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Strengths and limitations of this study

►► This study used the application of a rigorous and 
systematic metasummary technique.

►► This is the first metasummary of perspectives of 
patients regarding their own hospital-discharge 
process.

►► The Joanna Briggs Institute Qualitative Assessment 
and Review Instrument (JBI-QARI) Critical Appraisal 
Checklist for Qualitative Research was employed to 
assess the quality of original research articles.

►► The metasummary method limited us to findings 
that were considered important or significant by 
researchers, and thus it may have missed findings 
that were considered minor in the original studies 
but that could have emerged as important in several 
studies.

►► The subjects represent a relatively limited sample of 
the global population.

Abstract
Background  Ageing patients are discharged from the 
hospital ‘quicker and sicker’ than before, and hospital 
discharge is a critical step in patient care. Older patients 
form a particularly vulnerable group due to multimorbidity 
and frailty. Patient participation in healthcare is influenced 
by government policy and an important part of quality 
improvement of care. There is need for greater insights 
into the complexity of patient participation for older 
patients in discharge processes based on aggregated 
knowledge.
Objective  The aim of this study was to review reported 
evidence concerning the experiences of older patients 
aged 65 years and above regarding their participation in 
the hospital discharge process.
Methods  We conducted a qualitative metasummary. 
Systematic searches of Medline, Embase, Cinahl, PsycINFO 
and SocINDEX were conducted. Data from 18 studies were 
included, based on specific selection criteria. All studies 
explored older patients’ experience of participation during 
the discharge process in hospital, but varied when it 
came to type of discharge and diagnosis. The data were 
categorised into themes by using thematic analysis.
Results  Our analysis indicated that participation in the 
discharge process varied among elderly patients. Five 
themes were identified: (1) complexity of the patients state 
of health, (2) management and hospital routines, (3) the 
norm and preference of returning home, (4) challenges of 
mutual communication and asymmetric relationships and 
(5) the significance of networks.
Conclusions  Collaboration between different levels in 
the health systems and user-friendly information between 
staff, patient and families are crucial. The complexity 
of patient participation for this patient group should be 
recognised to enhance user involvement during discharge 
from hospital. Interventions or follow-up studies of how 
healthcare professionals can improve their communication 
skills and address the tension between client-centred 
goals and organisational priorities are requested. 
Organisational structure may need to be restructured to 
ensure the participation of elderly patients.

Introduction
Hospital discharge is a critical step in patient 
care. In particular, older hospitalised patients 
form a particularly vulnerable group due to 
multimorbidity and frailty.1 For this group of 
patients, successful discharge from hospital 

depends greatly on good planning to provide 
patient-centred care during their safe journey 
through the healthcare system to reduce read-
missions to hospitals.2 This process includes 
effective collaboration and communication 
between patients, their carers/next of kin 
and health professionals when moving across 
care settings.3 4 However, in the last decade, 
a recurrent global theme has emerged 
where ageing patients are being discharged 
from hospital ‘quicker and sicker’.5–7 As the 
average length of stay decreases, the health-
care provider has less time to coordinate 
services across settings and to prepare the 
patients for their situation at home.8

The term ‘patient participation’ can be 
defined as ‘a patient’s rights and opportuni-
ties to influence and engage in the decision-
making about his care through a dialogue 
attuned to his preferences, potential and 
a combination of his experiential and the 
professional’s expert knowledge’.9 We know 
that successful patient participation is asso-
ciated with satisfaction with healthcare 
services,10 a lower number of readmissions,11 
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Figure 1  Identification and selection of studies. Source: 
Moher, Liberati, Tetzlaff, Altman and the PRISMA Group 
(2009). For more information, visit www.prisma-statement.
org.

