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Abstract 

Aim Older adults comprise a growing proportion of Emergency Department (ED) attendees and are vulnerable 
to adverse outcomes following an ED visit including ED reattendance within 30 days. Interventions to reduce older 
adults’ risk of adverse outcomes following an ED attendance are proliferating and often focus on improving the tran-
sition from the ED to the community. To optimise the effectiveness of interventions it is important to determine 
how older adults experience the transition from the ED to the community. This study aims to systematically review 
and synthesise qualitative studies reporting older adults’ experiences of transition to the community from the ED.

Methods Six databases (Academic Search Complete, CINAHL, MEDLINE, PsycARTICLES, PsycINFO, and Social Science 
Full Text) were searched in March 2022 and 2023. A seven-step approach to meta-ethnography, as described by Noblit 
and Hare, was used to synthesise findings across included studies. The methodological quality of the included studies 
was appraised using the 10-item Critical Appraisal Skills Programme (CASP) checklist for qualitative research. A study 
protocol was registered on PROSPERO (Registration: CRD42022287990).

Findings Ten studies were included, and synthesis led to the development of five themes. Unresolved symptoms 
reported by older adults on discharge impact their ability to manage at home (theme 1). Limited community services 
and unresolved symptoms drive early ED reattendance for some older adults (theme 2). Although older adults value 
practical support and assistance transporting home from the ED this is infrequently provided (theme 3). Accessible 
health information and interactions are important for understanding and self-managing health conditions on dis-
charge from the ED (theme 4). Fragmented Care between ED and community is common, stressful and impacts 
on older adult’s ability to manage health conditions (theme 5). A line of argument synthesis integrated these themes 
into one overarching concept; after an ED visit older adults often struggle to manage changed, complex, health 
and care needs at home, in the absence of comprehensive support and guidance.

Discussion/ conclusion Key areas for consideration in future service and intervention development are identified 
in this study; ED healthcare providers should adapt their communication to the needs of older adults, provide acces-
sible information and explicitly address expectations about symptom resolution during discharge planning. Concur-
rently, community health services need to be responsive to older adults’ changed health and care needs after an ED 
visit to achieve care integration. Those developing transitional care interventions should consider older adults needs 
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for integration of care, symptom management, clear communication and information from providers and desire 
to return to daily life.

Keywords Older adult, Emergency department, Care transition, Qualitative evidence synthesis, meta-ethnography

Introduction
An ageing population is presenting challenges for health-
care systems worldwide that are predicted to increase in 
the coming decades [1]. One such challenge is increasing 
demand for ED care [2]. Older adults account for 25% of 
all ED attendances and present with unique and com-
plex needs and distinct patterns of service use compared 
to other population groups [3–5]. Upon discharge from 
the ED, older adults encounter high rates of adverse out-
comes, including deconditioning, loss of functional inde-
pendence, and ED readmission [6–8].

There is a growing focus on developing and evaluat-
ing interventions for older adults, in the ED, aimed at 
improving outcomes for this population such as case 
management, discharge planning, medication manage-
ment/ safety interventions and geriatric ED’s [9]. How-
ever, a recent umbrella review revealed that the existing 
evidence regarding the effectiveness of these interven-
tions in reducing adverse outcomes for older adults fol-
lowing ED discharge is limited. Consequently, the review 
recommended the urgent need for additional high-qual-
ity intervention studies in this area [10].

Further research on interventions for older adults that 
bridge the ED-community transition has been identified 
as a priority [9, 10]. Transitions of care are defined as 
“the various points where a patient moves to, or returns 
from, a particular physical location or makes contact 
with a healthcare professional for the purposes of receiv-
ing health care” [11]. This includes transitions between 
home, hospital, residential care settings and consulta-
tions with different healthcare providers in out-patient 
facilities” [11]. Transitional care encompasses a broad 
range of services including comprehensive assessment, 
patient and family education, staff handover and commu-
nication, medication reconciliation, and development of 
a care management plan [12, 13]. Two types of ED-based 
transitional care interventions were identified in a recent 
systematic review [14]. The first intervention type (indi-
vidual needs assessment) comprised a structured com-
prehensive assessment of patient’s individual needs and 
care and addressing these through site specific or out-
patient resources. The second type of intervention (indi-
vidual discharge plan) comprised the coordination of 
care through an individualised discharge plan that sum-
marises medication, treatment, and referral plan with 
patients, arranging transportation, referral to community 

services and initiating primary care referrals. Both inter-
ventions were associated with a significant decrease in 
hospital readmissions and ED revisits [14]. However, no 
study evaluated a combination of both intervention types 
and the authors note the need for further robust evidence 
of the effects of these interventions and evaluation of 
these interventions delivered in combination [14].

Given the limited available evidence on effective inter-
ventions to address the high rates of adverse outcomes 
older adults experience following an ED visit further 
intervention research is needed. Specifically, transitional 
care interventions warrant further evaluation. The need 
for future ED interventions for older adults to incorpo-
rate feedback from patients has been identified [9]. Qual-
itative research can provide valuable insights into patient 
priorities and the acceptability of interventions during 
intervention development [15, 16]. We identified several 
disparate qualitative studies reporting older adults’ expe-
riences of ED discharge and transition to the community 
and we identified no synthesis of these studies. Thus, this 
study aims to synthesise existing qualitative evidence on 
perspectives and experiences of older adults’ care transi-
tion following discharge to the community from the ED.

Methods
Study aim
The aim of this study is to provide a comprehensive syn-
thesis of qualitative literature reporting the experiences 
and perspectives of older adults’ transition of care follow-
ing direct discharge from the ED to the community.

