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Abstract

Background: Older cardiac patients are at high risk of readmission and mortality. Transitional care interventions
(TCls) might contribute to the prevention of adverse outcomes. The Cardiac Care Bridge program was a
randomized nurse-coordinated TCl combining case management, disease management and home-based
rehabilitation for hospitalized frail older cardiac patients. This qualitative study explored the experiences of patients’
participating in this study, as part of a larger process evaluation as this might support interpretation of the neutral
study outcomes. In addition, understanding these experiences could contribute to the design and application of
future transitional care interventions for frail older cardiac patients.

Methods: A generic qualitative approach was used. Semi-structured interviews were performed with 16 patients
270 years who participated in the intervention group. Participants were selected by gender, diagnosis, living
arrangement and hospital of inclusion. Data were analysed using thematic analysis. In addition, quantitative data
about intervention delivery were analysed.

Results: Three themes emerged from the data: 1) appreciation of care continuity; 2) varying experiences with
recovery and, 3) the influence of an existing care network. Participants felt supported by the transitional care
intervention as they experienced post-discharge support and continuity of care. The perceived contribution of the
program in participants’ recovery varied. Some participants reported physical improvements while others felt
impeded by comorbidities or frailty. The home visits by the community nurse were appreciated, although some
participants did not recognize the added value. Participants with an existing healthcare provider network preferred
to consult these providers instead of the providers who were involved in the transitional care intervention.

Conclusion: Our results contribute to an explanation of the neutral study of a nurse-coordinated transitional care
intervention. For future purpose, it is important to identify which patients might benefit most from TCls.
Furthermore, the intensity and content of TCls could be more personalized by tailoring interventions to older
cardiac patients’ needs, considering their frailty, self-management skills and existing formal and informal caregiver
networks.
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Background

Older cardiac patients are at high risk of hospital re-
admission and mortality, especially in the first weeks
after hospitalization for a cardiac event [1, 2]. The simul-
taneously presence of both cardiac and geriatric condi-
tions increase these risks [3, 4], e.g. non-adherence in
cognitively impaired heart failure patients or poor par-
ticipation in cardiac rehabilitation (CR) because of disab-
ling comorbidities and intensive centre-based programs
[5, 6]. In addition, the risk of readmission and mortality
is increased by inadequate care transitions [7].

Transitional care interventions (TCIs) aim to improve
continuity of care in patients transitioning between care
settings and are usually provided by a case management
approach with a broad focus on patients’ needs [7].
These interventions have been proven to reduce hospital
readmission and mortality in older and chronically ill pa-
tients [8, 9]. However, the results of transitional care in-
terventions in cardiac patients show mixed results on
these outcomes [10-12]. Besides case management,
(older) cardiac patients also need disease-specific guid-
ance post-discharge regarding symptom monitoring,
medication and lifestyle-related adherence and cardiac
rehabilitation (CR).

The Cardiac Care Bridge (CCB) program was a nurse-
coordinated TCI combining case management, disease
management and home-based CR for frail hospitalized
cardiac patients >70 years. This TCI was a complex inter-
vention as it included multiple interacting intervention
components, stakeholders and organisational levels [13].
No statistically significant difference was found on the
main composite outcome of readmission and mortality
within 6 months after randomization [14]. Besides analys-
ing trial outcomes, we performed a process evaluation to
examine the mechanisms and contextual factors that in-
fluenced these outcomes. Trial participants are important
stakeholders who do not passively receive, but actually
interact with the intervention [15]. More knowledge on
their perspectives regarding the intervention is valuable as
their perspectives might contribute to an interpretation of
the study outcomes. In addition, understanding these ex-
periences could contribute to the design and application
of future transitional care interventions for frail older car-
diac patients.

Methods

Aim

The aim of this study was to explore the experiences of
participants who received a nurse-coordinated TCI in

order to support interpretation of the study outcomes
from participants’ perspective.

