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Abstract 

Objective  Improving care transitions for older adults can reduce emergency department (ED) visits, adverse events, 
and empower community autonomy. We conducted an inductive qualitative content analysis to identify themes 
emerging from comments to better understand ED care transitions.

Methods  The LEARNING WISDOM prospective longitudinal observational cohort includes older adults (≥ 65 years) 
who experienced a care transition after an ED visit from both before and during COVID-19. Their comments on this 
transition were collected via phone interview and transcribed. We conducted an inductive qualitative content analysis 
with randomly selected comments until saturation. Themes that arose from comments were coded and organized 
into frequencies and proportions. We followed the Standards for Reporting Qualitative Research (SRQR).

Results  Comments from 690 patients (339 pre-COVID, 351 during COVID) composed of 351 women (50.9%) and 339 
men (49.1%) were analyzed. Patients were satisfied with acute emergency care, and the proportion of patients 
with positive acute care experiences increased with the COVID-19 pandemic. Negative patient comments were most 
often related to communication between health providers across the care continuum and the professionalism of per‑
sonnel in the ED. Comments concerning home care became more neutral with the COVID-19 pandemic.

Conclusion  Patients were satisfied overall with acute care but reported gaps in professionalism and follow-up com‑
munication between providers. Comments may have changed in tone from positive to neutral regarding home care 
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over the COVID-19 pandemic due to service slowdowns. Addressing these concerns may improve the quality of care 
transitions and provide future pandemic mitigation strategies.

Keywords  Emergency department, Care transitions, Patient experience, Aging, COVID-19, Geriatrics

Introduction
Older adults are frequent users of emergency depart-
ments (EDs) [1, 2]. Two-thirds of ED visits among 
older adults result in discharge back to the com-
munity [3]. Care transitions from the ED are critical 
moments where vulnerable older adults are at high risk 
of discharge-related adverse events, which can result 
in unplanned readmissions and loss of physical, func-
tional, and/or cognitive capacity [3, 4]. Care transitions 
include sets of actions, both before and after a hospi-
tal or ED stay, put in place to ensure the continuity of 
care [5, 6]. Care transitions are frequent from the ED 
and represent an important opportunity for quality 
improvement [7]. They are also costly, necessitating 
investment of time and resources from clinicians and 
informal caregivers [8].

The COVID-19 pandemic has also been devastating 
for older adults’ care transitions [9]. COVID-19 has dis-
proportionately affected older adults with higher risks 
of complications and mortality [10]. Fear of contracting 
the virus and preventative measures to reduce their risk 
of infection have also led to their social isolation [11]. 
Care transitions during the pandemic have been com-
plicated by the lack of qualified personnel, care tran-
sition nurses and social workers being called upon to 
manage COVID-19 units, caregivers being asked to stay 
away from hospitals and caregivers becoming ill them-
selves [12].

Studies published before the pandemic have docu-
mented patients’ views about post-ED discharge out-
comes [13], but to our knowledge few studies have 
documented the impact of the pandemic on patients’ 
experience about their care transitions to improve care 
transitions in the post-COVID-19 period [14]. Tailoring 
care transition interventions to the needs of patients, 
especially those with multi-morbidity, by paying atten-
tion to their lived care experiences can help co-create 
interventions that are patient-oriented and contribute 
to better outcomes [15]. While some care transition 
studies have employed patient-centered outcomes [16–
23] none have studied interventions that were patient-
oriented. Using comments provided by patients, we 
may be able to identify paths to developing patient-
oriented interventions in older adults to improve care 
transition interventions. The goal of this study was to 
better understand patients’ care transition experiences 
that could be used in designing future patient-oriented 

interventions to improve care transitions in the post-
COVID-19 context.

Methodology
Study design and context
Using an inductive approach with no a-priori coding 
scheme [24, 25], we designed this qualitative descrip-
tive study to analyze data collected directly from older 
patients having experienced care transition before and 
during pandemic. This study was nested within the 
LEARNING WISDOM (Supporting the Creation of 
a LEARNing INteGrated Health System to Mobilize 
Context-adapted Knowledge With a Wiki Platform to 
Improve the Transitions of Frail Seniors From Hospitals 
and Emergency Departments to the cOMmunity) lon-
gitudinal cohort study [26]. We followed the Standards 
for Reporting Qualitative Research (SRQR) to report our 
results [27]. The protocol for this study was approved 
by the Centre intégré de santé et de services sociaux de 
Chaudière-Appalaches (CISSS-CA) Ethics Review Com-
mittee (project #2018 − 462, 2018-007). The LEARNING 
WISDOM cohort included older adults who underwent 
a transition of care following a visit to one of the four 
EDs in the CISSS-CA (Québec, Canada) between January 
2019 and December 2021. The CISSS-CA is an integrated 
health organization consisting of four acute care hospi-
tals (Hôtel-Dieu de Lévis (HDL), Hôpital de Montmagny 
(HDM), Hôpital de Saint-Georges (HSG), Hôpital de 
Thetford-Mines (HTM)). The HDL is a university-affil-
iated teaching hospital receiving 70,000 visits to the ED 
annually. The other three sites each receive 30,000 annual 
ED visits.