Study design
A Qualitative Evidence Synthesis using meta-ethnographic 
methods [17] was used to conceptualise the experience of 
older adults transitioning from an ED to community setting. 
A study protocol was registered on PROSPERO (Registra-
tion: CRD42022287990). This study is reported in line with 
the eMERGe meta-ethnography reporting guideline [18].

Reflexivity
All stages of the search and analysis were conducted 
by the lead author (BC) under supervision of the wider 
research team. The lead author is an occupational thera-
pist and registered PhD candidate. They have 12 years 
clinical experience with older adults in hospital, ED 
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and community settings. The lead author was a novice 
qualitative researcher at the outset of the synthesis and 
completed postgraduate training in qualitative research 
and study days on meta-ethnography and qualitative 
evidence synthesis with international experts. Members 
of the wider research team have clinical experience as a 
general practitioner (LG), geriatrician (MOC, ES, AL), 
physiotherapist (RG, CH), dietitian (AG), speech and 
language therapist (MM), nurse (CF) and occupational 
therapist (KR, BC) with experience of working with 
older adults. Several members of the research team have 
experience of conducting primary qualitative research 
and qualitative evidence synthesis (AG, MM, CF, CH, 
RG, RG, LG, AL).

Identifying papers for inclusion and exclusion
Search selection
A systematic literature search of six databases (Academic 
Search Complete, CINAHL, MEDLINE, PsycARTICLES, 
PsycINFO, and Social Science Full Text) was completed in 
March 2022 and updated in March 2023 by BC through 
EBSCOHost. In consultation with a specialist librarian in 
health research methods, a search strategy was developed 
based on three key concepts: ‘Qualitative research’, ‘Emer-
gency Department’ and ‘Older Adults’ using MeSH terms. 
A search of a seventh database, Google Scholar, was also 
conducted using the three concepts as search terms and 
the first 10 pages of results were reviewed. Reference lists 
of included studies were searched for additional articles. 
Databases were searched from year 2000 and results were 
limited to those published in English. The search string is 
provided as supplementary file 1.

Inclusion and exclusion criteria
Articles meeting all the following criteria were included

1. Qualitative design reporting use of recognised meth-
ods of both qualitative data collection and analysis or 
mixed-methods study design where qualitative data 
could be extracted separately.

2. Participants aged 65 years or older. Samples including 
adults and older adults were included if findings on 
those aged 65 years or above could be extracted sepa-
rately.

3. Participants discharged from the ED directly to any 
community setting (including home, nursing home, 
respite care, rehabilitation settings and own home).

4. Study findings report older adult’s perspectives and 
experiences of care and/or transitions of care follow-
ing discharge from the ED.

Protocol deviation
In the protocol registered on PROSPERO the research 
question focused both on the experience of transition to 
the community from the ED and older adults’ perspec-
tives on outcomes of care. The concepts related to transi-
tion home were identified by the team as very rich and 
informative and a decision was taken to present analysis 
on perspectives of outcomes of care in a separate forth-
coming manuscript.

Selection procedure
Database search results were imported to Endnote X9 soft-
ware [19]. Duplicates were removed and results uploaded 
to Rayyan software for screening [20]. Title and abstracts 
were screened independently against the inclusion cri-
teria by two reviewers (BC, KR) and disagreements were 
resolved through discussion and involvement of a third 
member of the team where necessary (RG). Subsequently 
two reviewers independently screened full text articles (BC 
and KR) for final decisions regarding inclusion with disa-
greements resolved through discussion and involvement 
of a third reviewer where necessary (RG). The reference 
lists of all included studies were then reviewed to identify 
potential additional studies for inclusion.

Critical appraisal and data extraction
The methodological quality of the included studies was 
appraised using the 10-item Critical Appraisal Skills Pro-
gramme (CASP) checklist for qualitative research [21]. 
Two authors (BC, KR) independently assessed the qual-
ity of each study against this checklist. Disagreements 
were managed through discussion or involvement of 
a third member of the research team (RG). No studies 
were excluded based on quality; the appraisal was used to 
highlight methodological limitations in their interpreta-
tion of the study findings.

Two authors (BC, KR) of the team extracted data from 
included studies independently. This was completed 
using a custom pre-piloted data extraction form. Data 
extracted included: author, year of publication, country, 
sample, data collection setting, sampling method, data 
collection, and major findings.

A seven-step meta-ethnographic approach was used to 
synthesise findings across all studies [17]. This approach 
was selected as it allows synthesis of findings from mul-
tiple studies and development of a higher order interpre-
tation [22, 23]. The first phase ‘getting started’, involved 
the development of the research question and setting of 
inclusion criteria with the wider research team. The sec-
ond phase focused on ‘deciding what is relevant to the 
initial interest’. A consensus on the inclusion criteria was 
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reached between the research team and searching for 
the research articles was completed followed by qual-
ity appraisal of each included article. In the third phase, 
‘reading the articles’, all included articles were read and 
re-read by two reviewers and extracted second order 
constructs were imported into NVivo Version 12 Pro 
software [24]. In phase four, ‘determining how the stud-
ies are related’, a grid of key concepts (second order con-
cepts) was developed using the extracted data. The key 
concepts from each study (phrases or themes) were then 
juxtaposed against one another by two members of the 
research team allowing common and recurring concepts 
to be identified. In phase five, ‘translating the studies into 
one another’, two researchers took the identified concepts 
and compared each concept with all other concepts to 
identify similarities and differences across concepts and 
to enable organisation of the concepts into further con-
ceptual categories (presented in the findings section as 
themes). This process was similar to the process of con-
stant comparison and allowed the research team to stay 
close to the meaning and contexts of the original studies. 
Throughout the analysis process the important charac-
teristics of included studies were reviewed to contextu-
alise findings and to inform research team discussions. 
Across the included studies second order concepts were 
reciprocally translatable. In phase six of analysis, ‘syn-
thesising translations’, a line-of-argument was synthe-
sised from the conceptual categories identified in phase 
five. Finally, phase seven ‘expressing the synthesis’ fol-
lows below according to the eMEGEe meta-ethnography 
reporting guideline which is provided in supplemen-
tary file 2 [18] and PRISMA flow diagram [25]. Figure 1 

present the seven phases of meta-ethnography. Ethical 
approval was not required for this synthesis.

