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Abstract
Background The growing number of older adults with chronic diseases challenges already strained healthcare 
systems. Fragmented systems make transitions between healthcare settings demanding, posing risks during 
transitions from in-patient care to home. Despite efforts to make healthcare person-centered during care transitions, 
previous research indicates that these ambitions are not yet achieved. Therefore, there is a need to examine whether 
recent initiatives have positively influenced older adults’ experiences of transitions from in-patient care to home. This 
study aimed to describe older adults’ experiences of being discharged from in-patient care to home.

Methods This study had a qualitative descriptive design. Individual interviews were conducted in January–June 2022 
with 17 older Swedish adults with chronic diseases and needing coordinated care transitions from in-patient care to 
home. Data were analyzed using inductive qualitative content analysis.

Results The findings indicate that despite being the supposed main character, the older adult is not always involved 
in the planning and decision-making of their own care transition, often having poor insight and involvement in, and 
impact on, these aspects. This leads to an experience of mismatch between actual needs and the expectations of 
planned support after discharge.

Conclusions The study reveals a notable disparity between the assumed central role of older adults in care 
transitions and their insight and involvement in planning and decision-making.
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Background
The proportion of the population aged 65 years and older 
has grown rapidly in recent decades in most countries 
worldwide [1–4]. At the same time, there has been an 
increase in those with chronic diseases. This poses a chal-
lenge for healthcare systems that are already under finan-
cial strain [5]. Older adults with chronic diseases often 
need continuous healthcare services from several differ-
ent healthcare providers at once [1, 6], which is associ-
ated with higher healthcare utilization and costs [7]. 
The need for care is expected to increase further among 
older adults worldwide [8], and there are fewer individu-
als available to care for the growing number of older 
adults. This is considered one of the main challenges fac-
ing welfare societies today [9]. People with chronic dis-
eases often need help from multiple care providers and 
different levels of care, as care is not always organized to 
meet their needs [6]. The transition from in-patient care 
to home creates risks for adverse events in older adults 
[10, 11], which may affect their experience of daily life 
after being discharged due to having unmet needs, medi-
cation worries, and experienced communication gaps 
[11]. Older adults are known to be vulnerable when being 
transferred between different settings and levels of care 
[12], especially when they have chronic [13] or multiple 
chronic diseases [14, 15], or when healthcare systems are 
fragmented [12, 16, 17], as this can lead to adverse events 
affecting the individual, such as prolonged periods of 
care or death [17]. Taken together, this has led to calls for 
healthcare services to ensure coordination and continuity 
of care in care transitions [6].

The provision of healthcare services is varied among 
and within different countries. The common aim is to 
promote equality in access to, and equity in the use of 
healthcare services [18, 19]. Hence, there is no universal 
model to use for integrated care, and local adaptations 
for this is used based on local needs [20, 21]. Therefore, 
at national level actions have been taken to facilitate care 
transitions and improve interactions between healthcare 
providers when delivering care. This has been done in 
Sweden by prioritizing coordination of care transitions 
from in-patient care to home [22] as well as an ongo-
ing re-orientation of healthcare in Sweden and other 
OECD countries, in which primary care is supposed to 
be the basis for healthcare and the main point of con-
tact for individuals [23]. The main goal is to better meet 
the needs of an aging population especially those with 
chronic conditions, as well as to enhance healthcare 
efficiency, diminish avoidable hospital admissions, and 
limit specialized care use. In spite of the aforementioned 
actions, healthcare systems remain fragmented [23, 24] 
and have poor coordination between different healthcare 
providers delivering care [25–27]. Healthcare providers 
have a duty to coordinate health- and social care services 

for older adults who need support upon discharge from 
in-patient care to out-patient care (primary care), munic-
ipal healthcare, and/or social services [22]. Besides this, 
older adults who need the support have a legal right to 
participate in planning for their health- and social care 
services [28–30], based on a democratic right to shape 
their formal care and support.

