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Background: A fragmented health care system leads to an increased demand for continuity of
care across health care levels. Research indicates age-related differences during care transition,
with the oldest patients having experiences and needs that differ from those of other patients.
To meet the older patients’ needs and preferences during care transition, professionals must
understand their experiences.

Obijective: The purpose of the study was to explore how patients =80 years of age experienced
the care transition from hospital to municipal health care services.

Methods: The study has a descriptive, explorative design, using semistructured interviews.
Fourteen patients aged =80 participated in the study. Qualitative content analysis was used to
describe the individuals’ experiences during care transition.

Results: Two complementary themes emerged during the analysis: “Participation depends on
being invited to plan the care transition” and “Managing continuity of care represents a complex
and challenging process”.

Discussion: Lack of participation, insufficient information, and vague responsibilities among
staff during care transition seemed to limit the continuity of care. The patients are the vulnerable
part of the care transition process, although they possess important resources, which illustrate
the importance of making their voice heard. Older patients are therefore likely to benefit from
more intensive support. A tailored, patient-centered follow-up of each patient is suggested to
ensure that patient preferences and continuity of care to adhere to the new situation.
Keywords: care transition, older patients, continuity of care, participation, communication

Introduction

People =80 years of age constitute the fastest growing age group in the western
world. In addition to general age-related functional impairment, older people are at
increased risk of diseases such as dementia, cancer, and cardiovascular diseases.!
In the current health care system, several health care providers, with different finan-
cial systems and areas of competence, are offering acute and long-term treatment and
care.>? The complexity of the cooperation between different health care levels makes
the process of moving across these levels challenging.** Care transition is understood
as the continuity of health care when the patient is transferred across different health
care levels.? Older people are large consumers of health care services, which leave
them vulnerable to adverse incidents and make them a target for alterations to reduce
medical costs.®® To meet the needs and preferences of older patients better, research
has altered focus from a health-administrative perspective on care transition to the
patients’ experiences of the continuity of care during care transition.'*!! Theories such
as person-centered care, based on values of mutual respect, self-determination, and
understanding, have been widely acknowledged.!? A successful care transition of older
patients, across health care levels, forms the basis of well functioning and continuous
residential treatment and care.*!?
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In Norway, as in many other western countries, the health
care system is organized vertically in two sectors; primary
health care, run by the municipalities, are responsible for
nursing homes, home care and general practitioners, while
the hospital sector is run by the national health authorities.'
The Norwegian Government proposed The Coordination
Reform, to be gradually implemented.'s The reform aimed
at improving coordination across health care levels, and
the patient’s experience of continuity of care, through
increased treatment and care of patients at primary care
level and earlier discharge from hospitals and specialist care.
The strategies of the Norwegian reforms are comparable
to reforms in other Scandinavian countries." Evaluations
indicate that The Coordination Reform has unintentionally
led to an increase in care transitions, as primary care more
often receives sicker patients, leading to readmissions in
hospital, and the reform seems to have led to a fragmented
health care service for the older patient.'*!* Based on this,
there is an urgent need to explore the present situation more
closely from the older patients’ perspective, looking for
actions and improvements.

The older generation themselves tend to meet their
situation with an attitude of acceptance and a denigration
of their own needs, which masks their vulnerability in the
care-transition process.'*? Notwithstanding, recent research
suggests that there should be more focus on age-related dif-
ferences among older patients during care transition. Bobay
et al*' found no association between discharge preparation
and discharge readiness among patients =85 years of age.
The oldest patients reported being given less information than
elder patients =65 years of age. Further, Allen et al*? show
how lack of communication systems across health care levels
negatively affects older patients care transition, indicating the
importance of proper information not only between multipro-
fessional health carers but also to the older patient. In a large
study by Holland et al,?> a considerable amount of unmet needs
after discharge of patients from hospital to home and self-care
was identified. An incongruence was found between health
care staff’s impression of the patient’s capacity and what they
actually were capable of performing, and the patient was often
dependent on informal assistance to cope immediately after
discharge. As such, the challenge to create a safe environment
that meets the expectations and needs of the oldest old patients
across health care levels still remains.