Public and patient involvement
The concept of this study was informed by an established 
Public and Patient Involvement (PPI) stakeholder panel 
of older adults and family caregivers [26]. This PPI panel 
has had experience from several ED related studies over 
a three-year period. The PPI panel were also involved in 
interpretation of findings. When data analysis was com-
plete, and preliminary third order constructs were devel-
oped, a 2-hour long meeting was scheduled with seven 
older adults / family caregiver members of the PPI panel. 
The meeting was facilitated by four members of the 
research team (BC, KR, RG, CH) and involved a presenta-
tion in lay language of the research process and prelimi-
nary third order constructs. A facilitated discussion found 
unanimous agreement with the researchers’ interpreta-
tion and presentation of findings that was in keeping with 
older adults / family caregivers’ own experiences of transi-
tion home from the ED. A line of argument was collabora-
tively developed through discussion between the research 
team and PPI panel members.

Findings
The initial and updated searches in March 2022 and 
March 2023 yielded 4932 results; 702 duplicate articles 
were removed. Subsequently, 4230 articles were assessed 
for eligibility for inclusion. Of these, 69 articles were 
screened based on full text with 10 articles were included 
in the final review. This is outlined in the PRISMA flow 
diagram in Fig. 2.

Fig. 1 The seven phases of meta-ethnography
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Characteristics of the included studies
The 10 studies included in this synthesis represented 
the experiences of 334 older adult participants. A table 
presenting the characteristics of the included studies is 
provided in supplementary file 3. Included studies were 
published between 2014 and 2022. Nine of the 10 studies 
included more women than men [27–35].

All included studies reported on experiences of older 
adults’ discharged from the ED to diverse community set-
tings including their own home/with other family mem-
bers [27, 28, 33–36], retirement home [33], care home 
[35], senior living facility [36], assisted living [33] and 
sheltered accommodation [35]. Details of older adults’ 
discharge destinations reported in the included studies is 
provided in supplementary file 4. Of the 10 studies, five 
studies did not put any constraint on cognitively impaired 
older adults being included in the study [27–29, 31, 35]. 
Eight studies recruited older adults with any diagno-
sis, one study recruited only those who had two or more 
chronic diseases [27] and one recruited only those with 
frailty [35]. One study recruited those older adults who 
frequently attended the ED [32] and one recruited older 
adults who had experienced an intervention designed to 
improve discharge practices [34].

All studies were conducted in high income settings. 
Five of the included studies were conducted in Canada 
[28, 29, 31, 33, 36], two in Denmark [27, 34] and one 

each from the United Kingdom [35], the Netherlands 
[32] and United States of America [30]. Recruitment 
was conducted at 17 ED sites across the 10 studies. In 
terms of participant recruitment methods, nine stud-
ies recruited participants during their ED admission 
and one study used announcements and postings for 
participant recruitment [31]. Semi structured inter-
views were the most frequent data collection method 
used with only two studies using a survey or question-
naire [28, 33]. Of note, no study collected data through 
observation.

Quality appraisal
Results of quality appraisal are presented in supplemen-
tary file 5. No studies were excluded based on quality 
as all included studies contributed important informa-
tion addressing the research question. Only four studies 
reported the process of collecting data in a manner that 
addressed the research issue. In many cases insufficient 
description or justification for the timing or methods of 
data collection were presented.

Themes
Five themes were developed through the meta-ethno-
graphic process (see Fig. 3 for details).

Fig. 2 PRISMA flow diagram
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Theme 1: unresolved symptoms on discharge impact 
ability to manage at home
This theme relates to older adults’ experiences of unre-
solved symptoms at the point of transition to the com-
munity from the ED. Although older adults wanted to 
feel well before discharge, reports of unresolved symp-
toms were common across the included studies and led 
to difficulties managing at home, such as difficulty mov-
ing around their own home [34], walking [36], complet-
ing domestic tasks such as cleaning, laundry [30, 32] and 
completing personal care tasks [30].

Eight studies reported on older adults’ experience of 
unresolved and undiagnosed symptoms at the point 
of transition to the community [28–30, 32–36]. Older 
adults often described their discharge from the ED 
as being rushed, unanticipated or occurring before 
their symptoms had resolved or before a diagnosis was 
received [28, 30, 32–36].

“If they could have kept me longer...because I was 
given my discharge on Monday and I am still suffer-
ing from the same problems” [28].

Symptoms experienced by older adults on discharge 
often varied. However, pain [28, 34–36] and mental 
health challenges were reported in several studies [28, 29, 
32, 34, 36]. These symptoms often had a negative psycho-
logical impact on older adults and led to reported feelings 
of confusion [32], insecurity [32], self-doubt [32], uncer-
tainty [28], worry/anxiety [28, 29, 32], disappointment 
[27, 29, 32], feeling down [29] and frustration as to why 

their symptoms had failed to resolve when transitioning 
to the community [32, 34].