better treatment outcomes12 and shorter institutional 
stays.13

Research suggests that the implementation of 
user participation in healthcare services is far from 
complete.14–16 The importance of patient participation in 
their discharge from hospital and the limited amount of 
research into the experiences of older patients suggests 
that there is a need for greater insights into the complexity 
of patient participation based on aggregated knowledge. 
Several studies have addressed these topics separately, but 
to our knowledge, this is the first study systematically to 
aggregate knowledge regarding the experiences of older 
patients about their participation in hospital discharge. 
Thus, this study’s objective is to review reported evidence 
concerning the experiences of older patients aged 65 
years and above regarding their participation in the 
hospital-discharge process. We explored how the rights 
and opportunities of patients to influence the decisions 
made about their own care through dialogue were attuned 
to their preferences, potential abilities and a combination 
of their experience and the expert knowledge of profes-
sionals. This study, based on a qualitative design, presents 
important information about how health professionals 
can contribute to the identification of important topics to 
facilitate tailored good discharge practices.

Methods
Design
We conducted a qualitative metasummary based on the 
approaches and methods described by Sandelowski and 
Barroso17 to combine the findings of qualitative studies. 
A qualitative metasummary is an approach for synthe-
sising research where qualitative findings are collected 
from topical or thematic surveys of data by reviewing 
the relevant literature. The method involves treating 
research reports as indices of the studies conducted and 
the research findings in these reports as indices of the 
experiences of the persons who participated in those 
studies.18 In our study, the findings were integrated and 
summarised. The frequency of each finding was deter-
mined and a particular finding with a higher frequency 
had greater validity.17 19

Search method
Systematic searches of Medline, Embase, Cinahl, PsycINFO 
and SocINDEX were conducted. These databases were 
considered most appropriate for our literature searches 
because they cover articles within the fields of health and 
social sciences. A librarian conducted a comprehensive 
literature search in September 2017, with a follow-up 
search in March 2018. The search was conducted using 
the terms ‘patient discharge’, ‘discharge’, ‘hospital 
discharge’ and ‘discharge planning’ linked with ‘geri-
atric patients’, ‘aged’, ‘older’, ‘elder’, ‘elderly’ and ‘frail’ 
linked with ‘patient participation’, ‘patient-centered 
care’, ‘decision making’, ‘patient satisfaction’, ‘patient 
preferences’ and ‘personal autonomy’. To ensure that 

qualitative research was included, we linked the terms 
above with the terms ‘qualitative research’, ‘hermeneu-
tics’, ‘grounded theory’, ‘observation’, ‘anthropology/
cultural’, ‘focus groups’, ‘interview’, ‘narration’, ‘ethno-
graphic research’, ‘personal narratives’ and ‘perception’. 
Studies were limited to qualitative research written in 
English and published no later than March 2018. The 
search strategy used is described in online additional 
file 1. Figure 1 shows a flowchart illustrating the process 
employed for selecting the articles.

Selection criteria
Titles, abstracts or full-text studies were scanned to ensure 
their adherence to the following inclusion criteria:

►► Studies using qualitative methodology.
►► Exploring older patients aged 65 years or over.
►► Self-reported experiences with relevance to the 

research topic.
►► Experiences of participation in a hospital-discharge 

process.
►► Original research including peer-reviewed articles.

Exclusion criteria
►► Ph.D. theses.
►► Not written in the English language.

Characteristics of the primary studies
Following initial screening, 44 potentially relevant full-
text articles were assessed further to determine their eligi-
bility and 26 articles were excluded, thereby leaving 18 
articles that satisfied the inclusion criteria for this qualita-
tive metasummary. Each study was systematically assessed 
in terms of the research questions addressed, statement of 
purpose, research method, sample size, characteristics of 
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participants, settings and country where the research was 
conducted. We included studies about the user experi-
ences of older people with multiple chronic health condi-
tions because focusing on single diseases would have been 
excessively specific and not necessarily generalisable to 
older people with multiple chronic conditions, and thus 
exclusions were not made based on the diagnosis or cause 
of admission. All 18 studies included elderly patients aged 
65 years and older. The sample sizes varied from 5 to 60 
participants (a total of 262 elderly patients). All of the 
studies explored the experiences of the patients while 
participating in the hospital-discharge process. Twelve 
studies were performed based on semistructured inter-
views that focused on the discharge process. The selected 
studies were conducted in Canada, Sweden, Norway, the 
UK, New Zealand and the USA. The number of published 
studies increased from 1994 to 2017, with two studies in 
1994 and the remainder after 2006 (see table 1).