In previous studies focusing on older adults’ experi-
ences of discharge from in-patient care, older adults have 
expressed a wish to be involved in their discharge [31–
34], as well as in the decision-making regarding post-dis-
charge care and support [32–36]. They have also raised 
concerns about not receiving support adapted to their 
individual needs upon discharge [32], or in case of future 
needs for support [32, 36]. Discharges from in-patient 
care to home have been studied for a long time [37–40], 
and previous research emphasizes the importance of 
continuity of care at discharge to prevent readmissions 
[41], as well as continuity of care interventions for pre-
venting short-term hospital readmission among older 
adults with chronic diseases [42]. However, in the last 
decades, there has been an increased emphasis on patient 
involvement in clinical practice and in related healthcare 
legislations [28–30]. This involves sharing information, 
decision-making, and service delivery among the people 
needing care and support and their healthcare providers 
[19, 28–30] The ongoing movement advocates for per-
son-centered care [43], which implies a shift from objec-
tifying and seeing patients as passive recipients of care, 
to instead seeing them as active partners in care, where 
health systems respond to their individual needs and 
preferences [44].

Hence, there is a need to investigate whether these 
efforts have had an impact on clinical practice from the 
perspective of older adults. Therefore, the aim of the 
study was to describe older adults’ experiences of care 
transitions from in-patient care to home.

Methods
Study design and setting
The study had a qualitative approach with a descriptive 
design [45], drawing from general tenets of naturalistic 
inquiry. Chosen deliberately in seeking to describe older 
adults’ multiple experiences of care transitions from in-
patient care to home. We obtained older adults experi-
ences through individual interviews [46], and analyzed 
using inductive content analysis [47], allowing us to pro-
vide straight descriptions [45] and descriptive summaries 
of the older adults’ experiences, close to how they were 
described [48].

The study was performed in a region in the south 
of Sweden. The Swedish welfare system is mainly tax-
funded, with a high degree of decentralization [49]. The 
responsibility for providing healthcare and social care 
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services is distributed across 21 regions and 290 munic-
ipalities [44, 50]. The regions have responsibility for 
the funding and provision of in-patient care, specialist 
care, and primary care, whereas the municipalities have 
responsibility for providing home healthcare and social 
care in people’s homes [49]. National legislation regu-
lates care transitions from in-patient care to home, and 
local adaptations are made by regions and municipalities 
based on their specific circumstances for coordinating 
discharge [22].

Recruitment and data collection
Participants were purposefully sampled [51, 52]. We used 
a criterion sampling approach as we sought to provide 
information-rich descriptions [48] of older adults’ expe-
riences of care transitions from in-patient care to home. 
We therefore had predetermined criterions for sampling 
in this study. According to the inclusion criteria, partici-
pants should be aged 65 years or older, communicate in 
Swedish, and have at least one chronic disease (e.g., heart 
failure, chronic obstructive pulmonary disease, stroke, 
or diabetes). They should also have a continued need for 
care and/or social support at home and their care transi-
tions should be coordinated among multiple healthcare 
providers. Older adults diagnosed with general cognitive 
impairment or dementia were excluded from the study. 
Healthcare professionals who worked with coordination 
of care transitions in municipalities or at hospital wards 
assisted in identifying, verbally informing, and initially 
asking older adults about their interest in participating in 
the study. A total of 22 older adults initially agreed to par-
ticipate. The first author then took the first contact with 
the older adults by phone. We had a multi-step process in 
which the older adults were provided with repeated infor-
mation about the study, participation being voluntary, 
the possibility to ask questions, including the opportunity 
to withdraw participation anytime. This was crucial in 
our study because five of the older adults withdrew due 
to a change of mind (n = 2), as well as illness (n = 2), and 
being asked not to participate by close relatives (n = 1). 
Finally, 17 participants, five men and twelve women, 
aged between 65 and 92 years (mean = 81) were inter-
viewed between January and June 2022. The participants 
were asked to choose a place and time for their interview. 
Twelve of the interviews were conducted face-to-face in 
the participants’ homes, and five were conducted by tele-
phone, all on average 25 days after discharge. All partici-
pants gave their verbal and informed consent before the 
interviews began. The written consents in face-to-face 
interviews were signed before the interviews began, and 
in the telephone interviews, they were signed and sent to 
the first author after the interviews.