“It’s a bit weird and crazy, but I do not dare to go 
outside! I am too afraid, but I do not understand 
why. I panic at the thought of it. However, if I went 
upstairs, then I did not remember anymore why I 
was going there. It was probably my own insecurity, 
I was confused, and I just did not remember things 
well. That was really disturbing and worrying” [32].

“I was really very down temporarily about this. 
Thinking, oh, you know, this is never going to get bet-
ter” [29].

Older adults reported that unresolved symptoms 
impacted their overall ability to manage at home [28, 29, 
32, 34–36]. Unresolved symptoms also led to reports of dis-
comfort [29, 34], limited mobility [34–36], fatigue [28, 32, 
34] and difficulty sleeping [36].

Older adults reported having difficulty returning to 
their functional baseline and managing everyday tasks 
when discharged home from the ED primarily due to 
unresolved symptoms [27–30, 32–34]. They reported 
needing to make significant changes to their way of liv-
ing/lifestyle [27, 29, 34] and needing increased home sup-
ports from family/caregivers or, in certain circumstances, 
a period of rehabilitation [27, 28, 33, 34]. Additionally, 
older adults described the need to adapt their way of 
living by resting during the day [30, 34], using adaptive 
devices or equipment [27, 29, 34], discontinuing their 

Fig. 3 Themes developed through the meta-ethnographic process
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usual hobbies [34], and increased reliance of family/car-
egivers [28, 30, 33]. Older adults in one study discussed 
the impact of their ED attendance and illness on their 
informal caregivers’ jobs, finances, family lives and social 
lives [30]. Fear of symptom recurrence also led to restric-
tions in daily activities that might trigger symptoms [30].

“I cannot do anything. No, I can walk a bit. I sit a 
lot. Vacuuming, cleaning, that sort of things, I can-
not do that. Yes of course, I am not happy about it. 
I do not see any progression in my recovery and I 
expected that. Because, until now...so far things are 
not so positive” [32].

“They give me equipment so I could get around and 
maintain my lifestyle and gradually get back to 
where I was” [29].

Theme 2: limited community services and unresolved 
symptoms drive early ED re‑attendance
This theme related to older adult’s experience of ED reat-
tendance within a short period of time, often within a 
small number of weeks, after transition from the ED to 
the community. Reasons for older adults re-attending 
the ED varied however, the primary reasons included: 
continuation or re-occurrence of symptoms that caused 
initial ED attendance, inadequate healthcare alternatives 
and limited community services.

Six of the 10 included studies reported experiences of 
older adults’ readmission to the ED shortly after being 
discharged to the community [28, 31–33, 35, 36]. In one 
study older adults noted that they had greater trust in the 
care they received in the ED than the care they received 
from their own GP [32].

“So I had to come back about 5 hours later…for the 
very same problem” [36].

Un-resolved symptoms at the point of ED discharge, 
re-occurrence of symptoms shortly after discharge or 
lack of understanding about their symptoms were identi-
fied by older adults as primary catalysts for ED reattend-
ance [28, 32, 33, 35, 36]. In certain instances, re-attending 
the ED had become part of the older adults’ care routine 
however, they reported that they were happy to reattend 
the ED again [36].

“I left for home with no answer, I don’t know why the 
pain, I don’t know anything. So, I came back the sec-
ond time, to get answers for the first time” [36].

Within included studies, older adult ED reattendance 
was not related to their care received in the ED but, cata-
lysed by limited community services or care alternatives 

available [28, 32, 35, 36]. These included limited home 
care support received on discharge from the ED [35], 
delays in obtaining a general practitioner (GP) appoint-
ment [36], or being advised that their health condition 
was not manageable by a GP [36]. These experiences of 
frequent ED attendances had an impact on both the older 
adults and their partner’s quality of life [32].

“We gave up Nordic walking even though we love it. 
With all those ED visits, we are exhausted and it is 
too difficult for my husband. We have been so many 
times to the hospital for ED and outpatient visits. 
We are just so burnt out from it all” [32].

Older adults describe being advised to reattend the ED 
by their GP [36], family members/caregivers [32], spe-
cialist care services [32, 36] and residential home care 
staff [36]. Older adults reported that they received advice 
to re-attend the ED for various reasons; including sever-
ity of their symptoms [36], lack of receipt of a discharge 
letter from the ED [32], or their condition being beyond 
GP competency to manage [36]. Additionally, in certain 
circumstances older adults described conflicting advice 
being received from health care providers as to whether 
their condition required an ED attendance or not [33].

“I was discharged home and instructed to come back 
if I had a fever. So, we went to the ED when I had a 
fever, but they could not find anything. So I was sent 
home and the fever returned. I went back to the ED 
several times as the doctor told me to” [32].

Theme 3: older adults value practical support 
and assistance in getting home from the ED
This theme relates to older adult’s desires for safe and 
planned discharge with organised transport to the com-
munity. To ensure a positive and safe discharge home, 
older adults expressed a desire for a planned discharge and 
a desire for health care providers to communicate their 
needs and time of discharge to transport providers and 
ensure necessary assistance is available on ED discharge.