Selection of participants
The LEARNING WISDOM cohort included patients dis-
charged from one of the four EDs before the COVID-19 
pandemic and throughout waves one through five of the 
pandemic in Québec [28]. Recruitment for the LEARN-
ING WISDOM cohort finished on December 21, 2021. 
Participants were aged 65 years or older and had been 
discharged back to the community from the ED observa-
tion unit. In the four participating EDs, patients triaged 
to an observation unit are still considered outpatients 
being considered for admission to hospital or discharge 
with primary or specialist care follow-up if needed. 
Patients triaged to a stretcher in the observation unit 
are often put on close monitoring. Patients only seen in 
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the ambulatory care section of the ED, admitted to hos-
pital, transferred to another hospital, or transferred to a 
long-term care center were excluded. Participants hav-
ing already participated in our study were also excluded. 
Patients had to be able to understand French and pro-
vide informed consent. For the full duration of the study 
recruitment period, at each participating hospital, a list 
of eligible discharged patients was generated each day. 
Patients were called using a computer-generated ran-
domized list for each day of the month and patients 
were contacted in order until three to five patients were 
enrolled that day.

Data collection
As part of a continuous quality improvement project 
lead by the CISSS-CA participants were contacted by 
telephone between 24  h and up to seven days after ED 
discharge, to administer the three-item Care Transitions 
Measure (CTM-3) [29] (Appendix A), a validated ques-
tionnaire that assesses the patient’s opinion about the 
quality of their care transition [30]. The CTM-3 has three 
items that investigate three different domains related to 
the quality of care transitions after discharge from hos-
pital: (1) Whether the patient and family’s preferences 
were accounted for in the care plan; (2) Whether patients 
understood their role in self-management after discharge; 
and (3) Whether patients were briefed on their medica-
tions and how to use them before discharge. Patients are 
asked to qualify their level of agreement with each of the 
three CTM-3 items (strongly disagree; disagree; agree; 
strongly agree, missing (don’t know/don’t remember/not 
applicable)). After completing the CTM-3, patients were 
then invited to participate in a more in-depth research 
interview in the following days.

During this second call, patients were required to sum-
marize—in their own words—their understanding of 
the study to consent, based on the Nova Scotia Criteria 
[31]. We then asked participants to report on their care 
transition experience from the ED to home using a struc-
tured interview with closed-ended questions and one 
open-ended response question. We collected sociodemo-
graphic information including age, sex, race, language, 
educational level, family income, pre-consultation living 
situation, and reason for ED consultation and one sin-
gle open-ended question asking about their care transi-
tion experiences. Patients were asked: Do you have any 
details to provide related to your experience of transition 
from emergency care to returning to your living environ-
ment? Patients answered in as much or as little detail as 
they wished. We instructed research professionals to col-
lect patients’ comments on all issues concerning their 
care transitions even if patients commented on their 

care before arrival to the ED, during their ED stay or 
after their ED discharge. Our rationale was that elderly 
patients’ complete care experience during their whole 
journey to and from the ED, and during their ED stay are 
important to understand when planning care transition 
quality improvement interventions.

We refer to these open-ended responses hereafter as 
comments. A member of the research team asserted the 
patient’s consent, administered questionnaires, and were 
instructed to immediately record key elements of each 
patient’s response to the open-ended question (includ-
ing important verbatim excerpts) in REDCap (Research 
Electronic Data Capture [32, 33]). These research profes-
sionals were MD students, PhD students in psychology, 
and research nurses who were trained by the research 
team coordinator to conduct the interviews and collect 
important verbatims. This training involved role-playing, 
simulated calls between the data collection trainees, and 
direct observation of the first calls until the data collec-
tion procedure was respected. Although we did not audio 
record the calls or produce verbatim transcripts for each 
call, research professionals were instructed to capture 
the key open-ended comments made by each patient in 
short sentences and support these comments with ver-
batim quotes whenever possible. This data collection 
process was authorized by the Director of Nursing and 
the Professional Services Director. Care partners did not 
provide comments analyzed in this study, nor were they 
interviewed as proxies to capture patients’ individual care 
transition experience. The data were anonymized, and a 
single unique numerical identifier was created for each 
participant. The CTM-3 in addition to the open-ended 
question in French and translated in English for this arti-
cle are presented in Appendix A.

Quantitative analyses
We used descriptive statistics to present the number of 
participants who responded to each response category 
(strongly disagree, disagree, agree, strongly agree, missing 
(don’t know/don’t remember/not applicable) stratified by 
pandemic period (pre vs. during COVID-19). To calculate 
individual CTM-3 scores, we used a linear transformation 
of its four-point response structure (strongly disagree = 1 
point; disagree = 2 points; agree = 3 points; strongly 
agree = 4 points) to create a CTM-3 score ranging from 0 
to 100 [34]. Patients with “missing” results were excluded 
from analyses and the score was simply calculated by 
adding the sum of the scores from each item divided by 
the number of questions answered. We compared mean 
CTM-3 scores for pre vs. during COVID-19 participants 
using an independent t-test. We also conducted X2 analy-
ses comparing dichotomous CTM-3 responses for both 
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periods. Values labelled as “missing” were not included in 
the X2 analyses.

Qualitative analyses
Our analysis plan followed an inductive content analy-
sis approach, which consisted of iteratively developing 
codes used to label the data during the process of cod-
ing, based on the content of the data set [35, 36]. This 
approach is well suited to analyzing comments, consist-
ing of interpreting not just the content of the text, but 
also the interrelations between themes and concepts 
[35]. This thematic analysis was performed by two female 
evaluators from different scientific backgrounds (VC, 
experienced research professional and NG, a Master of 
Science candidate in epidemiology with training in mixed 
methods) and supervised by an experienced researcher in 
qualitative analyses (PMA).

