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ABSTRACT 

 

GERALDINE B. JONES 

OLDER PERSONS’ EXPERIENCES OF HOSPITAL PATIENT EDUCATION AND 

SELF-MANAGEMENT OF THEIR CHRONIC DISEASES ONCE 

 DISCHARGED HOME 

 

AUGUST 2015 

 

The purpose of this hermeneutic phenomenological study was to explore elderly 

patients’ perspectives regarding discharge instructions related to self-management of 

their chronic illnesses once they were discharged from the hospital to their home.  The 

combination of the growing elderly population, inadequate health literacy, and the 

prevalence of comorbidity illustrate the complex needs of this population of patient in 

regards to self-management of chronic illnesses once discharged (National Research 

Council of the National Academies, 2012).   

Study participants were recruited from two cardiovascular hospital-based clinics 

located in a large medical center in Texas. A purposive sampling was used to secure a 

sample of 20 participants meeting the following inclusion criteria:  older than 65 years of 

age, diagnosis of any type of cardiovascular disease, cognitive competence, length of stay 

in the hospital greater than 3 days, discharged home rather than to long term care facility 

or nursing home, first follow-up doctor visit 2-4 weeks after discharge from the hospital 

and English speaking.   
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Data were collected using a demographic questionnaire, a cognitive screening test 

(Mini Cog) and semi-structured audio-recorded interviews that lasted approximately 30-

45 minutes.  Trustworthiness was established using Lincoln and Guba’s framework 

(1985) to secure credibility, transferability, dependability, and confirmability.  Analysis 

was conducted using the Lindseth and Norberg’s (2004) hermeneutical interpretation 

method which includes three steps: naïve reading, structural analysis and comprehensive 

understanding.   

A major finding was that patients’ perceptions of their discharge instructions did 

not match the reality of their post-discharge needs.  Four themes emerged, reflecting 

aspects about transition from hospital to home: Just-in-time Discharge Process, I Thought 

the Instructions Were Good, But…, What Would I do Without My Caregiver, and It 

Would Help If I Had… 

This study identified gaps in discharge instructions and the degree to which they 

did or failed to prepare elderly patients to self-manage their chronic illness once 

discharged home. Such gaps potentially result in poor self-management and subsequent 

rehospitalization.  Without strengthening the hospital discharge instruction process, self-

management of illness in the elderly patient population will continue to be a major 

challenge. 
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CHAPTER I 

INTRODUCTION 

Focus of Inquiry 

The aging population is a major 21
st
 century United States (U.S.) public health 

challenge (Centers for Disease Control and Prevention and the Merck Company 

Foundation, 2007; National Research Council of the National Academies, 2012).  In 

2011, over 41.4 million adults were aged 65 years and older, an increase of 6.3 million, 

or 18 percent since 2000 (Administration on Aging, 2013).  Eighty percent of people 

older than 65 years have at least one chronic condition and 65% have multiple chronic 

conditions (Wolff, Starfield, & Anderson, 2002).  One difficulty encountered when 

working with older populations is that these individuals are at a greater risk for having 

inadequate or marginal health literacy (Berkman, Sheridan, Donahue et al., 2011; Weiss, 

2007; Cutilli, 2007). Inadequate health literacy is described as an individual struggling to 

understand, or being unable to read and understand basic health information (e.g. 

direction on prescription bottle, information on an appointment slip, informed consent) 

(Nielsen-Bohlman, Panzer, & Kindig, 2004).   

 An important element of the Patient Protection and Affordable Care Act 

(PPACA) is that administrators, hospitals, health care systems, and healthcare 

professionals need to better manage the complexity of patient care (CMS, 2010).  Yet, 

according to the Institute of Healthcare Improvement (IHI), one in five elderly patients 
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discharged from the hospital is rehospitalized within 30 days (Boutwell, 2009).  The IHI 

suggests that many rehospitalizations are avoidable and recommend improving patient 

education and self-management support as one strategy to mitigate this problem. The 

discharge process is a particularly important method utilized by healthcare professionals 

to prepare patients for self-management of their chronic illnesses (Boutwell, 2009).  

Research demonstrates that deficiencies in the discharge process for older patients are 

associated with health decline which subsequently leads to hospital readmission (Foss & 

Hofoss, 2011; Institute of Medicine, 2008; Pfenninger, Bushlow, et al., 2010).   

The combination of a growing elderly population, inadequate health literacy, and 

prevalence of comorbidities increase the complex needs of this patient population with 

regard to self-management of their chronic illnesses.  There are implications associated 

with each of these factors that affect methods utilized in the discharge process of the 

elderly.  Traditionally, the discharge process method is based primarily on the healthcare 

provider’s perspective of what is needed instead of the older patient’s perspective about 

the realities of managing care at home.  The purpose of this phenomenological study was 

to explore elderly patients’ perspectives regarding the hospital discharge process and 

subsequent self-management of their chronic illnesses, once they are discharged home. 

Findings from this study should provide baseline data to guide the development of 

effective discharge instructions that consider the psychosocial needs of elderly patients.   
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Problem of Study 

The purpose of this qualitative study was to explore elderly patients’ perspectives 

regarding discharge instructions as they relate to self-management of their chronic 

illnesses once they are discharged from the hospital to their home.  The aim was to 

identify patient needs and concerns about managing their illnesses once discharged from 

the hospital from the viewpoint of the hospitalized patient.  The research questions 

guiding the study were:   

1. What are the experiences of elderly patients with chronic disease in regard to patient 

teaching for self-management of their chronic disease following hospital discharge?  

2. What are the experiences of elderly patients with implementing information regarding 

self-management of their chronic disease at home following hospital discharge? 

Rationale for the Study 

 According to the Center for Health Care Strategies, inadequate health literacy 

contributes to an estimated $236 billion per year of unnecessary health care cost because 

of higher rates of hospitalization (Mahadevan, 2013).  Research demonstrates that 

rehospitalization is directly associated with not understanding discharge instructions 

(Coleman, Chugh, Williams et al., 2013; Foss & Hofoss, 2011; Van Such, Naessens, 

Stroebel, et al. 2006).  Factors such as chronic health conditions, shorter lengths of 

hospital stay, patient acuity, and the cognitive and physical decline of elderly patients all 

contribute to the health literacy challenge.  
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Elderly patients do not understand discharge instructions and health care 

providers fail to realize when a discrepancy exists between the instructions provided and 

patients’ understanding  (Grimmer, Moss, & Falco, 2004; Foss & Hofoss, 2011; Gerber, 

Barron, Mongoven, McDonald et al., 2011). Such misunderstanding of health 

information leads to noncompliance (Nielsen-Bohlman, Panzer, & Kindig, 2004). It is 

important that health care providers (nurses, physicians, pharmacists, etc.) realize that 

health promotion and patient self-management will not be effective when the patient’s 

health literacy is compromised. Therefore, patient education appropriate to the patients’ 

level of understanding is an essential component in promoting self-management.   

At an Institute of Medicine (IOM) Round Table discussion on health literacy, 

Schillinger and Keller emphasized available opportunities related to health literacy and 

patient self-management that come with the implementation of the Patient Protection and 

Affordable Care Act (ACA) (IOM, 2012).  The round table identified eighteen attributes 

to enable health care organizations to mitigate the negative consequences of limited 

health literacy.  One attribute specifically focused on health care organizations providing 

an “infrastructure to avail frontline providers, and families with a package of appropriate, 

high-quality education supports and resources” (Schillinger & Keller, 2011, p.10). Such 

an infrastructure would maximize the extent of patients’ and families’ capacities to 

develop and perfect the skills needed to safely and effectively manage their conditions 

once hospital discharge occurs.  In addition, patients and families would become key 
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members of the health care team, communicating their wishes and values regarding their 

health, thus enhancing patient-centered care (Schillinger & Keller, 2011).   

The American Nurses Association (ANA) standards of practice assert that patient 

education is one of the essential responsibilities of nurses providing care in the acute care 

hospital, clinics, physician offices, and in the community (American Nurses Association, 

2011).   Nurses have a professional, ethical, and legal responsibility to communicate 

health information that the elderly can understand. Other agencies identifying patient 

education as a priority are the American Hospital Association (AHA, 2011), individual 

State Boards of Nursing, and professional health agency accreditation organizations 

(Heinrich & Karner, 2011).  The Centers for Medicare and Medicaid Services (CMS, 

2010) mandate discharge instructions as one of their Core Measures to meet the 

accreditation and public reporting requirement.  Unfortunately, Cannon and Boswell 

(2009) report that few nurses know whether the methods of patient education match the 

patient’s ability to read, comprehend, and use what is learned to manage their health-

related discharge plan.  This mismatch in patient education impacts patients’ 

understanding of discharge instruction and inhibits their capacity to self-manage their 

disease. 

 Historically, patient education has been disease-centered rather than patient-

centered (Lamiani & Furey, 2009).  The patient-centered methodology explores not only 

the illness, but also what the patient thinks about the disease and the patients’ feelings 

regarding the situation (Lamiani & Furey, 2009). Lamiani and Furey suggested that the 



  

6 

 

exploration of the patient’s illness experience is essential in increasing the effectiveness 

of patient discharge education.  This exploration is accomplished by assessing the 

patient’s interpretation of their diseases, and exploring the patient’s feelings. The patient-

centered methodology has been shown to improve patient satisfaction, treatment 

adherence, and health outcomes, which are all goals of patient education (Lamiani & 

Furey, 2009; Sidani, 2008).  This study seeks to document the process of discharge 

instruction in order to increase the understanding regarding the events of discharge and 

how they impact management of care once patients are home. 

Philosophical Underpinnings 

The tenets of Heidegger’s (2010) hermeneutic phenomenology served as the 

foundation for this research study.   Phenomenology reflects the belief that individuals 

experience the world in different ways and create meaning from the context of that 

experience.  Therefore, the meaning of a person’s actions must be understood from their 

perspective.  The goal of hermeneutic research is for the researcher to enter the world of 

the participant and interpret the meaning of their story of the experience (Heidegger, 

2010).  Critical concepts of hermeneutic philosophy include being in the world, situated 

freedom, fore-structure, and the hermeneutic circle.   

An ontological question that hermeneutic phenomenology seeks to answer is 

“What does it mean to be?” (Mackey, 2005, p. 181).  Being in the world or Dasein refers 

to human existence (existential) or life.  This question examines how we make sense of 

the world, our place in it, and how we become aware of this place.  Being-in-the-world 
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reflects the influences that impact individual personal experiences and individual 

personal perceptions of an event or an object.  From Heidegger’s perspective, the 

question of being took precedence over other forms of knowing.  Situated freedom 

denotes that humans are embedded in the world and, while capable of making decisions, 

still experience limitations on their freedom because they are linked socially, culturally, 

and politically with their world (Lopez & Willis, 2004).    

Heidegger emphasized that the researcher’s prior knowledge (fore-structure) is 

key to the interpretation of data in discovering the participant’s meaning of Being.  Fore-

structure ensures that questions asked are pertinent as the researcher moves through this 

circular movement of inquiry from whole to the parts.  The researcher uses this process to 

attempt to uncover the true essence of the experience.  The hermeneutic inquiry of 

understanding Being (who we are) is a process of back and forward movement of 

questioning and re-examining the text, which is termed the hermeneutic circle (Appendix 

A).   The interpretation shared between the researcher and participants is conceptualized 

as a circular movement and is described as the hermeneutic circle.  The hermeneutic 

circle, illustrates the movement from the whole to the parts, and the deconstructing and 

re-constructing of the participant’s narrative story resulting in a shared understanding 

between both parties.  According to Heidegger (2010), by using the hermeneutic circle 

the researcher attempts to read between the lines and uncover the true essence of the 

participant’s experience.   
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In the context of this study, for which the elderly participants told stories of their 

experiences with discharge teaching and chronic disease self-management in their home 

setting, the phenomenological hermeneutic approach was a good fit.  The researcher 

conducted interviews to enable elderly participants to share the stories about their 

experiences of receiving discharge instructions to the extent to which they were able to 

use those instructions to guide self-management of their chronic illnesses. Elderly 

participants described and/or reflected on their experiences (existential). The researcher 

used prior knowledge (fore-structure) to ensure that the interview questions were 

pertinent. This prior knowledge stemmed from readings in the literature, conference 

attendance, several years of participating in a geriatric committee, and coordinating a 

Geriatric Program for bedside clinicians.  The task of the researcher was to address what 

it means to be an elderly person in the world of elderly people, faced with self-

management of their chronic illnesses (Being-in-the-world).  Interpretation shared 

between researcher and the elderly participant strived to uncover and promote 

understanding of the elderly patient in the context of self-management of their illnesses, 

all of which was congruent with the hermeneutical process.  

