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Summary 

Background: A successful care transition from hospital to municipal 
health care involves coordination and management of multiple factors 
tied to the patient’s treatment and care. Due to a fragmented health care 
system in the western world, several health care levels, with different 
areas of competence and financial systems, together provide treatment 
and care to older patients. At the same time, recent research finds that 
patients aged 80 years or older have different needs during care 
transition than younger older patients. Next of kin report that they want 
to help their older relative but receive little support from health care. 
Norwegian health authorities have a consistent focus on increased 
continuity across health care levels. Nurses are considered central 
during care transitions, due to their competence and their position on 
both hospital and municipal health care levels.  

Aims: The overall aim of this thesis is to explore and describe how 
patients aged 80 years or older, their next of kin, and nurses from 
hospital and municipal health care, experience care transition from 
hospital to municipal health care. The aims of the three sub-studies 
were: I. to explore how patients, ≥ 80 years of age, experience the care 
transition from hospital to municipal health care services; II. to 
understand how next of kin experience the care transition of an older 
relative from hospital to municipal health care; III. to gain increased 
knowledge about nurses´ experiences of care transitions of older 
patients from hospital to municipal health care.  

Methods: Inductive exploratory and descriptive design, using semi-
structured individual interviews, was used to capture the experiences of 
older patients and their next of kin in study I and II. A total of 14 
patients aged 80 years or older, and 13 next of kin, named by the 
patient, participated in the study. Study III, exploring the experiences of 
hospital and municipal nurses, used step-wise focus group interviews. 
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A total of 30 nurses were recruited, 16 from hospital care and 14 from 
municipal health care. Findings from study I were used as evocative 
material in the focus groups’ second meeting. All interviews in the 
three studies were analysed with content analysis. 

Results: Older patients (Paper I) and their next of kin (Paper II) 
experienced several challenges during care transition. Lack of 
participation, as well as reduced information and vague areas of 
responsibility were identified as issues which led to worries for the 
patients. The next of kin worked hard to obtain and share information 
between all involved parties. They considered themselves responsible 
for their older relative’s welfare during their care transition, and put 
efforts into helping them to get back to daily routines and activities. 
The period of care transition was emotionally difficult for them, as they 
tried to come to terms with what help they could provide, in addition to 
feeling grief for their older relative coming to their end of life. Nurses 
(Paper III) identified how collaboration was considered important in 
care transitions. However, administrative routines and altered methods 
of communication due to technological developments influenced the 
collaborative relationship between hospital and municipal nurses. 
Patient participation and the creation of long-term goals for the older 
patients’ recovery was discussed to optimise care transitions.  

Conclusion: Older patients, next of kin and nurses experienced 
multiple areas of discontinuity during care transitions from hospital to 
municipal health care. Collaboration between hospital and municipal 
health care nurses is considered essential due to their first-hand contact 
with older patients and next of kin, as well as their prominent role in 
both arenas of health care. Continuity of care for older patients and next 
of kin should be based on an approach with older patients’ needs at the 
centre. 
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Errata 

Due to an error during the procedure of publishing, the columns in 
Tables 3 and 4 do not reflect the correct chronological order of the 
analytical abstraction process, as implied in the Table heading. 

Abbreviations 

FOUSAM Joint research and development unit for 
collaboration, established in Helse Fonna health 
enterprise, which includes relevant municipalities 
and the Western Norway University of Applied 
Sciences. 

 

RN Registered Nurse. 

 

Care transition Refers to the transition from hospital to municipal 
health care, with a fluent timespan, from planning 
the transition to the time when the older patient 
feels settled at home or in a municipal institution. 

 

Next of kin The caregiver, named by the older patient, who 
provides support during the period of care 
transition. Next of kin do not have to be blood 
relatives of the older patient, despite this being 
the case in the examples in this thesis. 
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1 Introduction 

It is well known that older people often suffer from co-morbidity as 
well as deteriorating health related to increased age (Christensen, 
Doblhammer, Rau, & Vaupel, 2009; Clegg, Young, Iliffe, Rikkert, & 
Rockwood, 2013; Statistics Norway, 2013). In Norway, more than half 
of the population aged 80 years or older receive municipal health care 
(Statistics Norway, 2016). The organization of hospitals and municipal 
health care causes older patient to be transferred between different 
health care levels. Care transitions have been associated with increased 
risks as well as diverse experiences for involved stakeholders (Allen, 
Hutchinson, Brown, & Livingston, 2017). Older patients’ needs during 
care transitions are suggested to be related to age, where the oldest old 
patients report different experiences than younger older patients 
(Bobay, Jerofke, Weiss, & Yakusheva, 2010).  

Next of kin offer substantial help and support to their older relatives 
and are considered an important resource (Official Norwegian Reports, 
2011:17). However, previous research finds that next of kin who take 
on multiple roles during their older relative’s care transition struggle to 
gain influence in planning the treatment and care (Bragstad, Kirkevold, 
& Foss, 2014). Next of kin want to support their older relatives but are 
largely unsupported by health care staff and describe it as difficult to 
identify how they can best help (Giosa, Stolee, Dupuis, Mock, & Santi, 
2014; Hansen & Slagsvold, 2014). 

Care transitions across health care levels involve collaboration between 
health care staff with different perspectives, different financial systems 
as well as diverse professional cultures, which together should provide 
care for the older patient (Coleman & Boult, 2003; Romøren, Torjesen, 
& Brynjar, 2011; Røsstad, Garåsen, Steinsbekk, Sletvold, & Grimsmo, 
2013). In previous research hospital and municipal health care nurses 
experienced different challenges during care transitions, however, 
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improved understanding of each other’s contributions could possibly 
contribute to increased collaboration (Kirsebom, Wadensten, & 
Hedström, 2013; Røsstad et al., 2013).  

Norwegian health authorities use the patient perspective as a basis for 
its amendments of hospital and municipal healthcare services, 
describing how different stakeholders, with different objectives for 
their activity, together should provide treatment care for the older 
patient (Hagen & Johnsen, 2013; Report No. 47 to the Storting, 2008-
2009). This has led to an increased focus on vertical transitions across 
health care levels. 

I was first introduced to the cooperation challenges across health care 
levels in 2009, as the hospital and municipals, along with the local 
college, prepared for the implementation of the Coordination Reform 
(Report No. 47 to the Storting, 2008-2009) through establishing 
Helsetorgmodellen (later named FOUSAM, see 2.1.1). All researchers 
in the present study are nurses: however, none have direct experience 
of care transitions. Despite this, their professional background led to a 
preconception of designing a study which was clinical applicable, 
derived from the older patient and their next of kin`s experiences and 
needs during this important period of their treatment and care. In 
addition, the present thesis is based on the preconception that care 
transitions must involve both hospital and municipal health care as 
equal contributors providing for the older patient, addressing the 
perspectives of both health care levels. As such, the thesis emphasises 
practical aspects important for the continuous improvement of older 
patients care transitions, in light of the Coordination Reform (Report 
No. 47 to the Storting, 2008-2009).  

The overall aim of the present thesis is to explore and describe how 
patients aged 80 years or older, their next of kin, and nurses from 
hospital and municipal health care, experience care transition from 
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hospital to municipal health care. The thesis consists of three papers 
presented in Table 1. 

Table 1 – Schematic overview Paper I, II, III and aims 

Paper Aim 

I Rustad EC, Furnes B, Cronfalk BS, 
Dysvik E (2016). Older patients´ 
experiences   during care transition. 
Patient Preference and 
Adherence.10:769-779. DOI: 
https://doi.org/10.2147/PPA.S97570 

Explore how patients’ ≥ 
80 years of age 
experience the care 
transition from hospital 
to municipal health care 
services 

II Rustad EC, Cronfalk BS, Furnes B, 
Dysvik E (2016) Next of kin´s 
experiences of information and 
responsibility during their older 
relatives´ care transition from hospital 
to municipal health care. Journal of 
Clinical Nursing. 26 (7-8), 964-974. 
DOI: 
http://dx.doi.org/10.1111/jocn.13511 

Understand how next of 
kin experience the care 
transition of an older 
relative from hospital to 
municipal health care 

III Rustad EC, Cronfalk BS, Furnes B, 
Dysvik E (2017). Continuity of care 
during care transition: Nurses´ 
experiences and challenges. Open 
Journal of Nursing. 7(2), 277-293. DOI: 
https://doi.org/10.4236/ojn.2017.72023 

Gain increased 
knowledge about 
nurses´ experiences of 
care transitions of older 
patients from hospital 
to municipal health care 
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1.1 Outline of the thesis 

This thesis consists of two parts. Part I gives the overview and 
background for the research. Part II consists of three original research 
papers, and appendices.  

Part I is divided into sections 1-8. Section 1 and 2 provide a broad 
introduction to care transitions and its background, as well as 
information about the Norwegian health care system. In addition, a 
description is provided of cooperative initiatives that are specific for 
the region where the studies have been conducted. Section 2 presents 
research on care transitions that has been conducted from the 
perspectives of the different stakeholders represented in this thesis: 
older patients, next of kin and nurses from hospital and municipal 
health care. The thesis is grounded in conceptual and theoretical 
perspectives, which are outlined in section 3, presenting the concept of 
continuity of care, and an overview of the theory of person-centred 
practice, followed by a presentation of the aims and research questions 
of the three papers that constitutes this thesis. Section 4, methodology, 
gives a description of the study design and the methods that have been 
used, in addition to describing data analysis, ethics and an outline of 
trustworthiness, all of which have been taken into consideration 
throughout the research process. Section 5 provides a brief summary of 
the findings. In section 6, the findings are discussed both in relation to 
conceptual and theoretical perspectives as well as related to recent 
research. The section ends with an outline of possible implications of 
the research findings. Section 7 is a summarizing conclusion; followed 
by section 8, list of references. 
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2 Background 

The following section will describe the framework and development of 
the Norwegian health care system, in light of the Coordination Reform 
(Report No. 47 to the Storting, 2008-2009) as well as describing 
contextual conditions in the region where research was conducted. In 
addition, the section presents research on the experiences and 
perspectives of older patients, next of kin and hospital and municipal 
health care nurses during care transition. Comprehensive literature 
searches have been done continuously, related to publication of papers 
and writing of the thesis. 

2.1 Norwegian health care system 

The Norwegian health care system is divided into two health care 
levels. The hospitals are responsible for all specialist care and are 
financed by the Norwegian health authorities.  The municipals have 
responsibility for all long-term care, home care and primary care 
(general practitioners), and are largely financed by the municipals 
themselves and through additional governmental funding (Romøren et 
al., 2011). The Coordination Reform, introduced in 2008, and 
implemented in 2012, follows a series of restructurings of the 
Norwegian health care during the last decades. Through reorganizing 
the responsibilities of hospital and municipal health care, the reform 
aims to make health care more efficient, sustainable and to create more 
continuous treatment and care for patients. Norwegian health 
authorities use a top-down approach through financial incentives, 
reorganization and administration to implement the warranted changes 
(Report No. 47 to the Storting, 2008-2009; Romøren et al., 2011). Even 
so, the Coordination Reform continues the trend by which the patient 
and their next of kin are given a clearer position through increased 
participation. The reform also addresses the importance of holistic and 
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continuous care not only intra-sectorially but also across health care 
levels (Report No. 29 to the Storting, 2012-2013; Report No. 47 to the 
Storting, 2008-2009; Official Norwegian Reports, 1997).  