Older adults value being informed of when discharge is 
due to happen [35]. They reported that they prefer to be 
discharged home during daytime hours and when a car-
egiver or family member is present [35]. However, older 
adults reported not always being asked if they required 
assistance or had assistance when being discharged 
from the ED [28, 35]. Additionally, older adults describe 
the discharge process as very long, and distressing, with 
delays in receiving medication/discharge letters/porters/
transport [35]. Older adults in one study describe being 
unhappy when no assistance with arranging transport 
home was provided [32].
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“After being discharged from the emergency depart-
ment, I found that I had to figure things out myself. 
The exit, I didn’t know where it was. I had to inform 
myself, talk to people, and find the exit, take a cab to 
get back home. The thing is when you get there, you 
are by yourself, you’re here for the first time. It isn’t 
obvious” [28].

Older adults described negative transport related expe-
riences when transitioning to the community from the 
ED [27, 28, 35] including experiences of being discharged 
home late in the evening, being woken up early in the 
morning, being taken to the discharge lounge in their 
night clothes, uncomfortable waits for transport [35] 
and not receiving the required assistance to get into their 
homes, for example from taxi drivers [27, 35]. In one 
study, availability of appropriate transport was described 
as an important factor for older adults attending follow 
up appointments and senior-friendly parking was also 
highlighted as influencing the older adult’s ability to fol-
low through with ED recommendations after transition 
to the community [33].

Theme 4: accessible health information and interactions 
are important for understanding and self‑managing health 
conditions on discharge from the ED
This theme relates to the often inadequate communica-
tion from healthcare providers experienced by older 
adults at the point of discharge and transition to the com-
munity from the ED.

In three studies, older adults report wanting to be 
actively involved and included in their medical care [27, 
32, 35]. However, this desire was in some cases ham-
pered by communication difficulties and challenges with 
healthcare providers. Older adults describe health care 
professionals not listening to them [31, 34] and failing to 
adjust their communication methods/style to compen-
sate for older adults’ sensory deficits [31].

“I also can’t see very well, I’m told. I have macular 
and a hearing aid...[providers] have to make sure 
that they can hear and you have to make sure that 
they can see....They hand you something and leave, 
they’re gone. So you sit there with a paper in front of 
you and don’t know what to do” [31].

In some cases, older adults reported having difficulty 
asking necessary questions to health care profession-
als [33, 35]. Additionally, older adults in one study per-
ceived health care professionals did not identify when 
they did not understand information during their ED 
admission [33]. Thus, older adults describe having fur-
ther questions about care recommendations on ED dis-
charge [29, 30, 33]. Older adults described the need for 

follow up questions to be answered following discharge 
to the community from the ED [29, 32] when they were 
less stressed [32] or to be provided with reassurance 
that they could access ED again as needed [29].

Older adults described in one study that healthcare 
professionals provided good information on further 
actions and examinations [34] however, this was not a 
consistent finding within this study. In six of the stud-
ies, health care professionals’ communication with 
older adults on discharge was described as insuffi-
cient by older adults [28, 30, 32–35]. This resulted in 
older adults leaving the ED in some cases with incom-
plete discharge instructions, limited information on 
their medical symptoms on discharge [30, 32], insuf-
ficient information on future medical plans after their 
transition to the community [28] and unanswered 
questions [35].

Within included studies the format of communication 
at discharge was also identified as an issue [32, 34]. Older 
adults describe being provided with only verbal advice 
or instructions on discharge [34] however, older adults 
reported that verbal instructions were not effective nor 
was it their preferred communication method [32–34]. 
Older adults report difficulties in recalling verbal infor-
mation or advice once discharged to the community 
without written information being received [32–34], feel-
ing overwhelmed by too much information [33] and hav-
ing difficulty hearing verbal instructions [33].

“I thought I understood about how to take the eye 
drops, but I once I got home I couldn’t remember all 
the things they told me to do” [33].

“It would be nice to get something in writing. That’s 
always nice, so you can return to it. You can’t do that 
when it is oral. That’s way I say, you should be two 
instead of one. But if you are alone, you can in doubt 
about what it was. It is very different if you get it in 
writing—then you can go back” [34].

Written communication/instruction that include spe-
cific details related to care and devoid of medical jargon 
was identified in several studies as older adults’ pref-
erence in addition to any verbal information at ED dis-
charge [31, 33]. Included studies did provide examples 
where older adults were provided with written instruc-
tions on discharge [28, 30, 31, 34]. However, criticisms 
of the written information provided included difficulty 
understanding the information [34], no explanation of 
the written information [28, 31], a lack of specific treat-
ment information e.g., medication changes [34], provi-
sion of information that older adults did not require [28], 
or written information being cumbersome, lengthy and 
unhelpful [30].
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“I haven’t had a chance to look at that paperwork. 
I have to look at it later. She told me about it and 
showed it to me, but it was just so much” [30].

Conflicting recommendations or information from 
health care professionals were reported by some older 
adults [28, 30, 33]. Older adults describe being provided 
with conflicting information related to their medication 
management [28] and whether their health concerns 
required an ED admission versus being managed in the 
community [33].

“They contradicted the 2 doctors...one who said ‘you 
have a cyst behind, but you have to stop the Cou-
madin and then we will operate you...And then the 
other said: no, no, no, we must not stop, we must not 
stop the Coumadin, it must continue. So, that’s it, 
they both contradicted each other” [28].

Theme 5: fragmented care between ED and community 
is common, stressful and impacts on ability to manage 
health conditions
This theme relates to older adults’ experiences of frag-
mentation and discontinuity of care during their transi-
tion to the community. Care co-ordination between the 
ED and the community was experienced by some older 
adults. However, fragmented care was the more prevalent 
experience reported by older adults relating to medica-
tion management, outpatient appointments, follow up 
care and scheduling of outpatient diagnostics. Older 
adults reported that, fragmented care can lead to nega-
tive feelings of stress and uncertainty and difficulty man-
aging health conditions.