Constructing the coding scheme
Patient comments were stripped of any identifying infor-
mation and placed in a password-protected online col-
laborative spreadsheet program (Google Sheets, Google 
LLC, Mountain View, CA) to support thematic analy-
sis. Both evaluators then used a basic inductive content 
analysis to screen all patient comments in the shared 
spreadsheet to identify and group overarching keywords 
into codes in a bottom-up fashion, and then groups of 
linked codes were clustered into themes. Each theme was 
reviewed to ensure that it reflected all its associate sub-
themes. For instance, a mention of “bed sheets” in patient 
comments was determined to fall into a subcategory of 
“bedding, clothing and furniture”, which was under a 
larger category relating to the patient’s “conditions of 
stay” at the ED.

These themes and sub-themes were integrated together 
into a Mind Map diagram drawn with diagrams.net to 
guide the coding of individual comments by both evalu-
ators. Throughout the analysis, disagreements and ques-
tions between both evaluators were validated by a third 
author (PMA). Pair debriefing between both evaluators, 
triangulation (both evaluators coded independently of 
one another), and expert validation by a third evaluator 
(PMA) minimized the influence of subjectivity and pre-
conceptions among the coders.

Once the Mind Map diagram and coding scheme was 
developed to map the whole care transition continuum, 
both evaluators each coded an identical random sam-
ple of 40 comments to determine inter-rater reliability. 
Both reviewers assessed separate online spreadsheets 
that were then used to independently collect codes 
(either 1 or 0; each column indicated its own theme) 
indicating the presence or absence of a theme embed-
ded in the comment. Krippendorff ’s alpha coefficient 

[37] was then used to measure the interrater agreement 
between both evaluators. Krippendorff ’s alpha coeffi-
cient is a reliability coefficient employed frequently in 
content analysis, developed to measure the agreement 
among codes that draw distinctions among typically 
unstructured phenomena. Acceptable inter-rater agree-
ment is considered an alpha above or equal to 0.8 [37].

We then identified, through an inductive coding 
scheme, an emotional valence (positive, negative, or 
neutral) expressed by participants towards the qual-
ity of the care transitions they had experienced asso-
ciated with each individual theme. We also calculated 
an interrater Krippendorff ’s alpha reliability coefficient 
for the emotional valence codes. We then produced 
descriptive statistics for each theme stratified based on 
their emotional valence and by time period (before and 
after the start of the COVID-19 pandemic).

Sample size
For the LEARNING WISDOM cohort, our sample size for 
the HDL site was calculated based on measuring a daily 
CTM-3 [38] for five discharged patients per day from the 
ED aged more than 65 years. The other three sites had a 
planned sample size of three patients per day from June 
21st, 2019, until December 21st, 2021. After collecting 
data between January 24th, 2019, to October 4th, 2019, 
at the HDL site yielding an average score of 75.1 (95% CI 
[67.6, 82.6]), we decreased our recruitment of five random 
patients per day to three patients a day—like the other 
three sites—because including three patients per day until 
the end of recruitment would be sufficient to attain suf-
ficiently precise daily CTM-3 point estimates.

For our nested qualitative study, we selected a sample 
of participants’ responses using a random number gen-
erator to obtain a representative sample of participants 
from all periods of the three-year study (pre and during 
COVID-19). Two authors (VC and NG) performed the 
qualitative inductive content analysis using the com-
ments from sampled participants. We coded comments 
placed in an online spreadsheet until we reached data 
saturation when additional comments did not reveal new 
themes [39]. For each hospital site, two authors (VC and 
NG) each individually coded 30 randomly selected com-
ments (selection without replacement). After which they 
each individually analyzed additional randomly selected 
comments in rounds of 10. We considered saturation 
achieved when two consecutive rounds of 10 comments 
were completed without the emergence of a new sub-
theme per site.

The impact of the COVID‑19 pandemic
To analyze how the COVID-19 pandemic may have 
affected the experiences of older adult patients undergoing 
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a transition of care, we split the coded comments into two 
groups: patients who left the ED before the onset of the 
COVID-19 pandemic, and patients who left the ED on or 
after the start of the pandemic on March 14th, 2020 [28].

Results
Figure  1 presents the flow of participants during our 
recruitment process. We reached data saturation after 
analyzing a sample of comments from 690 patients (339 
pre-COVID and 351 during-COVID) composed of 351 
women (50.9%) and 339 men (49.1%). Demographic 
characteristics of the sample are summarized in Table 1. 
Patients were aged 75 years on average (M = 75.7, 
SD = 7.2) and nearly all were Caucasian (99.9%) and 
spoke French as their first language (99.7%). We did 
not observe differences among patients included in 
this qualitative analysis (N = 690) versus all participants 
in the LEARNING WISDOM project who provided a 
comment but were not selected via random sampling 
(N = 4,312), and patients who opted not to provide a 
comment at all (N = 37). See Supplemental Table  2d 
in Appendix B. Included patients reported on average 
that 3.8 people (SD = 3.7) in their entourage could serve 
as sources of social support, and one third of patients 
reported having an informal caregiver (35.8%). Nearly 
all patients reported having access to transport for 
medical appointments (94.1%) and a family physician 
(91.6%), but only half of patients (51.7%) said they could 
quickly get an appointment with their family physician 
if needed. Patients were discharged from one of the 
four EDs before the COVID-19 pandemic (01/01/2019 
to 12/03/2020) and throughout waves one (13/03/2020 
to 11/07/2020), two (23/08/2020 to 20/03/2021), 
three (21/03/2021 to 17/07/2021), four (18/07/2021 
to 4/12/2021) and five (5/12/2021 to 12/03/2022). Our 
sample included slightly more participants who were 
discharged from the ED after the start of the COVID-19 
pandemic (N = 351, 50.8%) than before the start of the 
pandemic in Québec, Canada (N = 339, 49.1%). Con-
cerning participants’ scores on the CTM-3, for each of 
the three questions, the majority of patients strongly 
agreed, or agreed with each statement. Additionally, 
the distribution of these responses did not statistically 
significantly change between the two time periods (see 
Table 1 and Appendix A). The mean CTM-3 scores were 
also both similarly high without any significant differ-
ence in both periods (see Table 1 and Appendix A).