The focus of the Norwegian health authorities on coordination 
resembles what is seen in other northern and western countries; 
however the policy strategies to bridge the challenges across health 
care levels are different (Wadmann, Strandberg-Larsen, & Vrangbæk, 
2009). Similarly to Denmark, the Norwegian health authorities have 
implemented cooperation agreements between each specialist health 
care region and the municipals they are serving. The Norwegian 
Directorate of Health (Helsedirektoratet) administers the agreements, 
and the responsibility and initiative to formulate and follow up the 
agreements are with the specialist health care region (Gautun, Martens, 
& Veenstra, 2016; Rudkjøbing, Strandberg-Larsen, Vrangbaek, 
Andersen, & Krasnik, 2014; The Norwegian Specialised Health Care 
Act, 1999; Wadmann et al., 2009). In Sweden, The ÄDEL Reform was 
introduced in 1992 when the state handed over responsibility for all 
long-term care to the municipalities (Socialstyrelsen, 1996). As such, 
each municipality is accountable for coordination policies, 
implementation of care pathways and strategies to attend their 
residents’ needs (Åhgren & Axelsson, 2011). In Norway the creation of 
diagnosis-specific clinical pathways has been found to be challenging, 
as treatment and care in the municipals are more generic, serving 
patients with multiple diagnoses (Grimsmo et al., 2016).  

The Coordination Reform targets earlier discharge of older patients 
who have had a prolonged hospital stay and are waiting for municipal 
health care, or who have received treatment that could have been 
performed within municipal health care services (Report No.47 to the 
Storting, 2008-2009). In Norwegian municipalities, a purchaser-
provider model, closely linked to New Public Management ideology, 
was implemented during the late 1990s (Vabø, 2012). This 
reorganization marked an increasing focus on quality in municipal 
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health care – as part of a move to a more transparent health care 
services (Vabø, 2012). However, the reorganization also led to 
fragmentation of the health care services, and there are extensive 
municipal differences in how the purchaser-provider organization is 
conducted as well as variations in levels of professional flexibility 
experienced by the health care staff (Wollscheid, Eriksen, & Hallvik, 
2013). During the same period there have also been changes in the kind 
of health care services provided by the municipals, where home care 
has increased, on behalf of institutional care and domiciliary help 
(Otnes, 2015). Several municipal institutions have also been 
reorganized to provide acute medical care instead of long-term care, as 
patients are being discharged from hospital still in need of treatment 
(Grimsmo, 2013; Otnes, 2015). As such, these patients, admitted from 
hospital to a short term stay in nursing homes before being discharged 
to home care, often experience additional care transitions and 
fragmented health care, which is the opposite of the aim of the 
Coordination Reform (Grimsmo, 2013).  

The Coordination Reform has been described as providing directions 
for future health care. The reform is evaluated and followed by new 
proposals to further improve the identified challenges (The Norwegian 
Directorate of Health, 2016b). The most evident effect of the 
Coordination Reform is the reduced number of days the patient is 
admitted to hospital. However, this must be seen in comparison with an 
increase in readmissions in the same period, which is associated with 
early discharge and with whether the patient has previously received 
municipal health care after a previous discharge (The Norwegian 
Directorate of Health, 2016a). Norwegian municipalities are diverse, in 
terms of number of inhabitants, demography and financial 
preconditions for establishing proper health care for their inhabitants. 
Future directions indicate a need to ensure a more equal health care 
service across municipalities (Report No.26 to the Storting, 2014-
2015).  The gap between hospital and municipal health care is still 
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evident, and strategies to create more continuous patient care are 
described through further developing standardized patient pathways. 
Hospitals are in particular responsible for extending their standardized 
care pathways to include municipal health care. An additional concern 
is the altered need for competence as the patient flow is redirected 
across health care levels, which requires structures for exchange of 
necessary competences between health care staff (Report No.11 to the 
Storting, 2015-2016; Åm, 2015).  

2.1.1 Local cooperation strategies concerning health 
care 

The present research took place in the local region of Helse Fonna 
health enterprise, which is constituted by three local hospitals, 
providing specialist health care to 170,000 citizens, in 19 urban or rural 
municipalities. The region has a long tradition of cooperation across 
health care levels. As a result a joint collaboration was initiated 
between Helse Fonna specialist health care, all municipalities in the 
region, and the local university college (Western Norway University of 
Applied Sciences) (http://www.helsetorgmodellen.net). An important 
decision within the Helsetorgmodellen was to establish a joint Research 
and Development unit (www.FOUSAM.no) inviting representatives 
from all three stakeholders (Figure 1).  



Background 

9 

 

Figure 1 – FOUSAM. Research and development unit for collaboration 

The main objective of FOUSAM was to facilitate research and 
development across health care levels, creating a platform for 
cooperation and project management. The purpose was therefore to 
identify areas of special importance and relevance for the region’s 
population and, as such, people older than 65 and with poor health or at 
risk of poor health were identified as important target groups. In 
addition, professional networks had been established by hospital and 
municipal health care staff to gain increased knowledge about different 
aspects of care regarding various diagnosis and groups of patients. 
Within FOUSAM, dialogue meetings between hospital and municipal 
health care staff were arranged to draw up health care plans for patients 
across health care levels and to create a mutual understanding of each 
other’s contributions (Helsetorgmodellen.net). This unique model of 
collaboration has been defined as pioneering in Norway, and FOUSAM 

FOUSAM 
R&D unit for 
Collaboration 

Helse Fonna 
local health 

authority  

Western 
Norway 

University of 
Applied 
Sciences 
(HVL) 

19 
municipalities 
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has been described as a model for replication in several public reports 
(Cronfalk et al., 2017; Report No.18 to the Storting, 2012-2013).  

2.2 Care transition  

During recent decades, the distinctive treatment and care that patients 
receive at separate health care locations has been given comprehensive 
attention within research in order to counteract its unwarranted 
consequences for patients (Coleman & Boult, 2003; Enderlin et al., 
2013; Naylor et al., 1994). Models such as the Transitional Care Model 
(Naylor et al., 2009) and the Care Transitions Program (Coleman et al., 
2004) are examples of well-known nurse-led models expanding the 
follow-up of the patient across health care settings. Both models are 
based on a conceptual understanding of transitional care, defined as “a 
set of actions designed to ensure the coordination and continuity of 
healthcare as patients transfer between different locations or different 
levels of care within the same location” (Coleman & Boult, 2003). In 
addition, transitional care underlines the importance of enabling the 
older patient to be involved in decisions during planning of their 
transitional care, as they are often the only thread that ties the health 
care levels together (Coleman, 2003). 

 

Figure 2 – Overview of care transition from hospital to municipal health care of older 
patient 

Municipal 
health care 

Hospital 
care 

Older 
patient 
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Of importance, and in contrast to other frameworks, transitional care 
emphasises a change of settings. However the definition of transitional 
care does not mark a timely start or end-point of the process (Holland 
& Harris, 2007), as shown in Figure 2. There is an important 
conceptual distinction between transitional care which addresses the 
actions of coordination during care transition, and the concept of care 
transition, which is used as an indicator of the actual transfer from one 
location to another (Coleman & Boult, 2003). Care transition, as 
defined by Coleman & Boult (2003) is the conceptual foundation for 
the present thesis. Recent research from the perspectives of the older 
patients, next of kin and hospital and municipal health care nurses will 
be presented below. 

2.2.1 Older patients  

Research addressing characteristics of older patients often finds that 
patients express concerns about this time-limited, yet important period 
of their treatment and care and the often altered life situation that 
follows (Gabrielsson-Järhult, 2016). Old age is associated with 
increasing physical disorders as well as psychological strain due to 
ageing and alterations of life conditions (Clegg et al., 2013; Holm & 
Severinsson, 2013).  Older patients are also found to take on a personal 
role characterised by modest requests, rather than being active 
consumers demanding their participatory rights (Foss, 2011). In 
addition, what we know is largely based on patients who are 65 years 
or older (Allen et al., 2017). To our knowledge, fewer studies have 
focused on care transition for patients aged 80 years or older. This is 
despite previous studies that have identified age-related differences of 
care transitions (Allen et al., 2017; Bobay et al., 2010; Coffey & 
McCarthy, 2013). Age-related differences are also supported by 
Norwegian statistics (Otnes, 2015).  
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Care transitions of older patients have been widely investigated in 
recent decades (Naylor et al., 1994). However, previous research has 
often targeted isolated parts, which has not allowed for a depiction of 
the entire care transition experience of the older patient. Care 
transitions are associated with older patients experiencing lack of 
information and participation (Bångsbo, Dunér, & Lidén, 2014; 
Dyrstad, Laugaland, & Storm, 2015; Foss & Hofoss, 2011), 
compromised safety, such as increased risks of medication errors 
(Knight, Thompson, Mathie, & Dickinson, 2011), as well as unmet 
needs and practical obstacles (Andreasen, Lund, Aadahl, & Sørensen, 
2015). Recent developments in care transitions of older patients are 
described in a larger meta-synthesis by Allen et al (2017), who identify 
older patients striving for independence and, as such, being in need of 
self-management preparations and support. Older patients are found to 
actively use strategies such as questioning and negotiation to 
understand what is going to happen during and after the care transition. 

In their paper, Bragstad et.al (2012) found that patients aged 80 years 
or older described how having someone present when arriving home, 
together with receiving adequate formal help, was important for a 
successful care transition from hospital to home. It has also been 
argued, by Hvalvik & Dale (2015) that older patients often feel a lack 
of dialogue during care transition and, as such, experience 
dehumanization which in turn might make it more challenging to 
master the alterations in their life situation.  

2.2.2 Next of kin 

In this thesis, the next of kin is defined as the caregiver, named by the 
older participants, who had regular, informal and non-paid supportive 
contact prior to, and during the care transition. This is in line with 
Norwegian law (The Norwegian Patients´ Rights Act, 1999), which 
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states that caregivers do not need to be a blood relative of the patient, 
despite this being the case in the examples in this thesis. 

Previous research on next of kin`s caregiving has dealt with various 
perspectives. One major issue has been how next of kin are affected by 
the strain and impact on their well-being that follows their caregiver 
role. It has been identified that despite the strain and stress, most next 
of kin simultaneously report well-being and that the efforts are 
worthwhile. Caregiving by next of kin has in previous research been 
found to vary with cultural differences and family norms as well as 
political context and type of welfare system. It is suggested that 
countries with developed welfare systems reduce the expected 
responsibilities of next of kin to care for their older relatives, and they 
are given a role of agent between the older patient and the formal health 
care services (Blomgren, Breeze, Koskinen, & Martikainen, 2012; 
Daatland, Herlofsen, & Lima, 2011). In addition, an increased level of 
impairment is related to increased caregiver burden (de Almeida Mello 
et al., 2016). Previous research also identifies gender differences, where 
women tend to provide more care and emotional support to their older 
relatives compared to men, who offer more practical help. Daughters 
are also found to take on a protective role that is burdening: however 
sharing responsibilities with other family members is experienced as 
positive (Hansen & Slagsvold, 2014; Hartmann et al., 2016). There are 
slightly different findings in regard to whether the next of kin is living 
in the same household as the older patient and/or whether the next of 
kin has full-time employment, which is found to have positive effect on 
their experienced stress. (Bastawrous, 2013; Hansen & Slagsvold, 
2014; Toljamo & Laukkala, 2012).  

Previous research has also focused on next of kin roles in the process of 
discharge from hospital. Different preferences are described about 
taking part in decision-making and discharge planning on behalf of 
their older relative: however, next of kin describe their role as 
advocating on their older relative’s behalf if needed. This is 
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experienced as a heavy responsibility to carry during a stressful period 
of hospitalization (Digby & Bloomer, 2014; Popejoy, 2011). Research 
on participation during care transitions across health care levels has 
found that next of kin take on an active role when the older patients are 
unable to do so. However, to gain influence and take part in the 
decision-making on behalf of their older relative is experienced as 
difficult (Bragstad et al., 2014). These findings resemble other studies 
where older patients describe their next of kin role changing from being 
in charge to having minimal influence when the older patient was 
hospitalized (Lowson et al., 2013). A similar outcome is found when 
older patients are admitted to nursing homes (Eika, Espnes, 
Söderhamn, & Hvalvik, 2013). Next of kin’s continuous perception of 
being responsible for the patient during different trajectories of 
treatment and care is also identified in other studies (Plank, Mazzoni, & 
Cavada, 2012). Few studies have focused on next of kin’s more general 
experiences during older relatives’ care transition across health care 
levels. In the important study by Giosa et al (2014), using a grounded 
theory approach, it was identified that next of kin feel capable of 
helping their older relatives during care transitions, however, given the 
stressors in the situation, they experience it as difficult to identify how 
they should contribute, and describe a need for support and education 
from health care staff. More recently, Hvalvik & Reierson (2015) argue 
that next of kin experience vulnerability at the same time as they take 
responsibility on behalf of their older relative. In addition, the care 
transition process was found to influence the next of kin’s life in both 
existential and emotional ways.  

