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Abstract
The aim of this study was to gain increased knowledge about nurses’ experiences of care transition of older patients from hospital to municipal health
care, based on two research questions: How is nurses’ experience continuity
during care transition of older patients from hospital to municipal health
care? How would nurses describe an optimal care transition? Nurses have a
pivotal role during care transitions of older patients. More knowledge about
their experiences is necessary to develop favorable improvements for this important period in the older patient’s treatment and care. The study has a qualitative explorative design with follow-up focus group interviews. Nurses (N =
30) working in hospital (n = 16) and municipal (n = 14) health care were organized in five mixed focus groups during the period October-January
2014/2015. The focus groups met twice, answering the research questions following a previously circulated semi-structured interview guide. The interview
analysis was inspired by content analysis. The analysis resulted in the themes
“Administrative demands challenge terms for collaboration” and “Essentials
for nursing determine optimal care transitions for older patients”. Administrative demands may prevent nurses’ professional dialogue and collaboration
across health care levels. Older patients’ best interests should be ensured
through a collaborative relationship between hospital and municipal nurses,
to form continuous care across health care levels. Clinical practice should be
aware of essentials for nursing, which could influence and facilitate a more
individualized and continuous transition for older patients.
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1. Introduction
A successful care transition from hospital to municipal health care is understood
as the coordination of multiple factors to ensure continuity of the patient’s
treatment and care [1]. Due to a fragmented health care system in western
countries, several health care levels, with different areas of competence and financial systems, together provide for the older patients [2]. As such, improvement of care transitions has been a stated goal both politically and within health
care research [3]. Comparable to many other countries, Norwegian authorities
have implemented the Coordination Reform [4]. By using incentives to skew
treatment and care to municipal level, responsibilities and demands for nurses
involved in care transitions of older patients are consequently altered [5]. Both
hospital and municipal nurses play a key role during this important period of
treatment and care, and they also have first hand contact with the older patients
and their next of kin [6] [7].

Background
Norway has organized health care services in a New Public Management model,
with the intention of making health care more efficient [8]. In this model the patient requests health care services from municipal health care through a purchaser-provider model. Municipalities organized in such a manner have separated nursing care from making decisions about the level of health care service
the older patient are assigned [8].
Continuity of care can be understood as the extent that the patient perceives
health care as coherent, connected and consisted with their needs [9]. Continuity
of care includes three concepts: continuity of information, continuity of relation
between patient and provider, as well as continuity of management—which is
particularly important with complex chronic illness [9]. Adding to the conceptual descriptions, Hellesø & Lorensen [10] suggest inter-organizational continuity of care, which addresses individual and organizational perspectives of continuity of care across health care levels.
In previous research, municipal nurses experience different professional challenges compared to hospital nurses [11]. Furthermore, municipal nurses experience low quality of discharge communication to be a major threat to patient
safety [12]. As in other countries, and regulated by law, routines for discharging
and receiving patients across health care levels are framed by cooperation
agreements between hospital regions and associated municipalities [13]. Nevertheless, hospital nurses planning long-term care for the older patient often described it to be stressful when different stakeholders hold different values [14].
Obstacles such as patients’ immediate needs and their limited preconditions to
participate are found to explain nurses’ low adherence to discharge routines
[15]. In addition, multiple barriers are found to complicate nurses’ continuity of
information across health care levels (Olsen et al. 2013). Handover documents
are often found incomplete regarding both medical and person-centered information about the patient [16] [17]. Electronic documentation systems are ex278
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pected to accommodate some of the instrumental challenges of information exchange [18]. However, within nursing practice, the synergism of collaboration is
described as a core element [19] [20] [21]. Nevertheless, differences of perspectives, organizational structures and cultures might be important obstacles for
collaboration across health care levels [21]. As such, improved communication
and understanding of the opposite health care level could possibly contribute to
increased collaboration between nurses during care transition [11].
Based on these considerations, we need more knowledge about both hospital
and municipal nurses’ collaborations to ensure favorable working conditions
and continuity of care for older patients across health care levels. The aim of this
study was to gain increased knowledge about nurses’ experiences of care transitions of older patients from hospital to municipal health care, based on two research questions: how do nurses experience continuity during the care transition
of older patients from hospital to municipal health care? How would nurses’ describe an optimal care transition?