Each interview followed an interview guide (see Supple-
mentary File 1), developed, and discussed collaboratively 

by the co-authors. The guide was designed to be as clear 
and unstructured as possible to obtain inductive data 
suitable for the aim of this study. The interviews started 
with an open-ended question encouraging the partici-
pants to talk freely about their experiences of being dis-
charged. Other questions were geared towards collecting 
descriptions of how their discharge was planned and 
decided upon during their hospital stay, and about their 
experiences of returning home concerning their planned 
discharge. Probing questions were used, asking the par-
ticipants to elaborate on their answers and give examples 
of their experiences. The length of the interviews varied 
between 22 and 70 min (mean = 37). All interviews were 
audio-recorded and transcribed verbatim, except one 
where the participant did not feel comfortable being 
audio-recorded. Instead, notes were taken and checked 
for consistency with the participant during, and after 
the interview. The analysis took place in parallel with the 
recruitment of older adults and data collection, during 
this process we observed saturation, indicating that no 
new information emerged [53].

Data analysis
A qualitative content analysis with an inductive approach 
[47] was performed. Using a data-driven approach 
allowed us to explore patterns of described experiences 
within the interviews while remaining closely tied to 
their reported experiences, i.e., on the manifest level 
[47]. The process of analyzing data followed several steps, 
including preparation, organizing, and reporting of data, 
and whole interviews were used as units of analysis [47]. 
All interviews were transcribed and checked for their 
accuracy against the audio-recorded interviews exclud-
ing one. In this interview, notes were taken during the 
interview in a manner that aimed to capture the conver-
sation in a format resembling transcribed audio record-
ings. This allowed us to broadly analyze the written 
interview in the same way as the transcribed interviews. 
We found no difference in the depth of the data based 
on data collection type, nor for the interview not being 
audio-recorded. All transcripts were read through several 
times to get an overall understanding of the content. The 
transcripts were then re-read while doing open coding. 
Five transcripts were independently coded, compared, 
and discussed by the first and last authors, to validate the 
coding process and promote consistency in further cod-
ing. The remaining transcripts were open-coded by the 
first author and the identified codes were then collected 
in a coding sheet in Microsoft Word. The first author did 
the initial grouping of codes into subcategories based 
on their similarities and differences. These subcatego-
ries were then discussed with the last author, revised, 
grouped, and abstracted into generic categories. Ulti-
mately, a main category was identified. All authors were 
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involved in discussions about the coding and abstraction 
process until an agreement was reached. Eleven subcat-
egories were abstracted into four generic categories and 
one main category. The subcategories describe the con-
tent in the generic categories, and the main category 
provides an overall description of the meaning of the 
content.

Results
The analysis revealed one main category “Being the main 
character but not always involved in one’s own care tran-
sition”, and four generic categories. The first three catego-
ries describing the experiences of care transitions while 
hospitalized, and the fourth describing the older adults’ 
experiences after being discharged (Fig.  1). The experi-
ences of the older adults varied, indicating diverse levels 
of involvement and influence in their care transition pro-
cesses, as well as to what degree they experienced their 
needs and expectations being met after being discharged. 
Below, the results are presented with the sub-categories 
interwoven into the overall presentation of the generic 
categories.

Having poor insight into the care transition process
The older adults described diverse experiences of how 
they had poor insight into their care transition process. 
They described themselves being provided with infor-
mation about the care transition – in verbal and/or writ-
ten form. However, this information was sometimes 
inadequate or not provided at all. Information regard-
ing support and discharge time was usually given to the 
older adults in verbal form. Medical information such as 
changes in prescribed medication were often located in 
their list of medication, often not verbally informed by 
the healthcare professionals. Discharge notices, and exer-
cise prescriptions were primarily given in written form. 