Given these considerations, the aim of this study was to
explore how patients =80 years of age experience the care
transition from hospital to municipal health care services.
To identify various aspects of the care-transition process,
the following research questions were formulated: How

do older patients experience participation in planning the
care transition from hospital to municipal health care?
How do older patients experience continuity in treatment
and care during care transition from hospital to municipal
health care?

Methods

The present study used a qualitative approach with a descrip-
tive and explorative design. Individual and semistructured
interviews were conducted with 14 participants. Content
analysis of the interviews was performed to capture the
individual’s experiences during the care transition.?*

Sampling and participants
Older patients =80 years of age were recruited from a local
hospital in Norway. Registered nurses selected the par-
ticipants using the following inclusion criteria: =80 years
and admitted to medical, surgical, or geriatric wards with a
planned discharge to municipal health care services.
Eighteen patients (eleven women and seven men, aged
81-94 years) with various diagnoses, such as cancer, stroke,
and pneumonia, agreed to participate. Four patients (two
women and two men) later withdrew from the study because
of deteriorating health after being discharged from hospital.
Background data, including the participants’ different transi-
tions across the health care levels and to different health care
providers, are described in Table 1.

Interviews

All interviews were conducted by the first author (ECR). The
participants were contacted (ECR) by telephone 1-2 weeks
after discharge from hospital to schedule an appointment for
the interview. The interviews were semistructured, with open
questions (as described in Supplementary material 1) and
lasted for 27-96 minutes. The participants were given the
opportunity to speak freely about their experiences, and their
stories and statements directed the conversation. However, an
interview guide ensured that the main topics were addressed
(Supplementary material 1). Three participants were inter-
viewed at a nursing home where they had a short-term stay,
and eleven participants were interviewed in their own home or
at a residential service apartment. Two of the interviews were
conducted in the presence of family at the participants’ request,
for convenience and because of hearing impairment. The par-
ticipants agreed to have the interviews tape recorded.

Data analysis
The interviews were transcribed verbatim and analyzed
using qualitative content analysis inspired by Graneheim and
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Table | Background data of participants, n=14

Patient Age (years) Cause for admission Care transition
to hospital

Female 87 Unknown to the patient® Home — hospital — home

Female 89 Unknown to the patient® Home — hospital — nursing home — home

Female 87 Fall Home — hospital — home

Male 88 Fall Home — hospital — home

Female 89 Fall Home — hospital — home

Male 86 Only the primary diagnosis Home — hospital — rehabilitation at the nursing
known to the patient® home — hospital — nursing home — home

Female 94 Infection Home — hospital — home

Female 8l Paralyzed bowel Home — hospital — home

Female 84 Wrong medication Service apartment — hospital — service apartment

Female 92 Cancer Service apartment — hospital — service apartment —

hospital — service apartment

Male 87 Infection Home — hospital — home

Female 90 Stroke Service apartment — hospital — nursing home

Male 9l Stroke Home — hospital — home

Male 88 Pneumonia Home — hospital — home

Notes: *Reduced general condition, *fall, ‘complications following elective surgery, pneumonia, heart attack, and reduced general condition.

Lundman,* through the following steps: the interviews were
transcribed verbatim. The transcriptions were read through
several times to gain a sense of the whole. Meaning units
were then identified and extracted from the transcriptions and
further condensed, ensuring that the meaning was maintained
while shortening the text. The condensed meaning units were
labeled, and based on their similarities, coded for further
assortment. The codes were sorted based on their similarities
into categories to preserve the diversity of the participants’
experiences. To ensure the diversity of the content, the
analysis (presented in Table 2) includes subthemes in addition
to the overall theme. The analysis was guided by the research
questions to ensure that the participants’ experiences during
care transition were captured. Data analysis was an active
process, going back and forth between different steps of the

analysis. In cases of any ambiguity, the transcribed text or
audiotape was used to clarify the participant’s expression.
Each author performed the analysis independently, and the
findings were discussed until agreement was reached.