2. Methodology
2.1. Study Design
An explorative qualitative design with focus group interviews was chosen because care transition involves nurses from hospital and municipal health care
with different perspectives and experiences. Focus group interviews are a common method within health care research, and are particularly productive given
their multiple benefits within pedagogy, politics and research [22]. It was anticipated that through discussion among participants representing similar and dissimilar health care levels, new knowledge could emerge to illuminate the aim of
the study. In addition, exchange of perspectives and experiences could contribute to valuable insight for our participants. Due to the scope of the study, the
focus groups where gathered in two meetings (Figure 1). According to Malterud
[23], arranging multiple meetings of focus groups is an option to initiate a reflective process in the participants that can be elaborated and clarified. As such,
the first research question was addressed in the first focus group meeting, while
the second research question was addressed in the second focus group meeting
(Figure 1). In addition, based on the second research question, the participants
were given quotations from a previous study exploring the experiences of patients aged 80 years or older during care transition [7]. The quotations highlighted topics concerning experiences of participation and continuity in terms
of communication and responsibility during care transition [7], and were intended to be evocative, contributing to the participants’ opportunity for reflective preparation prior to the second focus group meeting.

2.2. Participants
As nurses often busily work schedules, and as the intention was to bring nurses
from different health care levels together in the same focus groups, a convenient
sample of nurses was recruited to the study, because they were available with re279
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Figure 1. Schematic overview of focus group interviews, interview guides and participant confirmation, all documents sent participants by email.

gard to access, location, time and willingness. Nurses attending a postgraduate
education at a local University College and nurses at a local hospital were informed about the study orally and in writing by the first author or by a Professional Development nurse staff at the hospital ward. Sample size was based on
the focus group interviews information power as described by Malterud et al.
[24] which indicates that the aim, sample specificity, theory, quality of dialogue
and analysis strategy must be considered. The participants were divided into five
focus groups, A-E, attempting equal distribution of nurses representing hospital
and municipal health care in each focus group. Participants were contacted by
email with the time and place of their first meeting. All participants were offered
free lunch. A total of 30 nurses, 28 female and 2 male, participated in the study.
All participants were attending a postgraduate education during the period of
the focus group interviews. In addition, most of the participants had prior experiences as RN from other health care locations than the present. Background information is described in Table 1. From hospital care there were 16 nurses,
representing 5 different hospitals, both larger university hospitals and smaller
local hospitals nationwide. Municipal health care was represented by 14 nurses,
from 9 different municipalities nationwide. The municipalities were of different
sizes measured by number of citizens, and both towns and smaller villages were
represented.

2.3. Data Collection
The focus group interviews were performed October/January, 2014/2015.All interviews were conducted at the University College of the participants’ postgraduate education, during their lunch break or in the afternoon. The focus group
280
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Table 1. Participants’ (N = 30 RN) background information.
Background information
Focus group

A

B

C

D

E

Gender

Age (years)

Employment

Experience as
RN (years)