Design

We used a generic qualitative approach to understand
participants’ experiences with a nurse-coordinated TCI
[16]. This design was considered suitable as the research
question did not fit any of the established methodologies
(e.g. grounded theory, phenomenology and ethnography)
[17]. The generic qualitative approach allowed us to use
the strengths of these methodologies and the flexibility
to gather a rich and in-depth description of participants’
experiences. COREQ-guidelines have been used for
transparency reporting [18].

Participants

Participants of this qualitative study were frail cardiac
patients >70 years who were included in the intervention
group of a TCI within the last 3 months [19]. Partici-
pants were purposively selected by gender, diagnosis, liv-
ing arrangement (alone/together) and hospital of
inclusion to ensure a maximum variation of experiences.
They were invited by phone to participate in an inter-
view after the intervention was completed. Recruitment
stopped when no new codes and themes emerged from
the data and the research question could be answered
[20].

The cardiac care bridge transitional care program

The CCB program was a Dutch multi-center random-
ized controlled trial (RCT) on nurse-coordinated, inter-
disciplinary transitional care in frail, older (=70 years)
hospitalized cardiac patients. In total, 306 patients were
recruited in six hospitals. The primary outcome was a
composite endpoint of unplanned hospital readmission
and mortality within 6 months after randomization.

The CCB program was a complex intervention com-
bining case management, disease management and CR
in three phases; the clinical, discharge and post-
discharge phase (Fig. 1). In the clinical phase, a compre-
hensive geriatric assessment (CGA) was performed to
identify geriatric conditions and to develop an integrated
care plan. This plan was leading in care provided by the
involved healthcare providers during the three phases of
the TCL In the discharge phase, a community-care regis-
tered nurse (CN) visited the patient and clinical health-
care providers in the hospital for a personal handover of
the integrated care plan and to prepare the discharge
phase. In the post-discharge phase, the CN performed
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Cardiac patients 2 70 years, at high risk of readmission and mortality:
. The DSMS: delirium, fall risk, malnutrition, activities of daily living
-age 70-79 DSMS-score =2
-age>80 DSMS-score>1

- Meeting with patient

- Medication evaluation

Fig. 1 Overview of the Cardiac Care Bridge transitional care program
A

Or, an unplanned hospital admission in the previous six months
No or mild cognitive impairment, Mini-Mental State Examination 2 15

Comprehensive geriatric assessment within 72u

Randomization

Integrating cardiac and geriatric care in an integrated care plan within 72u

In-hospital visit of community-care registered nurse before discharge:

- Handover of integrated care

Home visits by a community nurse (2 days, 1 week, 3 weeks and 6 weeks):
- Follow-up of integrated care plan
- Early detection of complications
- Medication reconciliation
- Lifestyle promotion
Nine home-based rehabilitation sessions by a physical therapist within 6 weeks

Case management
Disease management
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four home visits within the first 6 weeks. These home
visits included among others medication reconcili-
ation, early signalling of health deterioration or com-
plications and an evaluation of the integrated care
plan. On indication, an extra home visit was per-
formed within the first 3 months post-discharge. In
addition, a physical therapist (PT) performed nine
home-based CR sessions at patients’” home. Details of
this study have been published [19].

Data collection

The interviews were conducted between December 2017
and June 2018 at participants’ home. They were inter-
viewed alongside the ongoing trial, but only when the
intervention in the post-clinical phase was finished.
Some participants requested the presence of an informal
caregiver which was allowed by the researchers. The in-
terviews were performed by two researchers (PJ or IB)
who followed additional training in qualitative research.
Both have a Bachelor degree in nursing. PJ also has a

Master degree in health sciences. She examined the inte-
gration of cardiac and geriatric care in older patients
with heart disease. IB followed a nursing Master
programme during the time of the interviews and
worked as a quality nurse in an organization for nursing
homes. Both researchers did not had prior relations with
the included participants. A semi-structured interview
guide (see Additional file 1) was developed based on the
clinical, discharge and post-discharge phase of the inter-
vention. Small adjustments have been made during the
data collection process to ensure that all key elements of
the intervention were fully questioned. The complete in-
terviews were audio recorded and field notes were made
during and after the interview. The interviews lasted be-
tween 25 and 70 min.