Ethics

The study was approved by the Regional Committees
for Medical and Health Research Ethics (Project number
2010/3342) and was reported to Norwegian Social Science
Data Services. Based on instructions, an registered nurse
at each ward provided information about the study, both
verbally and in writing. Participants were assured anonymity
and confidentiality and informed that they could withdraw
from participation in the study at any time without any
consequences for treatment and care. Participants signed a

Table 2 Examples of the abstraction process of the content analysis, n=14

Category Subtheme

Theme

Was asked to participate in discharge meeting
the care transition

Was asked their opinion about future care needs

The family helped in planning the care transition
transition

Don’t remember being asked to participate in

planning the care transition

Was not asked to participate in planning care

transition

Information from hospital to home-care staff and

patient

Experiences with written documentation

Communication from patient to health care staff

Unresolved responsibility

Handing over the responsibility

Obliged responsibility

Personal responsibility

Formal and informal participation in planning

Communication during care transition takes
place on different levels

Participation depends on being invited
to planning the care transition

Partial participation in planning the care

No participation in planning the care transition

Managing continuity in care represents
a complex and challenging process

Responsibility during care transition varies
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written informed consent form before contact information
was given to the first author.

Findings

The data comprised extensive and detailed descriptions of
the participants’ experiences during care transition from
hospital to municipal health care. Our findings represent
both similarities and diversities in the participants’ experi-
ences. The main findings were developed and formulated
in two complementary themes. The theme “Participation
depends on being invited to plan the care transition” encom-
passed the subthemes of “Formal and informal participa-
tion in planning the care transition”, “Partial participation
in planning the care transition”, and “No participation in
planning the care transition”. The second theme formulated
was “Managing continuity in care represents a complex
and challenging process”, abstracted from the subthemes:
“Communication during care transition takes place on

different levels” and “Responsibility during care transition
varies”. Examples of the abstraction process of the content
analysis are presented in Table 2. The results will now be
presented, with selected quotations from the participants
used to illustrate each subtheme and allow the reader to
assess the evidence directly.

Participation depends on being invited to

plan the care transition

Hardly any participant described taking part in organized
formal meetings to plan their future care needs. Examples of
abstraction process of participation when planning the care
transition are presented in Table 3.

One older patient was invited to participate at an interdis-
ciplinary meeting, and the patient’s family was asked to join
in the discharge meeting. The patient seemed well prepared
and mentioned several questions that he wanted to ask if
given the opportunity.

Table 3 Examples of abstraction process of participation when planning the care transition, n=14

Theme Category

Subtheme

Condensed meaning unit

Participation depends on being ~ Was asked to participate in

invited to planning the care discharge meeting

transition

Was asked their opinion
about future care needs

The family helped in
planning the care transition

Don’t remember being
asked to participate in
planning the care transition

Was not asked to
participate in planning care
transition

Formal and informal
participation in planning the
care transition

Partial participation in planning
the care transition

No participation in planning
the care transition

There is supposed to be a final meeting here
before | go home. The staff will recommend
the home services that | will need when | am
discharged. And if we want something we can
let them know tomorrow at the meeting.

| could have home care for as long as | felt |
needed it, and it has not ended yet.

| think | was asked several questions about my
needs of care when | was discharged.

| wasn’t asked if | wanted to be discharged home
to my apartment when | was at the hospital. |
believe it was my daughters who applied for the
nursing home.

With me, they only discussed more general
stuff, but | said that | have my wife at home, and
she can help me with almost everything.

| can’t remember that | was asked in hospital
about what help | would need at home after
discharge. | told them that | was alone. And all
the aids were already in my apartment when |
arrived at home.

| was probably asked about my home situation
at the hospital, but | don’t remember now. And
| don’t remember my answer either.

| knew there was no reason for me to stay
there any longer. | can’t remember being asked
about the discharge and home care.

| don’t remember that | was asked directly
about what | wanted, but they didn’t do anything
against my will.
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There is going to be a meeting here before I'm discharged
(from a short-term municipal institution). They will recom-
mend for home service the things that I need. And if we
want something, we could let them know tomorrow at the
meeting. And both my wife and my son will participate,

and probably the nurses who has cared for me.