Summary 

 Older patients are a major health challenge in the United States.  Inadequate 

health literacy puts older patients at risk for poor self-management of their chronic 

illnesses.  Discharge teaching is a process that health care providers utilize to prepare 

elderly patients to manage their chronic illnesses following hospital discharge. It is 
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essential that health care providers deliver patient education that matches the patient’s 

ability to understand the instruction and is tailored to them in order to enhance their 

understanding once discharged from the hospital.  Patient education for self-management 

of chronic illnesses should focus not only on the disease itself, but also include a dialogue 

with patients about their perspectives and experiences with the discharge process.  The 

purpose of this study was to explore elderly patient perceptions regarding their hospital 

discharge instructions and their subsequent experiences managing their health care at 

home. 
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CHAPTER II 

 

REVIEW OF LITERATURE 

The discharge process is a particularly important method utilized by healthcare 

professionals to prepare patients for self-management of their chronic illnesses 

(Boutwell, 2009).  However, because of non-standardized approaches, the discharge 

process is often minimized.  Thus patients or caregivers are inadequately prepared to 

manage their disease once discharged home, especially in the aging population (Coleman, 

Chugh, Williams, Gribsby, Glasheen, et al. 2013; Naylor, Aiken, Kurtzman, Olds, & 

Hirschman, 2011; Center of Medicaid and Medicare Services, 2010).   

The purpose of this hermeneutic phenomenological study was to explore the 

perspectives of elderly patients regarding self-management of their chronic illnesses after 

they were discharged from the hospital to their home. This study specifically explored 

how patients were able to follow discharge instructions regarding self-management for 

their chronic illness at home, following hospital discharge.  

A primary online literature search was conducted using nursing and allied health 

databases.  The primary online search used the following indexes: Cumulative Index to 

Nursing and Allied Health (CINAHL) Plus with Full Text, Medical Literature Analysis 

and Retrieval System Online (Med Line) with Full Text, and Education Resources 

Information Centre (ERIC).  Terms used during the search process included health 

literacy, patient education, patient teaching, nurse education, elderly, geriatric, chronic 
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diseases, discharge instruction, transition to home and geriatric.  The search was 

restricted to the hospital setting.  Combinations of keywords using Boolean operations 

were utilized to either narrow or broaden the search results. The search was expanded to 

include psychology and education databases (Academic Search Complete, Education 

Research Complete, Psychosocial, Psychology and Behavior) which produced additional 

literature pertinent to patient education.  This expansion yielded a key journal, Patient 

Education and Counseling, which provided many articles on the topics of interest.  The 

Cochran database, and professional association and organization, and special programs 

databases were searched [American Association of Nurses (ANA), Agency for 

Healthcare Research and Quality (AHRQ), Nursing Improving Care for Healthsystems 

Elders, (NICHE), Hartford Institute for Geriatric Nursing (HIGN)] using the same 

combination of phrases previously described.  Governmental resources such as the 

AgingStat.gov website, Center of Disease Control (CDC) website and the National 

Center for the Study of Adult Learning and Literacy (NCSALL) were also used in the 

research methodology.  These searches provided foundational information and statistical 

information that illuminated the scientific discovering of challenges impacting the elderly 

once discharged from the hospital setting to home. The search yielded 126 results, of 

which 27 studies were included in this review based on their usefulness in addressing the 

scope of this study.  Articles from the literature search were included if they were written 

in English, published within the last ten years in peer-reviewed journals, conference 

proceedings, practice guideline, and study participants included in the research were 65 
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years and older.  Articles were not included if participants in the studies were discharged 

from the hospital to a skilled nursing facility.  An overview of discharge instructions, 

chronic illness in the elderly, and heath literacy, are included as reference for this study. 

Discharge Instructions 

Historically, patient education has focused on a disease-centered rather than a 

patient-centered approach (Lamiani & Furey, 2009). A patient-centered methodology 

explores not only the illness, but also what the patient thinks about the disease.  

Furthermore, patient-centered methodology also explores patient feelings regarding the 

situation which includes psychosocial issues (Lamiani & Furey, 2009).  Patient education 

is a communication method that is an integral component of the discharge process. The 

discharge process from the hospital is a critical step in chronically ill patients, especially 

the elderly.  It is the last step before the elderly patient leaves the hospital under the 

authority of multiple discipline management of health care providers.  A comprehensive 

discharge process is imperative to promoting health outcomes, decreasing readmission 

and lower health care cost of chronically ill elderly patients (Boutwell, 2009; Foss & 

Hofoss, 2011; Institute of Medicine, 2008).  

Research studies regarding discharge planning most often deal with different 

types of intervention strategies including behavioral change programs, educational 

offerings, health coaches, support systems, and tele-health in order to promote self-care 

management of chronic diseases once discharged home (Banning, 2009; Yehle, & Plake, 

2010; Wongpiriyayothar, Piamjariyakul, & Williams, 2011;  Zedler, Kakad, Colilla, 
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Murrelle & Shah, 2011; Foust, Naylor, Bixby & Ratcliffe, 2012; Commodore-Mensah, & 

Himmelfarb, 2012; Sirey, Greenfield, Weinberger, & Bruce, 2013).  These studies 

revealed deficiencies regarding the discharge process of older patients including a lack of 

consideration of elderly patient preferences during discharge, physical distress, 

physiological distress, psychosocial aspects, and post discharge health decline leading to 

readmission (Maloney & Weiss, 2008; Foss & Hofoss, 2011; Watkins, Hall, & Kring, 

2012;  Horwitz, Moriarty, Chen, Fogerty, Brewster, et al., 2013; Coleman, Chugh, 

Williams, Gribsby, Glasheen, et al., 2013).   

In a descriptive study of 254 patients aged 80 and over, Foss and Hofoss (2011) 

conducted face-to-face interviews during the first two weeks following discharge in order 

to elicit data regarding patients’ discharge experiences and management of their health 

problems.  One key finding was that while elderly patients wished to participate in their 

discharge process, these wishes were not met.  Foss and Hofoss pointed out demographic 

factors such as education and gender had little influence on decision-making 

participation.  Authors suggested that age was a driving factor and that “when one gets 

old enough, old is all that is visible” (p. 72).  They urged involvement of elderly in 

discharge planning and suggested more studies need to be conducted focusing on this 

process.   

One researcher reported an interesting factor related to discharge instructions. A 

disconnect exists between patient-perceived adequacy of instructions and the patient’s 

actual level of understanding (Coleman et al., 2013).  This perception is further 
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complicated by some patients’ sense that they received more information than was 

needed for successful discharge (Maloney & Weiss, 2008). Coleman and colleagues 

(2013) explored factors that predict understanding and execution of discharge instructions 

by 237 older adults.  Findings revealed three significant predictors, health literacy, 

cognition, and efficacy influenced understanding and execution of discharge instructions 

rather than the discharge diagnosis or complexity of discharge instructions.  Based on 

these findings, Coleman et al. proposed discharge instructions that are customized to 

meet patients’ respective levels of understanding.  Similarly, in a descriptive study 

Horwitz et al. (2013) evaluated the comprehensiveness and quality of hospital discharge 

practices for 395 patients 65-years and older.  Within one week of discharge, patients or 

caregivers were interviewed by telephone to assess patients’ perceptions about the 

discharge process and answer questions about discharge education.  In addition patients’ 

medical records were reviewed to assess the quality of the discharge instruction given to 

patients prior to discharge.  Telephone interviews revealed evidence that patient 

perception of discharge self-care and self-rated understanding failed to adequately reflect 

patients’ actual understanding of discharge care. Authors’ contributed the lack of 

understanding to several factors such as not using reliable patient friendly language, 

cognitive deficit, and lack of sufficient education by health care clinicians. Data 

aggregated from the review of the medical records indicated that discharge instructions 

were not consistently clear.  Horwitz and colleagues concluded that although patient 

perceptions of discharge practices were positive, these positive perceptions do not 
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adequately reflect patient understanding of discharge care. They posited that discharge 

practices should be reorganized with the premise that all patients will have difficulty 

understanding and remembering discharge instructions.  This reorganization would ratify 

key aspects of transition from hospital to home. 

A cross-sectional descriptive study was conducted by Maloney and Weiss (2008) 

to identify differences in the amount of discharge teaching content needed and received 

by 115 patients.  Results showed that most patients felt they received more teaching than 

they needed.  The authors’ offered two potential interpretations of this finding. One 

explanation is that nurses provided discharge teaching to ensure that the individual needs 

of patients were met or exceeded; an alternate interpretation is that patients under 

assessed their real level of need. Authors suggested that a disjunction existed between the 

accuracy of patient perceptions regarding discharge instructions needed as related to their 

needs for the forthcoming post discharge period, which they have yet to experience.  

According to Maloney and Weiss there was a lack of congruence between patient 

perception of needs and nurses’ view of what should be done.  They proclaimed the 

successful self-management of care at home depended on meeting patient informational 

needs prior to discharge, combined with a knowledge assessment tool to enhance 

discharge readiness.  Maloney et al. deemed that discharge readiness helped to reduce 

post discharge coping difficulty and avoiding readmission and utilization of other health 

services.   
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Coordination of care following discharge is an important factor in meeting elderly 

patient’s needs while reducing rehospitalization and overall health care costs (Watkins, 

Hall, & Kring, 2012; Manderson, Mcmurray, Piraino, & Stolee, 2012; Campbell, Craig, 

Eggert, Bailey-Dorton, 2010; McKeown, 2007).  Health and social care services such as 

those provided by social-workers, navigators, and public health nurses played a key role 

in interventions (Watkins et al., 2012; McKeown, 2007). Watkins and colleagues 

descriptive study of 292 elderly patients who received social-worker provided support 

and health education in the home after discharge indicated that patients needed 

connections to appropriate community resources.  Similarly, McKeown’s qualitative 

study assessed the use of public health nurses to explore the experience of 11 elderly 

patients two weeks after discharged home.  However, findings in McKeown’s study 

indicated that even though the public health nurse assessed the needs of the elderly once 

discharged, the social aspect of their lives and safety issues in their home were not met 

because of limited allocation and provision of services (especially for nights and 

weekends) and the limited provision of environmental support such as access to bath and 

or shower.  Some participants reported being lonely due to their inability to socialize in 

the community due to their physical condition such as limited mobility or vision.  

Patient navigation, a concept that emerged in 2007, was conceptualized as 

providing the “support and guidance offered to vulnerable persons with abnormal cancer 

screening or a cancer diagnosis, with the goal of overcoming barriers to timely, quality 

care” (Wells et al., 2008, p. 2007).   Patient navigators were nurses, community health 
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workers, or lay staff that completed patient assessments, identified patient-specific needs, 

identified barriers, mobilized financial assistance, coordinated patient services and 

appointments, and provided health education.  Use of patient navigation was studied by 

Campbell et al. (2010) and further explored in a systematic review by Manderson et al. 

(2011). In a descriptive study with 100 participants, Campbell et al. found that patient 

navigation was effective in increasing patient satisfaction and decreasing barriers to care 

of patients with cancer.  Campbell’s finding supported the systematic review by 

Manderson and colleagues which suggested evidence that navigators were beneficial for 

chronically ill older adults once discharged home.  The systematic review conducted by 

Manderson et al. sought to describe navigators that focused on chronically ill elderly 

patients to help improve access to healthcare system and coordination of transition of 

care from hospital to home.  The review yielded 15 articles which included nine research 

studies that satisfied the inclusion and exclusion criteria. The published range of the 

articles was between 1999 and 2009.  The geography breakdown of nine of the research 

studies indicated that six were conducted in the United States, two in Canada and one in 

Australia.  Although the synthesis of the 15 articles revealed that the navigator role is 

relatively new, evidence suggested that navigators are beneficial for chronically ill older 

adult transitioning from hospital to home. However, more research is needed to further 

standardize the definition of navigators and to assess their effectiveness and cost to the 

health system. 



  

18 

 

In summary, literature identified deficiencies with discharge practices, especially 

for elderly patients.  Elderly patients need to be included in the process and patient 

identified needs should be incorporated into an individualized discharge decision plan. 

Health care providers responsible for discharge planning should be aware that a 

discrepancy sometimes exists between nurse perceived and patient perceived discharge 

needs.  This discrepancy is further exacerbated when individualized needs are not 

considered and by the fact that patients have not yet experienced new demands that occur 

following discharge.  Patient navigation programs hold promise in improving patient 

satisfaction and reducing barriers to care.  However, while post-discharge care 

coordination has the potential to enhance patient and institutional outcomes, patient 

safety and social needs remain unmet. 