Study selection
Two authors independently assessed the references 
retrieved from the search and any disagreements were 
resolved subsequently. The studies included were individ-
ually appraised using the Joanna Briggs Institute Quali-
tative Assessment and Review Instrument (JBI-QARI) 
(see online supplementary appendix). This instrument 
was used by the authors to assess the quality of orig-
inal research articles. The aims of this appraisal were 
to ensure that the reports met the inclusion criteria, as 
well as to familiarise the authors with the informational 
content, methodological orientation, style and form of 
each study.17 The checklist contains nine questions that 
require a yes, no or unclear response. All studies scored a 
minimum of five yeses and it was agreed by both reviewers 
that all 18 studies were of sufficient methodological 
quality to be accepted for the review. No disagreements 
between reviewers arose (see table 2).

Synthesis of findings
Qualitative metasummary results can serve as the 
empirical foundations for more interpretive qualitative 
research synthesis methods.18 The articles were reviewed, 
and patient statements were extracted from each study 
regarding experiences of participation in hospital-
discharge processes. The original research findings from 
the selected studies were synthesised using thematic anal-
ysis,20–22 a method for identifying, analysing and reporting 
patterns in qualitative data. Initially, all the authors read 
the transcribed material in an open way, searching for 
meaning and patterns. To ensure consistency of data 
analysis, we adopted the six-phase approach to thematic 
analysis described by Braun and Clarke.20 This approach 
has been widely used and accepted as robust across a wide 
range of disciplines, including human health research.23 
To maximise trustworthiness and limit threats to validity, 
we employed the criterion for ‘trustworthiness’ outlined 
by Lincoln and Guba.24 We satisfied the criterion of 
credibility through open-ended questioning, prolonged 

engagement with the data and by providing a detailed 
description of the methods. We fulfilled the criterion 
of transferability by presenting detailed and in-depth 
descriptive data and by quoting the participants. To satisfy 
the criterion of dependability, reiterative reading of the 
transcripts all of the authors was performed to transform 
the ideas generated into a set of codes to identify the 
interesting features of the data. These initial codes were 
then categorised into potential themes. The themes were 
discussed and reviewed by all authors to reflect on their 
relevance to the research questions.25 We obtained the 
saturation of content from the ninth article, that is, the 
additional papers did not provide substantial knowledge. 
The themes were then refined to ensure that each was 
meaningful and clear but distinct from other themes.26

Patient and public involvement
Patients and public were not involved in this study.

Results
The analysis identified the following five overarching 
themes that influence the experiences and opportuni-
ties of elderly patients regarding participation in the 
discharge process: (1) complexity of the elderly patient’s 
state of health, (2) management and hospital routines, 
(3) the norm and preferences regarding returning 
home, (4) challenges of communication and asymmetric 
relationships and (5) the significance of a care network. 
Table 3 shows the frequency of the themes in the different 
studies.

Theme 1— Complexity of the elderly patient’s state of health
Elderly patients generally comprise a vulnerable popula-
tion likely to be affected by chronic illness and cognitive 
impairments,3 4 which make patient participation chal-
lenging. Studies have shown how dynamic interactions 
between the elderly patient’s mental state, health condi-
tion, physical function and environmental factors might 
influence their ability and capacity to participate in the 
discharge process.27–32

Several patients stated that they often struggled to 
understand and remember the information provided to 
them on the day of discharge:30–33 ‘I’m just going home, am I 
not? I thought … So I did not really follow what they were talking 
about’,30 ‘I got information, but I do not remember much’.32 
Their mental state influenced the experience of partici-
pation, but there were doubts even in the cases where the 
elderly patients felt capable of making their own decisions 
during the discharge process: ‘I thought it went pretty well … 
as long as I’m in control; I can decide how I want it.’ The ability 
to participate in the discharge process depended on the 
patient retaining some control of the situation.28