The written information was not always adapted to indi-
vidual needs, and therefore not always understood or 
possible to assimilate when being unable to read due to 
impaired eyesight. Sometimes, the older adults described 
their experience of having diminished health or own 
acceptance of needing support as perceived obstacles for 
being involved in planning and decision-making. Poor 
insight also included being notified about the time of dis-
charge, often the day before or the same day as discharge. 
This was experienced as too short notice and led to feel-
ings of uncertainty, perceiving the discharge as being 
rushed, and not being ready or prepared to go home, as 
well as losing a sense of control over their situation.

“’You can go home today. There’s a car in ten min-
utes,’ they said to me. ‘I can’t,’ I said, and that created 
a kind of awkward mood. But I think I remember 
that they came from home help services when I came 
home, but there I was without any food when I came 
home, and a little dazed.” (Woman, 93).

Poor insight was also shown where the older adults 
described leaving the hospital only being informed about, 
and only knowing that someone from the home help ser-
vices would meet them upon arrival. Some older adults 
thought that support provided at home was given rou-
tinely. There were also those older adults who described 
having poor insight in their care transition process by 
being unaware that a coordination process had taken 
place:

“I don’t know anything about that [discharge plan-
ning].” (Woman, 92).

This could be due to not understanding that they had 
attended their care plan meeting or not knowing either 

Fig. 1 Overview of generic categories and main category
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how or by whom their support had been planned and 
decided. Poor insight into the care transition process 
could also mean not being asked for their views on the 
perceived situation and need for support when coming 
home:

“I was the main character in all this, really […] but 
they were the ones that planned most of it and then 
you just tagged along.” (Woman, 76).

It could also involve not getting the choice to participate 
or exert personal influence over planned support – some-
times the planned support was experienced as predeter-
mined by healthcare professionals and next of kin.

“Yeah, when I say options, I think it’s pretty lousy to 
just force something on a person, you know, without 
asking: ‘where do you live and how to do you live?’ 
Nobody asked me that question, they didn’t care 
about that, I was supposed to walk along their path 
and that was a matter of course.” (Male, 88).

Having poor insight into the care transition could also 
relate to leaving the hospital without being aware of 
planned support or knowing only that support was going 
to be provided, but not how or when.

“No, I didn’t really know that [what support] at the 
time, no, no, I actually didn’t know that. But I knew 
that I would get all the help I needed, because it was 
the aid worker who called me at the hospital and she 
said that: ‘You can get all the help you need, X,’ she 
said, and I was very grateful for that, that they came 
several times a day if I needed it, and I knew that I 
had the help that …so I knew that I could get that, 
but it wasn’t really planned at the time.” (Woman, 
92).

There were also older adults who felt that the lack of 
information about when support was planned to be given 
at home contributed to poor insight into their care tran-
sition, leading to the experiences of the care transition 
process as being unplanned and uncertain. Although not 
being involved in the planning process between health-
care professionals and their next of kin, some older adults 
experienced having some insight into their care transi-
tion process. This was also experienced when having 
previous experiences of coordinated care transitions, or 
when being informed about the planned period of care 
and therefore knowing what to expect.

Being involved into the care transition process
Being involved in the care transition process was mainly 
described as being invited by healthcare professionals 

to share one’s personal views on the care transition. The 
older adults described their views and need for support 
at home being inquired into during their hospitalization 
in various ways. For some of the older adults, this was 
experienced when they were invited to and had face-to-
face meetings, or spontaneous talks on the hospital ward 
with various healthcare professionals – such as occupa-
tional therapists, physiotherapists, dieticians, and/or aid 
workers – about the perceived need for support at home.

“Yeah, they ask about that, if you have the resources 
to manage on your own and if anyone checks on you 
and they ask if you have home help services or a next 
of kin that comes over and so on. So they are very, 
very attentive to that, they really are.” (Male, 76).

The older adults felt involved when being invited to join 
conversations regarding their personal perception of 
their situation and need for support at home. Involve-
ment could also mean participating and engaging in 
conversations that led to the decision of having a coordi-
nated care plan meeting at the hospital before discharge. 
One older adult described her experience of being invited 
into such a conversation:

“Yes, I got to answer questions, where I said what I 
thought.” (Woman, 87).

Others described feeling involved when they were pre-
pared and informed before discharge. For example, this 
could mean being educated in self-care before discharge, 
by learning how to administer medication on their own.