Chronic Diseases in Older Patients 

In the past century chronic illnesses have emerged as a major health concern in 

America and are associated with 75 percent of the $2 trillion of annual health care 

spending in the United States (Wolff, Starfield, & Anderson, 2002; Wetzels, Harmsen, 

Van Weel, Grol, & Wensing, 2008; IOM, 2012).  According to the World Health 

Organization (2014) chronic diseases progress slowly and require ongoing management 

over a period of time.  Two out of every three older Americans have multiple chronic 

conditions and treatment for these chronic condition accounts for 66% of the U.S. health 

care budget (IOM, 2012; Center for Disease Control and Prevention, 2013).   
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Using cross-sectional medical claims data, Wolff and colleagues used a nationally 

representative random sample of Medicare patients (65 and over) to find that two-thirds 

of elderly beneficiaries had two or more types of chronic conditions and accounted for 

95% of Medicare expenditures (Wolff, Starfield, & Anderson, 2002).  Results also 

revealed that hospitalizations of patients with preventable complications dramatically 

increased with the number of chronic conditions.  The summary of expenditures indicated 

that the annual cost increase ranged from $211 in patients with no chronic conditions to 

$13,973 in elderly patients with four or more chronic conditions.  In this study Wolff et 

al. also explored the rate of hospitalizations for ambulatory care sensitive conditions 

(ACSCs).  ACSCs are conditions “for which timely and effective primary care may help 

to reduce the risks of hospitalization by preventing the onset of a condition, controlling 

an acute episodic illness, or managing a chronic condition” (p. 2270). Findings revealed 

that the rates of elderly inpatient admissions for ACSCs increased dramatically with the 

increasing number of chronic conditions. Authors suggested this clinical outcome may be 

related to this population of patients receiving substandard care and increase comorbidity 

which make them more susceptibility to medical under treatment.  

A Medline literature review (Vogeli, et al. 2007) about the health and cost impact 

of multiple chronic conditions (MCC) included 123 articles published between 2000 and 

2007.  Vogeli et al. discovered that 62% of Americans over age 65 have MCC.   While 

information was limited regarding the prevalence of MCC, and the health and cost 

impacts of specific combinations of chronic conditions, Vogeli et al. did find that specific 
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combinations of chronic conditions impacted health and costs in unpredictable ways.  For 

example, 78% of health expenditures in the United States were due to chronic conditions 

(Vogeli, et al, 2007).  Individuals with heart failure along with other comorbidities are 

more likely to be readmitted than patients without comorbidities, thus increasing health 

care costs.  Based on Vogeli et al. review, Congress instructed Medicare and Medicaid 

Services to implement interventional programs as initiatives to improve care for high-

cost, chronically ill patients.  One of these initiatives, the Chronic Care Improvement 

Program (CCIP), applied disease management programs to beneficiaries with diabetes, 

heart failure, and chronic obstructive pulmonary disease.  However, most of these 

programs only focused on management of a single chronic condition, “thereby 

introducing new inefficiencies and potential threats to quality of care” (Vogeli, et al, 

2007, p. 394).  Thus, the authors concluded that older persons with multiple chronic 

conditions are particularly vulnerable to sub-optimal quality care once discharged home.  

This conclusion supported Wolff and colleagues’ finding regarding MCCs in the elderly.   

A phenomenological study explored facilitators and barriers to adherence to 

multiple medications among low-income patients with comorbid chronic physical and 

mental health conditions (Mishra, Gioia, Childress, Barnet, & Webster, 2011).  The 

sample consisted of five focus groups with total of 50 participants and occurred over a 

two-month period in 2008.  Participants were recruited from an urban outpatient clinic in 

Baltimore Maryland. Demographic characteristics from the focus group indicated 50% of 

participants reported four or more comorbid chronic conditions.  In regard to medication 
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usage, 56% of participants reported using five or more medications.  The semi-structured 

interview guide encouraged participants to respond about their struggles (barriers) and 

successes (facilitators) juggling multiple medications. Struggles identified by the 

participants were both personal (i.e. financial constraints, lifestyle preference, fear) and 

health system related (i.e. beliefs toward medical profession and pharmaceutical 

companies). Successes were motivated by self-initiative, social support from spouse, 

family, and friends.  Mishra et al. identified three themes that emerged from the group 

interviews: reaching one’s own threshold for medication adherence, lack of shared 

information and decision making, and taking less than the prescribed medication.  

According to the authors, one of these themes was very compelling in that participants 

perceived a lack of shared decision making in the management of their comorbid chronic 

conditions and their medication regimen.  The authors expounded on possible contextual 

factors necessary for shared decision making to occur.  One factor was that participants 

lacked a sense of self-efficacy to motivate them to manage their chronic conditions.  

Authors pointed out that health care professional can play a crucial role in encouraging 

patients to develop self-management behaviors in a way that fosters shared decision 

making and active participation in their care.  Partnerships between health care 

professionals and patients may extend beyond the clinical setting to include family and 

community-based support networks.  Partnership will also encourage processes that are 

tailored to patient needs. 

 



  

22 

 

Health Literacy 

Marginal health literacy impacts understanding of discharge instructions by older 

patients who often have chronic illnesses. A survey entitled the National Adult 

Assessment of Literacy (NAAL) conducted in 2003 suggested that almost 59% of adults 

over the age of 65 struggles to understand the most basic health information (Kutner, 

Greenberg, Jin, & Paulsen, 2006).  In the Institute of Medicine (IOM) report, Teaching 

IOM: Implication of the Institute of Medicine Reports for Nursing Education, health 

literacy was defined as “the ability to read, understand, and act on healthcare 

information” (Finkelman & Kenner, 2007, p. 29).  Cutilli (2007) defined health literacy 

as the extent of the individual’s ability to acquire, process, and understand fundamental 

health information and the assistance needed to make health care decisions.  Ratzan and 

Parker’s (2000) definition of health literacy is “the degree to which individuals have the 

capacity to obtain, process, and understand basic health information and services needed 

to make appropriate health decisions” (n.p., para. 7).  Each of these definitions focuses on 

individual capacity to obtain and process information in a meaningful way. 

Several factors are associated with low health care literacy.  Cutilli’s (2007) 

integrative literature review provided evidence that health literacy and age are inversely 

related.  Therefore, “...most professionals can assume that older individuals (especially 

those aged 85 years and older) are more likely to have low health literacy …” (Cutilli, 

2007, p. 47).  Studies in Cutilli’s review also supported the concept that health literacy 

decreases with advancing age and that patients with some disease processes experienced 
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lower levels of literacy due to their illness. For example diseases such as diabetes 

mellitus and those diseased associated with mental health (i.e. depression, dementia) 

reduce literacy abilities.  Cutilli’s review found that commercially prepared healthcare 

materials are often not written at an appropriate level for geriatric patients.  

Reduced health care literacy leads to poorer outcomes which translate into higher 

medical costs for both health care systems and patients (Weiss, 2007).  Weiss reported 

that the economic cost of limited health literacy was between $50 billion and $73 billion 

per year in the United States.  Eichler, Wieser, and Brugger (2009) conducted a 

systematic literature review to explore the costs associated with health literacy and the 

cost-effectiveness of interventions to improve health literacy. Their review of 10 studies 

consisted of had six related to the cost of low limited health literacy.  These six studies 

revealed health care spending at the system level was approximately 3-10% of the total 

health care cost which corresponded to between $50 billion to $2,300 billion annually.  

At the patient level, when low health literacy was compared to adequate health literacy, 

health care costs ranged from $143 – $7,798 per person per year. Eichler et al. found very 

limited studies that explored the cost-effectiveness of interventions to improve health 

literacy.  These variable costs reflect Eichler’s et al.’s premise that the impact of limited 

health literacy may be substantial, but this premise is not definitive with other conducted 

studies.  “Because of the complexity of health literacy, there are no reliable and valid 

studies of its full impact on costs for health care services” (U. S. Department of Health 
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and Human Services, 2010, p. 10).  Therefore, Eichler et al. recommended conducting 

more research to better understand the economic aspects of limited health literacy. 

Empirical evidence demonstrates that limited literacy is linked to higher rates of 

hospitalization, re-hospitalization and use of emergency services.  According to the 

literature, this high utilization has been associated with increased consumer, health 

provider, and health care system costs (Nielsen-Bohlman, 2004; Weiss, 2007; Berkman, 

Sheridan et al., 2011; Koh, Berwick, Clancy, & Baur, 2012).  The IOM report entitled 

Health Literacy: A Prescription to End Confusion explored “what is known about the 

epidemiology of limited health literacy and promising approaches for increasing health 

literacy” (Neilsen-Bohlman, 2004, p. 27).   The report examined expenditure data from 

several studies and following analysis, summarized that patients with low health literacy 

are more likely to use inpatient services and emergency services.   

In contrast to inpatient spending, the predicted spending for outpatient services 

was higher for patients with adequate health literacy than for persons with inadequate 

health literacy.  Based on these findings, Neilsen-Bohlman posited that patient with 

limited health literacy use hospital services rather than outpatient services more often for 

treatment of disease complications and fewer services designed to prevent complications.  

However, the IOM committee interjected that because causal relationships between 

literacy and health care utilization and cost has not been established, it is difficult to 

establish a valid cost figure.  The report recommended that additional research is needed 

to discover a more valid estimation of limited health literacy effects.   
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Berkman et al. conducted a systematic review to update and expand on an earlier 

literacy and cost review.  The updated review explored the relationship between 

outcomes and health literacy and between outcomes and the ability to understand 

numerical direction in the form of prescription bottles and appointment slips.  Of 111 

studies reviewed 98 articles focused on health literacy, 22 on numeracy, and 9 on both.  

Analysis of data from the updated literature review revealed that low health literacy is 

associated with increases in hospitalizations and emergency care, and decreased 

mammography screening and influenza immunization.  These findings are similar to 

those of Neilsen-Bohlman (2004) who found that low health literacy increases hospital 

and emergency services and leads to use of fewer preventive services. However, both 

Neilsen-Bohlman et al. (2004) and Berkman et al. (2011) did not find concrete empirical 

evidence regarding the relationship between health literacy and cost. Berkman et al. 

(2011) concurred with Neilsen-Bohlman et al. (2004), who recommended additional 

research in health services cost relationships to health literacy. 

Self-management has become the top priority for the U.S. health system.  The 

IOM (2003) affirmed that the health industry expectation is that individuals are able to 

self-manage their chronic illnesses once discharged home (IOM, 2003).  Health 

management has shifted from the physicians and other health care providers to patients.  

Individuals are expected to seek information regarding management of their health, 

understand their rights and responsibilities, and participate in making health decisions for 
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themselves (Neilsen-Bohlman et al., 2004). In order to make appropriate self-

management decisions, health literacy is an essential component. 

Several national policies have components that address the issue of health 

literacy. (U.S. Department of Health and Human Services, 2000; The National Action 

Plan to Improve Health Literacy, 2010; Joint Commission, 2010). It is important that 

health care providers (nurses, physicians, pharmacists, etc.) understand that health 

promotion and self-management will not be effective if patients have limited health 

literacy. Therefore, patient education that is specific to patient’s literacy is an essential 

component to promote an optimal level of health literacy.  Evidence also indicates that 

there is a correlation between low health literacy and patients’ understanding of discharge 

instruction, patient outcomes, medication adherence, and increased healthcare utilization 

and costs (Foss & Hofoss, 2011; Pfenninger, Bushlow, et al., 2010, Cho, Lee, Arozullah, 

& Crittenden, 2008; Institute of Medicine, 2008).   

Physicians and clinicians have little awareness of the health literacy problem and 

often possess limited skills in performing a health literacy assessment (Neilsen-Bohlman, 

et al., 2004).  Using a health literacy instrument, Dickens, Lambert, Cromwell, and Piano 

(2013) studied 30 nurses and 65 patients to compare nurses’ estimation of patient health 

literacy to the patient’s actual health literacy.  Findings indicated that nurses 

overestimated the patient’s actual health literacy.  The authors’ recommended that leaders 

within health care organizations invest and train inpatient nurses about health literacy.  