Some patients experienced problems when making 
decisions about their own care needs because of their 
reduced state of health:27–30 33 ‘(I was) exhausted, exhausted, 
so exhausted and … weak and … tired … So the discharge plan-
ning conference was not of any value to me’.30 The patients 
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described themselves as ‘slow and helpless’30 and not able 
to ‘see their way out of it’.27 Others described the challenges 
they experienced as follows: ‘I feel as if the future is uncer-
tain and I don’t know how life will end up. Am I going to be 
better or remain disabled and, in that case, how severely? I don’t 
know if I will ever be able to take care of myself, if I can go back 
home or where I will stay’.30

Reduction in mobility was a source of anxiety and frus-
tration for many of the patients:27–29 34 ‘Well, I would like to 
go home, but I am so weak and trembly. I am not walking very 
good’34 and ‘I can tell you immediately that I can’t do the cleaning 
and washing … because I can’t do it sitting in the wheelchair 
and my hands are occupied when walking with those crutches’.28 
Injury and disease affected them greatly and their prereq-
uisites for daily life changed. They lost their strength and 
their ability to manage personal care, prepare meals, walk 
and move freely. Therefore, they wanted to feel better 
before returning home: ‘I think it’s totally wrong to send me 
home. I’ve been here for two days and now I’m going home again. 
But I’m no better than I was when I came here’.29

Theme 2—Management and hospital routines
Our analysis showed that older patients felt that partici-
pation in the discharge process could not occur without 
considering the surrounding services and the underlying 
health policy.27 35 36 The patients said they were aware of 
the fact that discharge planning starts shortly after admis-
sion.37 38 The patients stated that the discharge process 
appeared to be influenced by the need to get the patient 
through the system efficiently and quickly, to keep costs 
down and to clear hospital beds32 37 39 : ‘I was so disap-
pointed when I got discharged. I told them I couldn’t manage 
at home and needed to stay a few more days. But the doctor told 
me there was no place at all for me on the ward or in hospital’.39 
However, when the final notification of the discharge 
came, it was often unexpected:37 40–42 ‘You never quite know 
what time you are going to be allowed to go home’.

Studies showed that organisational conditions imposed 
pressure on the work situations of healthcare profes-
sionals, thereby affecting how the patients described 
their experiences of participation.27 37 43 Durocher et 
al33 found that despite the intentions of health profes-
sionals to engage with older patients in the discharge 
process, the process itself followed a standard format 
that did not encourage contributions from older adults. 
Thus, the limitations in the organisational structures of 
hospitals affected the ability of older patients to partic-
ipate in the discharge process.33 36 38 39 Moreover, when 
an elderly patient perceived that the healthcare profes-
sionals were hurried, or ‘treating (us) as a machine’, they 
were less inclined to provide information about their own 
situation.43

Differences in primary healthcare and special health 
services also influenced the experiences of elderly patients 
and their ability to participate in the discharge process.27 
In some studies, the patients expressed concerns about 
collaboration between the different levels in the health 
system involved in their discharge. They spoke about 

how ‘the routines started in the hospital should continue in an 
uninterrupted manner’ after discharge.43 They also talked 
about how those responsible for their discharge came 
from outside the hospital: ‘Nobody tells me [(about leaving 
hospital)]. I asked them [nurses] but they don’t even know 
themselves’.27

Theme 3—The norm and preferences regarding returning 
home
In most countries, public policy for decades has aimed to 
ensure that people should live in their own homes for as 
long as possible.44–46 Studies have also shown that people 
want to live in their own homes when they are older and 
weakened.46–49

