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Providersin all settings are increasingly aware of the need to focus on transitional care
needs and services across health care settings to improve quality of life, maintain optimal
health, and prevent unnecessary hospitalizations. Homecare is an essential piece of the
transitional care puzzle, especially in providing services to support older adults with chronic
co-morbid conditions to remain at home safely with optimal health and psycho-social well-
being. Homecare is essential in bridging the gap from acute hospital care to home; however,
little is known about the needs of older adults after discharge from homecare. Our study
investigated the perceptions of older adults with chronic health conditions after discharge
from home care regarding their daily activities and health care needs and identified how
these needs were met.

Due to increasing co-morbidities in the aging population and the high cost of hospitalization,
it iscritical to address the continuing care needs of patients in the community after discharge
from homecare and to prevent problems such as re-hospitalization. It is estimated that by
2050, there will be 80 million people 65 or older, which is more than double the projected
2010 rate of 40 million older adults (Vincent & Velkoff, 2010). The magjority of older adults
have at least one chronic health condition and two thirds of Medicare homecare beneficiaries
have two or more diseases (McLaughlin, Connell, Heeringa, Li, & Roberts, 2010; U.S.
Census Bureau., 2008). The estimated rise in the number of older adults, combined with the
increasing number of chronic health conditions with aging, suggest that healthcare
management and community-based care will be paramount issues in the coming years. In
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fact, it is already established that a higher proportion of health care dollarsis spent on care
of the elderly (Agency for Healthcare Research and Quality (AHRQ), 2006). At present, the
rising costs of health care have led to legislation that improves care coordination for
chronically ill personswith an emphasis on community-based care (Crabtree et a., 2010;
Kocher, Emanuel, & DeParle, 2010).

Homecare is an affordable way to meet the needs of older adults (National Association for
Home Care & Hospice, 2010); however, to reimburse homecare, Medicare requires patients
to be homebound with intermittent skilled services (Lehning & Austin, 2010). When a
patient is no longer homebound, Medicare coverage must be discontinued or homecare
agenciesrisk fraud charges. On average, Medicare patients receive intermittent services over
a 31 day period. This short time period results in the discharge of some patients before
outcomes are improved or even stabilized (Armstrong, Stolee, Hirdes, & Poss, 2010). Re-
hospitalization is a costly adverse event estimated at $27 billion for Medicare patients alone
(Dartmouth Atlas Project & PerryUndem Research & Communications, February 2013) .
Patients discharged from homecare are potential key informants regarding the type and
amount of ongoing services that could prevent rehospitalization and optimize quality of life.

Aims and Methods

The aim of the study was to investigate the perceptions of chronically-ill, older adults
recently discharged from homecare about their ongoing daily activities and health needs and
how these were addressed. After approval by the University and Home Health Care System
Institutional Review Boards, semi-structured interviews were conducted with 30 older adults
within two to six weeks after discharge from a Midwestern urban homecare agency. Older
adults for this study represent a convenience sample of the first 30 patients discharged from
home care that met the inclusion criteria and agreed to participate in the study. Criteriafor
selection included 65 years of age or older, had a primary diagnosis of achronic illness as
the reason for homecare, received skilled care, lived in the community and within the
geographical region serviced by the homecare agency, were able to speak and understand
English, and were mentally and physically capable to participate in the study. Capability to
participate in the study was based on the discharge OASIS assessment and judgment of the
home care clinician. Homecare patients with post-surgical care asthe primary reason for
homecare were excluded. A semi-structured interview guide was used during asingle
session conducted in the participant's home by a research assistant with prior home care
experience. Questions focused on the reason for homecare, daily life after homecare,
ongoing needs and services after homecare discharge, and additional services that may be
helpful. The interviews were audio taped and transcribed for analysisin NVivo 10
qualitative software. Criteriafor trustworthiness of results included in this study were line
by line coding using, review of codes and categories by an investigator experienced in
qualitative analysis (Westra), and multiple team meetings with al investigators to review the
analysis based on the emerging themes and supporting quotations (Polit & Beck, 2008).