The authors also stressed that all professionals who impact the patient experience should 
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be trained about health literacy, starting with the academic agencies.  Additional research 

is needed that focuses on assessment of nurses’ knowledge regarding health literacy and 

strategies to mitigate problems associated with patient outcomes  

Not only do nurses lack the skills to assess health literacy, but according to a 

systematic literature review conducted by Manafo and Wong (2012) the prevalence of 

recent publications on health literacy programs for older adults is very limited. Their 

review focused on health related to the existence of health literacy program targeted to 

older adults and the nature of outcomes of these existing programs.  Their final literature 

search yielded 88 articles which addressed the study’s focus.  However, only nine articles 

fit the inclusion and exclusion criteria. These articles were categorized to one of three 

levels of health literacy: functional health literacy, interactive health literacy, or critical 

health literacy.  The four articles classified as functional health literacy related to 

programs focusing on different communication methods such as forms, media, and face 

to face encounters.  Five articles were classified as interactive health literacy because 

their programs not only included communication strategies but also personal skill 

development (e.g. health promotion, preventive health).  Unfortunately, no articles met 

the critical category which included both the functional and interactive health literacy and 

also included community action.  The health literacy studies provided low level evidence.  

Out of the nine studies, eight of the studies design were non-experimental single group 

pre-posttest design and one was non-experimental descriptive.  Furthermore, only two 

studies used validated tools to measure outcomes and only one study had a follow-up to 
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determine long term impact of their intervention.  Based on this finding, Manafo and 

Wong posited that there is a lack of quantity and quality programs targeted to meet the 

health literacy needs of the older adult population.  Authors’ recommended conducting 

more research utilizing experimental designs, that incorporated intervention programs 

with short and long-term follow up procedures and research utilizing reliable and valid 

outcomes measures.  

A systematic literature review of 23 articles by Zamora and Clingerman (2011) 

focused on empirical findings related to health literacy in adults 65 and older.  Of these 

23 articles 19 were descriptive studies while two tested health literacy interventions, one 

a mixed methods study and one an integrative review. These studies focused on skills and 

health knowledge, functional health literacy, and health behavior and health outcomes. 

Studies regarding skills and health knowledge highlighted the importance of health 

literacy for understanding medication and health information and for accessing social 

service programs. Findings of the studies that focused on functional health literacy 

supported Cutilli’s literature review who determined that health literacy decreases with 

advancing age.  Zamora and Clingerman found additional evidence indicating health 

literacy also decreases with low educational levels and is reduced for individuals in 

minority groups. They also found that a two-fold increase in mortality is linked to 

patients with limited health literacy. Empirical findings for health behaviors and health 

outcomes supported Cutilli’s findings that emphasized the need for development of age-

specific interventions to improve health literacy in older adults.   
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Summary 

The context of the literature sheds light on the challenges with which the elderly 

are confronted when transitioning from the hospital setting to home.   Traditionally, 

discharge instructions have been driven by health care professionals, leaving the patient’s 

voice silent.  To better understand the patient needs and promote a patient-centered 

passage from the hospital, a combination of both the health care professional’s identified 

needs and the patient needs should be integrated to enhance discharge readiness. The 

literature points out those patients discharged with unmet needs are at risk for post-

hospital complications, re-hospitalization, increased emergency room visits, and 

decreased satisfaction with care.  These risks impact hospital cost, and impact the 

utilization of health care resources.  Therefore, the aim of this study was to have a better 

understanding of the meanings of the experience of the elderly, and contribute to 

discharge readiness in reducing post-discharge difficulties, and avoid unplanned 

utilization of health services.     
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CHAPTER III 

 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

 The purpose of this hermeneutic phenomenological study was to examine older 

patients’ perceptions regarding experiences with hospital discharge teaching for self-

management of their chronic diseases.  Hermeneutic phenomenological studies are 

conducted to explore how individuals understand and interpret their life experiences 

(Creswell, 2013).  Semi-structured interviews were used to gather narratives about 

hospital discharge in order to uncover the true essence of elderly patients’ experiences.  

This chapter presents information regarding the study setting, participants, protection of 

human subjects, methods, and analysis of findings.    

Setting 

The study was conducted in two hospital-based clinics located in a large medical 

center in Texas. The population of patients in the clinic included cardiovascular 

diagnoses such as hypertension, congestive heart failure, arteriosclerosis and 

cardiovascular surgeries such as coronary bypass, valve replacement, and heart 

transplants.  An average of 30 – 35 patients was seen daily in each clinic for their follow-

up doctor visits.   
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Participants 

Purposive sampling was used to recruit elderly patients who were returning to the 

clinic for a follow-up physician visit within two to four weeks after hospital discharge.  

Criteria for study inclusion were: 

 Patients are at least 65 years of age 

 Diagnosis of any type of cardiovascular disease 

 Cognitive competence as evidenced by a score of 3-5 on the Mini-Cog 

Screening Test (Borson, Scanlan, Brush, Vitalliano, & Dokmak, 2000). 

 Length of stay in the hospital equal to or greater than three days 

 Discharged home rather than to a long-term care facility or nursing home 

 First follow-up doctor visit was scheduled for 2-4 weeks after discharge from 

the hospital 

 English speaking  

Interviews continued until data saturation was reached with a final sample size of 20 

participants. Data saturation occurs when there is no emergence of new themes or 

essences from participants (Streubert & Carpenter, 2011).   

Protection of Human Subjects 

Institutional Review Board approval from Texas Woman’ University and the 

study hospital was obtained prior to beginning data collection (Appendix B). During the 

process of recruitment, the researcher explained the study, answered any questions 

regarding the research process, and had participants sign an informed consent. 
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Participants were informed of standard principles of protection, including the right to 

withdraw participation at any time, without penalty.  Confidentiality was assured. 

Original audio recordings and transcripts was coded and interview identifiers will be 

retained indefinitely on media storage.  Transcripts were stored in a locked file cabinet in 

the researcher’s locked office. Once the study was complete, data were removed from the 

media storage and audio-tape content was deleted.   Participants completing the interview 

received a gift card for thirty dollars as an incentive for participating in the study.  

Data Collection 

Data collection occurred in two cardiology/cardiovascular clinics within the 

hospital setting where physicians see patients for follow-up visits.  Working with the 

clinic managers, patients with follow-up visits occurring within 4 weeks of hospital 

discharge were identified.  Potential participants were approached in the waiting room 

and provided a written overview of the study.  Patients agreeing to participate received a 

copy of the signed consent form for their records and were moved to a private area for 

interview.  Open-ended, semi-structured, audio-recorded interviews were used to gather 

data for this interpretive phenomenological study.  Interviews were scheduled to align 

with the participants’ clinic follow-up visits.  Interviews, observation, and the interpretive 

process began simultaneously and continued throughout the interview process (Christ & 

Tanner, 2003). This process included other aspects that were not audible during the 

recorded interview, such as vocal intonations, physical expressions, and gestures, which 
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was recorded in field notes (Price, 2002).  Participants completing the interview received 

a $30 gift card, in compensation for their time and inconvenience. 

Instrumentation 

Three instruments used during the consent and data collection process included 

the Mini-Cog Screening Test, a demographic questionnaire, and a semi-structured 

interview schedule.   The Mini-Cog Screening Test (Borson, Scanlan, Brush, et al., 2000) 

which is a measure of cognitive impairment was administered to determine if participants 

met the inclusion criteria in regard to cognitive level (Appendix C).  The Mini-Cog 

consists of two separate components, a three-item recall component and a simple clock-

drawing component and takes only three to five minutes to administer.   The clock-

drawing component of the Mini-Cog is a visual record that assesses “cognitive function, 

memory, language comprehension, visual–motor skills, and executive function” 

(Doerflinger, 2013, n.p.).  A score of 3 – 5 on the Mini-Cog indicates a negative screen 

for cognitive impairment.  A researcher-generated demographic data collection form was 

used to collect demographic information consisting of age, gender, race, marital status, 

cardiovascular medical history, current prescribed medication and living arrangement 

(Appendix D).   

A seven-question, semi-structured interview guide (Appendix E) was used for 

data collection during the interview which lasted approximately 30-45 minutes.  

Questions elicited information regarding discharge instructions and their experiences 
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once at home.  Probing questions were used to elicit additional information or to clarify 

information during the interview. 

Data Analysis 

A professional transcriptionist transcribed all of the audio-recorded interviews.  

The researcher listened to each audio recording while simultaneously reading the 

transcription to check for accuracy and make any necessary revisions. Each transcript 

was analyzed using Lindseth and Norberg’s (2004) phenomenological hermeneutical 

interpretation method.  The authors were inspired by Ricoeur’s (1976) phenomenological 

hermeneutical interpretation theory which incorporated the hermeneutic circle to analyze 

interviewed data.  Lindseth and Norberg assert that narrative interviews are an 

appropriate approach for disclosing the meaning of lived experience.  In using this 

approach attempts are made to explain and understand meanings of a phenomenon 

through the interpretation of narratives.  Understanding is gained by moving between the 

text as a whole and its parts (thus the hermeneutic circle).  There are three 

methodological steps in this approach: naïve reading (grasp meaning of the whole, 

thematic structural analysis (identify and explain the parts of the whole) and 

comprehensive understanding (summary of themes). 

Narrative interpretation occurs by the researcher moving into the hermeneutic 

circle and conducting the interview to seek understanding of that which is expressed and 

unexpressed.  The use of three methodological steps provides a means for entering and 

movement within the hermeneutic circle (Lindseth & Norberg, 2004). These steps are 
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naïve reading, structural analysis, and comprehensive understanding (interpreted whole) 

(Lindseth & Norberg, 2004; Geanellos, 2000).  The first step, naïve reading, is to grasp 

an understanding of the whole of each interview. This is accomplished by reading the text 

several times to reach a deeper level of understanding and to identify the interpretation of 

the parts of the text that seem significant.  The significant parts are assessed for the 

relationship of parts to each other, and relationship of parts to the text as a whole.  

Understanding more than the spoken word is an essential element of hermeneutics and 

requires that the interpreters draw on their pre-understandings (forestructure, 

foreknowledge) to engage in a deeper level understanding of the text.  

The second step of structural analysis involves identifying and formulating 

themes by dividing the text into meaning units.  Meaning units are a sentence, a group of 

sentences, or a whole paragraph that conveys the meaning of the phenomenon. Meaning 

units are read and reflected on, and condensed as concisely as possible. Once the meaning 

units are condensed, a second phase of reading and reflection is conducted to identify 

similarities and differences.  Based on these similarities and differences, the condensed 

units are then conceptualized into subthemes and themes with the aim of validating the 

first step, naïve understanding.    

The last step, comprehensive understanding, is the summarization of the themes 

and subthemes and reflection on its relation to the study’s research questions.  The 

interpreter uses their pre-understanding and relevant literature to achieve a 

comprehensive understanding of the whole experience.  The literature helps revise, 
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widen, and deepen the interpreter’s understanding of the text. The results are formulated 

using everyday language to communicate the lived experience.   

Scientific Rigor 

Trustworthiness was established using Lincoln and Guba’s framework which 

includes credibility, transferability, dependability, and confirmability (Streubert & 

Carpenter, 2011; Polit & Beck 2008). Credibility for this study was established through 

prolonged engagement with interview transcripts until saturation of the subject matter 

was reached.  Members from the study’s dissertation committee review the subthemes 

and themes formulated by the investigator helped to established credibility.  Verbatim 

quotes from the transcripts of the audio recorded interviews were transcribed and 

comprehensive field notes from observations was written and analyzed as soon as text 

was available. A clear description of culture, selection and characteristic of participants, 

data collection and process analysis of this study provided details so that findings are 

transferable to other settings, groups or situations. In the context of this study, 

transferability was established by providing rich data and detailed descriptions of the 

context of events as described by elderly participants.  Creswell (2013) also emphasized 

when writing the researcher must be conscious of personal biases, values, and 

experiences that he/she may bring to the qualitative research study.  This process was 

conceptualized as reflexivity and was used as an attempt to strengthen trustworthiness.  

Confirmability was achieved by maintaining a detailed audit trail by recording activities 

over time to enable another individual to determine if the interpretations can be traced 



  

37 

 

back to their source.  Another aspect of trustworthiness is dependability.  According to 

Lincoln and Guba (1985), dependability accounts for the degree to which the study’s data 

change over time.  When data are collected over time there is risk of inconsistency which 

can result into instability during data collection. Therefore, dependability can be 

breeched. To minimize the risk of breeching dependability in this study, the researcher 

utilized the same interview guide for each of the elderly participants.  Audit trails were 

maintained to ensure that the process of the study is logical and traceable, so that other 

researcher can examine the study data, methods and findings.  Polit and Beck (2008) 

suggest that credibility cannot be attained without dependability.  
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CHAPTER IV 

 

ANALYSIS OF DATA 

 

Over the last decade the United States has experienced considerable growth in the 

population of individuals who are 65 years of age and older.  Population growth of this 

sector has presented challenges to the health care system.  Government reports have 

projected that 80% of the elderly patients have at least one chronic disease and 65% have 

multiple chronic diseases.  Hospital readmissions are often related to deterioration in 

patients’ health after discharge due to inadequate management of their conditions. 