2.2.3 Nurses 
This thesis has a nursing professional perspective. Multiple professions 
are involved in care transitions, however, previous research finds that 
nurses are “front” figures and collaboration usually takes place between 
nurses across health care levels, leaving out physicians, 
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physiotherapists and other professions (Johannessen & Stehaug, 2014). 
This is in spite of the challenging nature of intra-professional 
collaboration between nurses across health care levels and therefore we 
need more knowledge about their perspectives. From the viewpoint of 
home care nurses, Eija and Marja-Leena (2005) found that timely and 
adequate information, along with cooperation across health care levels, 
were important success factors during hospital discharges. Transfer of 
information across health care levels is seen as an important service 
during care transitions, and has been widely investigated, finding that 
poor information quality compromises patient safety (King et al., 
2013). In addition, information transfer across health care levels is 
dependent on several barriers related to the individual nurse, 
cooperation between involved health care staff, as well as 
organizational factors (Olsen, Østnor, Enmarker, & Hellzén, 2013).  

There is a considerable amount of research from the hospital 
perspective, addressing various aspects of the discharge process. 
However, discharge planning is found to consist of several different 
functions, and is not always associated with an increase in older 
patients’ self-reported readiness for discharge, as discharge planning to 
a larger extent involves organizational factors. Nurses are also found to 
have low adherence to discharge planning procedures, due to 
competing tasks (Graham, Gallagher, & Bothe, 2013; Laugaland, Aase, 
& Waring, 2014; Mabire, Büla, Morin, & Goulet, 2015).  

Electronic messaging is found to reduce patient risks during care 
transition: however, nurses do not yet take full advantage of the 
technological benefits (Melby, Brattheim, & Hellesø, 2015). In line 
with the Norwegian government’s future directions, the Norwegian 
study by Røsstad et al. (2013) attempted to develop standardized care 
pathways across hospital and municipal health care levels. However, 
disease-based care pathways that are the usual approach in hospital 
care, were not found to be a sufficient tool for municipal care due to the 
comorbidity that the older patients suffered from. The differences 
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between health care levels have consequences for the cooperation 
between hospital and municipal nurses. Kirsebom et al. (2013) 
identified nurses’ needs and willingness to collaborate. However, 
hospital and municipal nurses addressed different challenges of care 
transitions as hospital nurses found it difficult to decide when the 
patient had finished his/her treatment. Municipal nurses often received 
patients late and with a lack of information and inaccurate medications.  
Importantly, Hellesø and Melby (2013) discovered how care transitions 
in Norway are largely influenced by negotiations between the health 
care staff from hospital and municipal health care levels during care 
transitions. These negotiations are seen as a parallel process to the 
formalized discharge procedures, described as a result of different 
perspectives as well as professional cultures between hospital and 
municipal health care. 
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3 Conceptual and theoretical framework 

Within qualitative research, theories offer comprehensive explanations 
and descriptions of complicated phenomenon and problems (Reeves, 
Albert, & Hodges, 2008). This research has been guided by the concept 
of continuity of care, as well as the theory of person-centred practice 
during the creation of the study design, and these concepts also 
provided perspectives for the interpretation of findings. The concepts 
and theories described in the following sections are intended to 
highlight different facets of the experiences of older patients, their next 
of kin and nurses from hospital and municipal health care during care 
transition. Continuity of care refers to a more patient-focused 
coordination of health care services, however, it goes beyond the direct 
experience of the patient (Gulliford, Naithani, & Morgan, 2006), while 
person-centred practice describes qualities of care, provided holistically 
and based on each individual persons’ needs and aspirations 
(McCormack & McCance, 2017).  

3.1 Continuity of care 

Continuity of care is a multi-dimensional concept (Figure 3), which is 
often used and associated with quality of treatment and care within both 
nursing and medicine (Freeman & Hjortdahl, 1997; Haggerty et al., 
2003; Hellesø & Lorensen, 2005; Sparbel & Anderson, 2000b; van 
Servellen, Fongwa, & D´Errico, 2006). Continuity of care is also 
described in the Coordination Reform as a goal for holistic health care 
(Report No.47 to the Storting, 2008-2009). The concept has been 
defined and measured in different ways, within different health care 
services and contexts, and is related to other concepts such as 
coordination of care and transitional care (Crilly, Chaboyer, & Wallis, 
2006; Holland & Harris, 2007; Sparbel & Anderson, 2000a, 2000b; van 
Servellen et al., 2006). Continuity of care is also argued to hold 
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different dimensions in municipal health care and hospital care where 
the latter often describe continuity of care as seamless health care 
services, involving coordination and communication through complex 
treatment and care trajectories, either intra-organizationally or through 
planning discharge. In municipal health care continuity of care is often 
described as a relational quality within the general practitioner-patient-
relationship, as well as within service provision (Crilly et al., 2006; 
Freeman & Hjortdahl, 1997; Gulliford et al., 2006). Haggerty (2003) 
argues that the concept involves two core dimensions that are viable in 
all contexts; continuity of care is provided individually to each patient, 
and continuity of care is provided over time. Continuity of care, defined 
as “the degree to which a series of discrete healthcare events is 
experienced as coherent and connected and consistent with the 
patient´s medical needs and personal context” (Haggerty et al., 2003, 
p. 1221) is the conceptual perspective of this thesis.  The definition 
comprises organisational elements as well as professional practice, but 
its core component is the patient’s experience of the health care 
services they receive. Continuity of care is, as such, seen as an outcome 
as well as a value in itself (Gulliford et al., 2006). Four different types 
of continuity of care are presented in the following (Figure 3); 
management continuity, informational continuity and relational 
continuity, as described by Haggerty et al. (2003), and inter-
organizational continuity as described by Hellesø and Lorensen (2005). 
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Figure 3 – Overview of different dimensions of continuity of care 

The management dimension of continuity of care comprises the 
coordination of health care illnesses that require several health care 
providers (Haggerty et al., 2003). Management continuity is sometimes 
described as unperceived by the patient, as long as the coordination and 
collaboration between health care staff is working properly, for 
instance through care plans or other professional tools (Haggerty, 
Roberge, Freeman, & Beaulieu, 2013). However, from the patient’s 
perspective, availability of health care services and seamless care 
transitions are identified as important attributes of management 
continuity (Waible, Henao, Aller, Vargas, & Vázquez, 2012). In 
addition, management continuity is sometimes perceived as a 
prerequisite for informational and relational continuity to occur (van 
Servellen et al., 2006). 

Informational continuity refers to the use of information to link 
previous episodes of treatment and care to the present and the future, as 
well as linking different providers to each other. Information refers 
both to written documentations about treatment and care, as well as the 
health care providers’ memorized personal knowledge of the patient 
(Haggerty et al., 2003). However, in later research, information is 
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described as a tool for enabling the patient to take an active part in their 
own treatment and care. The importance of informational continuity is 
particular evident as informational discontinuity is found to be 
burdensome for the patient (Haggerty et al., 2013). Informational 
continuity has been a focus for a vast amount of research, in particular 
looking at concerns about care transitions across health care levels 
(Hellesø, Lorensen, & Sorensen, 2004). 

Relational continuity is defined as “an on-going therapeutic 
relationship between a patient and one or more providers” (Haggerty 
et al., 2003, p. 1220). Relational aspects between the health care 
provider and the patient are highly valued by the patients and are often 
described as trust (Haggerty et al., 2013). The definition highlights two 
elements, namely the quality of the relationship between the patient and 
the health care staff, and predictability and consistency in the group of 
health care staff who are caring for the patient (Haggerty et al., 2003; 
Waible et al., 2012).  

Inter-organizational continuity, developed by Hellesø & Lorensen 
(2005), addresses continuity across health care levels and different 
health care organizations, which adds an additional dimension to the 
continuity of care described above. The concept is pictured as both a 
process and as a targeted outcome of a care transition (Hellesø & 
Lorensen, 2005). Inter-organizational continuity consists of an 
individual as well as organizational perspective, where the latter in 
particular is concerned with formal and informal structures that 
coordinate and systematize complex care transitions where many health 
care providers are involved (Hellesø & Lorensen, 2005). The individual 
perspective targets relational aspects between the patient as well as 
health carers, and the quality of provision of continuity of care (Hellesø 
& Lorensen, 2005).  
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3.2 Person-centred practice 

A growing body of literature within research, politics and health care 
organisations has recognized the approach of person-centred practice 
(Edvardsson, Sandman, & Rasmussen, 2008; McCormack et al., 2015; 
O´Dwyer, 2013; World Health Organization, 2015). It has in particular 
won great influence in nursing older patients (McCormack, 2003). 
There is broad agreement in the literature about the underpinning value 
of treating the person as an individual, positioning the patient at the 
centre of health care (Kitson, Marshall, Bassett, & Zeitz, 2013). 
Individualized care should be based on thorough knowledge and 
understanding of the patient’s life situation, aspirations and abilities 
(McCormack & McCance, 2017). The present thesis is based on 
person-centred practice, as described by McCormack and McCance 
(2017): the term has recently been changed from person-centred care, 
to sustain a more inter professional approach (McCormack & 
McCance, 2010).  The framework addresses four constructs of person-
centred practice (Figure 4): prerequisites for delivering care; the 
environment or context of the care; person-centred processes in terms 
of activities for delivering the proper care; and finally person-centred 
outcomes referring to the expected consequences of the care. The 
constructs are mutually dependent as each one is a necessary 
prerequisite for the others fulfilment, which will ultimately lead to 
person-centred outcomes for the patient (McCormack et al., 2015). An 
additional supplement has been made to the person-centred practice 
framework in suggesting macro context as an influential prerequisite. 
Macro context involves four components; health and social care policy, 
strategic frameworks, workforce developments and strategic leadership 
(McCance & McCormack, 2017). 
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Figure 4 – Framework of person-centred practice based on McCormack and McCance 
(2017) 

Despite the eminent and influential position of person-centred practice 
in recent years, the approach has received criticism for being too 
philosophical and diffuse, which makes person-centred practice 
difficult to use in a clinical setting (Berghout, van Exel, Leensvaart, & 
Cramm, 2015; Scholl, Zill, Härter, & Dirmaier, 2014). More recent 
initiatives within the field of person-centred practice have been to 
develop models and care pathways to implement and measure effects 
on continuity of health care services (Røsstad et al., 2013; Ulin, Olsson, 
Wolf, & Ekman, 2016). Person-centred practice is suggested to 
promote a different psycho-social position of the patient to the 
consumerism which has been influential in health care services in 
recent decades (O´Dwyer, 2013). Through delivering health care 
services, across health care levels, in agreement with patients’ needs, 
instead of focusing on organizational provisions, person-centred 
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practice is argued to improve continuity across health care levels 
(Juhnke & Mühlbacher, 2013).  

3.3 Aims and research questions 

The overall aim of the present thesis is to explore and describe how 
patients aged 80 years or older, their next of kin, and nurses from 
hospital and municipal health care, experience care transition from 
hospital to municipal health care.  

3.3.1 Paper I 

The aim of this study was to explore how patients who are ≥ 80 years 
of age experience the care transition from hospital to municipal health 
care services, based on two research questions:  

– 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? 