Study Limitations

Results

This study was limited to one Midwestern homecare agency as well as a homogenous
population in terms of race/ ethnicity, gender, and economic status. Due to these limitations,
findings may not be generalizable beyond this study.

Participants were Caucasian (n=30) and predominantly female (n=27). Primary reasons for
homecare were congestive heart failure (n = 9), other cardiac/ circulatory problems (n = 5),
diabetes (n = 5), chronic respiratory diseases (n = 4), hypertension (n=3) and other chronic
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conditions (n=4). The overall experience of participants after discharge from homecare
services were captured in the phrase getting on with living life. Two major themes were
identified: getting around at home and expanding life beyond self and home. Getting around
at home included two subthemes: performing daily activities and managing health.
Expanding life beyond self and home required integrating the past and present
circumstances and getting out of the house to participate in activities. Participants got on
with living life through use of avariety of strategies shown in Figure 1.

As participants got stronger and were able to get around at home and out into the
community, most expressed that they were getting on with living life. For some, this meant
living life as they had before receiving homecare. For others, it was establishing a new
normal due to health and functional limitations, “| never got to the point that | was at...so I'm
till using the walker and | still have good days and | have bad days.” Some said they didn't
expect to ever get better, “I'm existing.” Some participantsidentified that they gradually
improved by performing daily activities and managing their health. Getting on with living
life also meant expanding their lives beyond their immediate settings and home environment
by integrating their past and present circumstances through story telling. It also involved
getting out of the home and participating in community activities. Getting on with living life
required taking action by changing routines, monitoring health, and using resources such as
friends/family, services, and equipment.

Performing Daily Activities

Performing daily activities included a variety of tasks. Three activities, however, were most
prominent: bathing, preparing meals, and laundry/ house cleaning. Bathtubs were identified
as the most unsafe place in the home due to fear of falling. “I have a chair in my bathtub but
who is going to lift their leg over the edge of the bathtub to get to it and | am not going to
take chances. | am not getting up and getting into a bathtub but just getting a sponge bath.”
Two strategies for bathing included having help from either paid aides or family members,
or using assistive equipment. One woman stated, “[1 have] my bath lady.” Other older adults
described assistive equipment such as hand or grab bars, shower chairs, and hand sprayers.
Even with equipment, however, getting in and out of the tub was problematic. “The only
thing that | have a problem with, | love to take abath. And | can't get in and out of the tub
anymore. So | have to take a shower, and I'm very careful when | go in because this knee has
buckled on me afew times.” Bathing was one of life's pleasures for some; however, fear of
falling resulted in changing to a shower or sponge bath.

Many older adults no longer prepared large meals asthey had in the past. Instead, they
managed by eating fewer meals, having help with food preparation, cooking meals already
prepared by others such as a daughter or other family member, purchasing frozen foods, or
having meals delivered. Even when they could no longer cook, some described hel ping with
what little they could do in the kitchen. A husband stated, “ She does help with the cooking,
if we are making meat loaf or something. | will bring out the ingredients. | will chop the
stuff like onions, give her the hamburger and she mixesit up.” Some participants were
fortunate to have family living nearby who prepared meals for them. “My son's wife makes
meals and then she saves some up for me and sends it over. We freeze them up over here.
Otherwise | make agrocery list and they.... pick up these packaged foods.” While assistive
equipment was helpful for getting around, at times, equipment also interfered with activities.
For example, several older adults who received continuous oxygen noted concerns about
cooking because they had received conflicting information about whether they could cook
safely while using their oxygen.

Severa participants described needing considerable help with laundry and cleaning. When
laundry facilities were on the main floor or if participants had help, they could manage. Only

Home Healthc Nurse. Author manuscript; available in PMC 2014 October 01.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Westra et al.

Page 4

one participant indicated she could go down stairsto do laundry. For some, declining
function interfered with housework. “ A lady comesin to do the laundry and cleaning,
because I'm not supposed to do laundry because of the oxygen. And the cleaning was getting
difficult too.” A few were no longer able to do any cleaning. “[My daughter] cleans my
bathroom and cleans my room and does my laundry. | don't do anything, | hardly do
anything.” However, some participants who could no longer do laundry or cleaning
independently described themselves as still “able” by doing what they could with help from
others. “I can fold my clothesif someone helps with the rest.” One participant noted that at
some point, most older adults would no longer be able to perform these tasks without help,
so it was important to plan for that time.

