiotherapy practitioners had to depend on 
appointment cards and interviews with caregivers and other 
medical staff with prior interaction with the patient. Similarly, 
a study by Jackson et al. (2017), on patients' and providers' 
experience on continuity of care in China, reported that the 
patient's chart did not provide information about their history, 
condition, the treatment that had been tried already and what 
treatment worked, hence the need for patients to repeat the 
same information about their condition whenever they were 
seeing a new provider. However, most health care providers 
fail to obtain information from some patients for reasons 
reported by Haggerty et al. (2013), which leads to patients 
seeking alternative care, or becoming non-compliant to 
treatment by withdrawing from the care system. 

The ndings of this study also show that some physiotherapy 
practitioners nd it difcult to follow up and assess the 
progress of their patients due to the structural design of the 
department of physiotherapy at UTH, which has been 
partitioned into passive and active treatment wings. The 
design of the department appears to hinder continuity of care 
as a physiotherapy practitioner in the passive wing only does 
part of the treatment and refers the patient to a colleague in 
the active wing for exercises. According to Jackson et al. 
(2016), problems with continuity of care are more a 
consequence of how the health system is structured than the 
practice of individual health care providers. This statement 
reafrms the need to enhance human performance factors 
such as institutional facilities, environment and tools (Nawa, 
2019). As reported elsewhere (Alazri et al., 2007), continuity of 
care is partly inuenced by factors related to healthcare 
professionals and organizational factors.  

Continuity of care is associated with a sustainable 
relationship between care providers and patients. It is an 
interpersonal and service relationship, which requires mutual 
trust, an attitude of respect for clients and their right to 
condentiality (Burge et al., 2011). The current study found 
that patients were usually attended to by more than one 
physiotherapy practitioner since they started treatment which 
brings into question issues around relational continuity of 
care when different practitioners attend to the same patient in 
successive visits. Additionally, the study discovered that most 
of the patients received the same kind of treatment while some 
mentioned that they received different treatment from different 
practitioners because each therapist had their own 
understanding of the same condition. 

To this end, patients felt that having one or two therapists 
during one's treatment period would be desirable because 
he/she would be able to track the progress that one has made 
than getting new exercises every time. As also reported by 
Alazri et al. (2007), continuity of care is inuenced by factors 
related to patients and healthcare professionals, patient-
healthcare professional relationship and organizational 
factors.  

Several factors were highlighted by participants. One of the 
main challenges patients faced was nancial difculties. 
Almost all patients and physiotherapy practitioners 
mentioned lack of money for transport as a major reason why 
patients miss physiotherapy sessions. In addition, the study 
established that most of the participants had missed 
physiotherapy treatment sessions before due to various 
reasons such as work obligations, distance from their homes 
to the hospital, other appointments and health reasons. 
Additionally, some patients were unable to attend 
physiotherapy due to absence of caregivers to take them to the 
hospital, especially wheelchair bound patients. Therefore, the 
study reafrms the statement that socioeconomic and 
demographic characteristics of patients affect continuity of 
care (Alazri et al., 2007, Mpundu et al., 2021).

CONCLUSION
Overall, the study found that patients were seen by multiple 
physiotherapy practitioners during their treatment period. 
According to the patients that participated in this study, 
involvement of multiple physiotherapy practitioners in one's 
treatment cycle hinders continuity of care by compromising 
quality of care due to possible competence variations among 
practitioners. Further, the study revealed that most patients 
found it difcult to share information on their rst visit due to 
feeling of mistrust and neglect, thereby denying the 
practitioner the necessary information needed for effective 
pat ient  management .  However,  according to  the 
physiotherapy practitioners at UTH, continuity of care was 
hindered by a wall demarcating the department into active 
and passive treatment wings, affecting follow up and 
assessment of patient progress. Most patients reported that 
lack of nances to meet the cost of transport was one of the 
factors that led to discontinuity in physiotherapy care. 
Additionally, demographic factors such as distance from the 
patients' homes to the hospital as well as factors such as work 
obligations, the patient's health status and schedule clash 
with other hospitals or departments were found to be some of 
the factors that hinder continuity of care. The researchers 
considered both dimensions and perspectives of quality 
according to patients and physiotherapy providers.  