Eleven of the studies emphasised that older people 
wanted to get back home.27 28 30 32–36 38 43 50 51 This was 
confirmed by the descriptions of how elderly patients 
were eager to return home and they stated that their 
primary desire was to return to their familiar surround-
ings:28 32 34 36 38 43 51 ‘Yes, that is what I would like. One is 
longing to be back home again’, ‘I will not leave my home. My 
home is my castle’,51 ‘I want to be in my own place’,27 and ‘I 
want to go home’.36 The patients in these studies valued the 
comfort and familiarity associated with staying at home, 
and the opportunity they had to participate in habitual 
activities27 28 30 36 38 51 : ‘I want to be free, free and everything. 
I want to be in my own place where I was making cakes and 
things’.27 Others described ‘the freedom to invite guests, play 
bridge, and easily visit their families’.51 Despite these findings, 
several studies detected ambivalence regarding how the 
elderly patients would manage at home28 30 35 : ‘I wonder 
if I will ever be able to go home again’.30 This ambivalence 
affected the experiences of elderly patients when partici-
pating in the discharge process. ‘Yes, it’s a lot to think about 
when lying awake at night. Will I manage to get back home?’.28 
If an elderly patient would not consider a discharge desti-
nation other than home, this affected how they chose to 
participate: ‘You do what you have to do to stay home’.34

Theme 4—Challenges of mutual communication and 
asymmetrical relationships
Adequate information, discussion of uncertainties, an 
empathic response and knowledge exchange are essential 
parts of patient participation.27 28 30 32 35 36 The following 
quotes illustrate the desire of the elderly patients for 
sufficient and necessary information to participate in the 
discharge process: ‘I miss information. What has happened 
and what is going to happen?’,32 ‘It was hard … When other 
people are making decisions that concern yourself’30 and ‘I did 
not really follow what they were talking about’.36

Five studies found that good lines of communication 
between staff, patients and their families were crucial for 
the experience of participation.33 36 39 40 43 It was shown that 
‘communication’ maintained the dignity and autonomy 
of patients, as well as contributing to understanding the 
importance of participation among patients.27–30 32 33 
However, a collaboration between patients and health 
professionals could be challenging. Thus, Durocher et al33 
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described how ‘the elderly were expected to absorb the 
information provided by the healthcare professionals and 
carry out their instructions’ and the healthcare profes-
sionals answered the patient’s questions only at the end 
of the meeting if there was sufficient time. Several studies 
found that the elderly did not understand the meaning 
of conversations with healthcare professionals.30 33 43 For 
example, one of the participants in a study only under-
stood Polish and no one was aware of this until the end 
of the meeting regarding her discharge. This indicates a 
lack of effort to engage patients in their own discharge 
process.33

In several studies, the terminology used by the profes-
sionals was seen as a barrier to participation:30 32 33 43 ‘In the 
health area, they use a lot of terminology; to the ordinary person, 
it’s Greek’.43 The lack of distinct information and under-
standable language affected the contributions made by 
patients to the process and their experience of participa-
tion.30 32 33 43 The inability to understand the information 
content was also a challenge for elderly patients, which 
was resolved by the capacity of their surrounding network 
in many cases: ‘It is very good having my daughter present when 
information is given; it makes me feel safe. When my daughter 
has received the same information, she can repeat it to me’.32

One study36 described how the participants were 
expected to comply with the formal regulations spec-
ified by the health professionals in conversations, the 
judgments of professional carers about the care needs of 
women and the bureaucratic rules of the institutions. A 
‘civilised’ conversational tone was preferred in conversa-
tions regarding the discharge process, but the environ-
ment was not conducive to sharing feelings and personal 
information. The participants were also expected to act 
as if the discharge process was democratic and the deci-
sion was the result of a mutual agreement to everyone’s 
satisfaction.36 These complicating factors negatively influ-
enced the experiences of the patients regarding their 
participation in the discharge process.

Several studies focused on the importance of client-
centred practice,30 32 33 36 43 but the elderly patients often 
described this relationship between the health profes-
sional and the patient as asymmetrical:27 29 30 32 33 36 43 ‘We 
just have to obey what they say’.30 This asymmetrical relation-
ship tended to reinforce the power of the professionals 
and increase the powerlessness experienced by people 
with impairments.27 36 Some studies described situations 
where the patients experienced a sense of powerless-
ness and resignation after interacting with the health 
personnel involved in the decision-making process,29 32 36 
as follows:

Patient: ‘I don’t think you can influence decisions, and that 
it’s just as well because you don’t know. I don’t understand the 
care that much. So, it is enough just to hope they take the right 
decision.’