Data regarding participants sociodemographic and dis-
ease characteristics were collected for the RCT during
hospitalization (Table 1). Furthermore, data about the
intervention delivery was registered in medical hospital
files and logbooks which were filled out by the
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participating healthcare providers during the interven-
tion. A process evaluation of the intervention delivery is
reported [24].

Ethical consideration

The CCB study was approved by the Medical Research
Ethics Committee of the AMC (Protocol ID: MEC2016_
024) (Netherlands Trial Register number: NTR6316, 06/
04,2017) and conforms with the principles outlined in
the declaration of Helsinki [25]. Prior to the interview,
participants received oral and written information about
this qualitative study and written informed consent was
obtained.

Data analysis

Two researchers (PJ and IB) were involved in the data
analysis. Data were analysed by the assumption that this
TCI might have beneficial effects on readmission and
mortality and that participants might therefore be posi-
tive about the intervention. To prevent potential bias,
the qualitative data on participants’ perspectives were
analysed before the study results on effectiveness of the
TCI were known. However, the researchers were in-
volved in the data collection on the intervention delivery
in the large process evaluation [24] and therefore aware
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of a suboptimal intervention fidelity. This information
was taken into account into the data analysis of partici-
pants’ experiences in order to understand the findings.

The six phases of thematic analysis according to Braun
and Clarke [26] were used to analyse the data. All inter-
views were transcribed verbatim. PJ and IB familiarized
themselves with the data by reading the transcripts (phase
1). The coding process started with open coding using the
coding program MAXQDA 12. Per two coded transcripts,
consensus about codes was reached before coding the
next two transcripts (phases 2). During this process, PJ
and IB discussed emerging themes (phase 3) which were
reviewed repeatedly and discussed with the research team
(phase 4). All codes were analysed and structured, which
led to the final themes (phase 5). Corresponding quotes
were selected, the research question was answered and
findings were compared with literature (phase 6).

We also analysed quantitative data about the deliv-
ery of intervention key elements (e.g. in-hospital per-
sonal handover, home visits) in interviewed
participants from medical hospital files and logbooks
(Table 2). This additional information contributed to
a complete view of the intervention delivery in inter-
viewed participants and helped to put participants’ ex-
periences in the context of delivered care.

Table 1 Baseline characteristics of interviewed participants in the Cardiac Care Bridge program

Patient Age Sex Residency Educational MMSE* DSMS® Hospitali-zation < 6 Primary diagnosis Charlson comorbidity
status level months index®

1 87  Female With partner  Primary 21 1 No Valve deficit 2

2 86  Female Alone Primary 29 1 No Acute coronary 2
syndrome

3 81  Male  With partner  Primary 27 1 No Heart failure 4

4 85  Female Alone Secondary 24 2 No Acute coronary 0
syndrome

5 76 Male  With partner  Higher 27 3 Yes Rhytm or conduction 4
disorder

6 87 Male  Alone Secondary 29 1 No Heart failure 4

7 84  Female Alone Higher 28 3 No Heart failure 2

8 82 Male  With partner  Higher 28 1 No Rhytm or conduction 6
disorder

9 89  Male With child Higher 27 1 No Heart failure 4

10 82  Female With partner  Primary 29 2 Yes Heart failure 1

11 79  Male  With partner  Higher 29 2 No Rhytm or conduction 1
disorder

12 87  Female Alone Primary 29 1 Yes Valve deficit 3

13 73 Male  Alone Primary 24 1 Yes Heart failure 5

14 86 Male  Alone Secondary 27 4 No Heart failure 2

15 84  Female Alone Primary 24 1 No Heart failure 4

16 71 Female With partner  Primary 24 3 Yes Heart failure 5

? Mini-Mental State Examination [21]: the score ranges between 0 and 30 points. In the CCB program, only patients with a MMSE >15 were included. A MMSE-
score < 24 indicates cognitive impairment. ® Dutch Safety Management System [22]: the score between 0 and 4 points, based on four domains of frailty
(malnutrition, risk of impairments in daily functioning, risk on delirium and fall risk). A higher score on the DSMS indicates a higher risk of functional loss. ¢
Charlson comorbidity index [23]: a weighted index to classify comorbid conditions based on their 1-year mortality prognosis
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Results