Participation in
focus group 1
and 2

Female

28

Municipal health care

a

1 and 2

Female

29

Hospital

4

1 and 2

Female

31

Municipal health care

3

1 and 2

Female

28

Hospital

3

1 and 2

Female

35

Municipal health care

10

1 and 2

Male

29

Hospital

a

1 and 2

Female

23

Hospital

0,5

1 and 2

Female

34

Municipal health care

11

1 and 2

Female

26

Hospital

3

1 and 2

Female

42

Hospital

9

1 and 2

Female

27

Hospital

4

1 and 2

Female

33

Municipal health care

11

1 and 2

Female

29

Municipal health care

3

1 and 2

Female

25

Hospital

2

1 and 2

Female

50

Municipal health care

24

1 and b

Female

44

Municipal health care

25

1

Female

25

Hospital

1

1 and 2

Female

48

Hospital

21

1 and 2

Female

36

Municipal health care

6

1 and 2

Female

25

Hospital

0,5

1 and 2

Female

34

Hospital

12

2

Female

25

Hospital

1

1 and 2

Female

23

Hospital

1,5

1 and 2

Female

46

Municipal health care

10

1 and 2

Female

50

Municipal health care

26

1 and 2

Female

52

Municipal health care

10

1 and 2

Female

53

Hospital

29

1

Female

26

Hospital

1,5

1 and 2

Male

43

Municipal health care

16

1

Female

a

Hospital

a

1

a. Unknown; b. Was prevented from participating in 2. Meeting, sent answers to interview guide in writing.

interviews were carried out with one trained moderator and observer. The moderator led the focus group interview following a pre-tested interview guide covering the main topics. The interview questions are presented in Figure 1. The
interview guide gave opportunity to follow issues that surface during the focus
281
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group interviews. In the beginning of each focus group interview it was emphasized that all participants were given time to describe their experiences. The observer took notes and asked additional follow-up questions if necessary. The focus group interviews lasted from 45 m until 1 h 31 m, with a mean duration of 1
h 4 m. After each focus group interview the moderator and observer discussed
the dialogues and group dynamics. Finally, the moderator wrote a report summary from the focus group interview, which was approved by the observer before being sent to participants for validation.

2.4. Ethical Considerations
All participants had to sign a written consent prior to the focus group interview.
They were assured of full confidentiality and could withdraw from the study at
any time. The Norwegian Social Science Data Service and The Regional Committees for Medical and Health Research Ethics (Project number 2010/3342)
have approved the study.

2.5. Analysis and Interpretation
Data from focus group meeting 1 (A1-E1) and data from focus group meeting 2
(A2-E2) were analysed separately as they address different topics of the aim of
the study. Based on Graneheim and Lundman’s [25] approach to content analysis the study was aiming for interpretation of its latent content;
1. The focus group interviews where transcribed verbatime and read carefully
several times to get a sense of their whole.
2. Meaning units where identified in the text.
3. The meaning units where condensed to shorten the text without reducing
its content.
4. Condensed meaning units were coded in accordance with their content.
5. The codes were compared based on their differences and similarities and
sorted in sub-categories and thereafter grouped in categories.
6. Categories were abstracted in two themes.

3. Results
The analysis resulted in two main themes and four categories. In the following,
the results will be organized in categories and clarified in selected quotations to
illuminate the analysis and bring forward the voice of the participants.

3.1. Administrative Demands Challenge Terms of Collaboration
Analysis of data from meeting 1 (A1-E1) resulted in the theme “Administrative
demands challenge terms of collaboration”, interpreted from two categories;
“Care transition rests on extensive routines” and “Professional collaboration is
prevented by external conditions” (Table 2).
3.1.1. Care Transition Rests on Extensive Routines
Hospital nurses discussed care transition as stressful when many factors were
282
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Table 2. Theme, categories and sub-categories of “Administrative demands challenge
terms for collaboration”.
Theme
categories

Administrative demands challenge terms for collaboration
Care transition rests on extensive
routines

Professional collaboration is prevented by
external conditions

Misses the
The preliminary
Hospital nurses
perform extensive municipal care rests opportunity for
sub-categories
professional
preparations prior
on hospital
dialogue by phone
preparations
to care transition