In six of the included studies, there were mixed expe-
riences of healthcare coordination reported  by older 
adults. Follow-up appointments after discharge from 
the ED were arranged for some but not consistently for 
everyone in these studies [27, 28, 31–33, 35]. One study 
reported seven of the 15 participants experienced con-
tinuity of care based on interviews with older adults in 
the ED and a second interview 4–12 weeks after dis-
charge [27]. In a further study older adults on specific 
discharge care pathways from the ED had experiences 
of well-planned follow up appointments and treatment 
of care [32]. Two studies highlighted where older adults 
had a positive experience where follow up calls occurred 
and useful information or resources were provided to 
them [31, 33] and follow up appointments were arranged 
quicky after ED discharge [33]. In a further study older 
adults suggest the need for follow up calls after an ED 
index visit would be helpful [30].

“I would say all, the reception, the staff, everything 
there was very very very well orchestrated. It’s excel-

lent what I was given as advice and for follow-up 
especially. I learned to do everything” [28].

“I had a number of follow up calls from different 
people. They gave me excellent information, they 
provided me with all kinds of resources” [33].

However, other older adults within included studies 
describe experiences of fragmentation and discontinu-
ity of care following discharge from the ED [27, 28, 30, 
32, 34, 36]. Older adults describe wanting clear informa-
tion on their discharge plans when transitioning from the 
ED to the community [35]. However, older adults report 
experiences of not being provided with sufficient infor-
mation about further planned medical diagnostics, follow 
up appointments and the wider care process when tran-
sitioning from the ED to the community [28–30, 32, 34]. 
In one study, older adults described waiting for further 
diagnostics on discharge as a long and difficult process, 
leading to delays commencing necessary treatment [34]. 
A common issue reported was lack of clarity on who was 
organising follow up appointments [28, 30, 32].

“I don’t know if she [emergency clerk] will call me to set 
up the appointment or if the rheumatologist office will, I 
don’t know. I am missing some information, but I didn’t 
receive any paper or prescription” [28].

“We are disappointed. We did not realize that we were 
responsible for organizing the follow-up appointment 
with the outpatient clinic. We thought the ED would do 
that” [32].

“They called me after I’d come home and said, “There 
is a lump in your parotid gland, and you need to get that 
looked at right away.” Unfortunately, they did not give 
me any information. Do I contact an ENT? Do I contact 
a neurologist? I had to fumble around until I found the 
right doctor to see. That can be a problem, not giving 
people adequate follow-up, directing them where to go, 
I think” [30].

Older adults reported feeling stressed [29, 32], anx-
ious [29], disappointed [32], unsafe [32], confused [28, 
34], and uncertain [28] due to the fragmentation of 
care, delays, or insufficient information about their care 
on discharge. Older adults frequently had unscheduled 
reattendance to the ED before follow-up appointments 
occurred [36]. In some instances, when follow up care 
was delayed, older adults sought advice from helpline 
numbers for non-urgent issues or considered attending a 
private clinic [28].

Older adults reported experiences of fragmented 
medication prescription/management [28, 35, 36] 
and they described changes made to their medication 
regime by ED staff were insufficient [28] or no infor-
mation was  provided to their GP on these medication 
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changes [35]. In one study, some older adults described 
leaving the ED without a medication prescription [36]. 
In some cases, medication changes were not executed 
by the GP due to fragmentation of care [35]. Older 
adults themselves reported also being unaware of the 
rationale for medication changes, side effects of their 
medication and medication instructions when being 
discharged to the community [28, 35, 36]. In two stud-
ies, community pharmacists were reported to provide 
information on medication side-effects and potential 
interactions [28, 36].

“I learned them [potential side effects] when I received 
the antibiotics with the letter including all information. 
Yes, at the pharmacy” [28].

“I got the prescription filled…but my pharmacist 
checked, and said it would have a very bad interaction 
with one of my blood pressure pills” [36].

Line of argument
We identified one concept that unified the identified 
third order constructs; after an ED visit older adults 
often struggle to manage changed, complex, health and 
care needs at home, in the absence of comprehensive 
support and guidance. Some older adults reported posi-
tive, supportive experiences during this transition how-
ever, difficult experiences were most commonly reported 
across the included studies. Key areas for greater support 
and guidance are comprehensive support with transport 
home and support managing symptoms and daily activi-
ties once home, enhanced guidance and communication 
from healthcare providers and enhanced integration of 
care during their transition of care from the ED to the 
community.

Discussion
This synthesis of qualitative studies exploring older adults’ 
experience of transition to the community from the ED 
found that older adults reported unresolved symptoms 
on discharge (theme 1) which negatively affected their 
return to daily life. Unresolved symptoms, along with 
limited community services, were a driver of early ED 
reattendance for some older adults (theme 2). Although 
older adults value practical support and assistance in get-
ting home from the ED this was infrequently provided 
(theme 3). Inaccessible health information and inaccessi-
ble interactions with healthcare providers (theme 4) and 
fragmented care at the point of transition home (theme 5) 
were commonly reported by older adults.

In response to population ageing, policy makers have 
strongly endorsed a shift towards integrated care for 
older adults [37]. Integrated care is “an approach that 
promotes collaboration across organizational and pro-
fessional boundaries to provide more connected care 

for patients, family and caregivers in their local com-
munities” [38]. An integrated care approach promotes 
high quality transitions across different healthcare sys-
tems [38]. This synthesis of 10 studies revealed that 
fragmented care is the norm for older adults when transi-
tioning to the community from the ED underscoring the 
need for care integration.