However, the most common experience when planning
the care transition was the informal “bedside” question
about the participants’ health care preferences after being
discharged.

The nurses asked me if I wanted to be transferred to the

nursing home, but I didn’t believe that it was necessary.

Some of the participants believed that their family was
involved in the process and had communicated with the
health care staff. This was experienced differently; for some
participants, not having to deal with planning the discharge
seemed to be a relief, whereas others perceived it negatively
and had been left feeling dissatisfied.

No, I wouldn’t know because I didn’t have anything to do
with that. It is the girls who have arranged it. They don’t
believe I could manage anything any longer. But it is okay,

I put up with it.

A few participants reported that they could not recall any
influence on the care transition at all. One participant was
not sure when he was to be discharged but guessed that he
was supposed to leave hospital because his physical condi-
tion had improved.

I didn’t take part in the discussion about my care needs. [ don’t
remember that [ was asked directly about what [ wanted, but

they didn’t do anything against my will, that’s for certain.

Thus, not being invited to participate in planning the
care transition was not explained as a totally negative
experience.

Managing continuity of care represents

a complex and challenging process
The participants described the care transition from hospital
to municipal health care as a complex experience comprising
many elements. Examples of abstraction process of patient
experiences during care transition are presented in Table 4.
All of the participants described experiences related to
information and communication during their interviews,
and the statements reflect the multitude of communication
channels that the participants faced during care transition.

Several of the participants mentioned the communication
between hospital staff and home-care staff in their inter-
views. A few participants expressed confusion about not
knowing what information had been sent from the hospital
and received by the municipal health care staff.

I’ve been receiving a new kind of medication since [ was in
hospital. I don’t know if it is because of directions from the

hospital or [...] I just take them and keep quiet (...).

A few of the participants commented on the written docu-
mentation they were given when discharged. The participants
expressed insecurity about their obligations in relation to the
documents and frustration because the written terminology
was difficult to understand. At risk of not receiving the help
he needed, one participant made a real effort to ensure that
the written information about his medical condition reached
the municipal home-care office.

I received a letter from the hospital addressed to the
municipal health care services with no stamps on it. So, |
had to take my walker and walk to the kiosk down the street
to buy a stamp and post the letter to the municipal health
care services. | don’t want to say anything but I have my

own opinion about that.

Almost all of the participants felt secure knowing that
they were going to be well looked after by the health care
providers and their general practitioner.

Yes, I felt safe when leaving the hospital. I knew that I had
my general practitioner next to where I live, and I also have

a safety alarm.

Several of the participants talked about how they could
contact the home-care staff if needed, by using a safety alarm
or by talking to the nurses who visited them daily. Some
participants possessed informal lines of communication to
feel secure, as exemplified in next quotation.

If my general practitioner couldn’t help me, I know the chief
of home care. She used to work in my store, so she could
probably take care of most things. And also my grandson’s
wife is a home-care nurse. It is not a problem for me to get

in contact with the right person if I need to.

All of the participants described several views of respon-
sibilities during care transition, and some of the older patients
described handing over the responsibility as a positive experi-
ence. One of the participants felt relieved.

But it has worked out. I get my medication delivered now,

so [ am, so to speak, free from it all.

Patient Preference and Adherence 2016:10
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Table 4 Examples of abstraction process of patient experiences during care transition, n=14

Theme Category Subtheme Condensed meaning unit

Managing continuity in Information from Communication during Yes, they had contact, so everything worked just
care represents a complex hospital to home- care transition takes fine. The hospital told the municipal home care,
and challenging process care staff and patient place on different levels who said that they would come in the evening.

Experiences
with written
documentation

Communication from
patient to health care

staff
Unresolved Responsibility during
responsibility care transition varies

Handing over the
responsibility

Obliged responsibility

Personal
responsibilities

At the same time as we came home, we called the
nurse from home care who took the papers | was
given at the hospital. They had called from hospital as
well, but | don’t know what they said.