Main themes and their sub‑themes
We identified four overarching themes related to transi-
tions of care among older adult ED users, and eighteen 
sub-themes. Both coders obtained a Krippendorff’s alpha 
coefficient of 0.93 on the first round of coding, and after a 

discussion to resolve disagreements in codes we achieved 
an alpha of 0.98. These main themes were (1) care in the 
ED, (2) conditions of stay in the ED, (3) leaving the ED, 
and (4) empowering patients in their living environment. 
A Mind Map of all themes and their sub-themes is pre-
sented in Fig. 2.

Care in the ED
Quality of care was the most frequently cited main theme 
by patients, present in 96.6% of all comments (Fig. 3A).

This theme was related to several sub-themes: clinical 
interventions (cited in 79.4% of all patient comments, 
see Fig.  3B), communication (53.2%), professionalism 
(11.6%), explanations (5.2%), sense of security about care 
(2.3%) and finally accompaniment (1%). Clinical interven-
tion comments reflected the quality of acute care. Com-
munication consisted of comments citing the presence 
or absence of planned follow-ups or tests with special-
ists or outpatient clinics. For professionalism, patients 
reported whether the ED staff members were negligent, 
empathetic, dismissive, prejudiced, or did not take their 
complaints seriously. In the case of explanations, patients 
reported whether personnel took the time to meaning-
fully explain planned procedures and tests in plain lan-
guage. Security encompassed feelings of safety and the 
preservation of patients’ own bodily autonomy during 
care. Lastly, accompaniment at the ED included com-
ments about loved ones who stayed with and supported 
the patient during their ED stay.

Conditions of stay in the ED
The conditions of stay on a stretcher were the least men-
tioned of the main themes (2.4% of all patient comments, 
see Fig. 3A). Sub-themes included food, sense of security, 
sleeping conditions, hygiene and sanitation, privacy, and 
bedding (each < 1%, see Fig. 3B). For food, the common-
est concerns were quality and the availability of drinking 
water. Sense of security about the environment referred 
to feeling safe during their observation in the physical 
ED environment. Sleeping conditions highlighted exces-
sive light which made it difficult to rest. For hygiene and 
sanitation, the concerns were oriented toward inade-
quate cleanliness of facilities and observed inadequacies 
in personal protective equipment used by staff. Privacy 
reflected the ability to discreetly speak to staff and to 
attend to private matters with dignity (e.g., toileting). For 
bedding, patients mentioned uncomfortable furniture, 
bedding, bedclothes, or accommodations and whether 
their environment was adequately heated or cooled.

ED discharge
ED discharge was mentioned in approximately 34.3% of 
all main theme comments, making it the second most 
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Fig. 1  Flowchart of recruitment process



Page 7 of 17Couture et al. BMC Geriatrics            (2024) 24:8 	

Table 1  Demographic characteristics of randomly selected participants included in the qualitative analysis, stratified by pandemic 
period

Before COVID-19 (N=339) During COVID-19 (N=351) Overall (N=690)

Hospital
  Hôtel-Dieu de Lévis 103 (30.4%) 127 (36.2%) 230 (33.3%)

  Hôpital de Montmagny 91 (26.8%) 89 (25.4%) 180 (26.1%)

  Hôpital de Saint-Georges 80 (23.6%) 70 (19.9%) 150 (21.7%)

  Hôpital de Thetford-Mines 65 (19.2%) 65 (18.5%) 130 (18.8%)

Age
  Mean (SD) 76.3 (7.48) 75.2 (6.88) 75.7 (7.20)

Sex
  Men 177 (52.2%) 162 (46.2%) 339 (49.1%)

  Women 162 (47.8%) 189 (53.8%) 351 (50.9%)

Charlson Comorbidity Index score
  Mean (SD) 5.08 (2.20) 4.68 (2.04) 4.88 (2.13)

First language
  French 339 (100%) 349 (99.4%) 688 (99.7%)

  English 0 (0%) 2 (0.6%) 2 (0.3%)

Ethnicity
  Caucasian 339 (100%) 350 (99.7%) 689 (99.9%)

  Missing 0 (0%) 1 (0.3%) 1 (0.1%)

Annual income, CAD
  < 10 000$ 15 (4.4%) 1 (0.3%) 16 (2.3%)

  10 000 - 19 999$ 62 (18.3%) 41 (11.7%) 103 (14.9%)

  20 000 - 29 999$ 57 (16.8%) 63 (17.9%) 120 (17.4%)

  30 000 - 39 999$ 37 (10.9%) 53 (15.1%) 90 (13.0%)

  40 000 - 49 999$ 23 (6.8%) 39 (11.1%) 62 (9.0%)

  50 000 - 59 999$ 20 (5.9%) 14 (4.0%) 34 (4.9%)

  60 000 - 69 999$ 5 (1.5%) 11 (3.1%) 16 (2.3%)

  70 000 - 79 999$ 2 (0.6%) 7 (2.0%) 9 (1.3%)

  80 000 - 89 999$ 1 (0.3%) 6 (1.7%) 7 (1.0%)

  90 000 - 99 999$ 1 (0.3%) 7 (2.0%) 8 (1.2%)

  > 100 000$ 7 (2.1%) 8 (2.3%) 15 (2.2%)

  Preferred not to respond 107 (31.6%) 78 (22.2%) 185 (26.8%)

  Missing 2 (0.6%) 23 (6.6%) 25 (3.6%)