Care Integration has been defined as a hierarchical 
concept of three different levels of continuity across dis-
ciplinary and organisational boundaries: informational 
continuity (information ‘linking care from one provider 
to another and from one healthcare event to another’) 
[39], management continuity (services for a health con-
dition are delivered in a responsive, ‘complementary and 
timely manner’) [39], and relational continuity (an ongo-
ing therapeutic relationship between a patient and one or 
more providers) [39]. These are of particular importance 
for complex co-morbidity and chronic disease which are 
common in older adults. Fractures in all three levels of 
continuity were evident in the findings of our synthe-
sis. In relation to informational continuity, fractures in 
this concept were exemplified by discontinuities around 
medication prescription and management, outpatient 
appointments and scheduling of further diagnostics. 
Older adults describe experiences of management dis-
continuities such as reports of reattendance at the emer-
gency department before following up appointments or 
care occurred. Relational discontinuities included non-
sharing of treatment/management information, lack of, 
or inappropriate information received. It is important to 
note that solutions to care integration do not lie exclu-
sively in the ED and require involvement of responsive 
primary care and community partners to respond ade-
quately to older adults changed health and care needs 
after an ED visit.

Polypharmacy is a growing challenge driven by the age-
ing demographic. A qualitative study of older adults and 
family carers experiences of post hospital discharge med-
icines management, reported a perception by older adults 
of disorganised and chaotic communication between the 
hospital, community pharmacy and primary care pro-
vider [40]. Medication related errors or omissions were 
common when older adults were transitioning from one 
care setting to another [41]. Our findings clearly support 
a need for interventions to support medication continu-
ity at the point of ED discharge. In line with this and the 
policy shift towards integrated care, a systematic review 
found that interventions that best support older adults’ 
medication continuity are those that bridge transitions of 
care [41].

Fractured and delayed communication between ED 
and community healthcare providers were commonly 
reported across the included studies leading to negative 
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consequences for older adults including treatment delays 
and stress. Health Information Exchange (HIE) involves 
the seamless electronic transfer of health information 
between healthcare organisations or different healthcare 
settings (for example between hospitals and community 
services) and HIE shows promise for improving care co-
ordination and reducing both duplication and costs [42, 
43]. To date HIE research has been dominated by the ED 
setting as a technology solution that allows healthcare 
providers rapidly access information from other organi-
sations aligns with ED information needs [43], although 
HIE is relevant to all clinical settings. Despite the estab-
lished benefits of this technological solution, HIE deploy-
ment across international settings including the five 
countries where studies included in this review were con-
ducted is variable [44–46]. Notably, Canadian healthcare 
providers report low rates of electronic health informa-
tion exchange with other providers [47]. This is impor-
tant as four of the included studies in this synthesis were 
conducted in Canada. Many factors are needed to enable 
HIE including political support, financial resources, tech-
nologies and addressing implementation barriers [46] in 
complex and fragmented healthcare systems.

Unresolved symptoms, particularly pain and mental 
health challenges following discharge were commonly 
reported and had a negative impact on older adults’ func-
tion. Interviews with 46 patients seeking care in the ED 
about expectations of care identified the importance of 
symptom relief, having a plan to manage their symptoms, 
understanding of the cause and expected trajectory of 
their symptoms and reassurance [48]. Similarly, a quali-
tative study of people with diabetes mellitus or cardio-
vascular disease who were being discharged from an ED 
found that, their primary expectation about an ED visit 
was receiving a diagnosis and reassurance. Post-discharge 
participants greatest need was answers about the cause 
of their symptoms and knowledge about what to expect 
[49]. In our synthesis, unresolved symptoms were com-
mon, troublesome, affected return to everyday activities 
and older adults reported that unresolved symptoms are 
a major driver of early ED reattendance.

Reattendance at the ED has been identified as a fre-
quent adverse outcome experienced by older adults fol-
lowing transitions of care [50]. We found that symptom 
reoccurrence, lack of diagnostics on initial ED visit and 
inability to access needed community services were key 
drivers in older adults’ requirement to reattend the ED. 
Interviews with 60 people who had an unscheduled 
return to the ED within 9 days of an index ED discharge 
found that, the primary reason for ED reattendance was 
fear and uncertainty about their health condition [51]. 
Additionally, a further study  identified that over half of 
older adults did not understand discharge  information 

about expected course of illness as well as return precau-
tions and 42.3% of patients had returned to the ED within 
90 days of discharge [52]. The findings of our synthesis 
suggest that ED healthcare providers should explicitly 
discuss expectations about symptom resolution during 
discharge planning and where possible support conti-
nuity of care in addressing ongoing symptoms post dis-
charge to the community.