Data saturation was reached after 16 interviews. Partici-
pants’ partner or a child participated in eight interviews.
The mean age of included participants was 82.4 years
(SD 5.3), 50% was female, 56.3% was admitted due to
heart failure and 56.3% lived together with a partner
(Table 1). Table 2 shows the intervention delivery in
interviewed participants. In total, three themes were
identified from the interviews: 1) appreciation of care
continuity; 2) varying experiences with recovery and, 3)
the influence of an existing care network.

Theme 1: appreciation of care continuity

Participants experienced that healthcare providers dur-
ing all three phases of care (clinical, discharge and post-
discharge phase) looked after them. During the clinical
phase, participants reported that they met many

Table 2 Intervention delivery in interviewed participants
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different healthcare providers and most participants
were unable to distinguish usual hospital care from the
care delivered in the TCI. Most experiences of partici-
pants were therefore about the discharge and post-
discharge phase of this TCI. During the discharge phase,
the CGA-based integrated care plan was discussed by
the cardiac research nurse during a face-to-face hand-
over with the community nurse, in the presence of the
patient. Participants appreciated it to meet the commu-
nity nurse before discharge to be prepared for who
would visit them at home:

‘She said this is the nursing service that comes to
your home, (... ). Well I think that is neat. ( ... )
Look, you know who you are dealing with and not
that umm there suddenly is one at the door and you
think hey ... This feels good.” (P13, male, 73 years)

Patient Clinical phase

Discharge Post-discharge phase

phase
CGA Geriatric Geriatric Handover Number First home Medication Evaluation Lifestyle Number Joint
consultation consultation of home visit CN within verification of care discussed of home intake
indicated?® visits median of 3 plan visits PT* CN/PT
CNP days

1 Yes No Yes Face to 4 No Yes No Yes 4 Yes
face

2 Yes No Yes Face to 4 Yes Yes No No 9 No
face

3 Yes No Yes Face to 4 Yes Yes No Yes 9 No
face

4 Yes No Yes Telephone 3 No Yes Yes Yes 6 Yes

5 Yes No Yes Face to 5 No Yes Yes Yes 7 No
face

6 Yes No Yes Unknown 4 Yes Yes Yes Yes 9 No

7 Yes No Yes Telephone 4 Yes Yes Yes Yes 9 No

8 Yes No Yes Unknown 5 No Yes Yes Yes 8 No

9 Yes No No Face to 4 Yes Yes No Yes 9 Yes
face

10 Yes No No Telephone 3 No Yes No No 9 No

" Yes No No Face to 4 Yes Yes Yes Yes 1 NA
face

12 Yes No No Face to 4 Yes Yes Yes No 0 NA
face

13 Yes No No Face to 4 Yes Yes Yes Yes 4 No
face

14 Yes No No Telephone 5 Yes Yes Yes Yes 7 No

15 Yes  Yes Yes Face to 5 Yes Yes No Yes 7 No
face

16 Yes No Yes Face to 3 Yes Yes No Yes 2 No
face

Abbreviations: CGA comprehensive geriatric assessment, CN community nurse, NA not applicable, PT physical therapist
2 Geriatric team consultation was indicated in case of >5 geriatric problems of which >1 problem had to be within the psychological domain. b Four home visits,
according to the intervention protocol. An extra home visit was performed on indication, assessed by the CN. < Max. nine home-based rehabilitation session,
according to the intervention protocol
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In the post-discharge phase, participants reported that
they were satisfied about the relationship with the
healthcare providers because they felt that providers
were experienced, adequately informed about their
health and kept an extra eye on them post-discharge. As
the following participant stated, this also led to more
motivation to the home-based CR exercises:

Yes, above all that, you get guidance and a helping
hand to keep doing it [physical exercises]. Look, if
you throw in at the deep end now and you have to
do exercises, then it will either happen or not. But
she [the physical therapist] was really adamant that
"well you have to do it". Well then you simply just
did. I was happy with it [with the TCI]. That gives
you some certainty.” (P5, male, 76 years)

Regarding the community nurse, participants experi-
enced support in checking their health status by meas-
urement of vital signs. They also felt supported in
medication management. For example, one participant
had specific goals about her medication adherence and
the community nurse arranged a multi-dose drug dis-
penser for her:

T say, I do need that [the community nurse] every
now and then. There is a big stick behind the door
(..) That it was said and now you should do that.
And now you really have to make sure you take your
pills on time.” (P16, female, 71 years)

Participants had some difficulties to fully describe the
care that was delivered by the community nurse. Add-
itional information from the logbooks showed that the
community nurse performed medication reconciliation
in all participants. Furthermore, in 9/16 participants the
integrated care plan was evaluated and in 13/16 partici-
pants lifestyle promotion was discussed (Table 2). Fur-
thermore, in 3/15 participants a joint home visit of the
community nurse and physical therapist was performed
to coordinate care together.

Theme 2: varying experiences with recovery

The majority of participants were satisfied about their
recovery in the post-discharge phase. Participants rea-
soned that, as part of aging, recovery took time or
understood that recovery was not fully feasible.

All participants received home visits of the community
nurse post-discharge. The number of home visits by the
community nurse ranged from three to five (mean =4,
SD 0.7) and by the physical therapist from zero to nine
(median =7, [IQR: 4-9]) (Table 2). Many participants in-
dicated that the number of home visits by the
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community nurse and physical therapist were sufficient,
and more care would not have contributed to their
recovery.

Regarding the home visits by the community nurse,
some participants reported interventions by the commu-
nity nurse, but not recognized the importance in relation
to the prevention of further complications.

Therefore, it was difficult for participants to recall if
and how the community nurse had contributed to their
recovery:

Yes, I do not really know [whether the community
nurses contributed]. No, as I am now, I actually feel
good physically, except for that wound and my feet.
But they cannot do anything about that anymore. I
like it when she visits. But whether it contributes
[home visits of the community nurse] that I doubt.’
(P9, male, 89 years)

In general, participants considered the home-based CR
as an opportunity to work on their daily functioning.
Participants with personal goals were motivated to
achieve progress in their recovery:

‘Because I also say last time, “I have set a goal, I
want to be able to walk for an hour and I want to
be able to cycle a bit again’, and then he says [phys-
ical therapist] “well for the last couple of times we
will try to cycle together”.” (P10, female, 82 years).

Participants experienced progress in their recovery
mainly in improved muscle strength and condition:

‘Look, I can do all those exercises, and, in the begin-
ning, you were uhm well then you really had to
catch up. But now I just recover in a minute, two
minutes and then it is back to normal.

So, then you see, you feel that you are building up
something and that is important.” (P5, male, 76 years)

However, most participants were severe frail or were lim-
ited duo to comorbidities. One participant therefore ended
the home-based CR prematurely. In other participants, the
experienced symptoms (e.g. dyspnoea, tiredness, joint prob-
lems) impeded them during the physical exercises:

Yes, and that did not work [the exercises], it is too
tiring for me, for my legs. ( ... ). For a young guy, the
suggested exercises were good, you have to be of the
right age. But my whole body will be gone in a mi-
nute. (P3, male, 81 years)

In addition to the rehabilitation sessions, most partici-
pants received exercises to practice on a daily basis
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without the presence of the physical therapist. Partici-
pants indicated that they often forgot to practise or
found it hard to fit these exercises in their daily routine:

You do not get to it when you are alone. Then we
have, when I remember that I have to do it [exercises
of the physical therapist], I have something again,
then I had to turn off the gas for example. Look of
course I have a terrible disability, meaning that my
short-term memory is unbelievably bad.” (P6, male,
87 years).