Highest level of education
  Primary school 138 (40.7%) 175 (49.9%) 313 (45.4%)

  Secondary school 96 (28.3%) 82 (23.4%) 178 (25.8%)

  Trade or professional school 28 (8.3%) 24 (6.8%) 52 (7.5%)

  College degree 35 (10.3%) 40 (11.4%) 75 (10.9%)

  Bachelor’s degree 30 (8.8%) 21 (6.0%) 51 (7.4%)

  Graduate degree 11 (3.2%) 9 (2.6%) 20 (2.9%)

  Missing 1 (0.3%) 0 (0%) 1 (0.1%)

Living situation
  Home 191 (56.3%) 203 (57.8%) 394 (57.1%)

  Home, alone 97 (28.6%) 101 (28.8%) 198 (28.7%)

  Nursing home, 24h access to nurse 27 (8.0%) 27 (7.7%) 54 (7.8%)

  Nursing home, no nurse on site 14 (4.1%) 13 (3.7%) 27 (3.9%)

  Affordable housing 0 (0%) 0 (0%) 0 (0%)

  Family Type Ressources (FTR) 0 (0%) 0 (0%) 0 (0%)

  Long term care residence 0 (0%) 0 (0%) 0 (0%)
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cited main theme (see Fig. 3A). Comments described the 
circumstances surrounding the conclusion of ED care 
and the return home. This main theme was divided into 
three sub-themes: departure (33.9%), the presence or 
absence of transport, and feelings of security or vulner-
ability in leaving the ED (each < 1.3%, see Fig. 3B). Here, 
patients mentioned whether their ED discharge was 
seamless, rushed or forced, at night, too slow, or if the 

ED had to close temporarily because the ED physician 
had to escort a patient during an urgent medical transfer 
to another hospital forcing some patients to leave con-
sequently. Although this is a very rare situation, some 
smaller remote community-based hospitals have staffing 
issues that force them to have to close temporarily if the 
on-call physician needs to escort a patient in ambulance 
for a life-saving procedure in another hospital.

Table 1  (continued)

Before COVID-19 (N=339) During COVID-19 (N=351) Overall (N=690)

  Other 0 (0%) 0 (0%) 0 (0%)

  Missing 10 (2.9%) 7 (2.0%) 17 (2.5%)

Size of social network (persons)
  Mean (SD) 3.42 (3.96) 4.14 (3.48) 3.79 (3.74)

Have a family physician
  Yes 316 (93.2%) 316 (90.0%) 632 (91.6%)

  No 23 (6.8%) 35 (10.0%) 58 (8.4%)

Able to quickly see their family physician
  Yes 198 (58.4%) 159 (45.3%) 357 (51.7%)

  No 113 (33.3%) 145 (41.3%) 258 (37.4%)

  Unsure 12 (3.5%) 12 (3.4%) 24 (3.5%)

  Missing 16 (4.7%) 35 (10.0%) 51 (7.4%)

Have access to transport
  Yes 313 (92.3%) 336 (95.7%) 649 (94.1%)

  No 26 (7.7%) 15 (4.3%) 41 (5.9%)

Have a caregiver (self-report)
  No 207 (61.1%) 236 (67.2%) 443 (64.2%)

  Yes 132 (38.9%) 115 (32.8%) 247 (35.8%)

Care Transitions Measure – 3
The hospital staff took my preferences and those of my family or caregiver into account in deciding what my health care needs would be 
when I left the hospital
  Strongly agree 129 (38.1%) 183 (52.1%) 312 (45.2%)

  Agree 108 (31.9%) 123 (35.0%) 231 (33.5%)

  Disagree 17 (5.0%) 17 (4.8%) 34 (4.9%)

  Strongly disagree 6 (1.8%) 7 (2.0%) 13 (1.9%)

  Missing 79 (23.3%) 21 (6.0%) 100 (14.5%)

When I left the hospital, I had a good understanding of the things I was responsible for in managing my health
  Strongly agree 167 (49.3%) 164 (46.7%) 331 (48.0%)

  Agree 126 (37.2%) 121 (34.5%) 247 (35.8%)

  Disagree 28 (8.3%) 42 (12.0%) 70 (10.1%)

  Strongly disagree 7 (2.1%) 7 (2.0%) 14 (2.0%)

  Missing 11 (3.2%) 17 (4.8%) 28 (4.1%)

When I left the hospital, I clearly understood the purpose for taking each of my medications
  Strongly agree 164 (48.4%) 196 (55.8%) 360 (52.2%)

  Agree 92 (27.1%) 96 (27.4%) 188 (27.2%)

  Disagree 21 (6.2%) 22 (6.3%) 43 (6.2%)

  Strongly disagree 6 (1.8%) 2 (0.6%) 8 (1.2%)

  Missing 56 (16.5%) 35 (10.0%) 91 (13.2%)

Transformed (linear) Care Transition Measure - 3 Score
  Mean (SD) 84.8 (15.3) 85.9 (25.2) 85.4 (15.2)
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Living environment empowerment
The main theme related to services empowering older 
adults to stay independent at home was specified in 
14.8% of all patient comments (Fig. 3A). This main theme 
was subdivided in the following sub-themes: home care 
(14.1%), domestic help, isolation, and sense of security 
at home (each < 1%) (Fig.  3B). Concerning home care, 
patients commented on interventions or services per-
formed outside the hospital which required a specific 
level of training. Domestic help referred to having a per-
son, a relative, or services for daily chores and house-
hold tasks. As for isolation, the comments concerned the 
potential social isolation due to patients’ absence or small 
social networks. The sense of security at home encom-
passed comments from patients about their sense of feel-
ing safe and secure in their living environment.