3.3.2 Paper II 

The aim was to understand how next of kin experience the care 
transition of an older relative from hospital to municipal health care. 

3.3.3 Paper III 

The aim of this study was to gain increased knowledge about nurses´ 
experiences of care transitions of older patients from hospital to 
municipal health care, based on two research questions:  
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– How do nurses experience continuity during care transition of 
older patients from hospital to municipal health care?  

– How would nurses describe an optimal care transition? 
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4 Methodology 

This chapter will describe the reasoning and underpinnings of the 
chosen study design and methods followed by an outline of the 
analysis, considerations of trustworthiness and ethics of the research 
presented in this thesis. 

This study is qualitative in nature. In general, qualitative methodology 
provides tools for exploring social phenomena and human experiences 
(Polit & Beck, 2012). Interaction between researcher and participants is 
essential to build the trust and mutual understanding needed to clarify 
and conceptualize the perspectives (Kvale & Brinkmann, 2010). Within 
the qualitative methodological approach, this study employs an 
inductive exploratory and descriptive design, using individual 
interviews to capture the experiences of older patients and their next of 
kin. Exploratory research is often used when little is known about how 
an issue is experienced, to bring forth a clearer understanding (Blaikie, 
2010). The current study is explorative because of the novelty of 
bringing together patient, next of kin and nurses. The descriptive part of 
the study seeks to accurately present the topic at stake. The differences 
between explorative and descriptive approaches are vague: however, 
there might be a preconception of descriptive as more rigorous (Blaikie, 
2010). 

4.1 Study design 

The overall aim of this thesis is to explore and describe how patients 
aged 80 years or older, their next of kin and nurses from hospital and 
municipal health care experience care transition from hospital to 
municipal health care. Compared to quantitative methods, which aim at 
rigorously measuring causes and effects, a qualitative approach intends 
to get an in-depth understanding (Polit & Beck, 2012). Previous 
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research on discharge planning finds varying values and priorities 
between older patients, next of kin and health professionals (Denson, 
Winefield, & Beilby, 2013) which suggest that care transitions should 
be explored and described from a multiple stakeholder perspective. The 
conceptual framework of the study encourages care transitions to be 
judged by the patient (Haggerty et al., 2003). In addition, health 
reforms in recent years have initiated a change of perspective where the 
patient comes first (See chapter 2.1). At the time when the study was 
planned, there had been little research attention on how care transition 
was experienced by the oldest patients and their next of kin. We 
developed the design with the intention of foregrounding their voices, 
which made older patients and next of kin the natural starting point of 
the study. Based on previous descriptions of cooperative initiatives in 
the health enterprise established under FOUSAM (see 2.1.1), we 
decided that Study A would be conducted within the FOUSAM region. 
A schematic of the study design is presented in figure 5.  
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Figure 5 – Schematic of study design 

4.1.1 Paper I and II 
Based on the aims and research questions a descriptive and explorative 
design was chosen to capture the experiences of older patients and their 
next of kin. Semi-structured interviews were conducted to gather data. 
Within social research, interview is reckoned to be the most frequently 
used method (Aase & Fossåskaret, 2014). Described as an intentional 
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conversation following a pre-decided structure and topic, research 
interviews aim to construct new knowledge (Kvale & Brinkmann, 
2010). Semi-structured interviews follow a thematic question guide, 
structured to such an extent that the main topics are discussed, but loose 
enough to further discuss experiences described by the informant that 
might surface during the interview (Kvale & Brinkmann, 2010). Aase 
& Fossåskaret (2014) argue that each interview is a singular meeting 
between researcher and participant, shaped by cultural, emotional and 
cognitive preconditions: this implies that each interview must be 
adapted to the participant and the specific situation. In relation to the 
topics in the present thesis, care transition might not be a situation 
where patients have reflections and meanings other than the actual 
transportation between locations. In addition, we assumed that care 
transition might be experienced differently if the patient was discharged 
healthy and well, compared to patients being discharged with a 
deteriorating health and worsened sickness. As such, a semi-structured 
interview-guide was developed on the basis that the interviews would 
largely take shape from the older patients’ stories about what had 
happened during their admission to hospital and following discharge to 
municipal health care (See Paper I, page 86 and Appendix 1, page 136).  

4.1.2 Paper III 
When the study was designed, there was increasing attention on the 
advantages of dialogue across health care levels, and in the Helse 
Fonna region, initiatives such as FOUSAM (see 2.1.1), which 
encouraged cooperation across health care levels, were established. To 
our knowledge, minimal research had been conducted to obtain the 
perspectives of municipal health care. Therefore we wanted to utilize 
the window of opportunity and the willingness of the municipalities in 
the region to design a study that safeguarded the perspectives of nurses 
on both health care levels. To explore the experiences of nurses from 
hospital and municipal health care, focus groups were perceived to be 
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an appropriate way of gathering data in addition to facilitating the 
reflective dialogue between hospital and municipal health care nurses. 
Our intentions were to encourage discussion of the different 
frameworks of understanding that might exist between nurses 
representing different health care levels, and to gain further insight into 
the care transition process that might not have been highlighted through 
individual interviews, in line with Kitzinger descriptions of the 
advantages of focus groups (1995). Malterud (2012) describes using 
facilitating material in focus group research, steering the group 
discussions in a wanted direction. Such an approach would take 
advantage of focus groups’ pedagogic function (Kamberelis & 
Dimitriadis, 2011), and contribute to valuable insights for participants 
(Malterud, 2012). The research questions in Paper III are twofold. 
Based on the practical limits of conducting a focus group, for example 
the range of topics to discuss within a given timeframe, and the 
intention of creating a reflective process for the participants, it was 
decided to conduct two meetings per focus group. According to 
Hummelvoll (2008) multi-stage focus groups can reach a higher level 
of abstraction, to create knowledge that goes beyond the specific 
situation.  In addition, through asking questions concerning future care 
transitions, we aimed to stimulate an expression of ideas for 
improvement and debates between participants from both health care 
levels, in line with Kitzingers descriptions (1995). Findings from the 
patient study were used as evocative material for the focus group study, 
and were in addition an opportunity to bring forth the voices of the 
older patients (See Appendix 2, page 138).  
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Table 2 – Overview participants and data collection 

Paper Participants Data collection Data analysis 

1. Older 
patients´ 
experiences 
during care 
transition 

14 older 
patients 

Individual 
interview 

Content 
analysis 

2. Next of kin´s 
experiences of 
information and 
responsibility 
during their 
older relatives´ 
care transitions 
from hospital to 
municipal health 
care 

13 next of kin Individual 
interview 

Content 
analysis 

3. Continuity of 
care during care 
transition: 
Nurses´ 
experiences and 
challenges 

30 nurses, 16 
working in 
hospital and 14 
from municipal 
health care 

Focus-group 
interviews 

Content 
analysis 

 



Methodology 

31 

4.2 Methods  

4.2.1 Participants  

4.2.1.1 Paper I  

Recruitment and data collection for Paper I and Paper II were done 
simultaneously. The papers address care transition of older patients and 
their next of kin from hospital to municipal health care. Within 
qualitative research an important aim is to select a sample that can 
provide rich descriptions of the phenomena studied and provide a 
proper answer to the research question (Polit & Beck, 2012). As such, 
Registered Nurse (RN) at a medical, surgical and geriatric ward at a 
local hospital prior to discharge recruited a “convenience sample” of 
older patients, with a planned care transition to municipal health care. 
Convenience sampling means recruiting participants that are available 
and willing to participate. The recruitment was done in accordance with 
predetermined criteria (Table 3). To ensure enough participants in the 
study, one inclusion criterion was set to ≥ 80 years of age. After the 
patient and their next of kin had signed the informed consent 
(Appendix 4, page 148 and Appendix 5, page 151), their contact 
information was given to ECR. The older patients participating in our 
study represented a varied selection with different characteristics and 
paths of care transition. They were recruited from a local hospital. A 
total of 18 older patients agreed to participate. However, 4 participants 
withdrew prior to the interviews, due to deteriorated health after 
discharge from hospital. The older patients belonged to 5 different 
municipalities of different sizes and organization of health care 
services. When 1 of the older patients was contacted to schedule the 
interview, she withdrew the name of the next of kin that she had 
previously stated. Due to the assumed contributions of this patient to 
share her valuable experiences with the research study, it was decided 
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to go forward with the interview even though she no longer fitted the 
inclusion criteria. During the interview it came up that the next of kin 
she had named was a neighbour and friend, as she did not have 
relatives. She did not want to burden them any further than the 
assistance they had contributed when she was hospitalized and 
discharged. All interviews with the older patients were done at their 
location, either at their home or in a municipal service apartment, or at 
a nursing home if the participant was admitted to a short-term stay 
(Rustad, Furnes, Cronfalk, & Dysvik, 2016). 

Table 3 – Inclusion criterions Paper I, II and III 

Older patients Next of kin Hospital and 
municipal nurses 

Older patients ≥ 80 years 
of age 

Be related to older, 
admitted patients agreeing 
to participate in the study  

Work as a registered 
nurse 

Admitted to medical, 
surgical or geriatric ward 

Have regular contact with 
the older patient 

Be employed in 
hospital or municipal 
health care 

Planned discharge to 
municipal health care 

Speak and understand 
Norwegian 

Work with care 
transition of older 
patients on a daily 
basis 

Being able to understand 
and answer questions 
about their care related 
experiences 

  

Having next of kin 
agreeing to participate in 
the study  

  

Speak and understand 
Norwegian 
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4.2.1.2 Paper II 

Next of kin were recruited through the older patient, who named the 
relative or person that they felt closest to during this period of treatment 
and care. All next of kin were family, related to the older patient. The 
adult children consisted of 7 daughters and 4 sons (Table 4). A total of 
7 adult children lived in the same municipality as their older parent, 2 
adult children lived in the neighbouring municipality while 2 adult 
children lived on the opposite side of the country or in a foreign 
country (Rustad, Cronfalk, Furnes, & Dysvik, 2016). Next of kin were 
interviewed at location by choice, participant’s office (n=1), at ECR´s 
office (n=3), or at the older patients’ or their own home (n=9). 

Table 4 – Background data of participants (Paper I and II) 

Patient Age Next of 
kin 

Age Municipal health care 

Female 87 Daughter 55 New user home care 

Female 89 Daughter 62 Short term nursing home and 
home care 

Female 87 Daughter * Home care 

Male 88 Son 64 Home care  

Female 89 **  Home care 

Male 86 Wife > 80 Rehabilitation in nursing home 
and home care 

Female 94 Son 58 Home care  

Female 81 Daughter 47 New user home care 

Female 84 Daughter 63 Home care (service apartment) 
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Female 92 Daughter 62 Home care (service apartment) 

Male 87 Wife > 80 Home care 

Female 90 Daughter 65 Nursing home 

Male 91 Son 60 Home care  

Male 88 Son 62 Home care  

 

* Age unknown, ** No next of kin 

4.2.1.3 Paper III 

Nurses attending a postgraduate course at a local University College 
were recruited to the study. The selection of participants by 
convenience sampling had great potential to illuminate the research 
questions (Malterud, 2012). To bypass the hindrance of nurses often 
working busy schedules in large municipal geographical areas, or being 
tied to a hospital ward during their shift, postgraduate students were 
seen as a convenient way of gathering enough participants with 
sufficient experience. In addition, a few participants were recruited 
from a local hospital in order to ensure equal distribution of 
participants’ affiliation. After being given information about the study 
(Appendix 6, page 153), volunteers for participation signed a list and 
were later contacted by ECR with practical information. Participants 
were divided into five focus groups (A-E) by ECR (Rustad, Cronfalk, 
Furnes, & Dysvik, 2017), with the intention of creating groups with 5-7 
participants each, with equal numbers of participants from hospital and 
municipal health care. This is in line with the literature’s 
recommendations for group dynamics (Malterud, 2012). However, 
some of the participants chose to attend different focus groups from 
where they were assigned which contributed to a certain variation in the 
group sizes. The sample represented different municipal health care 
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services, as well as different municipalities organized with different 
administrative approaches to assigning health care. A total of 30 RN 
participated in the study. 16 nurses represented hospital care, being 
employed in medical or surgical wards in 5 different hospitals from 2 
different regional health authorities. In addition, 14 nurses were 
recruited, employed in home care, nursing homes or rehabilitation 
centres in 9 different municipals from 5 different counties in 3 different 
regional health authorities (Rustad et al., 2017). Participants’ 
experiences as RN ranged from 0,5 -26 years (average 10 years). The 
gender distribution was skewed with more women (n=28) than men 
(n=2) participating in the study. All focus group interviews were 
conducted at the campus of the participants’ University College, during 
their lunch break or in the afternoon, using an appropriate meeting 
room. 