Helping patients understand and manage these chronic diseases in partnership with health 

care providers assessing and addressing patients psychosocial needs can result in 

reducing hospital readmissions. The purpose of this hermeneutic, phenomenological 

study was to explore elderly patients’ perspectives regarding discharge instructions 

related to self-management of their chronic illnesses once they were discharged from the 

hospital to their home.  This chapter begins with a description of the sample, followed by 

study findings, and finally results of the findings are summarized.   

Description of the Sample 

 

 The sample consisted of twenty patients aged 65 years or older who were 

discharged from the hospital within the four weeks preceding the data collection 

interview.  Descriptive statistics were used to summarize demographic data of study 

participants.  Participants’ ages ranged from 65 to 89 years with an average age of 75 
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years.  The majority of participants had a cardiovascular medical diagnosis (n=12, 60%) 

while the remainder experienced cardiovascular surgical procedures (n=8, 40%). 

Participants were predominately female (n=16, 80%).  Thirty-five percent of the 

participants were married, fifty percent were widowed, and ten percent were divorced.  

The remaining five percent were separated.  The race/ethnicity distribution of the sample 

consisted of Caucasian (n=9, 45%), Black/African American (n=7, 35%) and Hispanic 

(n=4, 20%).  Prescribed medications ranged in number from nine to twenty three, with a 

mean score of twelve.   

Findings 

The analysis of findings is organized around four emergent themes including:  

Just-in-time Discharge Process, I Thought the Instructions Were Good, But…, What 

Would I Do without My Caregiver, and It Would Help if I Had…  Several subthemes, 

which are linked to themes, are discussed.   

Just in Time Discharge Process 

Just in time discharge reflects the character of the discharge education process. 

The context for patient discharge on hospital units is heavily influenced by unit work 

flow.  For acute care nurses, discharged patients represent a particular challenge because 

the order is written on the day of discharge. The nursing staff, already experiencing a 

heavy workload, is left to communicate essential discharge information to the patient, and 

prepare the patient to leave the unit during the same day.  While both the nursing staff 
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and patient often know that discharge is imminent, planning for discharge is often not 

initiated until the formal order is written by the physician, triggering a reactive response.  

Discharge teaching was delivered over a range of times prior to discharge.  The 

most typical scenario was that following the written order and in the final moments 

before the release from the hospital discharge instructions were hurriedly given.  A 

discharged patient shared his experience of a nurse providing instructions close to being 

release from the hospital,  “The nurse, when I was getting ready to check out, brought me 

all these papers, and very informative on everything from the compression hose to 

bathing, uh.”  Some participants were fortunate to have personal care providers in 

attendance during the discharge instructions which tended to improve appropriate 

caregiving once home. A 65-year old veteran described his discharge instructions about 

his medications and the use of a cardiac Holter monitor that were delivered on the day of 

discharge.  While he felt the nurse did a good job, he indicated   “All of that at one time is 

really a lot to come at you.  Because, my thought was I wanted out of there.”  

The exception to the usual “drive-out” discharge process were the fortunate 

patients who actually had time to attend a class or two regarding their home care.  

Usually classes included topics such as post-surgical care, or nutrition, wound care and/or 

other necessary information.  Several spouses or caregivers also attended the classes with 

participants which enhanced their understanding of self-care requirements.  A patient 

fortunate enough to receive discharge instructions a couple of days prior to their hospital 

release related, “I went to the discharge class and then on Tuesday there was a discharge 
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class for nutrition and I went to both of those.”  This participant was particularly 

fortunate that his wife was able to attend classes with him.  He emphasized, “it helped me 

a lot, oh yes, it did.” 

Even though physicians informed patients of their impending discharge, 

participants often stated nurses were the main individuals providing the discharge 

instruction details.  Nurses reviewed the printed discharge instructions with participants 

and/or family member including medication regimens, incision care, exercise regimen, 

bathing/showering, daily weights and parameters for physician notification, dietary 

requirements, and making arrangements for the physician follow-up visit.  The discharge 

instruction process was finalized by a signature from the patient, family member or 

caregiver.   

In some instances the discharge process was not as detailed for patients that had 

recent previous admissions and discharges from the hospital.  One patient who had an 

artificial device removed recounted her surprise that the printed instructions were not 

reviewed by a nurse or physician.  The patient made assumptions regarding her care 

needs while waiting for her physician follow up appointment. The combination of lack 

discharge instructions and the waiting period for a follow up appointment resulted in a 

patient knowledge gap regarding self-management at home. This participant shared that 

she did not receive instructions regarding wound care and dressing change regime, 

activity limitation, and bathing method (shower or tub).   She commented “I don’t know 

can I lift 5 pounds, 10 pounds [or] how long I can shower now.  My cut is here [pointing 
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to incision located in her side]; can I get in the shower, stay 30 minutes in the tub or 10 

minutes in the shower.  None of that, none of that was explained to me.  So maybe Dr. 

______ is gonna do that on the 7
th”

.  The 7
th

, a week away, was the scheduled follow-up 

appointment with the surgeon”. 

I Thought the Instructions Were Good But … 

 Remarkably, participants often voiced that the discharge instructions were good.  

However, participants’ perceptions of their discharge instructions did not match the 

reality related to their needs for the forthcoming post discharge period.  Therefore, 

participants’ perceptions may have produced a false picture of the adequacy of their 

understanding of the discharge instructions.  Not only was the amount of instruction not 

adequate – some participants reported difficulty in understanding the instructions due to 

their inability to concentrate following the surgery or illness experience and the 

complexity of the information.  Medications were a typical example as illustrated by the 

following “What was hard about the written instructions was about the different 

medicines… And to be quite frank, I have trouble concentrating, still I can’t read or 

anything…” 

Often participants did not ask questions regarding their discharge instruction 

because of the rushed or busy appearance displayed by the nurse or physician. One 

discharged patient reported “I mean they were all nice, but I just missed that little extra 

step, it seemed like she was in a hurry trying to do the next thing she needed to do and I 
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was in a hurry trying to get out of there.”  Even when participants were asked if they had 

questions, they said no because “it seemed like she [nurse] was in a hurry.” 

Medication complexity.  Patients in this study were discharged with between 9 

and 23 prescription drugs. Instructions of medication schedules were electronically 

printed and reviewed with the participant on the day of discharge. Given the complexity 

of the drug regimen, participants faced a number of issues.  Several participants and their 

family members described a problem related to medication reconciliation which is a 

standardized health practice and regulatory requirement that should occur during the 

discharge process.  This seems to occur more often if participants had multiple consulting 

physicians.  One participant stated, 

We ran into a problem last night, where we got some medication.  Some [printed 

instructions] say don’t take and others saying take.  I don’t know what the hell 

I’m supposed to do.  Why would one group tell me to take it and another group 

tell me not to take it? 

He further commented that “in my mind it wasn’t clear…because one place it says to stop 

the stuff, Plavix and the other place it says take it.”  Because of the prescription confusion 

this patient’s wife called the physician “…and so she had to make three trips to 

Walgreens and she still have to go back again.”  Lack of medication reconciliation was 

echoed by several other participants who indicated either one of their medications was 

missing from the printed instructions or the printed instructions did not match what they 

were told by the pharmacy instructions.  
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Physical activity plans.  Participants revealed issues regarding their level of 

preparation for and instructions regarding physical activity.  Even when pre-discharge 

plans were in place to begin physical therapy prior to discharge, the timing of the order 

leads to very limited pre-discharge therapy.  One participant shared that his pre-discharge 

physical therapy was limited, “…, because he [doctor] ordered it on Friday, we didn’t see 

anybody Friday or Saturday … a minute on Sunday and then Monday and I went home 

Tuesday.  So, I really did not have a lot … therapy …”.  For others, instructions 

regarding the amount of physical activity were vague.  One participant shared that he 

needed additional instruction regarding walking.  He stated, “They just told me to walk, 

but not how far to walk or how long to walk.”  Fortunately, some physical activity plans 

were effectively implemented. One 68-year old participant diagnosed with chronic 

congestive heart failure and arthritic knees participated in home physical therapy 

treatment three times a week and she explained that it “helps exercise my legs, my arms”.  

Home surprises. Patients discovered other surprises once discharged.  Typically, 

many cardiovascular patients are unable to lay in a flat position due to their shortness of 

breath.  Several interviewees described their sleeping position with several pillows under 

their heads.  A participant admitted that one surprise she had was that she could not lay 

flat in the bed; she slept in a chair instead. She further explained that “…, I don’t think it 

was anything they [the clinician] could have told me. I think it’s just what you got to find 

out for yourself.  The hospital bed you can kind of regulate it where you’re more 

comfortable …”  
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Two other patients were unsure of what they should do regarding their incision 

care because no instructions were included in the discharge process.  One of the 

participants shared the instruction regarding the care of her pacemaker incision, “They 

didn’t say nothing about my pacemaker incision, they just told me when I have to come 

back for follow up.”    

Specialized equipment such as Holter monitors sometimes presented a problem.  

One participant who was prescribed a Holter heart monitor described his lack of 

information regarding the use of this piece of equipment.  He explained that once they 

were at home, “We had to call several time to get it [the heart monitor]”.  According to 

the participant, once the heart monitor was delivered, the instructions given by the 

company representative were not clear enough for him to understand.   He stated, “We 

needed practice on how to cut it on … so we can get it to work”.  This participant further 

stated they had to make several additional phone calls to learn how to activate the heart 

monitor.   

What Would I Do Without My Caregiver? 

Following discharge, most patients clearly needed additional assistance that was 

usually provided by a family member, ranging from a spouse to an adult child or another 

caregiver.  Care giver support ranged from study participants moving in with a family 

member on a short term basis, a family member moving in with the participant or 

relocation of a participant from their residence to be near the family.  Following surgery, 

one participant temporarily relocated 300 miles away to be near her daughter.   
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Caregiver support included medication management, navigating environmental 

challenges and assistance with activities of daily living, incision care and dressing 

changes, symptom management, and transportation.   In most instances, the participant’s 

ability to resume self-care gradually increased and their final goal was assuming 

responsibility for their care routine to the greatest extent possible. 

Medication management.  In general, participants’ profiles reflected a regimen 

of polypharmacy that demanded daily assistance from family members or other 

caregivers.  Typically, assistance was needed to fill pill boxes, contacting the pharmacy 

for prescription refills, and picking up the filled prescriptions.  Pill boxes were often the 

customary method of keeping pills organized and maintaining the medication schedule.  

More than one pill box was used by several participants to help coordinate medications’ 

schedules between morning, evening and night. Getting medication organized required 

energy that some patients just did not have following discharge.  One 81-year old 

participant explained her pill management needs.   “…, well I said I don’t want to fool 

with it [pills], I don’t even want to look at the pills, so they [family members] filled them 

the first week.”  For most, assistance tapered off after an average of two weeks post-

discharge, after which patients demonstrated the willingness and capability to manage 

their medical regimen.   

“Yeah, but then she [daughter] and I did them [fill pillboxes] yesterday.”   “…, 

each day I counted out to make sure I had eleven in the morning, I counted the 
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afternoon ones, I had seven or eight, I think I had one time eight and one time 

seven …”  

Medication management by some participants was accomplished using 

technology such as excel spreadsheets and cell phones.  One participant shared he was 

very much in control of his medication regimen before the current surgery.  He explains, 

“And I’ve always kept things pretty controlled, on an Excel spreadsheet that I keep all 

that stuff in.” His plan was to return to this method of medication management once his 

post-operative diminished comprehension level return to normal.   Technology was also 

used by the son of one participant to manage the medication regimen of his mother.  This 

participant shared, “He [son] has it all computerized and he has it on his cell phone.”   

Each of the two participants were prescribed at least ten medications for which there were 

multiple scheduled times for administration. 

Environmental challenges and activities of daily living (ADLs).  The 

prevalence of potential environmental challenges in the home posed significant activity 

impediments for both surgical and nonsurgical participants.  These impediments were key 

indicators that assistance would be needed for daily activities.  Environmental challenges 

such as stairs, the distance of bathroom in relation to other room locations (e.g. bedroom, 

sitting area), and the availability of a shower versus bathtub were frequently encountered 

by participants.  These environmental challenges were increased when combined with 

other medical needs.  For example, patients requiring medical equipment such as oxygen, 

walkers or external battery packs experienced greater obstacles when trying to perform 
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different activities of daily living.   Assistance from family members or caregivers were 

the key mediators that diminished these environmental challenges.  Yet, these factors 

were not considered in the discharge planning instruction process.  