Main themes were reported with similar frequency 
regardless of the hospital site analysed, despite differ-
ences in hospital size and the annual visit rate among 

the four sites (Fig.  3A). The most frequently mentioned 
sub-themes (mentioned > 90% of the time) for each site 
(Fig. 3B) were (i) clinical interventions, (ii) communica-
tions between departments, (iii) professionalism, (iv) ED 
discharge and (v) home care. These themes represent the 
most salient topics of concern among older adults under-
going care transitions. For the remaining sub-themes, we 
noted only anecdotal differences (< 3%) among frequen-
cies observed between sites.

Timeliness of services in and after the ED
The timeliness of receiving services in and after ED care 
was a transversal theme affecting all our main themes and 
subthemes. We did not identify the timeliness of services 
as an individual sub-theme in each of our major themes 
as it affected each theme individually. For Care in the ED, 
time was mentioned by 76 patients (100% of comments 
referenced wait times) affecting all 6 related subthemes 
(clinical interventions, explanations, security in the ED, 

Fig. 2  Mind Map of the four main themes and nineteen sub-themes emerging from patients’ comments about their complete care transition 
continuum experience before, during and after their ED visit and discharge back to their living situations. A transversal theme, Timeliness of receiving 
services is also identified
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Fig. 3  A Barplot of the relative frequency (%, y-axis) of main themes (x-axis) coded in patient comments about their care transition. B Barplot 
of the relative frequency (%, y-axis) of the five most common sub-themes (x-axis). The legend to the right of each plot identifies the hospital. 
For each bar in the plots in both figures, the numerator is equal to the number of patients that mentioned a theme or sub-theme in their comment 
and the denominator is equal to the total number of patients who provided a comment, at a given hospital
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communications between departments, professionalism, 
and accompaniment). For Living environment empow-
erment, time was mentioned by 14 patients, affecting 3 
subthemes (home care, domestic help, and isolation. 
e.g., waiting list for domestic or home care services). For 
Conditions of stay in the ED, time was mentioned by 3 
patients and concerned the time to receive a service in 
the ED, referring to 3 subthemes (sleeping conditions, 
food, and hygiene, e.g., spending the night on an uncom-
fortable gurney in a bright hallway, waiting to have soiled 
protective underwear changed, and time spent without 
eating). For ED discharge, time was mentioned by 26 
patients and concerned all 3 subthemes (departure and 
whether patients felt discharge was too soon or took too 
long, delays in receiving transportation home, and sense 
of security waiting to be discharged). For examples and 
full comments, see Appendix C.

Emotional valence
We determined an indication of the patient’s sense of 
emotional valence (positivity, negativity, or neutral-
ity) associated with each comment using an inductive 
approach. Interrater reliability was 0.94 using Krippen-
dorff’s alpha for this coding of emotional valence. This 
emotional valence was mostly influenced by patients’ 
assessment of the quality of care, services received, and 
their timeliness. The emotional valence was positive 
among 81% of the comments in the cohort and positive 
in 76% of comments mentioning wait times. There were 
70 comments that mentioned timeliness of care: 58 were 
positive, 11 negative and 7 neutral. Among the 11 nega-
tive comments, 10 reported long wait times. Because 
all four hospital sites had the same top sub-themes, we 
compared them on the emotional valence calculated by 
the number of positive, neutral, and negative comments 
(see Fig. 4). Overall, the clinical interventions and depar-
ture were the most positively described sub-themes, 
whereas communication in care and professionalism 
were the most frequently mentioned sub-theme with a 
negative valence. Home care services were the services 
that received neutral comments the most frequently and 
positive comments least frequently.

Effects of the COVID‑19 pandemic
The proportion of positive comments relating to commu-
nication in care before the pandemic decreased in favor 
of more neutral comments after the start of the pandemic 
(14.2% increase in neutral comments, and 26.8% reduc-
tion in positive comments). Participants appeared to be 
more pleased with clinical care during the pandemic than 
before the pandemic (26.4% increase in positive com-
ments), as well as their experiences with departing the 
ED (13.8% increase in positive comments). Chi-square 

tests of proportions of the effect of Valence ✕ Time 
Period yielded statistically significant effects of emo-
tional valence as a function of the COVID-19 pandemic 
for all five themes. The proportions of emotional valences 
before and during the pandemic are presented in Table 2.

Discussion
We sought to generate a better understanding of patient’s 
care transition experiences that could be used in design-
ing future patient-oriented interventions to improve 
care transitions in the post-COVID-19 context. We used 
open-ended comments to collect the perspectives of 
older adults’ experiences in the ED and their subsequent 
care transition from the ED. We conducted a qualitative 
content analysis using an inductive approach to iden-
tify themes and sub-themes among these comments to 
record concerns of patients from four Québec hospitals. 
We obtained a high level of agreement between coders 
and a clear coding scheme [40]. We also noted the emo-
tional valence of each theme and sub-theme embedded 
within patients’ comments to understand if they were sat-
isfied or not about the care transitions they experienced.

For each site, the most frequently mentioned sub-
themes (mentioned over 90% of the time) were the clini-
cal interventions received in the ED, communications in 
care, professionalism, discharge from the ED, and home 
care. These sub-themes represent the most salient top-
ics of concern among older adults undergoing care tran-
sitions. Overall, quality of care was reported positively 
but communication in care and home care were quali-
fied as neutral. These results are similar to findings by 
other authors [15, 41, 42] who report that older adults 
who undergo transitions in care also mention the qual-
ity of care received in hospital, but that communication 
during ED discharge and care transition planning can be 
fragmented. These themes will be important to consider 
in designing future patient-oriented interventions to 
improve care transitions in the post-COVID-19 context.