Managing Health

Participants in this study described a number of ongoing health needs and several strategies
for managing their health including monitoring their health and taking action.

Monitoring Health—Health was monitored mainly by the older adults in this study and
their families. Participants observed health-related signs and symptoms such as their blood
sugar, weight, blood pressure, and pain; they took actions based on their observations. Some
followed previous instructions from health care providers while others used their own
judgment about managing their health. “They had me on 10 [units of insulin] and | said,
‘That's not doing anything at all.” So now I've got it at 14 and it is much better... | don't like
[my blood sugar] below 100. | likeit over, well even 125 or up. | know they say, oh, 80 or
90 isgood. But no, that's too low for me.” They also monitored their health by improved
functioning with or without supportive devices. As one woman noted, “1 now walk with a
cane instead of awalker.” Others noted improvement by the increasing distance that they
could walk. For others, requiring less help was a sign of getting on with living life.

Managing Treatments—The major health challenges for many older adults were
managing medications and exercising. Managing medications was universal among
participants and the majority indicated they managed their own medications, primarily
through the use of pill boxes. “1 get mine together my own self for two weeks at atime. | am
capable but | am on the road to 90.” For some, the inability to properly manage medications
was related to poor eyesight, cognitive abilities, or the complexity of medications. “My
family thought there were times that | was missing medications and that was getting to be a
little stressful for them. And | take so many that it was...| think there's 23 or something like
that. Soit'sabunch.” Participants needed help when they had numerous medications,
complex regimens, or frequent medication changes. One participant stated, “Now that's been
area complication [to manage my medications], because they do change them, especially
my warfarin...They'll change that, | go for INR. Well usualy | was going every week, now |
go every two weeks. That's real hard to do, because they all look alike. Some of them look
so much aike that | can't...I think, oh did | usethat? Then | have to go look at my bottle,
look at the milligrams and all that.”

Participants frequently spoke about receiving therapy during homecare and the challenge of
continuing exercises after discharge. They had written lists of exercises that they posted in
visible places. “1 still do my exercises because | got them [list of exercises] on the counter
out there.” Simple exercises were more likely to be performed when paired with other
activities such as morning routines or watching television, “we have breakfast and we goin
and do morning exercises.” Understanding the need for exercises and how to perform them
didn't equal behavior change. “Well, I've just gotten more crippled up....the exercises, once
you get going on it, you're going to have to stay with it; and | know that now but | didn't
realize how badly, how fast it [being crippled] comes back.” Several participants noted that
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going to an exercise class was helpful physically aswell as socially. “We have more fun
actually waiting for the class to start than we actually do sometimes in the class. Sometimes
it getsalittle rowdy in the class.”

Coordinating Care—Care coordination was a potential or actual need for many
participants due to the multitude of medications, appointments, and physical help needed to
stay at home safely. Most older adults, with the help of their families, were able to
coordinate their own care. However, those living alone or those with more complex health
problems, treatments or functional disabilities required careful coordination of resources.
One person living alone stated a former assistant hired through an advertisement in the paper
had taken her credit card so she fired the assistant. Another woman with complex care was
“kept busy” with managing appointments. “1 go to a hematologist every three weeksand |
go for an INR...well it depends on what my readings are. But that's usually at least oncea
month. And then my regular physician, I've been working with kidney and bladder
problems...| went there, maybe six weeks ago.” Several people noted they anticipated
needing more help in the future as they got older and afew wanted additional services now,
particularly more therapy and help with following diets. Coordinating care went beyond
meeting needs at home; it also involved coordinating transportation for appointments,
shopping and getting out into the community.

Expanding Life

Getting on with living life for participants meant expanding their lives beyond their
immediate circumstances and home environment. They expanded their lives by integrating
their current circumstances with their pasts though storytelling, getting out of their homes,
and participating in activities. Participants who were able to get out of their homes and
engage in usual activities expressed feeling better and having a sense of freedom.