4.2.2 Data collection  

4.2.2.1 Paper I and II 

Prior to the interviews with the older patients and their next of kin, a 
thematic interview guide was developed (Rustad, Furnes, et al., 2016) 
(See Paper I, page 87 and Appendix 1, page 137). A pilot interview was 
carried out with 1 older patient not included in the final material. In 
agreement with the patient, the interview was carried out to test the 
interview-guide, as she did not fit the inclusion criteria. The interviews 
were carried out a few weeks after the patient was received in 
municipal health care. The interviews with older patients and their next 
of kin were attempted to be done separately, however 2 interviews 
were, by the patient’s request, done simultaneously. Due to these 
patients’ hearing impairment or physical limitations 1 wife and 1 
daughter was asked to be present, which underlined these patients’ 
vulnerability. In addition, due to geographical distance, 1 next of kin 
was interviewed by phone. All interviews were done by ECR and tape 
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recorded in agreement with the participants. Interviews with older 
patient lasted from 27-96 minutes, and interviews with next of kin 
lasted from 18 until 82 minutes.  

4.2.2.2 Paper III 

The interviews were carried out with one moderator (ECR) and one 
trained observer, following an interview-guide (See Paper III, page 
115). An interview-guide balances the need to support the interview 
through standardizing the questions, whilst being flexible enough to 
underpin the discussions that might surface during the interviews 
(Malterud, 2012). In our study, using multiple focus groups (A-E), the 
interview-guide was used to ensure that the same questions were asked 
across the focus groups, but still allowed the groups to thoroughly 
discuss each topic (Rustad et al., 2017). At the beginning of each focus 
group it was underlined that all participants would be given time to 
have their say. Prior to focus-group interview 1, all participants 
received the interview-guide by email. Between focus-group meeting 1 
and 2, all participants were emailed a summary of the main impressions 
of interview 1, which was written based on the tape-recorded 
interviews and the agreements of the moderator and the observer. In 
addition, they received quotations from the patient-study (Appendix 2). 
The quotations were condensed into meaning units selected from the 
various sub-themes in the analysis in Paper I. The quotations were read 
through at the end of focus group meeting 1, to familiarize the 
participants with its contents. They also received the interview-guide 
for focus-group meeting 2, along with practical information about time 
and place for the interview.  

4.3 Data analysis paper I, II and III 

The analysis in all three papers was based on qualitative content 
analysis as described by Graneheim and Lundman (2004). Historically, 



Methodology 

37 

content analysis can be can be traced back to the 17th century and has 
been described as a research method as well as an analytical approach 
(Downe-Wamboldt, 1992; Graneheim & Lundman, 2004). In the 
seminal work of Berelson (1952) content analysis was mainly used 
numerically and often referred to as quantitative. Due to its broad 
applicability in describing and interpreting characteristics of a text, 
content analysis has become one of the most common analyses in social 
research during the last decades, and is found in a large body of 
literature. The article of Hsieh and Shannon (2005) is considered a 
major advance addressing the usual distinction within content analysis 
between the quantitative and qualitative approach and they sort 
qualitative content analysis in three different classifications. Content 
analysis can, as such, be performed differently in accordance with the 
epistemological underpinnings of the study (Hsieh & Shannon, 2005; 
Krippendorff, 2013; Patton, 2015). Within qualitative content analysis 
there is broad agreement that the initial steps of the analysis are 
inductive. However, the later analytic steps are described variously as 
inductive and deductive approaches (Elo & Kyngäs, 2008; Hsieh & 
Shannon, 2005; Patton, 2015). As such, the flexibility of content 
analysis, and the lack of a shared stepwise agreement about how the 
analysis should be performed, can also be argued to make the approach 
imprecise and complex. 

All three data sets represent variations in narrations and linguistic 
characteristics and qualities which somewhat influence the data 
analysis. According to Krippendorff (2004), research questions are the 
targets for the content analysis. In Paper I, given the nature of the 
patient-interviews that were narrations of the older patients´ 
experiences of their care transition, often reflected upon through 
previous life incidents, the research questions in the study became 
important tools to demarcate the answers in the text that corresponded 
to the aim of the study. In Paper II, next of kin gave more precise 
answers to the interview questions, which allowed for the usage of 
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technological assistance during the analysis, and NVIVO version 10.1.1 
was used on the first 5 steps of the content analysis, followed by Office 
Word on the latter steps of the analysis. In Paper III, the focus group 
interviews with nurses, focus group meeting 1 (group A-E) was 
analysed separately from focus group meeting 2 (group A-E). No 
technological assistance was used in the analysis of Paper III. All 
researchers took part in the analyses in all three papers. In cases of 
ambiguity, the transcribed text or the recorded interviews were 
consulted, and the interpretations represent the most plausible 
interpretation based on agreements among the researchers. The 
analyses was performed in the following steps: 

1. Transcription of the interviews 
2. Read through the text several times to get a sense of the 

whole 
3. Identify meaning units 
4. Condense the meaning units to make the large material more 

manageable 
5. Code the meaning units 
6. Create categories by grouping content by similarities 
7. Interpret theme, underlying meanings 

4.4 Ethics  

All participants were informed about the study orally and in writing, 
and had to sign a written form of consent (Appendix 4, 5 and 6). They 
were assured of full confidence and could withdraw from the study at 
any time. The study was approved by Norwegian Social Science Data 
Service and The Regional Committees for Medical and Health 
Research Ethics, project number 2010/3342 (Appendix 3).  
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4.5 Research quality 

One major question rooted in qualitative research is how one can 
establish trust or confidence in the results so that others feel safe acting 
upon them (Lincoln & Guba, 1985). The criteria to establish this kind 
of judgement varies between different research traditions, however, in 
the following, and in accordance with Graneheim and Lundmans 
suggestions (2004), the conceptual approach of trustworthiness by 
Lincoln and Guba will be used. Several initiatives where taken 
throughout to ensure the quality of the study findings. 

4.5.1 Credibility 

The concept of credibility refers to the process of conducting the study 
to enhance the trust of the interpretations and findings (Lincoln & 
Guba, 1985). Initially, the interview guide for Paper I was tested on one 
older patient whose response was not included in this study. In 
addition, the interview guide for Paper III was tested on one focus 
group constituted by academically employed nurses with long clinical 
experience as well as research experience.  

In Paper I and II, we included participants of different backgrounds, 
different paths of treatment and care and various relations to their next 
of kin in order to produce rich descriptions of care transition 
experiences. In Paper III, about nurses’ experiences of care transition, 
the sampling approach contributed to participants representing a wide 
selection of hospitals as well as municipalities, nationwide. Through 
triangulation of different sources of experiences of care transition 
across the three Papers that constitute the thesis, broad descriptions are 
provided, which also give the opportunity to compare the appositeness 
of the interpretations and findings. The studies have also used multiple 
investigators as well as different methods of data collections.  
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One other approach to increase credibility is to identify meaning units, 
codes and categories that fit the data during the analytic process. In 
Paper I, focusing on the older patients, the data consisted of a large 
body of material where the patients often put the care transition 
experiences within a larger framework as they evaluated their lifetime 
experiences. Through a prolonged process of getting to know the data 
and the stories of the participants, the research questions were used as 
guidance to illuminate the aim of the study. In Paper II and Paper III, 
about the next of kin and nurses, the interviews were concise and the 
selection of analytical framework proved easier.  

Member checks, where the data and findings are presented to the 
stakeholders of the phenomenon being researched, were carried out for 
Paper III. Each focus group interview was followed by a discussion 
between moderator and observer of the main impressions. In addition to 
the transcripts, these were written in a report that was sent to the 
participants, for additional comments or corrections. The report was 
also addressed in the beginning of the second focus group interviews, 
where the participants’ opinions were requested about the previous 
interview as well as about the report.  

4.5.2 Dependability and confirmability 

Dependability refers to reliability within the quantitative research 
tradition, holding judgements about the stability of the study findings 
based on its potential for replication (Lincoln & Guba, 1985). 
Confirmability is understood as the consistency of the data and findings 
of the study (Lincoln & Guba, 1985). An underlying assumption of our 
analysis is the acknowledgement that a text can be read from several 
perspectives and does not possess a single meaning (Krippendorff, 
2013). To strengthen confirmability of the studies, all analysis was 
done separately and discussed in the research group. In cases of 
ambiguity, the quotations were discussed by the authors until consensus 
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was reached. Presenting quotations from the interviews to illustrate 
both diversities and similarities in the participants´ experiences ensured 
transparency. 

The data material that laid the ground for this thesis was produced 
during the period 2011-2015. The Coordination Reform was introduced 
in 2008-2009, and implemented in 2012 (Report No.47 to the Storting). 
The interviews of older patients and their next of kin were conducted in 
2011, at the very beginning of the Coordination Reform. As such, one 
might anticipate that the consequences were not evident for the patients 
at this point. Older patients today might experience the care transition 
differently. However, Paper I and II find that the care transition is 
partly influenced by formalized circumstances where the Coordination 
Reform might have had a positive influence during later years. At the 
same time, experiences of care transition also affect personal 
dimensions, that from a lifetime perspective might be applicable today. 
The focus group interviews for Paper III were conducted in 2014/15, 
and were therefore after the implementation of the Coordination 
Reform. Implementation of structural changes as proposed in the 
reform is time consuming. Based on our findings, large municipal 
variations in care transitional procedures indicate that this 
implementation process is time consuming, which might suggest that 
similar findings as ours might also be applicable today. The focus 
group interviews were performed with one moderator and one observer 
who had long experience in conducting focus group interviews. To 
ensure dependability, the same written interview-guide was used in all 
focus groups (A-E). 

4.5.3 Transferability 

The concept of transferability holds a different meaning from 
generalizability, as it refers to the researchers openly putting forward 
the necessary information for others to judge whether the findings 
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could be transferred (Lincoln & Guba, 1985). In all papers, methods are 
clearly described. The findings are presented with quotations from the 
participants´ descriptions, giving the reader access to the data as well as 
the abstraction process of the analyses. Transferability should be 
decided by the reader judging the culture and context of the study and, 
as such, its applicability (Graneheim & Lundman, 2004). Care 
transitions from multiple stakeholders address a challenge of 
international relevance. Exchange of experiences in these matters is of 
importance, and we suggest our findings are relevant for all health care 
providers working with these issues.  
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5 Findings 

In the following, a brief presentation of the findings in each Paper is 
given. 

5.1 Paper I 

The analysis resulted in two themes: “Participation depends on being 
invited to plan the care transition” and “Managing continuity of care 
represents a complex and challenging process”. Only a few of the older 
patients described formal participation in planning their care transition 
and future care needs. One patient was invited to an interdisciplinary 
meeting, and described being well prepared and informed. An informal 
bedside question about their future needs was the most common 
experience. In addition some of the participants described that their 
family had taken part in this process on their behalf. A few patients also 
described not participating in planning their care transition at all.  