A 71-year old post-surgical participant shared the environmental challenges she 

faced – particularly accessing the bathroom which was too far away for her even with 

assistance from her family members.  “… and the bathroom is like, oh God. …I get up 

and use my cane or walker.  I had an accident a couple of times.  Cause it is too far.”  

Stairs also served as an environmental barrier for participants.  One surgical 

participant described the living arrangement as “The bedroom is upstairs, eating 

downstairs, so she [wife] helps me up and down the stairs.”  He shared the discharge 

instructions provided by the physician regarding mobilizing up and down the stairs with 

his wife’s assistance.  “But Dr. ___ said no it wouldn’t [be impossible], just how I go 

about doing it; don’t pull myself up the stairs.  Just use my leg muscles to lift myself up, 

and it will work …  

Basic hygiene was a struggle for some participants in the first few weeks post-

discharge.  Participants frequently commented that their mobility and agility to perform 

activities of daily living were impeded.  Typically, responses indicated that instructions 

were provided to post-surgical patients regarding showering and physical activity.  

However, other aspects such as the possibility of needing a bedside commode, shower 

chair or a hand held shower were not always discussed at discharged.  Participants stated 

they frequently discovered the need for this type of equipment from other family 
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members or friends once at home.  Fortunately, some participants had these types of 

equipment from previous hospitalizations of themselves or a family member.   One 

participant explained that she had obtained the “stool” from a previous hospital 

admission.  She conceded that showering was very tiring and required assistance from her 

caregiver to shower and dress. “She fixes my meals, helps me take a shower.  But I can 

take a shower, except I get real tired...”  “I can walk into my shower and I have a stool.”  

“I do get tired, I get tired real easy.”  “I just sit there for a while and tell [caregiver] that 

I’m tired and she’s there with me and we get out and get dressed.”  

  Another participant was not privileged to have a shower chair.  She shared the 

environmental adaptation that she made in order to shower, “I have to stand and hold on” 

because she was very weak once discharged from the hospital.  Showering was limited to 

times that her daughter and/or granddaughter were close by to provide standing support.  

 Another surgical patient who was implanted with a LVAD had two battery packs.  

This patient recounted the challenge he had when the shower chair he purchased didn’t fit 

within the dimensions of the tub.  Unable to use the shower chair, he had to improvise 

with regular chairs. He described the use of two chairs when showering, “… I put one 

chair inside and one chair outside for the batteries thing, for no [sic] get it wet”.  

Non-surgical patients were confronted with similar challengers in regard to 

showering and physical activity.  However, one participant had the advantage of the 

using an intercom to communicate with her daughter when she was upstairs.  When asked 

how she calls for help when her daughter was upstairs, she stated “Just call her name, I 
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use the intercom.”  In both surgical and non-surgical cases participants stated they were 

“weak” and realized once discharge home they needed assistance from others to complete 

daily activities as showering, ambulating, cooking and shopping for groceries.  

Incision care/dressing change.  Incision care was another aspect in which 

participants who had surgical procedures needed assistance from family members or 

other caregiver.  All of the surgical procedures were cardiac related.  Several of these 

patients were returning to the clinic for assessment of the incision site and suture 

removal.  However, there were some participants who were already placed on antibiotics 

due to infection at the incision site. One of these participants had a LVAD, which 

incision site required frequent care and dressing changes.  This individual described the 

assistance his wife provided “…, all the time she take care for me, for my food, for 

everything what I eat and she take care for clean my stuff [dressing change to incision].”  

He further explained the frequency in which his wife changed his wound dressing.  He 

explained that “…, she take care for every 4 hours change dressing.”  

Symptom management.  It is not uncommon for cardiac patients to require 

regular monitoring of weight and blood pressure monitoring to identify when to take 

action.   For participants in this study family members were either assisting with the 

performance of these skills, or reminding the participant to perform these skills.  Several 

participants utilized home health care to provide such services, and then notify the 

physician as indicated.  
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Transportation.  Typically transportation to pharmacy, laboratory and clinic for 

follow-up physician visits required assistance by a majority of the participants.  A few 

participants used other means to obtain prescriptions such as mail order, and one used a 

public transit special service for transportation for laboratory and physician follow-up.  In 

one noteworthy situation, a participant traveled over 350 miles to the clinic for his 

physician follow-up visit.  Remarkably, he and his wife rode the bus from their home 

town to the clinic.  Furthermore, his sister-in-law provided transportation assistance from 

the bus station to and from the clinic and to his brother’s home.  He stated “…, my sister-

in-law, take [sic] me.  She drives me.”  

Independence.  Some patients were anxious to maintain their independence and 

did not particularly want other family members present during discharge instructions.  

For example, participants with a past medical history of chronic diseases such as 

diabetes, congestive heart failure, hypertension or stroke indicated they were capable of 

managing themselves.  An 80 year old female with a history of chest pain shared her 

determination to maintain her interdependence regarding her medication regimen and 

other domestic activities. 

That’s what I’ve been doing by myself [filling pill boxes and taking her 

medication].  …, but I have a nurse to come and she just verifies the medicine that 

I have. 

Similarly, once discharged home there were those participants who were 

determined to maintain their independence to the level it was prior to hospitalization.   



  

52 

 

One participant lived alone and managed her medication regimen, and drove herself to 

the pharmacy for prescription refill.   However, she did have home health service to 

monitor her weight and blood pressure.  Another participant emphasized her 

interdependence from family members.  She admitted, “I drive and come to 

_______[City Name]…I know better if I feel sick, I don’t drive, I call my daughter …”  

When asked about how frequently she needs assistance from members her reply was 

“Not very often.  I am very independent.  I do all, everything for myself.”  This same 

participant also played a support role as baby sitter for another family member stating   

“…and my daughter-in-law, she got babies and I go over there and babysit and all that.  

I’m at home, but I leave the house about 2 o’clock to go, the bus at about 2:45, 3:00 

o’clock to, and it’s close to my house, so I go there, he’s blind and he’s handicapped…” 

“…I just push it [wheelchair] inside the house and I just wait to her son comes so he can 

pick him up…”  

It Would Help If I had … 

 Participants often offered suggestions for the discharged process, from their 

viewpoint that would have improved their transition from the hospital to home.  

Suggestions ranged from financial support to scheduling follow-up doctor’s appointment.    

State and local support services.   Several participants described the 

difficulties they faced accessing services offered by state and local government.  These 

services include provisions such as nutritional support, the food stamp program, financial 

support, and home health services.   
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 Financial support.  Financial support was a critical concern for many participants.  

One participant, who indicated he was on a fixed income from Social Security, described 

his financial situation. 

“Because they don’t give me too much money but 700 a month.  The rent is 200; 

the electric bill is 200.  When I come on the bus [from home to the city where the 

clinic is located] it’s 150; when I come here [from bus station to the clinic] I need 

to give some money to my sister-in-law for she drive for me.”   “… I don’t have 

no people help me, just my wife and me.  We have the dollar from my check 

[social security check], it’s stretch.”  “That’s it.  No food stamps, we don’t have 

no help from nobody.”  

Financial support for equipment and transportation were the highest demand 

mentioned by participants.  A 71-year old with a history of COPD shared her struggles 

with trying to replace a broken nebulizer.  She had previously investigated and 

discovered that it would be five years before the broken nebulizer could be considered for 

replacement by the insurance company.   She hoped to gain some information and 

guidance on governmental services that may be available to assist her financially in 

securing a nebulizer from the clinic visit today. 

“I think it would have been easier if I didn’t have to worry about no nebulizer, 

they [case manager] said I wasn’t gonna be able to get one for 5 years when I was 

up here [in the hospital].” “It would be nice if we could get it today.”  
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Social assistance.  Typically, there were several instances where social services 

were utilized by participants.  In several interviews participants specifically mentioned a 

home health licensed staff was ordered to assess and manage symptoms (e.g. weight, 

blood pressure, blood sugar) or an unlicensed staff to assist with activities of daily living 

(e.g. cooking, light cleaning, assist with bath/shower).   

In contrast, there were some participants who identified a need for social services 

assistance such as home health.   A participant, who had a removal of Left Ventricular 

Assist Device (LVAD), lived in another state and was returning to the clinic for her post-

operative follow-up physician visit.  The necessity of a care-provider once discharged 

from the hospital was a prerequisite before the LVAD surgery could be performed.  

However, the necessity of a care-provider was not a prerequisite after the removal of the 

LVAD.   She described the dilemma facing her regarding the situation of obtaining a 

care-provider.    

“… I was thinking about that [having care provider] this morning.  I said it’ll be 

so nice, if I could afford to have somebody come in.  But I know I can’t because 

I’ve been here [at the hospital) once before and the hospital wouldn’t let me go 

home until we retained somebody.  That depleted my savings quick.”  

Another participant, a 69 years old male, had similar needs for social services 

assistance.  This unique situation encompassed the participant wife and two 

grandchildren (two years and four years old).   The participant’s wife not only managed 

her multiple chronic illnesses, she also was the care-provided for the participant.  The 
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participant stated his wife manages his medication regimen and other health care needs.  

This wife contacted the home health service she was using for herself, for guidance on 

obtaining some home health service assistance for her husband (the participant).  She was 

awaiting a return phone call. 

 Equipment and supplies.    Special equipment and supplies were also indicated by 

the participant as a need that would have helped them manage their medical condition 

once discharged from the hospital.  Frequently mentioned special equipment such as 

shower chairs, hand-held showers, and scales were either being utilized by participants or 

the item were identified as a need.  A scale was one piece of equipment needed by a 

participant diagnosed with congestive heart failure (CHF).  She stated,  

“They want me to weigh, watch my weight and my blood pressure here.  That’s 

why I got Home Health, cause that’s what they used to do when I had them 

before.  I don’t have no scales at home.”    

This participant did acquire a scale  from this clinic visit, which is a service provided by 

the clinic if needed.  In contrast, another participant with a Left Ventricular Assist Device 

(LVAD) submitted that social services assisted him with acquiring the hospital bed he 

currently has at home.     

A few patients such as those who had to travel long distance from their home to 

their follow-up doctor’s clinic visits had special needs which were not addressed in the 

discharge process. Lack of addressing these specials needs resulted in additional 
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challenges for self-care management post discharge from hospital.  The following 

example highlights equipment and medication needs found in this instance. 

A participant with a history of diabetes,  living over 300 miles away from the 

hospital planned for a short clinic visit followed by a quick return  trip back to his home 

in the same day.  However, he became ill and was admitted to the Emergency 

Department, which resulted in the need for emergency heart surgery.  He remained in 

town for his scheduled follow-up clinic visit.  He explained his dilemma of not having his 

routine medications and glucose meter with supplies to manage his chronic diabetes.  He 

explained the situation to the nurse who informed him that he would be provided with 

what he needed.  However, at the time of discharge he received no medications, 

equipment or supplies.  He stated:  

How in the hell do I know what to do?  Do I take my insulin or do I not take it?  I 

don’t know what my blood sugar is.  And I know it was running fairly low up 

there (in the hospital). 

To further complicate the situation, medications were an issue as well. 

“And there was another issue, when people from out of town like his, I mentioned 

to her [the nurse] that I’d like to have at least a couple of days of the prescription 

pills.  Whatever I’m supposed to take for 2 or 3 days, until I can get home and get 

my prescriptions from wherever we’re getting them from.”  
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Follow Up Physician Appointment 

Typically, physician follow-up appointments are made by the participants or their 

family members once they return home.  It was not uncommon for the participants to 

have to schedule multiple appointments with different physicians following hospital 

discharge due to their current diagnosis and their chronic disease history.  One participant 

confided that she had to schedule four physician appointments once she was home.  

Another participant commented that during a previous hospitalization, a health care-

provider scheduled the follow-up physician appointment before she was discharged from 

the hospital.    