Recommendations
The UTH management should consider mainstreaming and 
strengthening individualized care/relational continuity 
policies. This will lead to greater clinical awareness of 
patients, with increased knowledge, greater trust, better 
outcomes and higher patient satisfaction. Although the 
Ministry of Health in Zambia has introduced physiotherapy 
services in all rst level referral hospitals in Lusaka; there 
would be need for more departments of physiotherapy at clinic 
level, so as to increase access to affordable physiotherapy 
services. It is envisaged that this will help increase attendance 
and ultimately improve treatment continuations. Future 
research should focus on quantitative methods so that bigger 
numbers of patients and physiotherapy practitioners could 
participate. In addition, a comparative study involving other 
facilities in Lusaka apart from UTH would give insight into the 
magnitude of the problem. 

Limitations of the study 
The study only focused on one institution- UTH. Therefore, the 
ndings from the study cannot be generalized to other health 
facilities. However, valuable information has been generated 
concerning challenges faced by physiotherapy practitioners 
and patients on continuity of care at UTH physiotherapy 
outpatient department. Another limitation is that this study 
excluded the pediatrics department therefore the ndings of 
the study cannot be generalized to all departments at UTH. 
Furthermore, the nature (qualitative) of the study makes 
external validity (generalizability) inapplicable. 

Acknowledgements
The authors appreciate the support of the University Teaching 
Hospital as well as Physiotherapy practitioners and patients 
at the department of Physiotherapy. 

REFERENCES
1. Alazri. M, Heywood. P, Neal. D. R, Leese. B. (2007). Continuity of Care 

Literature review and implications. Sultan Qaboos University Medical journal 
7(3):197-206

2. Bayliss. A E, Ellis. L J, Sboup. A J, Zeng. C, McQuillan. B D, and Steiner. F J. 
(2015). Effect of Continuity of Care on Hospital Utilization for seniors with 
Multiple Medical Conditions in an Integrated Health Care System: Annals of 
Family Medicine Journal, 13(2): 123-129

3. Biringer E, Hartveit. M, Sundfør. B, Ruud. T and Borg. M. (2017). Continuity of 
care as experienced by mental health service users- a Qualitative study.  
Journal of Biomed central health service research, 17(763): 1-15.

4. Braun, V. & Clarke, V. (2006). Using thematic analysis in psychology. 
Qualitative Research in Psychology, 3: 77-101.

5. Bulawayo, M., et al. (2020). A needs assessment for postgraduate training in 
selected public health disciplines: evidence from health services 

76 X GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS

VOLUME - 10, ISSUE - 12, DECEMBER - 2021 • PRINT ISSN No. 2277 - 8160 • DOI : 10.36106/gjra



organisations in Lusaka, Zambia. BMC Health Services Research 20(1): 1079.
6. Burge F, Haggerty L J, and Santor A.D. (2011). Relational continuity from the 

patient perspective: Comparison of primary healthcare evaluation 
instrument.  Healthcare policy, 7: 124-138.

7. Deeny S Gardner. T, Al-Zaidy. S, Barker. I, and Steventon. A. (2017). Brieng: 
Reducing hospital admissions by improving continuity of care in general 
practice: The health foundation.

8. Delva D, Kerr. J, and Schultz. K. (2011). Continuity of care. Journal of Canadian 
Family Physician, 57(8): 915-921.

9. Etikan I, Musa. S A, and Alkassim. R A. (2016). Comparison of convenience 
sampling and purposive sampling; American Journal of Theoretical and 
Applied Statistic, 5(1): 1-4

10. Gunawan J. (2015). Ensuring Trustworthiness in Qualitative Research. 
Belitung Nursing Journal, 1(1): 10-11.

11. Haggerty J, Reid. J R, Freeman. K G, Stareld. H B, Adair. E C, and McKendry. 
R. (2003). Continuity of care: a multidisciplinary review: British Medical 
Journal, 327(7425): 1219–1221.