Theme 3: the influence of an existing care network

Most participants had a large care network including
healthcare providers such as the general practitioner
(GP), cardiologist or a hospital-based cardiac nurse spe-
cialist and informal caregivers such as a partner or chil-
dren. Participants reported that the community nurse
and physical therapist collaborated together and with
other involved healthcare providers. Participants remem-
bered that the community nurse consulted the GP, car-
diologist or the pharmacist to discuss abnormal vital
signs, increased weight or medication-related problems
which often resulted in medication changes.

R2: ‘Those medicines were changed several times ( ... ).
I: ‘Was it difficult for you that they were changed so fre-
quently?’

RI: No, actually, but I do not know which medicines I
should have then, then everything is just all let loose [in
multi-dose drug dispenser].

I: ‘Okay and the community nurse helped with that, 1
understand?’

RI: Yes, the hospital told her [community nurse] which
ones had to get out.” (P3, male, 81 years)

Participants with an extended healthcare provider net-
work experienced the TCI as an extra appointment within
an already busy schedule of care-related appointments:

‘Once [number of sessions of the physical therapist
per week], I think that is enough, yes, I am terribly
busy this week. Yesterday I saw the physical therap-
ist, today you are here [interview], tomorrow I have
to go to radiology, on Thursday I will see the throm-
bosis service ... The following week, then I have to go
back to umm, the surgeon. Yes, I mean you still have
so many appointments.” (P10, female, 82 years).

In addition, some participants preferred the familiar
relationships with their own healthcare providers instead
of the short-term involvement of the community nurse
and physical therapist. For example, one participant
already had physical therapy before admission and did
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not accept additional home-based CR from the TCI. An-
other chronic heart failure participant had easily access-
ible contact with the hospital-based heart failure nurse
specialist and consulted her instead of the community
nurse in case of deviant symptoms:

T must have a systolic pressure of 100 and no higher.
(... ). So, then I contacted A. [cardiac nurse special-
ist] when my blood pressure was too high. Because of
course she obviously knows that too. ( ... ) Then it
turned out that she had passed a medication to the
doctor, and from the doctor it went to the ward, but
there had been a hitch when they forgot about this
medicine.” (P6, male, 87 years)

Besides the formal healthcare provider network, most
participants also had informal caregivers nearby. Care-
givers who were present during the interviews reported
that they were involved in the TCIL For example, the
partner in the quote below was involved in basic care
and administering insulin since hospital discharge as her
loved one was too weak post-discharge to take care of
himself. She felt supported as she could discuss worries
and ask questions to the community nurse about prac-
tical care such as the insulin injections:

Yes, I then asked for [advice]. About the quantity of
syringes and [umm], but she also told you where is
the best place to inject ( ... ). She gave some good ad-
vice.” (Partner P8, male, 82 years)

The presence of informal caregivers also had a strength-
ening effect on participants’ therapy adherence. They
often reminded the participant to perform the exercises
from the physical therapist on a daily basis:

T think it is incredibly good. I am also always at-
tending so that I see what exercises he has to do. So
then at least once a day I call "and now it is for all

"o

those exercises”.” (Partner P8, male, 82 years)

In participants with a small or no informal caregiver net-
work, the CCB program was also experienced as add-
itional support:

‘Well, because I have that big stick behind the door. (
...) And my husband thinks so too. He is away a lot.
He also works now and then. It helps that there is
still a little control [over the medicines].’ (P16, fe-
male, 71 years).

Discussion
This study explored frail older cardiac patients’ experi-
ences with a nurse-coordinated TCI. In general,
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participants appreciated the care they received within
this intervention, and especially felt supported by the
home visits in the post-discharge phase. However, par-
ticipants with severe comorbidities did not always recog-
nized the TCI as a personalized program. Participants
with an extended (in) formal caregiver network were sat-
isfied with the TCI, although they preferred to consult
their existing network when needed. The results of this
qualitative study contribute to an understanding on how
the trial participants responded to the intervention and
help to interpret the neutral study outcomes on hospital
readmission and mortality within 6 months [14]. Three
themes emerged from the data: 1) appreciation of care
continuity; 2) varying experiences with recovery, and 3)
the influence of an existing care network.