Someone gave me a piece of paper and, | suppose, no
[...] I guess | should just keep it. | don’t think | should
even deliver it.

| don’t receive enough help. | have a letter from the
municipal home-care service, but | can’t sign that | am
satisfied with their services. I'll just leave it until they
send a reminder, and then | get to tell them what |
think about the aid they are not providing.

I’ve been receiving a new kind of tablet since | was in
hospital. | don’t know if it is because of directions from
the hospital, | just take them and keep quiet.

If | need more help, | just contact the home-care office
because | can get more help if needed.

There is a nurse from home care saying that she is
my primary contact. | didn’t catch her name, but that
doesn’t matter. Then, | at least know that someone is
responsible for me.

| don’t know if | am taking too much medicine because
there is no one in charge of that now. | believe |

have to go to my general practitioner to give a blood
sample, but nobody has told me to do that.

He (his son) has taken care of it all from the
beginning. He called the Municipal Decision Office
and made sure that they came from the municipal
health care.

A safety alarm has been applied for, but it is a long
wait. This was applied for when | was still in hospital.

And then | thought | should call the municipal home
care and check with them. | think that gradually | will
be able to manage on my own.

You don’t open the book of law to read all these
paragraphs. And you don’t go to the municipal home-
care office either to ask what it means. So, | don’t
think many people would make a complaint about the
resolutions. This is simply just a waste of paper.

| started to use a walking stick today, and | stopped
using the walker. | will start to exercise.You know, | got
tired really fast, but | can’t give up.

In the hospital, the physiotherapist gave me an
exercise description, and | have used it all by myself
as much as | have been able to. So, my condition has
improved a lot, from sitting in a wheelchair to using a
walking stick.
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Other participants described how they tried to withhold
responsibility for their own situation themselves, expressing
optimism about their ability to be in charge of their own
situation.

I will at least try to go home because if it doesn’t work out,
I can apply for a short-term stay here at the nursing home.

[ really think that’s what’s best for me.

Almost all of the interviewees noted that they made a
huge effort to take personal responsibility for their own
health and rehabilitation.

Athospital, I was working out by walking up and down the
stairs, holding heavy things in my hands. And I walked in
the parallel bars. I exercised every day as much as I could
manage, just to improve my mobility, and I recovered. I got
help from the physiotherapist and the occupational therapist.
And I noticed that the power and mobility in my left arm

and foot improved.

The participants described responsibilities ranging from
physical rehabilitation to being responsible for their own medi-
cation in accordance with their perceived functional abilities.

Discussion

The aim of this study was to explore how people =80 years
of age experienced the transition from hospital to municipal
health care services. Two complementary themes, which
greatly affected the older patient’s experiences during care
transition, were developed through the analysis: “Participa-
tion depends on being invited to plan the care transition”
and “Managing continuity in care represents a complex and
challenging process”. The discussion was arranged accord-
ing to these themes to highlight different aspects of the care
transition process of older patients.

Participation depends on being invited to

plan the care transition

In our study, only one participant experienced formal partici-
pation, being invited to take part in a discharge meeting. The
participant felt well-informed about who would attend the
meeting and what questions and problems he could address.
This is in agreement with the findings by Bangsbo et al,> who
indicate that patient participation is affected by the patient’s
level of preparation. However, the actual influence that older
patients may exercise in such discharge meetings might be
limited by the professionals’ perception of opportunities for
postdischarge arrangements.??’

Most of the older patients in our study experienced a
more informal bedside approach, being asked about their
preferences after discharge. Previously, older patients’ pref-
erence about being actively involved in decision making was
questioned.?® 3 However, more recent research argues that
older patients do want to participate in decision making about
their care transition, but because of the inequity in power
between the patient and the professionals, the patients are
left in a vulnerable position and may therefore be reluctant
to communicate their preferences.’* This might explain
our finding that patients were waiting to be asked for their
opinions instead of taking an active approach to participating
in planning their care transition. Some of our participants
indicated that the family took part in planning the care tran-
sition. A few of them did not totally agree with their fam-
ily even though they accepted the decisions made on their
behalf. Extended support from either family or professionals
has been shown to facilitate patient participation and give
older patients a stronger position from which to influence
the decisions.??35:3¢