“Yeah, there was a bit of reasoning about that, we 
tested out having me take my medication on my own 
and that kind of thing, so I could get used to it. Of 
course, I could do that before I went to hospital, so 
it wasn’t that big a difference. I’m diabetic, so I take 
insulin.” (Male, 66).

The older adults also felt involved when they were invited 
to talk about their expected level of independence and 
the support, they felt would be reasonable after dis-
charge, or when having preparatory and coordinated 
home visits to review the situation at home together 
with healthcare professionals from the municipality and 
in-patient care before discharge. It was also experienced 
when being invited to attend the coordinated care plan 
meeting or being informed that a coordinated care plan-
ning meeting would take place at home after discharge.

Having an impact on the care transition process
The older adults mainly described having an impact on 
their care transition process as having a choice of being 
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involved in the planning and deciding upon the support 
to be provided after discharge. There were also older 
adults who felt they had an impact when they were lis-
tened to and had their requests for support approved by 
healthcare professionals:

“Yeah, you could say that I have those requests [for 
support], of course, and I’ve had them approved, if I 
can use that word.” (Woman, 92).

Some older adults felt that they had an impact on the 
care transition process through self-determination and 
having a direct influence over planned support, includ-
ing being able to refuse support if asked about their per-
ceived needs for support after discharge.

“No, I don’t know if we talked about that. I guess 
they asked if I needed any more support or more 
help, but I said that I don’t need that, what I have is 
enough.” (Woman, 79).

There were also older adults who described that they 
felt having an impact in their care transition as they 
actively handed over responsibility to others to plan and 
decide for support in their place. This was due to vari-
ous reasons, such as not seeing their own participation 
as important, perceiving their health and energy during 
hospitalization as lacking, or trusting and feeling safe 
that healthcare professionals and next of kin planned for 
their support. For others, the longing to come home was 
greater than the desire to participate in the planning and 
decision-making in the care transition. Having faith that 
support would work at home as it had before the hospi-
tal admission was also described as a reason to hand over 
responsibility. Having an impact could also mean accept-
ing the support that healthcare staff and next of kin had 
planned only until it no longer felt necessary:

“Because I said ‘I’ll accept it as long as I feel that 
I need it,’ I said, and it was nice, as they had said.” 
(Woman, 75).

Experienced match between needs and expectations of 
support following the care transition process
The older adults described various experiences of how 
their planned support had matched their perceived needs 
and expectations at home, regardless of their experiences 
of having insight, being involved, or having an impact on 
the care transition. Those who were pleased with the sup-
port they had been provided at home described receiv-
ing support corresponding to their experienced needs or 
receiving more support than they thought they needed:

“Yes, oh yes, oh yes, more [support] than what was 
really needed, but that’s how it is. It was really nice.” 
(Woman, 75).

Not being invited to be involved in planning or decision-
making regarding future support at home or choosing 
not to be involved also led to experiences of not receiv-
ing support matching their experienced individual needs. 
This could mean getting less support than needed or 
being discharged with support that was not needed. 
Some described having an altered need for support, 
for instance, that their need for support had decreased 
due to being more independent in managing everyday 
life after having spent some time at home. The support 
provided at home was sometimes described as malfunc-
tioning in various ways. A complete or partial mismatch 
between needs and expectations of support upon return-
ing home could appear due to coordination issues among 
healthcare professionals and/or insufficient resources 
in the municipalities. There were also older adults who 
described not understanding or being aware that support 
would not be provided immediately upon their return 
home, or that further planning would take place only 
when they had spent several days at home.

“The first week when I was back home from hospi-
tal, it didn’t work and I didn’t know anything, like 
how or when they’d show up. […] Coming home felt 
unsafe, I had never experienced a week like that. I 
didn’t really know what to expect when I got home. 
My son drove me home and, well, there I was.” 
(Woman, 93).

For some older adults, the planned support did not meet 
their expectations of what planned support should entail. 
Therefore, the support did not match their expectations 
or correspond to their perceived needs for support:

“No, I had expected a bit more to happen there […], 
I wish that the home help services had shown up 
sooner.” (Woman, 74).