Case manager
experienced as
intermediaries

considered during the final hours. Detailed agreements between hospital and
municipal health care were followed, and the older patient’s needs had to be
taken into consideration, all within a limited period of time. Municipal nurses
explained that they depended on preparations by hospital nurses. They often
struggled with problems not always foreseen by hospital nurses, for example
providing medications during weekends. The focus groups gave the opportunity
to discuss the range of hospital care:
B1:
- (Hospital nurse) Usually, we end our care initiatives when the patient is discharged. And then you have the nursing summary for further follow up of
the patient. But of course, I have special education in wounds, so sometimes I
have sent along procedures from the Nursing Plan…or at least tried to…
- (Municipal nurse)It is very good with that kind of… you know, if not we just
receive a patient with a wound, and it is sometimes frustrating when you receive a wound grade two or three you know, and there is no information
about it
- (ECR) So what do you do then?
- (Municipal nurse) Well, we have to make a procedure ourselves. And we
have a lot of qualified personnel on wound care (…) so we are fortunate. But
what might happen is that it is overlooked, and if they come home during the
weekend and there are a lot of nursing assistants, there might not be a nurse
with the patient at that point and the patient is laying with a wound where
the bandage should have been changed two days ago and they might develop….
3.1.2. Professional Collaboration Is Prevented by External Conditions
The participants unanimously missed using the telephone to talk to the nurse on
the opposite health care level. Passing on information electronically was positive,
improving the older patients’ safety during care transition. Professional collaboration was understood to offer training if needed in the municipalities, often by
inviting municipal nurses in to the hospital, which was easily done by telephone.
In addition, verbal dialogue was sometimes necessary to make sure all concerns
were understood and to exchange information that fell out of the electronic documentation system.
C1:
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(Hospital nurse) (…) Sometimes we make a phone call to homecare if it is
something very… or they are sick and there are things that they should pay
extra attention to. And often this is due to next of kin feeling unsafe, that
they find it scary and frightening or they feeling insecure, they don´t feel safe
and need additional information and that… well, that is the kind of thing
that we discuss by phone instead of document in the sense of, for example,
that the next of kin have said that they are not happy about the patient going
home, for example.
In those care transitions where it was seen necessary to have a dialogue with
the nurses on the opposite health care level, the participants usually had to
communicate with the case manager. However, this was perceived to be insufficient due to their differences of perspectives. The case manager was described as
having an administrative perspective, estimating older patients’ right to assistance, and as not assessing older patients’ needs from a nursing perspective.
A1:
- (Hospital nurse) But like us we have patients being admitted… and it is home
care that knows and is familiar with the patient that they take care of on a
daily basis. They talk to a case manager who maybe reads from the computer... perhaps a report… then it would help to call the nurse directly and talk...
because that intermediary it is kind of…
- (Municipal nurse) We notice that a lot at the nursing home. When we receive
the written documentation, after they have made the decision about the patient being admitted or having home care, the assessments are not correct in
comparison with the patient when she arrives.
The theme “Administrative demands change terms for collaboration” was interpreted from the described categories. Care transition was experienced as a
complex procedure in which nurses should fulfill extensive administrative duties. However, routines were framed by administrative agreements between
health care levels, which sometimes limited the opportunities for professional
exchanges and dialogue.
-

3.2. Essentials for Nursing Determines Optimal Care Transitions
for Older Patients
Analysis of data from meeting 2 (A2-E2) resulted in the theme “Essentials for
nursing determine optimal care transitions for older patients”, interpreted from
two categories; “Collaboration to identify older patients’ best interest” and “Important elements for nursing practice” (Table 3).
3.2.1. Collaboration to Identify Older Patients’ Best Interest
Findings indicate the older patient should be more involved during planning of
the care transition. Often the nurses, along with next of kin, had suggestions for
care that were presented to the older patient. The findings suggested that patient
participation increased when documentation systems explicitly requested patients´ opinions about their treatment and care. Agreeing about patients’ needs
for treatment and care after care transition was described as a difficult and ex284
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Table 3. Theme, categories and sub-categories of “Essentials for nursing determines optimal care transitions for older patients”.
Theme
categories

Essentials for nursing determines optimal care transitions for older patients
Collaboration to identify older patients
best interest

Professionals
Patient
subparticipation have different
categories prior to care perceptions of
transition patients needs