Regarding the first theme appreciation of care continu-
ity, participants were positive about the delivered care in
the clinical, discharge and post-discharge phase although
they had some difficulties to distinguish the TCI from
usual care. Participants who were able to remember the
face-to-face handover of the integrated care plan in the
clinical phase were positive about this visit from the
community care nurse. Previous research showed that
communication (e.g. effective handovers) between care
settings contributes to patient satisfaction and is essen-
tial to ensure care continuity [27, 28]. Furthermore, par-
ticipants appreciated the home visits of the community
care nurse and physical therapist. Especially, interven-
tions such as the measurement of vital signs, medication
management and home-based rehabilitation were men-
tioned as of great value. Participants felt that the com-
munity nurse and physical therapist kept an extra eye on
them post-discharge, which contributed to medication
adherence and a sense of security to perform CR exer-
cises. Previous studies also reported that patients felt
safe when preventive home visits were delivered [29, 30].
However, participants had some difficulties to mention
the specific role of the community care nurse which was
primary to recognize health deterioration early. Darby
et al. [31] previously examined the experiences of geriat-
ric hospitalized patients and also described that patients
did not recognize that observing and monitoring their
health was part of the actual treatment. Therefore, it is
possible that participants mostly experienced that the
community nurse visited them without realizing that
prevention of health deterioration was the main goal.

Regarding the second theme varying experiences with
recovery, participants positively valued the home-based
CR by the physical therapist and experienced that this
has contributed to their functional recovery and self-
confidence in their own abilities. This is in line with
other studies that examined participants’ experiences re-
garding rehabilitation [32, 33]. However, some partici-
pants with severe comorbidities experienced the physical
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therapy as too intensive. Although not measured, it is
possible that these patients experienced apathy and
therefore were less motivated. Apathy is a common geri-
atric condition around hospital admission [34] and inde-
pendently associated with an increased risk of functional
decline, frailty and cardiovascular disease [35, 36]. These
participants had less personalized rehabilitation goals
and seemed less motivated for physical therapy. We ob-
served that participants who were able to formulate per-
sonal rehabilitation goals were motivated to achieve
progress in rehabilitation. Goal setting is essential in re-
habilitation as it helps to evaluate the rehabilitation pro-
gress and is associated with increased patient motivation
and satisfaction with care delivery [37-39]. Therefore,
more attention on goal setting and recognition of apathy
in frail older cardiac patients may be needed in the edu-
cation of physical therapists for home-based CR.

We included a severe frail older population which was
observed from participant characteristics [14] and the
experiences of healthcare providers within this TCIL. The
mean age was 82.4 years old, 45% had an unplanned hos-
pital admission in the previous 6 months, 31% of pa-
tients was cognitively impaired (MMSE 15-23), and
geriatric syndromes such as (risk of) delirium (56%),
ADL-limitations (39%), falling (47%) and malnutrition
(33%) were common. In both groups, 50% of patients
reached the composite outcome of unplanned hospital
readmission or mortality at 6 months follow-up. In
addition, caregivers in our TCI reported that the levels
of frailty of the population influenced the performance
of the intervention, for example due to comorbidities
that impeded patients in physical rehabilitation [24].
This is comparable with the results that we found in the
theme varying experiences with recovery. We therefore
hypothesize that some patients in this TCI were beyond
the reach of preventive strategies because of their high
age in combination with comorbidities and frailty, and
improvement in functional status was no longer feasible.
It is important to consider what participants could bene-
fit from home-based CR and for what patients palliative
interventions focussing on quality of life [40] would be
more suitable.