Having a follow-up of the post-discharge support was 
considered crucial by those for whom support had not 
worked out or was less than expected. After being dis-
charged, some older adults had follow-ups – usually at 
the hospital, in primary care, or with nurses from munic-
ipality healthcare who had given them targeted support, 
such as wound care or medication reviews. Most of the 
older adults described not having had any structured 
follow-up of the post-discharge support, especially not of 
their social support at home. A follow-up of social sup-
port was usually only performed when such support had 
a time limit.
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Discussion
This study aimed to describe older adults’ experiences of 
care transitions from in-patient care to home. It revealed 
that despite being the supposed main characters in care 
transitions, older adults often experienced poor insight, 
involvement, and impact in their care transition process, 
which is in line with the results of other studies [39]. One 
of the reasons for not being involved was experiencing 
impaired health, which studies by others confirm [54–
56]. However, we also saw that the older adults’ lack of 
involvement in care transitions was not always their own 
choice, but also depended on the degree to which they 
were invited to be involved, which is supported by previ-
ous research [57]. The involvement of patients has been 
argued to be co-determined among patients and health-
care professionals, occurring only when there are mutual 
relationships of dialogue and shared decision-making 
[58]. Ebrahimi et al. [59] found that co-creation with the 
patient is fundamental for the implementation of per-
son-centered care in an out-of-hospital setting. Despite 
evidence that adopting a person-centered approach 
enhances the discharge process and reinforces the per-
ception of patients as capable of actively participating 
in their care planning [60], both our and previous stud-
ies indicate that older adults are not always invited to 
share their perspectives [33, 61]. Our study highlights 
the importance of recognizing and addressing the diverse 
needs of older adults to be involved and have impact in 
their care transition. Also Nilsen et al. [62] found that 
older adults prefer to be involved in various degrees in 
decision-making when being discharged from in-patient 
care to home. Our results also suggest that the care tran-
sition can, from the part of the older adults, be under-
stood as a lack of collaborative shared decision-making, 
only involving healthcare professionals and not the older 
adults. This is in line with previous findings from the 
perspective of healthcare professionals and citizens [58] 
and aligns with similar insights from a study focusing on 
quality enhancements in healthcare, in which the focus in 
practice was to, for, or with patients and families [63].

The limited involvement of older adults in their care 
transition process when being discharged from in-patient 
care to home can also be due to health professionals 
focusing on care coordination over patients’ involvement 
[64–69]. Adhering to set frameworks for the discharge 
process and considering discharge planning meetings as 
a place for professional exchange rather than a place for 
dialogue where older adults are also included [67]. Poor 
insight into the care transitions is in direct contradiction 
with current legislation, where the individual’s demo-
cratic right to exercise influence over their healthcare and 
social care is emphasized and should guide the design of 
the provided support [28–30]. In our study, some older 
adults were not asked to share their personal views on 

the care transition, nor their need for support after dis-
charge, although being asked to share personal views was 
considered fundamental to feeling involved in the care 
transition. Similar findings indicate that older adults are 
frequently not encouraged to discuss their main goals 
with healthcare professionals when managing chronic 
conditions. Additionally, they also found gaps identified 
in hospital discharge planning, particularly concerning 
the absence of written discharge plans [70].

The older adults also described experiences of having 
insufficient information, sometimes not adapted to their 
individual needs. If information is available, a patient 
who is discharged from inpatient care must receive infor-
mation about existing plans for ongoing care and for 
their care after discharge [22]. The person providing the 
information must ensure that the recipient has under-
stood the content and meaning, and if necessary, provide 
the information in writing. The insufficient information 
mainly concerned the discharge process, planned sup-
port, and medications. Previous research has shown that 
patients get insufficient information about medication, 
both in care [39, 61] and at discharge [18, 71]. The older 
adults mentioned how most of the provided information 
was given verbally. In our study, we do not know what 
information regarding the care transition was de facto 
provided, but a perceived lack of provided information 
and poor insight into their care transition process left the 
older adults with a feeling of uncertainty upon returning 
home. This is consistent with previous research showing 
that if information is provided without confirming that 
it is understood, patients are left feeling uncertain [18]. 
When information is provided both verbally and in writ-
ing at discharge, older adults feel well-informed [34]. This 
underlines the need to provide both verbal and written 
information – verbal information is often forgotten [34, 
54, 72–74]. In addition, information and knowledge 
exchange between healthcare professionals and an older 
adult is shown to strengthen the feeling of being involved 
in one’s own discharge [34]. In other care contexts, being 
listened to has been shown to be important for patients 
to experience participation [65] and it has previously 
been shown that older adults want to be involved in their 
own care [31–34, 39, 66] and participate in decision-
making at discharge [32, 33, 35, 36, 75].