A questionnaire study conducted the day after dis-
charge from a Finnish ED (n = 132) found that written 
instructions were only provided on discharge to 12% of 
participants (the majority were aged 50–79 years) [53]. 
This reflects our findings as older adults in the majority 
of studies did not report provision of written discharge 
instructions thus, they were unable to recall recom-
mended ED interventions once discharged. Older adult’s 
safe transition of care is heavily influenced by their 
understanding of discharge instructions however, writ-
ten provision of written information alone is not suf-
ficient. An American study found a low proportion of 
older adults’ report adherence to medication instruc-
tions (35%) 4 days after ED discharge despite provision 
of written discharge instructions [54]. The reason for this 
may relate to our findings on the provision of appropri-
ate information. We did identify examples of provision of 
written information on discharge in four included stud-
ies [28, 30, 31, 34]. But it was not clear if the informa-
tion provided was a discharge summary written for other 
healthcare providers or written information designed for 
patients. However, criticisms of the written information 
such as it being too lengthy or difficulty to understand 
were also reported in all four of these studies. Given the 
small number of studies reporting provision of written 
information and the criticisms of same, healthcare staff 
should establish older adults’ health literacy and com-
munication preferences to inform their use of written 
information.  Furthermore, findings from this synthesis 
identified that older adults report communication chal-
lenges in their interactions with ED healthcare providers 
at discharge including use of medical jargon and provi-
sion of conflicting instructions/advice by healthcare 
providers, not having an opportunity to ask follow-up 
questions or seek clarity, and their sensory deficits not 
being accommodated for by healthcare providers.  The 
European Task Force for Geriatric Emergency Medicine 
expert clinical recommendations include many recom-
mendations that address concerns raised by older adults 
in this synthesis including the need to offer sensory aids 
and the need to ensure both the patient and carer under-
stand arrangements related to discharge planning and 
any other follow up instructions [55]. Provision of an 
assistive listening device for older adults with hearing 
impairment in the ED is also recommended [55] and is 
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associated with improved perception of quality of care 
in the ED [3]. A systematic review examining the effects 
of different manners of providing discharge informa-
tion to ED patients concluded that verbal instructions 
alone may not be sufficient and adding video or written 
information to discharge instructions showed promising 
results [56]. Overall findings from this synthesis highlight 
that, healthcare providers need to optimise their com-
munication style and methods when providing discharge 
instructions to older adults in the ED.  We found that 
older adults wanted a planned discharge home with safe 
organised transport. The European Task Force for Geri-
atric Emergency Medicine recommended that clinicians 
ensure both the patient and carer understand arrange-
ments related to discharge planning and any other follow 
up instructions [55]. In 2018, the American College of 
Emergency Physicians (ACEP) launched the Geriatric ED 
Accreditation (GEDA) program to accredit ED’s based 
on adherence to the Geriatric Emergency Department 
Guidelines [57]. Analysis of 225 ED’s in America that 
received accreditation revealed that, only 25 of these ED’s 
had access to transportation services for return home of 
older adults and 16 ED’s reported having a process for 
follow up after discharge [58]. Interventions such as Ger-
iatric ED and comprehensive geriatric unit, focused care 
co-ordination with discharge planning and referral for 
community services are associated with improved older 
adult experience [3].

Strengths and limitations
This study provided a rich and in-depth understanding of 
older adult’s experiences when transitioning from the ED 
to the community. The risk of neglecting potential arti-
cles was minimised by employing a broad search strategy 
and searching multiple databases. To support study rig-
our a protocol was pre-registered on PROSPERO. Search 
results were screened independently by two research 
members and strong inter-rater agreement was noted.

However, several limitations are associated with this 
study. Included studies in this synthesis were limited to 
English language as no transcription service was avail-
able. Secondly, studies included in the synthesis were all 
conducted in high income settings (Canada, Denmark, 
the United Kingdom, United States of America and the 
Netherlands). It could be suggested given these healthcare 
systems have significant funding and resources this may 
limit generalisability of the findings to other settings. Five 
of the included studies were conducted in Canada poten-
tially further limiting generalisability. Limited contextual 
information is presented on models of transitional care, 
primary and community and other programs available to 
older adults during transition from the ED in the included 
studies to contextualise findings. Additionally, participants 

in the included studies may not represent the full diversity 
of older adults who attend the ED. Some included stud-
ies excluded non-English speaking older adults and older 
adults with sensory deficits or cognitive impairment. Of 
those studies that did not explicitly exclude older adults 
with cognitive impairment it was not clear how many par-
ticipants with cognitive impairment participated. Thus, we 
do not know if the experiences of older adults with demen-
tia are represented in the findings. We did not identify 
any study focused exclusively on the experiences of older 
adults’ transition from the ED to a nursing home. Data col-
lection methods used in the included studies were a fur-
ther limitation identified as none of the included studies 
used observation-based research methods which may be 
more appropriate to ensure the experiences of older adults 
with dementia are fully represented [59].

Implications for practice/ research
This study highlighted that communication, care integra-
tion and symptom management are core issues that need 
to be addressed to improve the experience and care of 
older adults transitioning to the community from the ED. 
Further research is needed to explore the experiences of 
older adults with cognitive impairments at the point of 
transition from the ED to the community as none of the 
included studies focused on this population. Additionally, 
future research on transition from the ED to the commu-
nity outside of high-income settings is needed. Further 
research on effective mechanisms of care integration and 
information sharing for older adults transitioning from 
the ED to the community is also needed.

Conclusion
This study aimed to synthesis qualitative studies reporting 
older adults’ experiences of transition to the community 
from the ED. Ten studies representing the experiences of 
334 older adult participants were included in the synthe-
sis. Older adults commonly reported un-resolved symp-
toms on discharge which negatively affected transition to 
the community and return to daily life. Unresolved symp-
toms were also a major driver of early ED reattendance. 
Although older adults wanted a planned discharge home 
with organised transport this was infrequently achieved. 
Fragmented care was common as was inadequate health-
care provider communication. A key implication arising 
from this synthesis is the need for integrated healthcare 
systems and seamless transfer of health information to 
ensure safe transitions of care from the ED to the commu-
nity. Healthcare providers should also adapt their commu-
nication and provide accessible information to meet the 
needs of older adults and explicitly address expectations 
about symptom resolution. Those developing transitional 
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care interventions should consider the older adults need 
for integration of care and symptom management.
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