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Transitioning Home Post-Hospital:
Collaborative Project to Support Older Adult Transitions

Project 
Summary

Using a 
participatory action 
research approach, 
a community-
research partnership 
was formed to 
explore and support 
transitions of older 
adults through 
the health care 
system, specifically 
from a hospital 
stay to home with 
rehabilitative 
services.   This 
presentation 
discusses key 
findings of care 
transitions from the 
perspectives of older 
adults and service 
providers and 
describes resources 
that were developed 
to facilitate 
communication.
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Organizational system 
developed to enhance 

communication 
between service 
providers & older 

adults

Project Actions

Handouts & 
pamphlets revised 

and developed 
to facilitate 

communication

Findings used to 
create list of useful 

questions  for patients 
to ask and a list of 

patient advice during 
care transitions

Findings shared 
and care transition 

discussions occurred 
with stakeholders in 
health care system

Potential project 
next steps: broaden 

scope of project, 
focus on caregivers, 

and/or develop 
care transitions 

assessment/
intervention

Chelsea 
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ChelseaCare 
Home Health

Eastern 
Michigan 
University 

Researchers

Project goal:
explore &

support care transitions

Participatory Action Research 
project: targeting population of 
older adult patients discharged 

from hospital to home with 
home health care

services

EMU 
Occupational 

Therapy & 
Social Work 

Students

Project Development
Project Development Project ActionsProject Methods

Communication: 
Breakdown in information exchange between providers and patients & 
among service providers
“…One of the hardest things to deal with was who was taking care of what, and who do 
      I call if I have a question about his healthcare…and he’s getting prescriptions from 
      all these different doctors.  You’re not always sure of who’s taking care of what.”
     ~ Caregiver of Older Adult

“They discharged her with a ton of paperwork and that is my chief thing that we 
  can do better, TOO much paperwork, TOO much information.”
  ~ Service Provider

Community Integration:
“…from visit one, we’re working on being able to get out of the house…  
      Whether it’s…safe walking down the stairs with the husband or the therapist  
      helping, or the daughter…and getting in and out of the car...”

     ~  Service Provider

Community Integration Strategies:
•	 Overcoming	environmental	barriers	(i.e.	ramps,	mobility	devices)
•	Regaining	confidence	and	changing	perception	of	ability	to	re-enter	in	

community
•	 Identifying	choices	in	community	that	have	meaning

Social Support: 
Facilitator	of	successful	transitions:	Informal	supports	(i.e.	family,	friends,	
other caregivers) key component & formal (i.e. paid, volunteer) supports 
identified as gap

“…If everyone has someone that could stay with them… that would 
     be very beneficial. That’s the big one, that’s the big success is 
     having a helper at home. It’s very exhausting to go home from  
     the hospital. It’s very tiring the first couple of days.”  

     ~Service ProviderProject
Findings:

Key Supports & 
Barriers to Care 

Transitions

Challenges in Returning Home:
Negotiating the Physical Environment in the 
Home and Community:  
“I can get around [the kitchen], but as you can see I’ve knocked
 everything out of the way. My [wheel]chair is all scuffed up because
 it doesn’t fit through a lot of places…”  
 ~ Older Adult

Falls:		Identified	as	a	contributing	factor	to	hospital	admissions	and	a	
continuing concern for participation and safety in returning home.

Giving up Valued Occupations:  (i.e. playing tennis, attending bridge games, 
cooking/baking, gardening, housekeeping, and engaging in church groups)