Important elements for nursing practice

Written
Municipal
Professional Predictability
nurses
agreement for involved documentation
about long nurses and available for all flexibility and
term goals
patients
involved
competence

tensive process. Hospital nurses often found the patient’s health status too poor
for home care, while municipal nurses argued that patient’s health most often
improved in his or her own home.
D2:
- (Hospital nurse) But then I feel at the hospital that sometimes someone gets
really poor health when they are in our ward and then, all they need is to be
sent home and they function very well. But then it is difficult to know “is
home care enough or do they need something more or what do they really
need?” (…)
- (ECR) It is complex to consider the patients’ real needs for assistance?
- (Municipal nurse)But it is very important to be open to…when the patient
comes home that we come and visit and be a bit generous in the beginning,
nor reduce the level of assistance afterwards.
- (Municipal nurse)We need to reassure the patient when he comes out (of
hospital)…we are maybe told by the hospital that needs are the same as previously and so on but we need to discuss the things around technical utilities
and make sure that they really do manage. But usually they are always better
than we think they are.
Nurses across health care levels should share long-term goals for the older patient. All involved professionals should take part in creating the long-term goals,
along with the older patient and their next of kin. As such, care transition should
be done through shared professional planning:
A2:
- (Municipal nurse) I have been thinking about…I work at a nursing home
and we see patients being admitted and coming back, and we do have sort of
plans for the continuing treatment and care. We are not always updated on
what has come forward in hospital, but have a more long-term and
health-promoted plan for the patients who need it…who have chronic illnesses and are being cared for by different health personnel. It is in use but it
is not the kind of…if one thinks of the good coordination in a good plan. It
can be quite heavy and…
- (Nurse) We lack a shared goal.
- (Municipal nurse) Yes! The goal that is set by the patient and that we all are
going to work towards. And why isn’t it like that? You know, it would have
been…I have often thought that it would be ok if we had sort of a template
285
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for… Now almost everybody has a care plan but still. It is missing so much.
3.2.2. Important Elements for Nursing Practice
Short notice of patient care transition was frustrating. Older patients weren’t
given time to digest their situation, and nurses had to fulfill the care transition
within a short period of time. Predictability would give all involved parties time
to prepare properly, in addition to bringing a feeling of safety and control to the
older patients.
A2:
-

(Hospital nurse) It would have been a bit better if we knew, perhaps one day
in advance, when the patient will be offered care assistance, or where he is
going to be transferred to, rather than one hour before we are off duty. I
thought last time that we probably should phone them to let them know, but
I don´t have the time…or to tell them about the patient. But in other municipalities where they might know that the patient has been given a place in a
nursing home several days in advance, then I have scheduled the time, during
the day, to phone and update the place about his condition. That is absolutely
the optimal way.

-

(Municipal nurse) The most optimal for us…often when the case manager
has…sometimes there are a lot of things that are not right, so it is not until
we receive the PLO (Electronic documentation), and the medical summary
and the nursing report are sent prior to the arrival of the patient, that we
have the opportunity to check if we have the correct medications and equipment…do we need extra, e.g. oxygen, do we need to find a thermometer to
hang on the wall, be more prepared. If not, we are suddenly taken by surprise, the decision office hasn´t been aware that the patient needs oxygen,
you know, and then we have to run to find it because the ambulance is waiting, and this should have been prepared a long time in advance. Because then
you would have more direct contact between the nursing home and the hospital. If we do get the report in advance, we can make a phone call and ask
“what do you mean by what is written?” Instead the patient arrives at ours at
four o’clock, and then at eight o’clock we still haven´t made his pill organizer,
and then we have to call, and new staff are on duty, and there we are, going in
circles.

-

(Several participants)And you feel like a fool. You do not feel like a professional.
Written electronic documentation was important for patient safety. All those

involved should have access to all documentation and preferably use the same
data program. In addition, all documentation should be available prior to patient’s care transition. There were extensive variations in municipalities’ preconditions for treatment and care. Flexibility, where the nurse on site could decide
the level of care needed-in dialogue with the older patient was described as optimal. Municipal nurses needed to possess the necessary competence to receive
complex and severely sick older patients.
286
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4. Discussion
The analysis resulted in two themes, “Administrative demands change terms for
collaboration” and “Essentials for nursing determine optimal care transitions for
older patients”, which will structure the following section.