Interviewer: ‘Do you think so?’
Patient: ‘Yes. I can’t influence them.’.29

As a consequence, the patients felt that they were being 
excluded from the decisions made regarding their own 

discharge.27 29 30 Bull43 described how elderly patients who 
were dissatisfied did not report asking questions,43 but 
instead they avoided making comments and accepted the 
suggestions of the health personnel without questions or 
complaints:31 32 36 39 ‘They know everything; I have been here 
several times and they know what is best. One cannot interfere 
in the doctors’ job, they find the truth’.32 In these cases, the 
patients left it to the ‘experts’ to make the choice instead of 
participating in their own discharge process.27 32

Theme 5—Significance of networks
Relatives are given various roles related to the acquisition 
of information and participating in dialogues.14 Several 
of the studies reported that the patients used families and 
networks to ensure their participation in the discharge 
process.28 30 32 33 35–37 39 43 They used their networks to 
overcome communication barriers, to transfer infor-
mation and to improve the quality of the discharge 
process.30 32 35 39 43 One of the patients described her 
daughter’s role in the discharge process as follows: ‘It 
means a lot because she is the one who is listening; she listens and 
finds out … She is a wonderful help to me in all situations’;30 
and another one: ‘I’ll leave things to my daughter to sort out. 
She’s far more capable than I am, so I’ll leave everything to her 
really’.27

The participants in these studies reported that 
family and friends assisted them following their 
discharge,27 28 31 35–38 43 such as the following example: ‘I 
am thankful to my wife for letting me stay at home. She does the 
housework and all’.35 These contributions were considered 
when the elderly patients contributed to the discharge 
process where they described how they influenced their 
own situation: ‘I could not have managed without that … the 
family have been wonderful’.37 Establishing alliances seemed 
to be a key attribute of patient empowerment and partici-
pation in the discharge process, and the following quotes 
illustrate how patients relied on their network in these 
situations: ‘It feels good having a hand to hold’,29 and ‘My 
husband and my son are the world to me’.35

Discussion
Our analysis of primary studies indicated that partici-
pation in the discharge process varied among elderly 
patients. Some of them left the responsibility to health-
care professionals whereas others wanted to be more 
deeply involved. We found that the experience of partici-
pation among patients was related to factors such as their 
personal health status, hospital routines, mutual commu-
nication, the asymmetric relationship between health 
personnel and patients and family networks. However, 
most of them indicated that they were given few opportu-
nities to participate in shared decision-making regarding 
their discharge despite the fact that at the healthcare 
system level, patient participation may potentially reduce 
healthcare costs52 and medical errors.53 The positive cost–
benefit outcome regarding an improved perception of 
discharge might be connected with the fact that successful 
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patient participation is associated with satisfaction with 
healthcare services,10 a lower number of readmissions11 
and better treatment outcomes.12

The publishing dates for the studies ranged from 
1994 to 2017, which is a long period of time. During this 
period, the hospitalisation length decreased54 and aware-
ness of the importance of patient involvement in health-
care increased,9 55–57 but the findings were very similar 
throughout the entire period. The studies were conducted 
in seven different countries and there may have been 
differences in terms of care provision regarding the party 
responsible for coordinating the discharge process, that 
is, healthcare providers, social care providers or both, 
although this was not reflected in the reported findings.

The patient discharge examples indicated that the 
experience of participation among the elderly patients 
depended on their cognitive and physical condi-
tions.27–29 36 An explicitly poorer health condition at the 
time of discharge made it difficult for the elderly patients 
to remember information and to follow their conversa-
tions with the health personnel,30–32 and thus they felt 
unprepared for leaving the hospital. The primary studies 
suggested that the details concerning discharge were often 
provided unexpectedly,37 40 which led to an unpredictable 
situation for the elderly patients.27–29 32 37 38 41 Further-
more, we showed that the patient’s family and network 
had positive effects on patient involvement in hospital 
discharge, especially when the patient found their rela-
tionships with healthcare professionals challenging due 
to their health status.28 30 32 35–37 39 The participants in the 
primary studies stated that their relatives compensated 
for their reduced participation in the process. Thus, these 
findings highlight the importance of strengthening the 
collaboration between healthcare professionals and the 
relatives of older patients.