Summary 

This hermeneutic phenomenological study explored elderly patients’ perspectives 

regarding discharge instructions as they related to self-management of their chronic 

illnesses once discharged home.  Using Lindseth and Norberg’s (2004) hermeneutical 

interpretation method it was discovered patient perceptions of their discharge instructions 

did not match the reality of their post-discharge needs. Four emergent themes were 

extracted:  Just-in-time Discharge Process, I Thought the Instructions Were Good, But…, 

What Would I Do Without My Caregiver, and It Would Help if I Had…  Evolving 

subthemes from some of the themes addressed environmental barriers, need of financial 

and care-provider assistance.   
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CHAPTER V 

 

SUMMARY OF THE STUDY 

 

 

 The discharge process is a critical component of preparing patients for self-

management of their disease once discharged home.  Studies have documented that 

elderly patients encounter a variety of problems once discharged from the hospital to 

home (Maloney & Weiss, 2008; Foss & Hofoss, 2011; Watkins, Hall, & Kring, 2012;  

Horwitz, Moriarty, Chen, Fogerty, Brewster, et al., 2013; Coleman, Chugh, Williams, 

Gribsby, Glasheen, et al., 2013).  Chronic morbidity contributes to the complexity of the 

discharge process and marginal health literacy contributes to patients’ comprehension of 

the verbal and written instructions. This hermeneutic, phenomenological study explored 

elderly patient perspectives regarding discharge instructions related to self-management 

of their chronic illnesses once they were discharged from the hospital to their home. This 

study adds to the current body of knowledge regarding the extent in which the discharge 

process prepares patients for self-management of their disease process once discharged 

home. This chapter presents a summary of the study, discussion of the study findings, 

study conclusions, implications for nursing, and recommendations for future research. 

Summary 

The purpose of this hermeneutic phenomenological study was to explore patients’ 

experience regarding discharge instructions related to self-management of their chronic 
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illnesses once they are discharged from the hospital to the home environment.  Semi-

structured interviews were conducted in two cardiovascular hospital-based clinics located 

in a large medical center. Purposive sampling was used to secure the sample.  Twenty 

participants with a diagnosis of cardiovascular disease were interviewed during their first 

follow-up clinic visit to uncover patients’ perspectives of their hospital discharge 

instructions and subsequent experiences of caring for themselves at home.  Findings 

yielded a profound range of issues regarding the discharge process.  Four themes 

emerged reflecting aspects about transition from hospital to home following discharge 

teaching: 1) Just-in-time Discharge Process, 2)  I Thought the Instructions Were Good 

But…,3)  What Would I Do Without My Caregiver?, 4)  It Would Help if I Had….  

In this study many participants experienced the Just-in-time Discharge Process in 

which discharge instructions occurred the day of discharge, many time immediately prior 

to being transported from the hospital room to the lobby.  Even though this process 

improved patient-flow it did not provide adequate notice of and preparation for discharge, 

neither did it allow sufficient time for patients to ask questions.  Nevertheless, signing of 

the discharge instructions, by participants or family members, signified the discharge 

process was reviewed, understood by participants, and thus, completed.  However, even 

though there was a signature on the discharge document, study findings revealed there 

was a lack of understanding by the participant.  There were two participants and/or their 

family member who had the good fortune to attend classes regarding home care several 

days prior to discharge, ensuring a smoother transition to home.   
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Overall, participants’ perceptions of receiving adequate discharge instructions did 

not match their health, psychosocial, and environmental needs once home.  Thus emerged 

the theme, “I Thought the Instructions were Good But...” Even though participants 

perceived their discharge instructions were good, in reality they discovered that once 

home there were essential aspects of care that were not included in the discharge 

instructions. These essential aspects were identified and categorized as medication 

complexity, physical activity plans, and home surprises.   

After discharge home, participants’ health care and psychosocial needs were 

frequently managed by family members.  Participants reported family members, 

especially during early post-discharge, as most helpful.  Thus, the theme materialized 

“What Would I do Without My Caregiver?”   In addition to support from informal family 

members some participants also had additional formal support to assist with coordination 

of their care at home. Several participants did not have formal or informal support and 

they subsequently relocated to independent living facilities which provided other support 

services such as prescription delivery, meals and transportation as needed.  Five 

associated subthemes were medication management, environmental challenges, activities 

of daily living (ADLs), incision care and dressing change, and symptom management and 

transportation. 

The final theme “It Would Help if I Had…” describes the study participants’ 

experience of accessing support services once discharged home.  Even when participants 

received excellent discharge instruction additional resources were needed once discharge 
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home. These services included financial support, home health support, other social 

supports, and assistance with follow up appointments.  Financial support was needed to 

compliment monthly budget expenses, purchase health care equipment, and assist with 

other environmental needs.  Several participants expressed the need for a care provider to 

assist with daily health care management, but either did not have the financial support to 

cover the expense or had challenges navigating the health system to make home health 

arrangements themselves. Follow-up physician appointments were also identified as an 

area where assistance was needed. The following section will provide a detail discussion 

of this study finding. 

Discussion of Findings 

This study was motivated by the need to explore the perspective of the elderly 

patients regarding discharge instructions related to self-management of their chronic 

illnesses as they transition from hospital to home. The findings of this qualitative study 

provided revealing circumstances of struggles that patients and/or family members are 

confronted with once home from the hospital setting.   

Cognitive Decline and Health Literacy 

One concern when working with the elderly is that individuals experience 

cognitive decline that may decrease their ability to understand their discharge instructions 

and manage their care at home.  This supposition did not hold true for elders in this study.  

One reason for this difference may have been that inclusion criteria for this study 

required participants to successfully complete the Mini-Cog to assess for cognitive 
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impairment, language comprehension, and the ability to execute mental functions.  Six 

potential participants had positive Mini Cog tests and were prevented from entering the 

study.  While two post-surgical participants indicated their decreased understanding of 

the instructions, this effect was transient and improved over time. Information these 

participants had difficulty with included complex instructions for using a Holter monitor 

and complex medication regime.  There was one participant who passed the Mini-Cog 

test but latter in the interview she admitted that she recognized her short-term memory 

had declined.  At the time of the interview she said that she was getting more forgetful, 

and during the interview she paused frequently when responding to interview questions. 

Consequently, this study sample may not reflect the literature findings identifying limited 

health literacy that were proposed by Dorson, Scanlan, Brush, et al., 2000; Coleman et 

al., 2013, Samora & Clingeman, 2011, Cutelli, 2007).   

Just-in-time Discharge 

It is standard practice that discharge instructions are routinely reviewed with 

patients before they are discharged home. In this study nurses were usually the health 

care provider responsible for review discharge instructions with patients. For many 

participants, discharge instructions were reviewed immediately prior to patient discharge 

from their room.  There were number of instances where participants indicated the nurse 

appeared to be in a hurry or rushed and subsequently didn’t ask any questions. This 

process is congruent with findings by Maloney and Weiss (2008) which revealed that 

patients’ and family members perceived lack of professionals’ time as a reason that 
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patients are reluctant to ask questions. This reluctance results in patients and families not 

fully understanding their discharge instructions and can be associated with adverse events 

once discharged home.  Conversely, in this study there were two patients and family 

members who were able to participate in classes one to two days prior to discharge fared 

better once home.  Foss and Hofoss (2011) found that even though elderly patients and 

their family members wish to participate in planning their hospital discharge process, 

severe time constraints on health professionals interfere with this process.   In this study 

even though family members were providing transportation from hospital to home, they 

were often not present at the time discharge instructions were provided.   

I Thought the Instruction Were Good But… 

Participants in this study had chronic medical conditions, frequently with multiple 

comorbidities and complex medical regimens.  Findings in this study were similar to 

others with regard to participants’ initial perceptions of their instructions.  Participants 

initially stated their discharge process was good or at least okay.  However, as 

participants shared details regarding discharge and subsequent transition to home, it 

became more obvious that instructions were insufficient or neglected to address 

participants’ specific medical needs. This study’s findings are similar to Horwitz et al.’s 

(2013) findings, which indicated patients’ positive perceptions of their discharge 

instruction do not adequately reflect actual patient understanding of discharge care.  

Horwitz et al.  concluded that patient understanding of their discharge instructions was 

suboptimal.  In addition, the findings from Horwitz indicated gaps in addressing 
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psychosocial and environmental needs. Previous studies also acknowledged the 

importance of timely accessibility to social services and to having mobility and assistive 

aids in the home at the time of discharge (Watkins et al., 2012; McKeown, 2007; 

Grimmer, Moss, & Falco, 2004).  When psychosocial and environmental needs were not 

addressed, self-management, and recovery were affected.   

What Would I Do Without My Caregiver? 

Among participants, there was almost a universal need for assistance when initial 

discharge occurred – even from participants who were strongly independent.  

Participants’ perceptions of the importance of a care-provider in this study are not new 

and are supported by several research studies. McKeown’s (2007) phenomenological 

study which interviewed elderly people in their home two weeks after discharge, found 

that participants needed either formal and informal supports, or both, to manage different 

aspects of their health care, lifestyle changes, and communication with health care 

professionals for urgent and complex problems.  Grimmer, Moss, and Falco’s (2004) six 

month longitudinal study findings revealed a theme that discussed a delay of the 

commencement of formal and informal (family, friend, neighbors) support to assist in 

health care and other common needs (i.e. purchasing and preparing meals, paying bills, 

mobility in the home, personal hygiene and household choirs).  Several participants from 

this study expressed difficulty of securing home health services once discharged.  Yet, 

other participants who previously were utilizing home health services experienced a more 

seamless transition from hospital to home. This study confirms evidence from Grimmer, 
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Moss, and Falco (2004) that timing of the initiation of health services is usually delayed, 

average wait time being 4-5 weeks. Grimmer et al. also found that those with prior 

services were better able to connect to home care resources following discharge. .   

Similar to findings of this study, several investigators (Mishra et al., Grimmer, et 

al., and McKeow) found family support and social support was needed to assist in 

medication management, with dressing changes, symptom management, bathing, and 

coordination of doctor’s appointment.  Additional concerns identified in this study were 

psychosocial needs including transportation and domestic needs such as preparing meals, 

light house work, activities of daily living, and financial assistance.   

Vogeli et al. (2007) concluded that patients with multiple chronic conditions 

(MCC) are vulnerable to suboptimal care particularly because of the difficulty in 

managing complex medication regimens. All of this study’s participants had MCC and 

were also prescribed multiple medications with a mean of twelve medications per person.  

Mishra et al. (2011) interviewed fifty focus group participants and revealed that 

participants with MCC had multiple medications prescribed.  In this study family support 

was one of the key factors influencing adherence to complex medications’ regimen – 

particularly in the early discharge phase.   

Many participants from this study with informal caregiver support still perceived 

they needed additional formal assistance such as home health services and/or social 

services. A survey by Boutwell (2009) and the study by McKeown (2007) emphasized 

that enhanced care and support during transition from hospital to home helped to reduce 
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rehospitalization. The post discharge support was provided by nurses conducting home 

visits to enhance the care and in some cases up to one year for the elderly frail.  Elderly 

participants in MeKeown’s study who had some formal support services by nurses voiced 

their need for additional services provision by home health services, especially those 

elderly participants who lived alone. While patient navigators have been shown to be 

beneficial following discharge (Wells, 2008; Campbell, et al., 2010, Manderson et al., 

2011 & Watkins et al., 2012) none of the participants from this study had the provision of 

a patient navigator to support them to improve their transition from the hospital to the 

home. 

Interestingly several participants who lived alone expressed their wishes for 

independence following discharge and stressed their ability to care for themselves with 

the assistance of a care-provider.  Living arrangements dramatically changed for some 

participants who relocated from their own residence to a family member home for 

assistance in managing their medical treatment once discharged. One participant even 

sold his/her home.  Mixed emotional feelings existed among participants of this study 

regarding those who lived alone and those who relocated to a family home.  Some 

expressed that they didn’t want to burden their children while other expressed they did 

not wish to be dependent on others.  One participant demonstrated her desire to be 

independent by continuing the daily routine of after school care of her handicapped 

grandson.  Prior research indicates that elders expressed a desire to remain in their own 

home. (McKeown, 2007; Grimmer, Moss & Falco, 2004).   McKeown found that older 
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people were conscious of demands of relying on family, friends and neighbors for caring 

for them and therefore wish to remain in their own homes.  Need for independence was 

also reflected in subjects from Grimmer et al.’s study with elders exhibiting the 

determination to maintain their previous lifestyles.  In this study, desire for independence 

sometimes became a negative force prohibiting subjects from seeking services they 

needed to improve their quality of care.   