4.1. Administrative Demands Challenge Terms for Collaboration
Our findings indicate that nurses experienced care transition demanding, having
to fulfill extensive administrative duties in addition to taking care of the needs of
older patients and next of kin. Planning and completing care transition is regarded as a nursing responsibility [20]. It seems that a substantial part of preparations for care transition are done during the final working hours, which might
result in a work overload for the responsible nurses. Prior findings indicate that
nurses prioritize between several important responsibilities during preparations
for care transition, which might result in reduced compliance with discharge
routines [15]. Our nurses described cooperation agreements between hospital
and municipal health care as giving a clear regulation of responsibilities of each
health care levels. However, they directed their attention to administrative tasks,
often on behalf of the older patients’ needs. The municipal nurses described receiving the patient in accordance with the cooperation agreements. Nursing-specific objectives such as providing medications for weekends and afternoons were often not fulfilled. Norwegian hospital regions and their associated
municipalities are required by law to develop cooperation agreements, to provide a concrete division of duties and responsibilities between hospital and municipal health care [5] [26]. This agreement is similar to those in other Scandinavian countries [13]. As such, we argue that the organizational structures during care transitions appear to be insufficiently appropriate to nurses’ working
agenda.
Another finding was that nurses´ initiatives for collaborative dialogue were
often directed through case managers. This was experienced to be inadequate
given their differences of perspectives. The initial purpose of a New Public
Management organization of municipal care, was to divide the contractor role
within municipal health care service from that of the provider of health care [8].
It appears that attempting to direct nurses’ to intra-professional collaborations
through liaising with the contractor is a challenging use of organizational structures. Previous research has often targeted communication and informational
structures on an organizational level [27]. However, nurses have a long tradition
of verbal reports, establishing common ground and continuity of care through
two-way informational exchange [27] [28]. Recent research has focused largely
on improvement of informational continuity across health care levels [16]. However, our findings clearly indicate the necessity of safeguarding essential features
of nurses’ collaboration, ensuring proper channels for alliance and dialogue in
care transitions when needed.
Inter-organizational continuity of care consists of two perspectives: individual
continuity of care in terms of provider-to-provider, and organizational continu287
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ity of care understood as structural coordination of care [10]. Similarly, our
findings show how different perspectives of continuity of care contradict each
other. Demands on an organizational level seem to be given priority at the expense of other nursing-specific tasks, possibly due to financial incentives adding
weight to the priority of duties. Summing up, we suggest establishing organizational structures across the health care levels that facilitate nurses’ collaboration,
in order to improve continuity of care.

4.2. Essentials for Nursing Determine Optimal Care Transition for
Older Patients
Hospital and municipal nurses in our study discussed patient participation in
the process of planning the destination for the care transition. Patient participation is a formalized value that permeates all levels of health care [29]. Even so,
patient participation is still found to be complex and insufficient [7] [30]. Some
of our participants described it as a paradox that older patients’ opinions about
their treatment and care were not a fully formalized rubric in the electronic documentation system, which could be a way to optimize patient participation.
Compared to the municipal nurses, the hospital nurses often had an impression
of the older patient as frailer. The discussions underline the differences of perspectives and opinions of care in hospital and municipal health care. Exchange of
views and opinions provided additional insight, which is also found in previous
studies [21] [11] [31]. Our nurses suggested that to create long-term goals for
patient treatment and care could optimize patients’ experience of continuity, including in any subsequent admissions. The goals should stem from the older patient’s motivation and perception of her own situation in combination with the
professional assessment by hospital and municipal nurses. This perspective is in
line with Haggerty et al. [9], who emphasises continuity of care where the patient’s perceives whether care is experienced as continuous. We argue that a
long-term aim could optimize and improve patient participation as well as lead
to a joint effort in tailoring the care to older patients needs across health care levels.
In our focus groups, essentials for nursing were discussed as important for an
optimal care transition. Following a timeline where all involved nurses, as well as
the older patient, were prepared well in advance of the care transition was highlighted. A care transition that was not properly prepared seemed to compromise involved nurses’ professionalism, and led to a poor start of the older patients’ long-term municipal health care. Temporal aspects have previously been
identified as influencing the quality of discharge of older patients [32].
There was agreement in the focus groups about the role of electronic documentation systems in safeguarding and improving care transitions, in line with
previous studies [18]. Hospitals and municipals should optimally use the same
documentation systems, and the information should be available for all involved
well in advance of the care transition. Some of our nurses indicated that medical
information from the medical doctor was often delayed until after the municipal
288
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nurses received the patient. In addition, there was no consensus in the focus
groups about whether the electronic documentation should be supplemented
with written documentations. There seem to exist parallel-varied routines, with
different assumptions and practices in different municipalities. This might be
explained by the historical evolution of municipal health care [8]. The approach
should be standardized and not left to each individual nurse to anticipate what
to do. There was a need for verbal dialogue if there was particularly sensitive information or exchange of competence. This was discussed as an important supplementary to the electronic documentation. The professional benefits of verbal
dialogue are also found in previous research [33]. We argue that care transition
does not just involve the passing of the patient from one point to another. Based
on our findings it should, optimally, comprise the creation of a professional environment covering eventualities in the patients’ treatment and care that might
surface during and immediate after the care transition. In addition, through the
focus groups it became clear that there are no communication channels known
by the nurses where care transitions in themselves can be discussed and evaluated. We suggest that to ensure further continuity of treatment and care across
health care levels there should be regular evaluation on a provider-to-provider
level, in addition to the organizational level.