In home care, the emotional valence was mostly neu-
tral, believed to be because a service had been organ-
ized in the ED but had not yet been delivered. As such, 
patients could only comment on the fact that a service 
was to come, but not on the quality or experience of 
receiving that service. The proportion of positive com-
ments relating to communication in care before the 
pandemic decreased in favor of more neutral com-
ments after the start of the pandemic. This is likely 
because of the service slowdown hospitals experienced 
at the beginning of the COVID-19 pandemic [43].

Similar results were found in qualitative analyses of 
patient and caregiver experiences, such that trans-
port, communication, and services at home were com-
monly cited themes [44]. Lapses in communication 
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were argued to be a major barrier to successful care 
transitions [44, 45]. Like other authors, we have also 
found that patients report an overall positive percep-
tion of acute care services [46]. The COVID-19 pan-
demic appears to have significantly impacted patient 
comments in our study. In a qualitative study on care 
transition experiences during the COVID-19 pan-
demic, communication was often perceived nega-
tively, whereas in our study communication was often 
addressed neutrally [47].

We also observed that communications in care and pro-
fessionalism at the ED are often negatively perceived and 
may be important barriers to successful care transitions 
among older adults. When patients are asked in surveys 
to score their experience in the ED, other authors have 
found that their answers are misquoted  as they attrib-
ute positive scores regarding certain aspects they also 
expressed negative comments about [48]. These surveys 
may also inadvertently influence patients’ answers which 
either misrepresent some aspects or overrepresent some 
they would otherwise not have addressed. A deeper 

understanding of patients’ experiences could better guide 
patient-centered quality improvement initiatives com-
pared to only using quantitative satisfaction scores (e.g., 
CTM-3). Future work using natural language processing 
(NLP) [49] could also potentially offer new opportunities 
to analyse patient-reported qualitative comments using 
patients’ own vocabulary to qualify their care transitions.

Orchestrating cooperation among health workers 
increases patient satisfaction [50] and reduces length 
of hospital stay [51]. If we can ensure that older adult 
patients are satisfied with their care, we may reap the 
rewards of fewer avoidable visits to the ED [52]. The 
benefits of a successful care transition are not limited to 
individual patients as they impact on communities and 
caregivers. The World Health Organization’s Decade of 
Health Aging Report considers this a crucial holistic indi-
cator of care transition success [53].

Patients who are satisfied with their care and feel a 
sense of self-efficacy tend to stay out of the hospital 
longer and have more favorable health outcomes [54, 
55]. Even so, the causal link between discharge planning, 

Fig. 4  Histogram representing satisfaction (%, y-axis) regarding each sub-theme. Each bar denotes the proportion of negative, positive, and neutral 
comments that emerged among all comments mentioning the given sub-theme. Sub-themes are presented in decreasing frequency from left 
to right, and sub-themes were analysed for each site separately. Only the top five most frequent sub-themes are presented. Both time periods 
(before the COVID-19 pandemic and during the COVID-19 pandemic) were collapsed together
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patient satisfaction, and hospital-level outcomes is still 
unclear [55]. When older adults feel empowered to man-
age their health at home, they show greater adherence 
to treatment plans [56]. It stands to reason that effec-
tive care transitions must provide clear instructions and 
resources to empower older adults to ensure a complete 
transition.

The American Geriatrics Society argues that its own 
guidelines for an ideal geriatric ED should be tailored 
to each ED based upon patient needs and available 
resources [57]. We found that patients appear to be satis-
fied overall with the acute interventions they receive in 
the four EDs we studied, but patients report neutral and 
negative comments relating to communication between 
the acute care provider and external clinics and special-
ists, their departure from the ED to their living environ-
ment, and the professionalism of the staff at the ED. All 
these elements would help the four EDs participating in 
this study to develop tailored interventions aiming to 
improve their local care transition best practices. In addi-
tion to using validated quantitative questionnaires such 
as the CTM-3 to measure quality of care transitions, our 
study also points to the usefulness of collecting open 
ended qualitative data from patients after their discharge 

to gain additional insights to inform a model for a care 
transition quality improvement initiative in other EDs. 
For our part, the comments collected and the results 
from this analysis will help in the design and implemen-
tation of a patient-oriented intervention to improve care 
transitions at the CISSS-CA immediately and in the post-
COVID-19 era.

Overall, our results indicate that all the major sub-
themes that emerged in our data appear to have been 
influenced by COVID-19. Most notable were changes in 
the proportion of positive comments relating to com-
munication in care, which shifted in tone from positive 
to neutral. Future pandemic mitigation strategies will 
have to focus on improving communication throughout 
the care continuum (referrals, communications between 
clinics or specialties, patient and caregiver empow-
erment), and the preservation of homecare services. 
Among potential patient-oriented solutions that need 
further investigation would be better patient-centered 
communication skills among health professionals [58], 
addressing new patient decisional needs earlier [59, 60], 
decreasing loneliness and social isolation [61], having a 
single electronic medical record shared across different 
care settings [62] and accessible to patients themselves 

Table 2   Emotional valence frequencies for the top five sub-themes before and after the start of the COVID-19 pandemic. Percentages 
represent the number of comments for each case divided by the total number of comments in the time period. Values with * 
represent values from a Yates corrected Chi-square (appropriate when cell values ≤ 5). “No response” represents comments for which a 
given theme did not emerge

Sub-theme Before the onset of the pandemic (n = 339) After the onset of the pandemic (n = 351) X2 test

Clinical interventions Negative: 25 [7.3%] Negative: 13 [3.7%] 58.54
p < .001Neutral: 11 [3.2%] Neutral: 10 [2.8%]