In our study, the older adults described different expe-
riences of how planned support was consistent with and 
adapted to their perceived needs and expectations of 
support in the home. Similar findings have been made 
regarding older adults with chronic illnesses [12], who 
have expressed concerns about not getting help tai-
lored to their individual needs [33, 37]. This may be 
because help is not always tailored to the individual’s 
perceived needs [11] or because nurses need to balance 
the patient’s legal right to self-determination against 
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what they consider to be appropriate care at discharge 
[76]. Research suggests that there is a need to focus on 
patients’ needs while also standardizing the tools used, to 
ensure both quality and coordination in integrated care 
[54]. Other studies have pointed out the importance of 
targeting patients’ needs at discharge to prevent readmis-
sions [77, 78], also, the positive effects of discharge plan-
ning in readmissions [79, 80], especially when combined 
with follow-ups [81]. Our study indicates that there is a 
notable difference between older adults assumed cen-
tral role in care transitions and their level of insight and 
involvement in planning and decision-making. The find-
ings showed that the involvement and influence of older 
adults in their care transition process still very much is 
a process of communication among healthcare profes-
sional, and not primarily a collaborative shared decision-
making process involving the older adults themselves. 
Hence, the position of older adults in care transitions 
from in-patient care to home does not yet seem to have 
changed in the Swedish context, despite previous efforts 
to strengthen the patient’s position [66, 82].

Strengths and limitations
This study has both strengths and limitations that should 
be considered when interpreting the results. Strength 
lies in the practical experience of the first author, who 
has worked with care transitions for older adults as a 
social worker for many years, providing valuable insights 
into the study’s context. Complemented by the inter-
disciplinary composition of the research team and their 
diverse backgrounds in social work and healthcare, each 
member’s unique perspective enriched the research pro-
cess, interview-guide development, and facilitated for a 
nuanced data analysis. A comprehensive description of 
context, participant characteristics, research method-
ology, and findings were provided together with several 
quotations from the older adults to provide transparency 
and to enhance trustworthiness in this study. A qualita-
tive descriptive design was deliberately chosen as we were 
interested in experiences of care transitions from the per-
spective of older adults. We considered interviews to be 
the most appropriate data collection method, combined 
with purposefully sampling our participants using a crite-
rion approach. Limitations arise primarily from sampling 
constraints, as we excluded older adults with cogni-
tive impairments or diagnosed with dementia, reducing 
the risk of recall bias and for ethical reason, as we asked 
questions about their experiences of an event that had 
already passed in time. An inclusion criterion was that 
the older adults were Swedish speaking, this might have 
excluded older adults with diverse cultural and linguistic 
backgrounds and overlooked their perspective.

Conclusion
In conclusion, our study reveals a notable disparity 
between the assumed central role of older adults in the 
care transition process and their described experiences 
of levels of involvement and influence in planning and 
decision-making. Our findings underscore the pivotal 
role of healthcare professionals in actively involving older 
adults throughout the care transition process when being 
discharged from in-patient care to home. This includes 
incorporating the patient’s preferences for involvement 
in and influence on planning and decision-making, to 
ensure that planned support aligns with their individ-
ual needs and preferences. By involving the older adult, 
acknowledging their preferences and ensuring timely and 
clear information, the care transition process from in-
patient care to home, will be more individualized facili-
tating seamless care transitions where the older adults 
are the main character in their own care transition.
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