It Would Help If I Had… 

 Creating a discharge process that is patient-centered is identified as a key aspect 

in transitioning the patient from the hospital to home successfully.  Lamiani and Furey 

(2009) stressed that the methodology of discharge instruction should shift from the 

dominant disease-centered to an approach that integrates patient-centered practices.  The 

patient-centered care approach considers psychosocial issues and other specific patients’ 

needs.   Unfortunately, in this study there was a lack of patient-centered care from 

participants’ perspectives during their discharge process.  Once at home participants in 

this study recognized some essential psychosocial needs that were not address in their 

discharge process.  Essential psychosocial needs related to mobilization of home health 

services support, navigating the complex health system to determine what governmental 

financial support may be available, and lack of other social service provisions which 

might have been available to meet their specific needs.  Those times in which participants 

voiced their needs for home health support, specific concerns or needs were not address 

by the health care team or integrated into their discharge process.  In this study 
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participants’ experiences were congruent with one key finding described by Foss and 

Hofoss (2011), that older persons wishing to participate in their discharge process were 

not included.  In contrast, in a descriptive study by Maloney and Weiss (2008), results 

yielded that most patients felt they received more teaching then they needed.  These 

authors suggested that there is disconnect between patient perceptions regarding 

discharge instructions needed as related to the post discharge recovery period.  

Suggestions for the disconnect were cited by Maloney and Weiss as a lack of congruence 

between patient perception of needs and nurses’ view of what should be done.  

Implication from this current study suggested that there was a lack of congruence 

between participants and the health care team regarding social, environmental and 

equipment needs that were readily apparent once discharged home. It should be noted 

that excellent discharge instructions are not enough; adequate resources are needed. 

Conclusions and Implications 

Participants in this study offered their perspectives regarding instructions related 

to self-management of their chronic illnesses once they are discharged from hospital to 

their home. The following conclusions were drawn from the study findings.  

1. There is a mismatch of some discharge instructions and patient needs when they 

arrive at home. However, patients receiving earlier discharge instruction are more 

prepared. Discharge process approaches are predominantly diseased-centered 

instead of patient-centered.   

2. Patients with multiple comorbidity conditions have complex medication regimes   
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3. The hospital environment constrains developing an effective discharge process. 

4. Post-operative patients were more likely to experience cognitive difficulty prior to 

discharge. 

5. While patients need greater support from family and health care professional 

following discharge, some work hard to maintain their independence 

6. Patients and caregivers are creative when it comes to managing care without 

essential equipment or information. 

Implications from the study findings include the following suggestions. 

1. Comprehensive, multidisciplinary partnerships between health care professionals, 

patients, and family need to be established to encourage discharge plans that are 

tailored to patient needs. Time to teach should be a protected function for health 

care providers to ensure adequacy of instruction. 

2. On admission, discharge planning should begin with assessment of patients’ 

cognitive abilities to comprehend discharge plans.  Reassessment throughout the 

hospital stay should occur.  Assessment would include psychosocial, 

environmental, and financial situations to which patients will be discharged.  

Resources needed to implement the plan and provide adequate care should be 

secured prior to discharge.  

3. Incorporate discharge instructions as part of daily patient care throughout the 

hospital stay.  Delivering education throughout the hospital stay will allow 

providers to choose times when patients are better able to focus and will allow 
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delivery of education at the times when family members/ caregivers are present. It 

is also essential that services such as physical therapy, occupational therapy, and 

social services are available on a seven day a week basis so that fundamental 

instruction and strategic discharge planning can occur. 

4. Critical information regarding daily care such as physical activity level, wound 

care, positioning – particularly for sleep with patients that are short of breath, 

specific instructions for bathing and showering regimes, and lifting should be 

included in discharge planning.  Teaching should include a discussion of the 

availability of care provider assistance post discharge.   

A standardized checklist reminding health care providers of topics to be covered 

should be created.  Ensuring that patients/ families know how to use equipment 

should be completed.  All printed materials should be reviewed with patients and 

families.  Using the teach back methodology will ensure that patients/ home 

caregivers understand and can correctly implement post discharge care. 

5. The timing of teaching is critical to successful implementation of a discharge 

plan.  Discharge teaching should occur throughout the hospital stay when the 

patient is able to focus and when family members/ caregivers are available. 

Discharge classes focusing on specific topics are helpful and should be 

incorporated into the plan whenever possible.  Health care providers should 

consider incorporating technology such as an MP 3 player containing relevant 
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patient education information that may be listened to at home with a family 

member.  

6. Because of the complexity of medication regimes, pharmacists must become  key 

players in the discharge process, focusing on the medication regime, medication 

reconciliation, and the provision of a written medication schedule.  Key 

information for nurses to investigate is how patients have managed their 

medications in the past and what their (or home caregivers plan) is to manage it 

once discharged. 

7. Closer follow-up by a health care professional is needed once patients are 

discharged home. Follow-up would allow for further assessment that key care 

components were occurring and that any instructional clarification, equipment 

needs, and care strategies could be instituted. 

8. Implement strategies to ensure better homecare management.  For example:  

provide medication pill boxes at discharge to facilitate correctly organizing and 

taking medications or scheduling of physician(s) follow-up appointment by health 

care professionals prior to discharge. 

9. Institute quality measures that assess the effectiveness of the discharge process as 

evidenced by the ability to adequately care for patients post discharge.  

Assessment should include that patients and family members were able to carry 

out essential care components such as following discharge instructions, 

medication administration, activities of daily living, adequacy of medical 
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equipment and the ability to correctly use medical equipment at home, and 

adequacy of social resources. 

Recommendations for Further Studies 

 Recommendations for further study include: 

1. A focus group study of bedside nurses who are responsible for delivering 

discharge instruction to explore context and content of discharge instructions. 

2. Explore the role of family members/caregivers in receiving and implementing 

discharge instructions. 

3. Conduct a study to investigate the effectiveness of assigning patient navigators for 

home follow-up in the elderly population. 

4. Conduct a study to compare discharge instruction as usual to the implementation 

of discharge classes which includes specific content for patients and families. 

5. Conduct a study to investigate the effectiveness of using technology as a modality 

to inform family members of discharge instructions.   
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Heidegger’s Hermeneutic Circle 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 1   Heidegger’s Hermeneutic Circle Model with the four components: 

Dasein, forestructure, existentials, and BEING.  Adapted from “The 

Foundations of Social Research:  Meaning and Perspective in the Research 

Process, by M. Crotty, p. 98. Copyright 1998 by SAGE Publications Inc. 
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APPENDIX C 

Mini-Cog Assessment Instrument for Dementia 
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Mini-Cog Screening Tests 
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The Mini-Cog Assessment Instrument for Dementia 

The Mini-Cog assessment instrument combines an uncued 3-item recall test with a clock-

drawing test (CDT). The Mini-Cog can be administered in about 3 minutes, requires no 

special equipment, and is relatively uninfluenced by level of education or language 

variations. 

Administration 

The test is administered as follows: 

1. Instruct the patient to listen carefully to and remember 3 unrelated words and then to 

repeat the words. 

2. Instruct the patient to draw the face of a clock, either on a blank sheet of paper, or on 

a sheet with the clock circle already drawn on the page. After the patient puts the 

numbers on the clock face, ask him or her to draw the hands of the clock to read a 

specific time, such as 11:20. These instructions can be repeated, but no additional 

instructions should be given. Give the patient as much time as needed to complete the 

task. The CDT serves as the recall distractor. 

3. Ask the patient to repeat the 3 previously presented word. 

Scoring 

Give 1 point for each recalled word after the CDT distractor. Score 1–3. 

A score of O indicates positive screen for dementia. 

A score of 1 or 2 with an abnormal CDT indicates positive screen for dementia. 

A score of 1 or 2 with a normal CDT indicates negative screen for dementia. 
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A score of 3 indicates negative screen for dementia. 

The CDT is considered normal if all numbers are present in the correct sequence and 

position, and the hands readably display the requested time. 

 

 

Source: Borson S, Scanlan J, Brush M, Vitaliano P, Dokmak A. (2000). The mini-cog: A 

cognitive “vital signs” measure for dementia screening in multi-lingual elderly. 

International Journal of Geriatric Psychiatry, 15(11): 1021–1027. Clinical Toolbox for 

Geriatric Care © 2004 Society of Hospital Medicine 2 of 2 
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Permission Letter for Mini-Cog Assessment Instrument for Dementia 

From: Soo Borson [soob@uw.edu] 

Sent: Wednesday, June 26, 2013 11:10 PM 
To: Jones, Geraldine 

Subject: Re: Request Permission to use Mini-Cog 

Hi Gerrie,  

Thank you for your interest in. The Mini-Cog. There is no charge for using it in research, but I do 
Sk that you use a validated version such as those available on the Alzheimer's association 

website, alz.org, and that the copyright language be preserved. I would also appreciate knowing 

what your study is about and how you plan to use the Mini-cog. Thank you. 
Soo 

Sent from my iPhone 
 

On Jun 26, 2013, at 8:02 PM, "Jones, Geraldine" <gjones1@sleh.com> wrote: 

Greeting Dr. Borson, 
 

My name is Geraldine Jones and I am a PhD Nursing Student at Texas Woman's University in 
Houston, Texas. I am requesting the use of the Mini-Cog Screening Tool for the use in my study. 

If permission is granted, please inform me of the procedure to follow to obtain the tool and the 

cost associated with utilizing the tool. Thanks for your consideration. Gerrie 
 

 

 

 

 

 

 

 

 

 

 

mailto:soob@uw.edu
http://alz.org/
mailto:gjones1@sleh.com
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Demographic Form 
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Demographic Forms 

Age:   ________ 

Sex:      ___Male       ___ Female 

Race:   ___White      ___Black/African American        ____Hispanic       ___Asian 

   ____American Indian/Alaskan Native         _____________________Other 

                                                                                                                         

Marital Status:   ___Married    ____Widowed       _____Divorced     ____Single 

             ______Significant Other 

 

Check all the problem (s) that the doctor said you had:    

_____ High blood pressure 

_____ Heart Disease (blocked artery around your heart) 

_____ High cholesterol 

_____ Others – please specify:__________________________________ 

Have you had heart surgery?  ______YES       What year did you have surgery? ___ 

  _______ NO     

Have your doctor prescribed medications for your heart problems   ____ YES __NO 

What medications are you on for your heart? 

 

Research #: _______________ 

Mini-Cog Score: ____________ 
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  Living Arrangement:   ____Spouse     _____Adult Children     _____Young Youth     

 ____ Sibling    ______Other   _____Live Alone 

 

Highest Education:      ___High School Classes     _High School Graduate  ____ 

      College   _____Higher Degree 
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APPENDIX E 

Semi-Structured Interview Guide 
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Semi-Structured Interview Guide 

1. Tell me about the last time you were discharged from the hospital? 

Tell me about what it’s been like to follow your discharge instructions since 

you’ve been home. 

 When did you get your D/C instruction while you were in the hospital? 

o How were the instruction given to you? (How did they do it?) 

o Can you explain what the nurse/MD did to give you instruction? 

o What did the nurse/MD discuss regarding your heart problem? 

 Tell me what made it easier?    

o What about the instruction made it easier to care for yourself 

 Medication schedule page 

 MD phone number 

 What could have been done to make it better?   

o Is there something that could have been done to make it easier (by 

family, MD, anyone else to get rid of these things that made it harder? 

o Was there something that got in the way 

 Tell me about the help you receive to take care of yourself once you were 

home. 

 How do they help you? 

2. What challenges did you have while trying to manage your health problems 

at home (or experiences)? 
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 What would have helped to prepare you for these surprises? (prompt) 

o What did you do and/or family does to make it better? 

 Tell me about an example of something that what surprised you? (prompt) 

o Difficulty affording medication copayments ($5/rx); especially with 

multiple medication 

o Tell me why you are taking these medicines prescribed by your MD 

(purpose of taking meds) 

3. When you think back to your discharge instruction when you were leaving 

the hospital, what information did you receive that helped you take care of 

yourself at home.  What was missing? 

4. Tell me about your medication schedule?   

 What  help you to figure out the medication schedule 

5. How did you handle your daily basic care and hygiene (the things you do 

every day) 

 Tell me how do you shower? 

 When you prepare for bed, can you describe  

6. Describe the physical activities you were instructed to do? 

 Discussed what you can do to improve your health? 

o Physical activity (exercise) 

o Emotional support 

o Nutrition 
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 Is it something you needed that is hard to get 

o Pillbox 

o Cane 

o Handrail 

o Shower chair 

o Scale 

o Transportation to MD office / lab 

7. Tell me how did you arrange your follow-up visits to MD, lab etc. 

 Stressors at home:  Do you take care of anyone besides yourself at home 

(spouse, grandchildren) 

 Additional follow-up instruction after discharge 

 

 

 

 

 

 

 

 

 

 