Integrating Life—Telling stories connected participants beyond the boundaries of time
and place; integrating their current life with previous experiences. Pictures, memorabilia,
newspapers, and familiar neighborhoods prompted story telling during interviews. Their
stories depicted their former livesin the context of family, previous jobs, social events, and
even the deaths of family and friends. When looking at pictures, one woman described a
cabin previously owned, “We had fun. The average was 17 people to cook for on the
weekends. So it was fun and | am glad, | wouldn't change athing. We didn't make any
mistakes.” Participants appeared to be re-living and attaching meaning to enjoyable and
challenging timesin their lives. Story telling connected their current circumstances with
their past experiences; getting beyond the present moment and getting on with living life, in
atranscendent sense.

Getting Out and Participating in Activities—Getting out of the house was
experienced as a sense of “freedom” and aform of getting back to normal life. Moving from
“homebound” status to participating in usual activities was a gradual process. After
homecare, many participants had to regain strength and either learn to use new equipment or
graduate from use of equipment to get out. Frequently, participantsin this study used
equipment, particularly walkers, to assist with mobility. While walkers were essential to
getting around safely, they interfered with getting out in to the community. One participant
commented, “1'd rather stay at home than go out in public with awalker.” Others noted that
walkers were clunky or made it difficult to ask for help with transportation from family or
friends because of getting the walker in their car. A few noted that not every walker isthe
same and having alighter weight walker was better for getting around as they were able to
manage the equipment more easily. Oxygen was also mentioned as being cumbersome and
limiting.
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Getting out of the home and participating in the community was possible when “Medicare
restrictions’ were removed and transportation resources were adequate. Several participants
commented about being restricted with homecare. “I enjoyed homecare....except | couldn't
go [out] like | wanted to.” Transportation is essential for getting out into the community for
activities such as shopping, going to health care appointments, church, and social events.
Many participants no longer drove a car; instead, they required other transportation
resources. When asked about driving, one woman stated, “| no longer drive, because my
legs, well, give me alittle jolt every oncein awhile. | don't feel as though I'm trusting
them.” Family and friends frequently provided transportation. Some participants expressed
concerns about imposing on others for aid with transportation because they “ didn't want to
be a bother”. Those who had multiple resources described “backup plans;” this meant that if
one family member wasn't available, they identified someone else they called so they could
till get out for appointments, shopping, or errands. Others used senior transportation
services for grocery shopping or going to the pharmacy. Some seniorsin this study were
unfamiliar with or lacked experience with transportation resources or perceived it as
inconvenient or inadequate to meet their needs. Compared to driving their own car, one
participant stated, “you've got to pay them and you have to order them to come and pick you
up aday ahead or something.” In the past, driving provided the freedom to come and go
when and where they pleased, such as shopping from store to store. Now, even with help
from others, participating in some activities remained limited.

Discussions and Conclusions

Overdl, the mgjority of participantsin this study were getting on with living life after
discharge from homecare. They described performing daily activities and managing their
health as essential for getting around at home. Frequently mentioned daily activities
included bathing, preparing meals, and household management. Many participants described
the bathtub as the most unsafe place in the home; this was related to their fear of falling. A
systematic risk of the environment, particularly bathing facilities, is part of multi-factor
interventions to prevent falls and keep older adults at home safely (Chase, .Mann, Wasek, &
Arbesman, 2012). Our results of support needs for elderly are similar to thosein other
studies (Watkins, Hall, & Kring, 2012); novel however, isthe ongoing need for services and
support after home care discharge.

Mobility was a pervasive issue cutting across themes. Walkers frequently were used for
getting around at home and out of the house. Exercising was a mgjor issue for gaining
strength and balance which influenced mobility. Clearly, finding waysto help older adults
continue to gain or retain strength and balance in order to be mobileis essentia for staying
at home. Improvement in mobility (ambulation/ locomotion) also is one of CMS' outcomes
for comparing the quality of agencies (Centers for Medicare & Medicaid Services, 2012).