Positive: 189 [55.7%] Positive: 288 [82.1%]

No response: 114 [33.6%] No response: 41 [11.6%]

Communication in care Negative: 25 [7.4%] Negative: 23 [6.6%] 111.46
p < .001Neutral: 70 [20.6%] Neutral: 122 [34.8%]

Positive: 108 [31.9%] Positive: 18 [5.1%]

No response: 86 [25.3%] No response: 188 [53.5%]

Departure Negative: 15 [4.4%] Negative: 6 [17.1%] 12.84*
p = .004Neutral: 3 [0.9%] Neutral: 4 [1.1%]

Positive: 76 [22.4%] Positive: 127 [36.2%]

No response: 245 [72.2%] No response: 251 [71.5%]

Home care Negative: 5 [1.5%] Negative: 5 [1.4%] 22.48*
p < .001Neutral: 17 [5%] Neutral: 57 [16.2%]

Positive: 7 [2.5%] Positive: 6 [1.7%]

No response: 310 [91.4%] No response: 283 [80.6%]

Professionalism Negative: 13 [3.8%] Negative: 12 [3.4%] 8.06*
p = .044Neutral: 0 Neutral: 1 [0.3%]

Positive: 37 [10.9%] Positive: 17 [4.8%]

No response: 289 [85.2%] No response: 321 [91.4%]
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[63], better virtual care services and tools [14], and more 
efficient knowledge mobilization and management [64].

Strengths and limitations
The strengths of our study arise from our rigorous appli-
cation of qualitative methodology, the strong inter-rater 
agreement, and the substantial random sample size that 
we recruited representing patients seen pre and dur-
ing COVID-19 pandemic periods at four different EDs. 
Our strong inter-rater reliability indicates a clear coding 
scheme, which we attribute to a rigorous, iterative devel-
opment of the coding scheme. Our large sample size can 
be explained by our desire to attain saturation of themes 
and sub-themes at all four sites.

This study also has limitations. First is the short fol-
low-up time after departure from the ED as patients 
were called to participate between 1 and 7 days follow-
ing discharge. Questions were fielded as soon as possible 
following this post-discharge period to capitalize on the 
primacy of the patient’s experience. While this primacy 
may have been a strength, this short follow-up time may 
not have left sufficient time for the patient to undergo 
all relevant aspects of the care transition, leading to an 
information bias. For instance, many patients reported a 
planned follow-up with a specialist but had yet to attend, 
so this experience was coded neutrally.

Second, since all our patients were recruited after 
a stay in the observation unit, we may have selected 
patients with short door-to-first contact wait times. 
This may have underestimated the impact of wait 
times on patient’s satisfaction with care because all 
patients were triaged to stretchers in the ED obser-
vation unit, and not strictly ambulatory where less 
urgent cases wait longer to see a doctor. As such, wait 
times to first contact with a nurse and doctor may 
have been shorter than ambulatory patients. How-
ever, this is not absolute because when stretchers were 
full, patients remained in the waiting room [65] and 
overcrowding can negatively influence total length of 
stay in the ED. In future work, door-to-doctor time 
(from when a patient arrives at the ED to their first 
personal interaction with a doctor) could be used to 
corroborate patient experiences, as this metric is sig-
nificantly associated with worse patient experience in 
discharged patients [66].

Third, a selection bias may have occurred due to the 
utilization of the telephone to administer our ques-
tionnaire, limiting the participation of seniors who 
hear less well, those who do not use the telephone, and 
those who do not possess a telephone. However, this 
also allowed us to survey patients with reduced mobil-
ity. We also note a potential social desirability bias as 

patients satisfied with their care may have been more 
willing to participate, and dissatisfied patients may 
have declined due to a perceived risk that they may 
harm their relationship with their health professional. 
This potential bias did not prevent us from collecting 
negative comments and areas for improvement.

Fourth, patient comments for this study were col-
lected over the telephone and transcribed immediately 
by a research professional. We did not audio record 
patients’ comments. This may have introduced an infor-
mation bias such that the content of comments has been 
interpreted by the research professional conducting 
the interviews. Also, patients may not have completely 
understood our question about care transitions and 
answered our questions with their overall care in mind. 
This might reflect itself in the themes we identified that 
covered many aspects of quality of care within the ED 
and not specific to care transitions between the ED and 
the community. Although this may not have been clear 
for patients, we also believe that including feedback 
from patients about the complete care transition con-
tinuum before, during and after their ED visit is crucial 
because poor care transitions can find their root cause 
in the lack of meaningful advance care planning, iatro-
genic complications related to ED conditions of stay, 
substandard communication with caregivers during ED 
stay, and deficient care coordination post ED discharge. 
Our collection method does not appear to have influ-
enced the length of the comments collected, as ranged 
from a few words up to 100 words of text. We also took 
care to transcribe local metaphors and idioms provided 
by patients to emphasize the depth of their feelings. 
One man described feeling like “un chien dans un jeu de 
quilles” [“a dog in a bowling alley” analogous to feeling 
like you are out of place] when he arrived at the ED for 
care, indicating a strong feeling of being misunderstood 
and unwelcome. For more examples of each theme, their 
translations, and definitions, see Appendix C.

Conclusion
The present study offers a holistic understanding of indi-
vidual experiences at the emergency department among 
older adult patients. Overall, patients were satisfied by 
their care, but they also reported neutral and negative 
comments relating to communication between the acute 
care provider and external clinics, specialists and com-
munity services, their departure from the hospital to 
their living environment, and the professionalism of the 
staff in the emergency department. The themes identified 
will help design patient-oriented interventions focused 
on improving the quality-of-care transitions from emer-
gency departments for older adults.
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