In our study, some patients described that they could not
recall any participation at all. Some of them made firm state-
ments that they were not asked for their opinion at all when
planning the care transition. Horwitz et al*’ found that one-
third of the older patients were given less than a day’s notice
in advance of the discharge. In addition to the professionals
spending limited time with the patient, the opportunities for
proper patient participation in the discharge planning might
be reduced.’”*® One of the patients in our study expressed
that the nurses did not do anything against his will. As such,
our findings might also illustrate the complexities of patient
participation due to relational elements, which may impede
the possibilities for participation. Similarly, Foss* found that
older patients identified themselves with a cultural under-
standing of age as being old and slow. As such, older patients
took responsibility for the lack of participation, which reflects
the tensions surrounding the conflicting holistic needs of the
patient and the hospital.**

Our findings can also be understood by characteristics
specific to older people in general, as individuals of this
generation often have lifelong experience of a paternalistic
health care system.?' In addition, older patients seem to
experience feelings of powerlessness, lack of knowledge,
and being disempowered and pacified.?'*>3% These circum-
stances contrast with proactive involvement in the process
of planning the care transition from hospital to home. As
such, the minimal participation found in our study might

Patient Preference and Adherence 2016:10

submit your manuscript

775

Dove


www.dovepress.com
www.dovepress.com
www.dovepress.com

Rustad et al

Dove

be interpreted as influenced by the attitudes of the profes-
sionals in a health care system practice where participation
is not properly established.!”**3® However, like our findings
indicate, Bynum et al*? found that some barriers to participa-
tion, such as lack of communication during medical decisions
for older patients, can be modifiable, although this research
needs further attention.

Because our findings varied from formal and informal
participation to no participation, we suggest that profes-
sionals must take the initiative to invite and facilitate older
patients’ participation in the planning of care transition. More
focus on older patient’s values and right to self-determination
are emphasized to minimize the identified deficits.

Managing continuity in care represents

a complex and challenging process

All the older patients in this study had experiences with com-
munication and information exchange. The findings show
that some participants described being well informed while
others were worried because of lack of understanding of the
information. We interpret our findings as pointing out two
important elements of the older patients’ experiences during
care transition. Without confirmation that the information
has been communicated across the health care levels, older
patients are left to trust that the home-care nurse is informed
about their homecoming and is given enough detailed infor-
mation to maintain the continuity of the hospital care. Similar
to our findings, several studies report a lack of information
continuity across health care levels, and lack of information
exchange has proven to compromise patient safety.’2241-4
Communication skills, in terms of speaking directly to the
patient, or “above the patients head”, have been shown to
affect participation negatively in discharge meetings.” As
such, our findings might indicate that older patients experi-
ence a lack of control and feel unsafe when they are talked
about but do not know what is being said.

Some of the older patients in our study explained that
the written summary of their treatment and care was diffi-
cult to understand and they expressed uncertainty about its
intentions. Two of the participants could not remember their
diagnosis and did not understand why they were admitted
to hospital. Previously, health care literacy, mild cognitive
impairment, and not being given a thorough explanation in
words that they can understand are identified as barriers to
older patient’s understanding of their own treatment and care
during care transition.**#4%

Most of our participants stated that they could contact
a health care provider if necessary, using several different

channels of communication. Knowledge of whom to contact
if necessary has been described as an important part of older
patient’s satisfaction with quality of care.* As identified
in our data, the lines of communication in the health care
system are complex and difficult to navigate, involving older
patients and their family, the general practitioner, and health
care staff on both health care levels. Clearly, there is a need
to establish a communicative relationship with older patients,
allowing them to bring forth their questions and worries in
a safe environment.

Our findings indicate that allocation of responsibility
could be experienced in several ways. This might reflect a
health care system often experienced as fragmented, with
ambiguous areas of responsibility that fail to meet older
people’s expectations and needs. Like in our study, Altfeld
et al’ found that a majority of the informants reported altered
and new needs emerging shortly after discharge, which
might explain contribution to the older patients’ experience
of insecurity regarding responsibilities.