Mobility entailed more than the individual moving freely in their home; it also involved
getting around via transportation outside the home. Knowing about transportation resources,
providing assistance for those who are hesitant to use them, evaluating the appropriateness
of equipment such as walkers and oxygen, and having backup plans can improve the ability
of older adultsto get out and participate in community activities (Diaz Lobato & Mayoralas
Alises, 2012; Holley, 2007).

While the majority of participants could manage medications themselves, some identified
several concerns or issues that influenced their ability to safely take their medications. These
included cognitive functioning, visual impairments, the number of medications, and
challenges when medication regimens changed. They also noted difficulties with the number
of providers prescribing medications, needing help to prevent duplicate medications, and

Home Healthc Nurse. Author manuscript; available in PMC 2014 October 01.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Westra et al.

Page 7

taking them at optimal times. Many older adults used pill boxes, but some had unsafe
routines such as taking medications out of multiple bottles many times per day that could
result in missed doses or overdose. Managing medication safely found in this study is
consistent with other research in which increasing complexity requires more intense
management (Dierich et a., 2008) and pill boxes are effective strategies for managing
medications (Marek & Antle, 2008).

Emerging models of Medicare payment may lead to better outcomes such as reduction of
rehospitalization and improve quality of life. Medical home and accountable care
organizations are payment models in which a health system isresponsible for care of a
population across settings. Providing the right care for the right amount of timein the right
setting can lead to better quality and reduction of unnecessary costs. Therefore
interprofessional care delivery, ongoing support services to remain at home such as
housekeeping, and removing homebound could result in better outcomes for getting on with
living life. The return to a healthier life might be easier and faster if older adults began
getting out while still receiving homecare. If older adults were able to get out while
receiving home care, potential barriers such as transportation, usability of equipment, and
modifications needed to previous routines could be identified earlier and immediately be
addressed by skilled and knowledgeable homecare professionals.

Overal, participantsin this study were successfully getting on with living life after discharge
from homecare. Their storiesidentified key areas which homecare providers should consider
as part of discharge planning and transitional care.

Recommendations

Asthe investigators analyzed and synthesized findings for this study, we kept alist of
recommendations from interviews. These recommendations were validated by the team,
particularly those working in homecare. Recommendations are listed in Table 1 for
assessing ongoing needs and services after discharge.
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Table 1

Recommendations for Transitional Care After Home Care Discharge

Performing Daily Activities

Eal I I o

Discuss with older adults their fears of falling and how that influences the need to change ways of managing at home.
Evaluate previous bathing habits, particularly taking atub bath, and whether there are options for ongoing support of tub baths.
Determine the nutritional value of foods with limited ability to prepare meals, particularly if thereis a specific diet such as low sodium.

Provide alist of household and personal care resources for ongoing needs.

Managing Health

Assess older adults vision and ability to read and follow instructions such as taking medications or exercising.
Evaluate whether equipment is optimal for getting around at home and getting out.

Provide nursing case management after discharge from home care when multiple providers or multiple or complex medications or
treatments are involved, and assistance is needed to manage safely at home.

Investigate new payment methods (i.e. accountable care organizations) to support a multi-disciplinary approach after home care that
includes physical / occupational therapy and nutritionists and focuses on lifestyle changes to maintain health.

Consider the use of technology such as video games to support exercising.

Assure follow up appointments are scheduled, including the need for transportation and the inclusion of someone during appointments
to support ongoing health management activities

Follow up to determine barriers and supports for following treatment recommendations.

Integrating Life through Storytelling

Assess socia contacts, particularly those in which older adults feel comfortable sharing their stories.
Taketimeto ask and listen to stories as it enables older adults to relive their lives beyond the boundaries of time and place.

Arrange for volunteers home visiting for socialization that encourages story telling

Getting Out and Participating in Activities
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Provide advice on equipment such as walkers and oxygen to minimize equipment as barriers for getting out.

Assess older adults' transportation needs for a variety of reasons - going to medical appointments, shopping, going to church, and
socialization.

Assess backup plans for transportation if family is not available
Provide written materials for public transportation.
Assess whether assistance is needed for using public transportation the first time to gain confidence in using public transportation.

Provide therapeutic support for those experiencing loss of power and autonomy when no longer able to drive and get out as they had in
the past.
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