All participants were very concerned about information and 
communication between all stakeholders during their care transition. 
Their concerns where related to whether the information was 
transferred properly between hospital and municipal health care and 
some expressed insecurity about their obligations concerning the 
written documentation they were given at hospital, what information it 
held and if they supposedly should have passed it on to municipal 
health care. In addition several participants described how they could 
get in contact with health care if needed, through informal as well as 
formal channels of communication. All participants described 
experiences of varying responsibilities during care transition. Some of 
them were relieved, as the care transition was followed by an increase 
in the health care they received, while others wanted to restore their 
situation, returning to life as it was prior to being admitted to hospital 
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with only minor help from municipal health care. In addition 
participants were concerned with their own responsibilities for their 
health and rehabilitation, describing efforts ranging from rehabilitation 
training to taking care of medications. 

5.2 Paper II 

The analysis resulted in one main theme; “Next of kin balance multiple 
tasks during older relatives´ care transitions”, which was abstracted 
from two sub-themes; “Next of kin strive to fulfil informational needs”, 
and “Next of kin take responsibility for the older relative”. Our 
participants´ stories described their efforts to balance their care in a 
way that they found appropriate for their older relative, while still being 
considerate of the older relatives’ integrity and autonomy. Their 
position as bystander to the care transition was in particular evident 
concerning the informational flow during care transition. The necessity 
of knowing how the health care system works, and especially municipal 
health care, was emphasized. Many next of kin lacked this knowledge. 
Receiving information about their older relative’s health status was also 
described as challenging.  The older patient informed some relatives, 
while others had to trace information about their health status 
themselves; often because the older patients´ misunderstood the 
information they received. Next of kin also provided information, being 
an intermediary between the older patient and health care. Sometimes 
this was motivated by themselves or the older patient, at other times it 
was requested by health care staff either at hospital or municipal health 
care services. One common concern was how to get hold of health care 
staff when they wanted to provide information about their older 
relative.  

Next of kin described taking responsibility for their older relative 
during care transition. One major task was described as helping the 
older relative restore the disruption of hospitalization through 
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motivating them to continue daily activities and routines. All next of 
kin also had reflections about what kind of health care and assistance 
they perceived their older relative needed. Most of our participants 
shared their responsibilities with other family members. They made 
arrangements to overlap each other’s contributions, and described the 
older patient as in charge themselves, but the family role was to oversee 
the situation making sure that everything worked out satisfactorily. 
Only a few next of kin described health care as a sharer of their 
responsibilities. In addition to taking care of their older relative, next of 
kin also had to accommodate changes in their own daily living. The 
responsibilities were described as heavy, and in particular the two 
wives had to balance managing their role as a caregiver with not 
compromising their own health and situation. In addition, the 
hospitalization and the deterioration of their older relatives’ health 
status led next of kin to reflect around life inevitably coming to an end, 
which by some was experienced as a grieving process.  

5.3 Paper III 

The first research question was analysed within the theme 
“Administrative demands challenge terms for collaboration”. The 
second research question was analysed within the theme “Essentials for 
nursing determine optimal care transition for older patients”. Hospital 
nurses described care transitions as stressful when many of the 
arrangements were made during the last few hours prior to sending the 
patient to municipal health care. On the contrary, municipal nurses 
described care transition as being dependent on the preparations done 
by hospital nurses. If something were forgotten, they had to invest 
considerable time in making necessary arrangements, for example if 
medications were wrong. Nurses on both health care levels missed the 
opportunity of dialogue by phone to request or provide necessary 
information, and to get a broader understanding of the patients’ 
situation as well as offering training in situation where needed. Many 
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participants described being directed to a case manager who was 
holding a more administrative perspective and often could not 
sufficiently carry forward nurses’ professional judgements. As such, 
care transition was framed by administrative routines, and limited 
professional collaboration between hospital and municipal nurses.  

During the focus group interview, hospital and municipal nurses 
discussed their differences of perspective of older patients’ health status 
and the levels of care and assistance that they were in need of.  Hospital 
nurses usually considered the patient as being too frail for home care, 
while municipal nurses experienced that older patients often managed 
very well as soon as they were back in their own home. Agreeing upon 
levels of assistance should to a much greater extent involve the 
patients´ opinions and it was suggested that this was explicitly 
requested in the nursing documentation system. In addition, 
collaboration about one common, long-term goal for the patient, could 
extend the perspectives of the patient’s treatment and care, ensuring 
collaboration and commonalities also if the patient was readmitted to 
hospital. Administrative routines, such as short notices about the 
patients being discharged, often led to frustrations for both hospital and 
municipal nurses as well as the patient who was not given time to 
digest their situation. In addition, preferably all involved should have 
access to all written information. Large variations were described 
among the different municipalities about their preconditions for 
receiving patients from hospital care. 
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6 Discussion 

The overall aim of this thesis is to explore and describe how patients 
aged 80 years or older, their next of kin, and nurses from hospital and 
municipal health care, experience care transition from hospital to 
municipal health care. In this section, the main findings as well as 
methodological considerations will be discussed. 

6.1 Discussion of main findings 
The discussion of the main findings is guided by the notion that 
different stakeholders have different perspectives, needs and challenges 
during the care transition. In the following section our findings, which 
support existing knowledge and add to the body of research on this 
topic, will be highlighted. 

6.1.1 Older patients` challenges with participation 

during care transition 

The older patients (Paper I) experienced minimal participation in 
planning their care transitions. This finding was supported by hospital 
nurses (Paper III), who described reduced times of admission, busy 
schedules, and extensive administrative duties, as priorities. Both 
nurses and the older patients described indirect ways of participation, 
through the engagement of next of kin. In Norway, patients’ 
participation is a legal right, strongly promoted by health authorities 
(Report No.47 to the Storting, 2008-2009; The Norwegian Patients´ 
Rights Act of 2 July, 1999). Similarly to our findings, older patients’ 
lack of participation is known from previous research, despite their 
value of autonomy and independence, and wanting to take part in 
decisions (Denson et al., 2013; Dyrstad et al., 2015; Foss & Hofoss, 
2011).  
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Implicit in the definition of continuity of care is the depiction of the 
patient in a twofold role: taking an active part in health-related decision 
making, as well as having opinions about the continuity of care by 
reporting experienced discontinuity and suggestions for improvements 
(Armitage & Kavanagh, 1998; Aspinal, Gridley, Bernard, & Parker, 
2012; Crilly et al., 2006; Haggerty et al., 2013; van Servellen et al., 
2006; Waible et al., 2012). Two of the older patients in the present 
study experienced situations where lack of participation left them in 
danger, which compromised their safety. However, the older patients 
had nowhere to report their incidents. Only a few of them described a 
level of participation that could correspond with the consumer role in 
continuity of care (Armitage & Kavanagh, 1998; Waible et al., 2012). 
Previous research has found that older patients position themselves 
differently in relation to participation in discharge planning, and their 
position is influenced by themselves as well as multiple external factors 
(Bångsbo et al., 2014).  

In the concept of continuity of care the patient’s proactive involvement 
and the patient’s personal agency is an important attribute (Aspinal et 
al., 2012; Haggerty et al., 2013). However, patients must be enabled by 
health care staff to undertake such a position during their treatment and 
care (Haggerty et al., 2013). Based on our findings, this raises a 
question of how this relates to more vulnerable and sick patients, who 
are not able to have proactive involvement. In addition, the concept of 
continuity of care stands in stark contrast to our findings where older 
patients lack opportunities and communication channels to evaluate the 
care transition. We suggest that older patients’ opinions should be 
formalized and requested in the written documentation system, to 
enhance their participation and bring to the forefront their valuable 
opinions to the relevant nurses in hospital as well as municipal health 
care. This is in line with findings in previous research where nurses 
have an important role in encouraging and facilitating patient 
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participation (Tobiano, Bucknall, Marshall, Guinane, & Chaboyer, 
2015).  

In addition, an active patient role should also involve the opportunity to 
evaluate the care transition afterwards with the relevant nurse. The 
ideological underpinnings of the Norwegian health care services are 
described as putting the older patients in a consumer role (Vabø, 2012). 
However, a change of focus towards person-centred practice might 
represent a shift of values, giving the patient a different position in 
relation to active involvement (McCormack & McCance, 2017). 
Providing care in accordance with older patients’ needs during care 
transition implies more formalized channels for the patient to express 
their opinions as a documented statement followed by all involved 
health care staff.  

6.1.2 Older patients` and next of kin`s challenges with 
information during care transition 

The older patients wanted information about care transition, and 
information about which health care staff they could contact if needed. 
Our findings support recent research on informational needs of adult 
hospitalized patients (Sefcik et al., 2016). Previous research has often 
focused on health care staff transfer of information across health care 
levels (Allen, Ottmann, & Roberts, 2013; Kirsebom et al., 2013). From 
the perspective of older patients, information is frequently seen as part 
of a broader preparation for hospital discharge prior to the care 
transition (Gabrielsson-Järhult, 2016). The older patients in our study 
expressed, inter alia, confusion about the medical reports given at 
discharge, because they did not understand their content and intention. 
On the other hand, next of kin lacked information about how health 
care services work, whom they could contact if they had questions, and 
how they could give and receive information about their older relative. 
The present findings clearly highlight that information should be 
adapted to the receiver and their particular needs. In a meta-synthesis 



Discussion 

50 

Allen et al. (2017) found that older patients and next of kin use active 
strategies like questioning, information seeking and negotiation to get 
the necessary knowledge about the care transition.  

The older patients in our study were concerned about the information 
that was communicated between nurses from hospital and municipal 
health care about their treatment and care. This information is usually 
transferred electronically, and does not involve the older patient 
(Kirsebom et al., 2013). As a measurement of quality, continuity of 
care has been found to be associated with patient satisfaction (van 
Servellen et al., 2006). Patients’ experiences of continuity of care are 
described as emotions, in terms of feelings of safety and confidence 
rather than seamless coordination (Haggerty et al., 2013). Related to 
our findings, the older patients’ worries might be seen as an expression 
of their lack of control and vulnerability, as inadequate information 
could compromise their treatment and care. The present findings 
underline the importance of providing adequate and continuous 
information that is highlighted within continuity of care. (Haggerty et 
al., 2013).   

Next of kin often lacked important information about their older 
relative’s medical situation, as they did not have proper channels for 
communication. Similarly to our study, Denson et al. (2013) found that 
protecting older patients’ autonomy without compromising their safety 
is important. Next of kin in our study described this as a delicate matter 
where thorough knowledge about the older patients’ capabilities of 
giving and receiving information about their own treatment and care is 
crucial. In person-centred practice, next of kin have a central role in 
guiding nurses based on their familiarity with the patient (McCormack 
& McCance, 2017). Research on discharge preparation has found that 
older patients have reduced capability of receiving and understanding 
information while hospitalized (Palonen, Kaunonen, Helminen, & 
Åstedt-Kurki, 2015). This underlines the importance of using next of 
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kin as an additional resource for the patient when conveying 
information or in decision-making.  

The older patients and their next of kin used informal sources of 
information while relying on friends and their extended network if they 
were unsure. In Norway, preventive home visits are suggested as one 
way of providing information about municipal health care to older 
persons, preparing them for future disease-related incidents which 
might occur (Tøien, Heggelund, & Fagerström, 2014). Clearly, lack of 
information about how the health care system works hampers next of 
kin´s opportunity to assist the older patient during their care transition. 
Municipals should make such information easily available for next of 
kin, well in advance of medical incidents, to enable them to take an 
active part in the care of their older relative. In addition, many next of 
kin described how information about the municipal health care system 
was only available on the Internet, which was not a preferred source of 
information for many of them. We suggest that in addition to the online 
information, brochures about municipal health care, next of kin´s legal 
rights, as well as contact information, should be automatically sent out 
to the next of kin named by the older patient, prior to -or parallel with- 
the older relatives’ discharge to municipal health care. 