4.3. Recommendations for Clinical Practice
Clinical practice should be aware that a continuous care transition is influenced
on an organizational level as well as a provider level. Clinicians are recommended to take into consideration the described essentials for nursing which
could contribute to a more optimal care transition from both a nursing perspective as well as for older patients. Hospital and municipal nurses along with the
older patient should create shared long-term goals for treatment and care during
care transition. Important elements for nursing were experienced as influencing
the possibilities of facilitating an optimal care transition. Cooperation agreements are suggested to clarify hospital and municipal health care responsibilities,
but be flexible enough to facilitate nurses’ professional judgements during care
transitions. We recommend that hospital and municipal nurses should have
open communication channel for discussing and evaluating care transitions.

4.4. Methodological Considerations
The group distribution ensured that participants representing the same municipality or hospital participated in the same groups, which increased the possibility
of having some acquaintances with whom they were familiar. In addition, participants’ different backgrounds contributed to depth and variation in their contributions. One limitation was that fewer male nurses participated in the study.
However, that might reflect the gender distributions of nurses in Norway. In addition, the groups had approximately equal representatives from hospital and
municipal health care, to facilitate a positive group dynamic. A balance between
homogeneity and heterogenetic of the focus groups can reveal the diversity of
289
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experiences of participations [23]. Another possible limitation of the study
might be the introduction of patient quotations as evocative material, which negotiates between steering and outlining the group dialogues [23]. All participants
expressed recognition of older patients’ experiences and built on this further
with their own complementary reflections, and some participants brought handwritten notes of reflections to meeting 2. As such, the patient quotations seemed
to give the participants room for elaboration of the topics they found most important. In addition, arranging two meetings of each focus group gave an opportunity to address different features of care transition and follow up the discussions further, leading to a vast data material illuminating the aim. The analysis was done separately by the authors and discussed within the research team.
Detailed descriptions of analysis and presentation of quotations seeks to ensure
transparency. As we see it, these considerations might strengthen information
power as an important aspect of internal validity [24]. Taking into consideration
culture and context in an international perspective, as well as described methodological and analytical concerns, our findings might be transferable to similar
situations.

5. Conclusion
Our study explores hospital and municipal nurses’ experiences of continuity
during care transition of older patients. Administrative demands sometimes limited the nurses’ opportunities for establishing collaborative alliance and dialogue across health care levels. Care transitions should be continuous in accordance with the patients’ best interests, provided through a collaborative relationship involving nurses from both health care levels. Essentials for nurses’
practice should be taken into consideration when establishing administrative
routines for care transition, in order to ensure collaboration across health care
levels and provide continuous treatment and care for the older patient. When
making improvements to care transitions, all dimensions of continuity of care
should be taken into considerations.
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