12. Haggerty J. L, Burge. F, Pineault. R, Beaulieu. M.-D, Bouharaoui. F, Beaulieu. C, 
Santor. A D, and Lévesque. J.-F. (2011). Management Continuity from the 
Patient Perspective: Comparison of Primary Healthcare Evaluation 
Instruments; Healthcare policy, 7: 139-153

13. Haung j., Birkenmaaier. J, Kim. Y. (2014). Job loss and unmet health care needs 
in the economic recession: Different associations by family income: American 
Journal of Public Health. 104(11):178-183

14. Jackson J, MacKean. G, Cooke. T, and Lahtinen. M. (2017). Patient and 
provider experiences with relationship, information, and management 
continuity: Patient experience journal, 4(3): 38-47.

15.  Jackson J. Lahtinen M. Cooke T. (2016). Understanding patient and provider 
experiences with relational, information and management continuity: Health 
Quality Council of Alberta.

16. Liu. C, Wu. Y, and Chi. X. (2017). Relationship preferences and experience of 
primary care patients in continuity of care: a case study in Beijing, China: 
Journal of Biomedical Central Health Services Research, 17(585): 1-11.

17. Maarsingh O R, Henry. Y, van de Ven.  P M, and Deeg.  D J. (2016). Continuity of 
care in primary care and association with survival in older people: a 17-year 
prospective cohort study; British Journal of General Practice, 66(649):  531-539

18. Medina-Mirapeix. F, Oliveira-Sousa. LS, Escolar-Reina. P, Sobral-Ferreira. M, 
Lillo-Navarro. MC, Collins. MS. (2017). Continuity of care in hospital 
rehabilitation services: a qualitative insight from inpatients’ experience: 
Brazilian Journal of Physical Therapy, 21(2):85-91

19. Medina-Mirapeix. F, Oliveira-Sousa. LS, Sobral-Ferreira. M, Montilla-
Herrador. J, Jimeno-Serrano. J F, and Escolar-Reina. P. (2011). Continuity of 
rehabilitation services in post-acute care from the ambulatory outpatients’ 
perspective: a qualitative study: Journal of rehabilitation medicine, 43: 58–64.

20. Mpundu. P, Mbewe. A R, Muma. J B, Mwasinga. W, Mukumbuta. N, Munyeme. 
M, (2021). A global perspective of antibiotic-resistant Listeria monocytogenes 
prevalence in assorted ready to eat foods: A systematic review. Veterinary 
World 14(8): 2219-2229.

21. Nawa. M, (2019). Inuence of history, geography, and economics on the 
elimination of malaria: a perspective on disease persistence in rural areas of 
Zambia. International Journal of Travel Medicine and Global Health 7(4): 113-117.

22. Nawa. M, (2020). Investigating the Effect of Prompt Treatment on Malaria 
Prevalence in Children Aged below Five Years in Zambia: A Nested Case-
Control Study in a Cross-Sectional Survey. Advances in Public Health 2020: 
4289420.

23. Nawa. M, Halwindi. H, Hangoma. P, (2020). Modelling malaria reduction in a 
highly endemic country: Evidence from household survey, climate, and 
program data in Zambia. Journal of public health in Africa 11(1): 1096-1096.

24. Nowell. S L, Norris. M J, and White. E D. (2017). Thematic Analysis: Striving to 
Meet the Trustworthiness Criteria. International Journal of Qualitative 
Methods, 16: 1–13

25. Oliver, P. (2013). Purposive sampling. The SAGE Dictionary of Social Research 
Methods. Available from: http://srmo.sagepub.com/view/the-sage-
dictionary-of-social-research-methods/n162.xml 

26. Sudhakar-Krishnan. V, and Rudolf. CJ. M. (2007). How important is continuity 
of care? Journal of Archive of disease in childhood, 92(5): 381–383. 

VOLUME - 10, ISSUE - 05, MAY - 2021 • PRINT ISSN No. 2277 - 8160 • DOI : 10.36106/gjra

  X 77GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS

VOLUME - 10, ISSUE - 12, DECEMBER - 2021 • PRINT ISSN No. 2277 - 8160 • DOI : 10.36106/gjra