A different kind of responsibility is seen in the participants’
expressions about their own efforts to regain health and be
actively involved. These efforts were directed by their physi-
cal strength and their perceived abilities to face the challenges
that they experienced. Such personal values and self-efficacy
are shown to be important resources for older patients for
maintaining responsibility for their own rehabilitation after
discharge, but they seem to be overlooked.**

The clarification of information and responsibilities is
identified as different but important experiences in the tran-
sition from hospital to municipal health care. These aspects
may also be seen as intertwined because insufficient infor-
mation seems to limit the older patient’s understanding and
feelings of being properly taken care of. On the other hand,
the notion of being taken care of is of less value if one does
not possess the information of how to get in touch with the
right health care worker when needed. These findings could
also be seen as a partial explanation of why older patients
participate to a limited extent in planning their care transition.
Obviously, to secure continuity of care, the communicative
relationship with older patients as well as between health care
staffacross health care levels must be improved. This in turn
would lead to better information flow, and hopefully the voice
and resources of the older patient will be more in focus.

Methodological considerations

The strength of our study is that 14 older people with various
health problems provided extensive descriptions of the
phenomena of the study. The sex imbalance in the present
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study mirrors the sex distribution in the older population
in Norway, where women tend to live longer than men.*
Several steps were taken to ensure the credibility of the study.
The interview guide was pretested by one older person who
was not included in the study. Judgments were made about
follow-up questions and when to end the data collection.
Transparency was sought through distinct descriptions of
the analytical steps and presentation of quotations. The
similarities and differences in the content that surfaced dur-
ing the interview process were discussed within the research
team. Each author carried out the analyses independently,
followed by a shared process to reach consensus. As such, our
interpretation highlights the most probable meaning of care
transitions from a particular perspective. We suggest that our
findings may be transferable to other professionals or people
in similar situations by considering the culture and context,
as well as methods of data collection and analysis.

Implications for practice

The findings of this study suggest important implications for
the formation of the patients’ rights and opportunities for
participation. Well in advance of their discharge from hos-
pital, older patients should be invited to share their opinions
and concerns about the care transition. To secure continu-
ity of care, they should be given the necessary information
to be able to participate in planning the care transition in
accordance with their preferences. Moreover, throughout
the hospital stay and the transition to municipal health care,
older patients should be kept thoroughly informed about all
the initiatives and communications made on their behalf.
The professionals who are responsible during the transition
should be referred to by name so that older patients receive
legitimate confirmation of who is responsible for them and
the continuity of their care. In addition, older patients should
know whom to contact and who is responsible for their
care. It is important to map the patients’ prerequisites in
order to tailor the care individually. Continuously mapping
older patient’s needs and preferences in the first weeks after
discharge will enable the accommodation of challenges not
foreseen before discharge from hospital. Our approach
might also create a basis for improving care transition for
cognitively impaired patients.

Conclusion

Our study identified various aspects of the care transition
process, and our findings clearly indicate that it is a complex
process with many challenges for, and requirements of, older
patients, professionals, and the health care system. To secure

continuity of care, a specific focus should be directed toward
older patient’s participation in planning care transition,
how communication and responsibilities can be organized
to formulate better policies, and the development of better
practice in serving older patients. Older patients are the
vulnerable part in the transition process, and it is important
to make their voices heard and equip professionals with
the necessary insight to meet their needs best and secure
continuity of care. Further research is needed to achieve
more detailed knowledge about older patient’s worries and
preferences during this important period of their treatment
and care to adhere to their new situation.
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Introduction

How are you feeling today?

The patient’s experiences of treatment
and care

Why were you admitted to hospital?

Can you explain how you experienced being patient in
the hospital?

Can you describe in what way you participated in plan-
ning the transfer from hospital and home/to nursing
home?

How would you describe the process of being transferred
from hospital to home/nursing home?

How did you experience the first period of being at home/
in nursing home?
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