Our findings showed that many patients described 
the discharge process as an anxious time because they 
were never sure when they were going to be allowed to 
go home,37 40 41 43 and what to expect from the time after 
discharge.28 29 36–39 42 43

According to some of the studies, discharge to their 
own homes was the preferred option for most patients 
but few other options were discussed or offered,27 32 34 43 51 
which might reflect the lack of other possible alternatives. 
Surveys have shown that older people generally want to 
stay in their own homes for as long as possible47 50 and 
having people remain in their own homes for as long as 
possible is favoured by policy makers, health providers and 
many older people themselves throughout the world.58 
Indeed, ‘The longing for home’ might disrupt the participa-
tion of patients in the discharge process, so patients will 
‘do what they have to do’ to get back home.34

Our findings indicate that communication could be 
challenging between the patients and health profes-
sionals. Instead of being invited to a dialogue attuned to 
their specific preferences and potential, the communica-
tion between the elderly patients and the health personnel 
led to a feeling of unpreparedness for the patient. Bull et 

al59 concluded that one of the best predictors of an older 
patient’s satisfaction with discharge planning was the 
experience of being prepared to manage on their own.

Alliances between patients and staff appeared to have 
positive effects on the treatment outcomes in rehabilita-
tion,12 and patients could experience the benefits associ-
ated with involvement when they felt empowered.60–62 This 
emphasises the importance of having a good relationship 
and maintaining a constructive dialogue between health-
care professionals and patients for ensuring a satisfac-
tory experience of participation in the decision-making 
process. Better communication between staff, patients, 
and caregivers could improve the experience of the 
discharge procedure by patients.63 However, our results 
indicate that elderly patients may find it challenging to 
be involved and participate actively in the discharge plan-
ning process due to difficulties in understanding discus-
sions or not feeling included in conversations.30

This review focuses on patients the experiences of 
participation in the discharge process and indicates the 
vulnerability of patients in a challenging health service 
context, which might deprive them of genuine participa-
tion. Despite the heterogeneity in the characteristics of 
the primary study regarding factors as country, sample 
and cause of admission, the participants’ experiences 
were quite similar. Older adults with multiple chronic 
conditions receive care that is fragmented and seldom 
focused on what matters most to the patient.64 Many of 
the patients considered in this survey suffered from multi-
morbidity, and there was a gap between the prerequisites 
for participation by patients and the current policy for 
enhancing patient participation. Patient participation 
often assumes that all patients have the competence, 
ability and willingness to participate in important deci-
sions while they are living in health institutions.56

The frameworks for participation are often charac-
terised by efficiency requirements, so patient groups 
with reduced physical and cognitive abilities might have 
limited opportunities to participate.58 65 The poor health 
of older patients and the requirements of hospitals for 
a rapid discharge process might detrimentally affect the 
experiences of participation in discharge among these 
older patients. In addition, some patients with poor 
health reported that they did not want to participate in 
their own discharge process due to their limited capac-
ities. Other studies66 67 also showed that not all patients 
want to participate in decision-making, and the prefer-
ences of older patients regarding their involvement in 
the decision-making process may differ according to the 
setting and their current health status.68 Some of the 
participants reported having sufficient trust in the staff. 
For example, Pearson et al69 stated they ‘leave it to the 
experts’ or their relatives to make the choices. Health 
professionals also have a tendency to encounter conflict 
due to ambiguity when there are tensions between 
the client-centred goals and organisational goals,70 
which may lead to a dilemma for healthcare profes-
sionals. Health personnel are constrained by the goals, 
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requirements and limitations imposed by policy and 
reforms, and they must find a way to resolve the possible 
incompatibility between client-centred practice and an 
expedient and efficient discharge process.70 Thus, the 
experience of participation among elderly patients is 
limited by organisational constraints and the dilemmas 
that health professionals must address during the course 
of their work.