 

6.1.3 Older patients` and next of kin`s challenges with 

responsibility during care transition  

Older patients were worried about who was responsible during their 
care transition. Coordination of care transitions involves tasks for 
hospital and municipal health care nurses where the older patient is not 
involved, described as management continuity of care (Haggerty et al., 
2003). In a meta-summary, Haggerty et al. (2013) found that patients 
were not aware of these mechanisms, and therefore assumed that 
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everything was organized and coordinated, as long as everything 
worked out and no errors were experienced. In relation to the present 
study, it seems plausible that the older patients are not feeling safe 
during the care transition, rather they are alert and feeling unsafe, 
worried if anything goes wrong, and planning for what to do if it 
happens. In addition, Norwegian municipal health care has extensive 
interpersonal discontinuity as older patients receive care from different 
nurses (Gjevjon, Eika, Romoren, & Landmark, 2014). Related to our 
findings revealing older patients’ lack of information and their 
confusions about nurses’ areas of responsibility, this might be a 
supplementary explanation for their concerns.  

The older patients considered that their own responsibility was to take 
care of their own health on a level they could manage. These findings 
provide additional nuance, suggesting that their energy and resources 
are focused on what they feel to be manageable. Next of kin felt a 
general responsibility for their older relative’s welfare and offered 
major assistance, helping them regain their health and independence. 
Older patients’ independence is considered important in preventing 
their institutionalization (Denson et al., 2013). In addition, some next of 
kin said it was difficult to decide on the appropriate extent of their help 
and support. None of them was given help and guidance by health care 
staff in this process, which seemed personal and guided by feelings of 
guilt. Several studies describe cultural differences in how next of kin 
experience responsibility towards their older relatives. However, few 
studies focus on the details of deciding the level of assistance. 
(Hartmann et al., 2016).  

Importantly, next of kin in our study described care transition as a 
period of grief as they observed their older relative becoming 
increasingly unwell. They provide extensive help and support to their 
older relatives, preserving and reflecting their identity. This requires 
increased recognition of next of kin and acknowledgement of their need 
to be in the centre of care in stressful situations (Morhardt & Spira, 
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2013). Involved nurses should assist next of kin in clarifying their role 
and contributions, as well as understand and support their needs for 
care during care transition.   

The present findings suggest that next of kin need enablement and 
support in order to sustain their contributions towards their older 
relatives. This might be of particular importance during the period of 
changes that care transitions represent. Next of kin´s contributions and 
care are essential, and their interaction with health care services is 
necessary in creating a sustainable health care services that reflects the 
needs of the older patient (Report No.26 to the Storting, 2014-2015). 
Nurses are expected to collaborate with next of kin, being familiar with 
the patients’ personal needs in the situation (McCormack & McCance, 
2017). However, Morhardt and Spira (2013) argue that this might lead 
to a polarization between the older patient and their next of kin. In 
recent years, the Norwegian health authorities have increased 
recognition of next of kin´s responsibilities and efforts leading to an 
increased obligation on municipalities to provide extended support to 
next of kin with heavy caregiving burdens (The Norwegian Directorate 
of Health, 2017; Report No.26 to the Storting, 2014-2015).  

6.1.4 Hospital and municipal health care nurses` 

challenges and proposals during care transition  

Our findings provide insight into care transitions as a hectic period 
largely influenced by extensive administrative routines, taking nurses’ 
focus away from the older patient and their needs. There was 
agreement that short notice of older patient’s discharge hindered the 
opportunity to provide proper care for and preparation of the older 
patient and their next of kin. In addition, short notice led to limitations 
on the collaborative opportunities between hospital and municipal 
health care nurses. Norwegian health authorities have increased 
cooperation between hospitals and municipal health care through 
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statutory health care agreements, providing detailed information about 
responsibilities (The Norwegian Municipal Health Care Services Act, 
2011; The Norwegian Specialised Health Care Act, 1999). This 
approach provides an expedient framework for cooperation on an 
organisational and administrative level, but has less influence on 
collaboration between provider levels (Gautun et al., 2016; Martens & 
Veenstra, 2015). Clearly, our study suggests that in order to advance 
care transitions, health care agreements must safeguard functional 
aspects sustaining clarity of responsibilities while enhancing the 
opportunity of making professional judgements based on each older 
patient’s needs.  

Electronic transfer of information was considered an important 
advance, protecting patients from risks, and making information more 
available. Previous research has similar findings (Melby et al., 2015; 
Olsen et al., 2013). However, nurses lacked the opportunity for 
professional dialogue. Municipal case managers were perceived as 
intermediaries that put further limitations on hospital and municipal 
health care nurses’ collaborative communication. Care transitions are 
guided by the goals of the different participating stakeholders (Hellesø 
& Melby, 2013). Norwegian municipalities are often organized with 
case managers that coordinate and administrate available health care 
services (Vabø, 2012). However our findings reveal that case managers 
were often asked to provide additional information between hospital 
and municipal health care nurses or discuss concerns which did not fit 
in the electronic documentation systems. This was explained as being 
performed poorly and inconsistently as the municipal case managers 
lacked the perspectives and insight of the caring nurses.  This finding is 
of importance as, to our knowledge, there is limited research on the 
influence of New Public Management organization on nurses´ planning 
of care transitions. One possible explanation could be that in recent 
years electronic developments and administrative agreements have led 
to modification of informational flow and altered collaborative 
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partnerships between nurses. When transfer of information was strictly 
electronic, nurses were concerned about the limited opportunity to 
invite municipal nurses to hospital for tutoring when needed. Exchange 
of competence and necessary tutoring was explained to come about 
through polite inquires, often through a verbal invitation. Care 
transitions apparently involve additional qualities that are not fully 
attended to in electronic transfer of information, leading the nurses’ 
collaborative efforts in a different direction. 

Inter-organizational continuity of care as described by Hellesø and 
Lorensen (2005) contains an individual dimension referring to the 
person-to-person relationships, and an organizational level pointing at 
the coordination of the many-to-many provisions. Related to the 
present findings, nurses’ experiences of extensive administrative 
routines as well as collaborative challenges between hospital and 
municipal health care services, might point to situations where 
individual and organizational levels are incongruent. This corresponds 
with the Norwegian Health Authorities’ particular efforts on the 
organizational level in improving the coordination of Norwegian health 
care (Romøren et al., 2011). Future initiatives should attend to both 
organizational dimensions and individual dimensions, to ensure 
continuity between hospital and municipal health care.  

There was agreement between hospital and municipal health care 
nurses that their care should extend across the actual care transition and 
one suggestion from this thesis is to form a collaborative relationship 
between hospital and municipal health care nurses and the older patient 
to create a long-term goal for the older patients´ recovery. A shared 
long-term goal for nursing across health care levels would be consistent 
with patient-centred practice, with an improved opportunity to preserve 
the older patients’ authenticity. Authenticity is described as a person’s 
aspirations, goals and unique set of values, where the nurses’ task 
would be to help the older patient to realize their full potential in the 
situation (McCormack & McCance, 2017). The theory of person-
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centred practice has been criticised for not describing clear activities 
when the patient is in the centre of care (Morgan & Yoder, 2012). In 
relation to care transitions from hospital to municipal health care, one 
preconception for person-centred practice is that all nurses coincide in 
their perception of the care that should be provided. In addition, all 
involved nurses should be familiar with the older patients’ values, 
personal goals for their treatment and care, and potential for recovery. 
As such, a person-centred approach challenges health care services 
beyond the mere coordination of care transition.  

In the region where this study is carried out, FOUSAM has been a 
facilitator of dialogue-meetings between health care staff in hospital 
and municipal health care, to enhance knowledge about the opposite 
health care levels and affect collaborative initiatives that might 
strengthen professional cooperation. Similar understanding was 
observed in our focus groups, where differences of perspectives 
changed to a common concern for the older patient. Our observations 
are in line with previous research (Dyrstad & Storm, 2016). 

6.1.5 Summarizing portrayal of challenges 

The complexity of challenges during care transitions involves several 
health care levels, multiple stakeholders with different goals, as well as 
a vulnerable group of older patients.  

The present study finds that older patients have worries during care 
transition from hospital to municipal health care concerning lack of 
participation, reduced information and vague areas of responsibility 
between hospital and municipal health care nurses. Many next of kin 
experienced being left on the side-line during care transition, despite 
their important contributions helping and supporting the older patient, 
and their legal rights (The Norwegian Patients´ Rights Act, 1999). The 
Norwegian Directorate of Health has recently published guidelines 
about next of kin`s legal rights and their own needs (The Norwegian 
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Directorate of Health, 2017). Next of kin are essential in meeting future 
challenges providing health care to an increasing ageing population. 
Care transitions for the older patient and their next of kin should be of 
mutual concern for both hospital and municipal health care nurses, as 
equal partners. This requires different professional cultures to 
intertwine across health care levels and together contribute to 
strengthen the older patient and their next of kin`s positions in hospital 
and municipal health care to ensure proper treatment at the right place 
and time, as stated in the Coordination Reform (Report No.47 to the 
Storting, 2008-2009). Norway, compared to other countries, scores 
lower on information and coordination between health care services 
(Skudal, Sjetne, Bjertnæs, Lindahl, & Nylenna, 2016). 

A theoretical approach to the vertical challenges can be seen in 
continuity of care and expected outcomes for the patient in person-
centred practice. The patient is expected to experience a proper 
continuity of care as a feeling of security, safety and confidence, and to 
have a role as an active agent (Haggerty et al., 2013). In person-centred 
practice the patient is expected to be satisfied with their care, to be 
involved, have a feeling of well-being, and create a therapeutic alliance 
(McCormack & McCance, 2017). Person-centred practice mainly 
addresses care from the provider-perspective. However Marshall, 
Kitson and Zeitz (2012) identify three qualities that older patients 
considered important; improved participation and communication, 
having an attentive staff and being connected through relationship. 
Their findings resemble our findings of older patients’ experiences 
during care transition, concerning participation, information and 
responsibilities (Figure 6).  
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Figure 6 – Overview of stakeholders with the patient in centre 

6.2 Methodological considerations 

Several strengths and limitations must be taken into consideration in 
relation to the findings of this thesis. Hospital nurses, in accordance 
with the inclusion and exclusion criteria, recruited older patients and 
their next of kin. As such, the nurses’ used their professional 
experience and judgment to decide if the patient was well enough to 
participate. The inclusion and exclusion criteria might have influenced 
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the findings, as older patients and next of kin who do not speak 
Norwegian possibly might experience care transitions differently. In 
addition, next of kin were recruited through the older patient, excluding 
older patients who did not have the support of next of kin. Having a 
relational support system is an important personal resource in distressed 
situations (Giosa et al., 2014), and older patients without next of kin 
might experience care transitions differently. All the older patients said 
that they had next of kin who supported them. However, during the 
interviews it turned out that one older participant did not have any 
relatives at all; she was relying on neighbors and friends. Two older 
patients had relatives living in a foreign country or in a far off region of 
Norway. One might anticipate that our understanding of help from next 
of kin on a regular basis has a different meaning for older patients who 
have limited personal resources. The different relations to the next of 
kin contributed to variations and width in our findings. 

Four older patients, who were recruited to participate, chose to 
withdraw after care transition. They reported deteriorating health after 
discharge as their reason not to participate. Older patients at this age are 
often diagnosed with multiple diseases and frailty (Clegg et al., 2013), 
which was also apparent in our study. Hospital treatment for older 
patients is not always followed by recovery (Hvalvik & Reierson 2011) 
after care transition. In addition, previous research finds that unresolved 
issues during planning of the care transition might influence the patient 
after discharge (Holland, Mistiaen, & Bowles, 2011). We contacted the 
older patient within a timeframe of 1-4 weeks after care transition. As 
such, the older patient might still have experienced their situation as 
challenging and unsettled, which led them to decline participation. 
Their experiences could have made valuable contributions to better 
understand older patients’ experiences during care transitions.  