In theme 2, varying experiences with recovery, partici-
pants further reported that they were unsure if the home
visits by the community nurse contributed to their re-
covery. It was observed during the interviews that partic-
ipants reported nurses’ interventions (e.g. consultation
with the GP about the blood pressure) during the home
visits but not recognized their importance to prevent
complications. Bleijenberg et al. [41] previously de-
scribed that older patients appreciated proactive nurse-
led home visits when the timing was in line with their
needs. It is possible that, after early signalling of health
deterioration by the community nurse, proactive
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interventions were applied before participants noticed
that action was needed. This is in line with the experi-
ences of community nurses within this TCI who re-
ported that they contributed to the prevention of
complications by early signalling health deteriorations
(e.g. heart failure decompensation) [24]. In addition, one
of the community nurses experienced that patients
thought that they were able to recognize their heart fail-
ure deterioration early. However, her experience was
that patients overlook the first signals of health deterior-
ation and that early observation and intervening by the
community nurse was important to prevent adverse
events. This might explain why participants only re-
ported that the community nurse consulted the hospital
about the medication while the actual action might have
been the prevention of a hospital readmission.

The third theme the influence of an existing care net-
work showed that the participants in this TCI mostly had
a large formal and informal caregiver network. Partici-
pants experienced that the community nurse and physical
therapist collaborated with other healthcare providers.
Also, the informal caregivers were sufficiently involved in
the intervention, for example in education by the commu-
nity nurse. A protocol for the content of the intervention
was used within this TCI which was individualized as
much as possible. However, we observed that participants
with a large and more familiar healthcare provider net-
work experienced the intervention as intensive and add-
itional to their already busy schedule of care-related
appointments. Therefore, the home visits might also be
proactively performed by a familiar healthcare providers
such as a nurse practitioner working at the general prac-
tice. Furthermore, some chronically ill participants seemed
to have well self-management skills and were able to easily
consult the heart failure nurse specialist themselves in case
of a deteriorating health situation. It is known that care
coordination across care transitions is important to ensure
safe and efficient transitions in care and to reduce the risk
of adverse outcomes [3, 7]. As all included patients were
at high risk of readmission and mortality [14], also older
cardiac patients with an existing care network and partici-
pants with self-management skills might contributed from
a TCIL However, for future purpose, it is important to
identify what patients might benefit most from such inter-
ventions. Furthermore, the intervention intensity and con-
tent of TCIs could be more personalized to participants’
needs to improve patient satisfaction and efficiency of
care.

Strengths and limitations

We were able to provide important insights into the ex-
periences of older cardiac patients within a nurse-
coordinated TCI to better understand the neutral study
findings of this trial. As this population is often excluded
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from clinical trials, their perspectives on participation in
research are of added value. The identified themes in
this qualitative study contribute to the further develop-
ment of transitional care interventions for older cardiac
patients.

This study also had some limitations. First, this quali-
tative study was performed within the first 3 months
after the intervention was completed. Participants had
difficulties to recall their experiences with the TCI, espe-
cially in the clinical and discharge phase. Therefore, it
was difficult for patients to specifically recall their expe-
riences regarding some key elements of the intervention
and to distinguish usual care from care they received
within the intervention. We were able to supplement
participants’ experiences with data from the logbooks in
which involved healthcare providers reported the inter-
vention delivery. This contributed to a more complete
view of the intervention delivery in interviewed partici-
pants and put the qualitative results in perspective. Sec-
ond, socially desirable answers could not be fully
excluded and may have influenced participants’ answers
on their experience with the TCI. Third, selection bias
might have occurred as we were unable to examine the
experiences of participants whom were deceased soon
after inclusion, had withdrawn informed consent in the
TCI or did not consent to participate in this qualitative
study (n=4). It is possible that their opinions would
have resulted in other experiences. Nevertheless, we be-
lieve the current selection of patients are representative
for the study population in this study.

Conclusions

The results of this qualitative study contribute to an ex-
planation of the neutral study. For future purpose, it is
important to identify which patients might benefit most
from TCIs. Furthermore, the intensity and content of
TClIs could be more personalized by tailoring interven-
tions to older cardiac patients’ needs, considering their
frailty, self-management skills and existing formal and
informal caregiver networks.
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