Strengths and limitations of this study
Strengths

►► The application of a rigorous and systematic meta-
summary technique: Synthesising qualitative research 
is considered essential for achieving the goal of 
evidence-based practice, that is, using the best avail-
able evidence as the foundation for practice without 
methodological prejudice.17

►► This is the first metasummary of perspectives of elderly 
patients regarding their own hospital-discharge 
process.

►► This metasummary provides a concise and compre-
hensive review of recent literature.

►► The JBI-QARI Critical Appraisal Checklist for Qualita-
tive Research was employed.

Limitations
►► Only the main healthcare databases were employed, 

and thus some publications might have been missed.
►► The metasummary method limited us to findings 

that were considered important or significant by 
researchers, and thus we may have missed findings 
that were considered minor in the original studies 
but that could have emerged as important in several 
studies.

►► Since patient statements were extracted from the orig-
inal studies, this already represented a choice made by 
researchers in each research team. By repeating these 
included statements, we are in danger of maintaining 
the initial selection perspective.

►► The articles included focused on the patients perspec-
tive and therefore, the perspective of the healthcare 
system may have been overlooked.

►► The subjects represent a relatively limited sample of 
the global population.

►► Some specific patient groups were not present in 
the sample, such as patients from ethnic minorities, 
and patients with severe cognitive impairment and 
aphasia.

►► This review was restricted to studies published in 
English and did not include theses, dissertations or 
grey literature which may have introduced publica-
tion bias.

►► No patients or members of the public were involved in 
the analytical process, which might have been helpful 
in terms of determining the implications for practice.

►► The analysis did not capture any differences in health 
and social care practices for the population in diverse 
countries.

Implications for practice
Shorter hospital stays make patient participation espe-
cially important for ageing patients.

To ensure that elderly patients can participate, the strat-
egies employed need to consider the following:

►► Healthcare services should be organised in ways that 
secure person-centred and integrated care for older 
people.

►► Several of the patients in this patient group will prob-
ably benefit from 1 or 2 days extra in the hospital.

►► Patients must receive relevant information about their 
treatment.

►► The provision of adequate verbal and written commu-
nication must be ensured between service providers, 
professionals, elderly patients and their informal 
caregivers.

►► Healthcare professionals should confirm whether the 
information provided has been perceived and under-
stood by the patient.

►► The perspectives of older patients must be incorpo-
rated into decision-making processes.

►► Informal caregivers must be involved in discharge 
planning.

►► Health professionals must critically reflect on the 
tensions between client-centred goals and organisa-
tion goals.

►► More research is needed regarding barriers to patient 
participation in the discharge process and possible 
facilitators.

►► Interventions or follow-up studies of how healthcare 
professionals can improve their communication skills 
and address the tension between client-centred goals 
and organisational priorities are requested.

Conclusion
The results of this metasummary contribute to our under-
standing of the experiences of elderly patients when 
participating in their own discharge process and they 
may help to improve the satisfaction of elderly patients 
with healthcare services in terms of their discharge. For 
this vulnerable group of patients, successful discharge 
from hospital depends greatly on good planning and the 
provision of patient-centred care. Our results highlight 
the importance of the organisational structure, commu-
nication, planning, preparation and involvement based 
on the complex needs of older patients as well as their 
caregivers. The complexity of patient participation for 
this patient group should be recognised to enhance user 
involvement for elderly patients during their discharge 
from hospital. To improve the experiences of elderly 
patients regarding their participation in the discharge 
process, researchers need to find effective approaches 
that will facilitate their participation by focusing on the 
importance of assessment and planning, patient infor-
mation and education, preparation and the involvement 
of older patients and their caregivers in the discharge 
process. Healthcare professionals should improve their 
communication skills and address the tension between 
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client-centred goals and organisational priorities to 
provide healthcare that is tailored to the most important 
requirements of elderly patients during the discharge 
process. The organisational structure may also need to be 
redefined and restructured to ensure the participation of 
elderly patients in the discharge process.
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