Most of the older participants where female, which might have led to 
bias in the findings. However, the gender distribution is representative 
of the older population in Norway where women live longer than men 
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(Statistics Norway, 2013). Furthermore, the findings are in accordance 
with similar studies (Allen et al., 2017), and the participants represent 
variations in age, diagnosis and life situation, suggesting both depth 
and breadth in the experiences. Uneven gender distribution also 
occurred in the study of next of kin, where more females than males 
participated. In Norway, despite having less of a traditional role in 
family structures compared to other European countries, more women 
than men are actively providing care for their older relatives (Daatland 
et al., 2011). However, adult sons and daughters are found to provide 
different kinds of care. Also, the effect of being a caregiver is different 
on relatives living with the older patient than on relatives who are not 
living with the older patient (Hansen & Slagsvold, 2014). The 
participants represented adult sons and daughters, as well as wives 
living with the older patient, and it seems reasonable to anticipate that 
the study provides a breadth of experiences of next of kin during care 
transitions.   

In Paper I, the interviews were semi-structured, which is understood to 
mean that an interview is in the shape of a conversation but still guided 
by pre-set themes (Kvale & Brinkmann, 2010). The interviews 
followed an interview-guide but were, as such, largely directed by the 
older patients’ story. In retro-perspective, the questions concerning 
different aspects of the care transition seemed to initiate reflections 
around the older patients’ lives, their past, present and future. This was 
particularly the case for the older participants, compared to their next of 
kin. Balancing the ethics of a research interview (Kvale & Brinkmann, 
2010) and the exploration of the older participants’ experiences of care 
transition, the interviews largely focused on their overall experiences of 
the past weeks, from hospitalization to home-coming. The interviewer 
ensured that the specific topics were answered through follow up 
questions. Persons of this age often experience transitions in many 
areas of their lives (Meleis, Sawyer, Im, Hilfinger Messias, & 
Schumacher, 2000) which was also evident in the interviews. 
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According to Krippendorff (2013) research questions are the targets for 
the content analysis. In Paper I, given the nature of the patient-
interviews that were narrations about the older patients´ experiences of 
their care transition, often reflected upon through previous life 
incidents, the research questions became important tools to demarcate 
the answers in the text that corresponded to the aim of the study. 
Interviewers’ influence interacts with their respondents and can, as 
such, influence the narration of their experiences (Polit & Beck, 2012). 
The older patients described experiences, which on some points 
coincided with the experiences of their next of kin. However both the 
older patient and their next of kin also described situations that they 
experienced as difficult and had not explained to others during the care 
transition. This lead to the assumption that the participants’ 
descriptions of the care transition was based on their experiences and 
not what they assumed that the interviewer wanted to hear. Two 
interviews were carried out with the older patient and their next of kin 
simultaneously. Their close relationship and the older patients’ 
dependence on their relative might have influenced their telling of their 
experience (See section 6.2.1). 

In Paper III it was decided to recruit a convenience sample of nurses 
studying at a postgraduate class. Convenience sampling, which has 
been criticized by Patton (2015) for the risk of being an easy and 
information-poor way of recruiting participants, is an approach to 
recruit participants willing to share their experiences concerning the 
research topic (Malterud, 2012). In Paper III, the sampling was 
convenient in regard to time and location. However, students on a 
higher educational level with an extensive practical experience might 
be more motivated to take part in research, and they might also possess 
more knowledge about the topic (Kvale & Brinkmann, 2010). The 
recruitment ensured inclusion of participants from all over the country, 
representing both larger and smaller municipalities with different 
organizations of their health care services, as well as nurses from both 
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regional and local hospitals, nationwide. Their contributions might be 
seen as adding variation to the findings. In addition, the study had a 
minimal dropout, probably as the interviews were done during lunch 
break. Sample-sizes in all three papers meet criteria of information 
power as described by Malterud (2016). Information power advises that 
sample size should be decided by the amount of information that the 
sample holds, considered by the aim, sample specificity, theoretical 
approach, quality of dialogue and analytical approach.  

The focus groups were gathered twice. Multi-stage focus groups are 
suggested if the intention is to evoke reflections that can contribute to 
further elaboration of the research topic (Hummelvoll, 2008; Malterud, 
2012). In between focus group meeting 1 and focus group meeting 2, 
the participants were given quotations to reflect upon from the study of 
older patients. Usage of evocative material could be seen as a task of 
balance, where we wanted to initiate but not control the discussions and 
reflections of focus group meeting 2. During their second meeting, the 
quotations from the older patients were discussed and commented 
upon. However, the nurses took the discussions further, referring to 
their own reflections, and a few also brought notes from their own 
preparation for the interview, where they suggested and discussed 
improvements from a nurses’ professional perspective. As such, one 
might imply that the evocative material fulfilled its intentions.  

One additional limitation of our study is concerned with translation into 
English. To prevent misunderstandings of the meaning conveyed 
during the interviews (Kitzinger, 1995), all analysis was done in 
Norwegian, and the translation to English was done after the analysis 
process. 

Care transition is sought to be described from the experiences of the 
older patient, their next of kin and nurses from both health care levels, 
in order to give a broad picture of the experiences during this important 
period of treatment and care. In all three papers, data analysis was 
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based on the stepwise guidance of Graneheim & Lundman (2004). One 
of the major debates within the field of qualitative content analysis is 
concerned with describing the final step of analysis, which is the level 
of interpretation and theming (Elo & Kyngäs, 2008; Hsieh & Shannon, 
2005; Krippendorff, 2013; Patton, 2015). To our knowledge, few 
stepwise procedures of content analysis exist. Graneheim and 
Lundman´s article is one of few offering a detailed guide of how to 
perform content analysis (2004), which, as such, has won major 
attention. They differentiate between manifest analysis, which is the 
initial step of sorting and categorizing the data on a descriptive level, 
and latent analysis that is described as interpretation of the underlying 
meaning of the text. However, based on the study design, and the 
intention of using findings from the patient interviews as facilitating 
material in the focus group interviews with hospital and municipal 
health care nurses, we do agree with Krippendorff’s (2013) argument of 
conceptual similarity for comparison across research studies. Based on 
the above, we aimed at interpretation of a low latent level of content 
across the three papers.  

6.2.1 Ethical considerations 

In addition to the formalized ethical permits, ethical considerations can 
be seen as more fluent within qualitative health research. Qualitative 
research is defined as a situated activity studying phenomena in their 
natural settings (Denzin & Lincoln, 2011). As argued by Øye and 
colleagues (2016), ethical issues cannot always be planned for in 
advance, as they often occur when data are constructed in real life 
situations. In the present study, the interviews with the older patient and 
their next of kin were intentionally to be done individually, due to a 
presumption of preventing the participants from influencing each 
other’s stories. However, on location, two of the older patients decided 
to do the interview with the next of kin present due to hearing 
impairment and other more practical issues. As such, balancing the 



Discussion 

64 

integrity of the research interview, the patients´ autonomy and the 
ethics of doing no harm, the interviews were done simultaneously. 
Throughout the interview session, some of the emotional strain and the 
ineligible relational dependency between the older patient and their 
next of kin became visible, making it necessary to adopt a sensitized 
role as an interviewer, weighing which follow-up questions seemed 
reasonable to ask. However, regarding the validity of the study, the 
main topics where discussed and answered which gave valuable 
contributions to the overall findings of the study. 

Kvale (2006) addresses the ethics of power dynamics in research 
interviews, where the interviewer is in a dominant position. This was 
also of concern in the present study. In the interviews of older patients, 
it appeared that their experiences of decreasing health in old age, when 
recently discharged from hospital, evoked emotions and experiences of 
more existential concerns. As such, the interview questions were often 
answered through sharing lifetime experiences. The research group had 
thorough discussions about the ethics, and which parts of the interviews 
should be included in the study, to ensure the older patients’ privacy. 
Meaning units were, as such, extracted from the transcripts following 
the research questions of Paper I, which were further analysed as 
described in the methods section. The ethical principles of the 
Declaration of Helsinki are applied (2013).  

6.3 Implications for nursing 

The three papers in the present study provide different perspectives and 
experiences of care transitions from hospital to municipal health care. 
Several implications for future research, politics, education and clinical 
practice can be suggested. 

To facilitate patient participation in planning care transition, their 
perspectives should permeate all levels and layers of health care. We 
suggest that an underpinning in line with patient-centred practice could 
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promote increased participation. On a provider level, older patients’ 
opinions should be requested and documented electronically during 
planning care transition. Based on continuity of care older patients’ 
evaluation of their care transition should be highlighted, which requires 
systems and channels for exchange of information.  

Information should be better adapted to the receiver, and based on their 
needs. This, in particular, involves information about who is 
responsible for their care during their care transition, and how they can 
be contacted. We suggest that this “grey area” of responsibility is 
clarified through health care agreements, leading to specific routines on 
provider levels that accommodate older patients’ needs.   

Next of kin should, from the beginning, have easily available 
information about how the health care system works. This goes beyond 
municipal information on the Internet, focusing on more structured and 
formalized approaches. In addition, the next of kin´s role and rights 
should be clarified in order to safeguard their position in the 
informational flow. Next of kin´s need for help and support should be 
mapped and provided by hospital as well as municipal health care 
nurses.   

Future developments should ensure more equal conditions across 
municipalities to safeguard the quality of the care transition and 
standardize routines. Hospital and municipal health care nurses should 
take part in designing and revising health care agreements, to ensure 
that they underpin and facilitate a person-centred approach of nursing.  

6.4 Implication for research 

More knowledge about the experiences of older patients is needed. We 
suggest research should focus on how person-centred practice could 
influence older patients’ experiences during care transitions.  
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Future research should focus on next of kin`s experiences, in addition 
to identifying how their needs could best be met by health care. The 
interface between nurses and next of kin`s caregiving is vague, and 
interventions addressing such a collaborative relationship could be 
suggested. 

Future research should explore the role of multiple stakeholders, 
including municipal case managers in care transitions, as well as the 
implications of new public management organisation of Norwegian 
municipals.  

Clearly our findings emphasise that electronic documentation does not 
communicate all dimensions of the collaborative activities between 
hospital and municipal health care nurses. This is of particular concern 
in regard to hospitals’ role providing instructive support and transfer of 
knowledge. Interventions should be made to identify how use of 
technological developments could sustain transfer of knowledge and 
facilitate a collaborative relationship.  

Much research has been done on care transitions, particularly from the 
hospital perspective. We suggest that future studies focus on 
municipals’ requirements for receiving older patients, on organizational 
as well as provider levels.  

To ensure improvement of care transitions across health care levels, for 
all stakeholders and within all dimensions of this complex process, 
initiatives and developments must be evaluated and revised 
continuously, and quantitative evaluation and implementation-studies 
could be suggested. 
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7 Conclusion 

In accordance with the main objectives this study provides new and 
extended knowledge about care transitions. Older patients and their 
next of kin experience multiple areas of discontinuity during their care 
transitions. Continuity of care for older patients and their next of kin 
should be based on a more patient-centered approach to the older 
patients’ needs. In addition, next of kin should have a clearer role 
during care transition, acknowledged as resources for the older patients 
as well as having their own needs for support. Better collaboration 
between hospital and municipal health care nurses is needed to 
facilitate and continue patient care as well as to exchange knowledge. 
This implies a need for establishing systems enhancing professional 
exchange and dialogue. We suggest that care transitions should be 
based on a common theoretical perspective, ensuring a joint prospect 
for the overarching goals. In addition, this would lay a common ground 
for further research, clinical developments and building further on 
existing theoretical provisions. Nurses have a central position in care 
transitions due to their education and competence, their first hand 
contact with older patients and next of kin and their prominent role in 
both arenas for health care. They are in a central position and should 
play a key function in health authorities’ continuous improvement of 
continuity of care for older patients across health care levels to meet 
current and future needs for health care services.  
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