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ABSTRACT 

 

Older people with dementia are significant users of both long-term care and acute 

care services. The transitions between these services are not always smooth and very 

little is known about the meaning that such transitions have for people with dementia. 

This study aimed to explore the journeys of residential aged care facility (RACF) 

residents with dementia as they transition through the acute care system, and to 

investigate the system features and continuity of care (COC) issues that serve to 

shape the meanings that these transitions have for these people. The study addresses 

the following two research questions: 

 

1. What meanings do people with dementia construct from their multiple 

transition experiences? 

2. What are the factors that affect COC, and therefore, have an impact on 

the transition experiences of people with dementia through the system? 

 

This study was guided by a critical social constructionism paradigm and employed a 

whole-system design and narrative methods. This approach enabled the researcher to 

explore ‘the person in the system’. Data were collected through mixed methods 

including transfer tracking, formal interviews, observations, chart audit, and 

document review. Data analysis was undertaken using a narrative analysis approach 

that acknowledged people’s ability to construct their own meaning within particular 

contexts. 
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Findings of this study are presented through two composite narratives that highlight 

divergent plots in relation to the meaning of multiple transitions for RACF residents 

with dementia as they journey through the acute care system. The first narrative 

represents the stories of those residents whose cognitive and communication abilities 

limited their ability to make meaning of their transition experiences, and who appear 

to be voiceless and lost in the system. The second narrative represents the stories of 

residents who were able to make sense of their journeys, situating their current 

experiences in the context of their past experiences and expectations of care. These 

experiences were not always pleasant, however, they felt cared for within the context 

of the acute care environment. While the context of each of these narratives is similar, 

the meaning making processes for people in this study differed markedly.  

 

This study found that the global meaning of multiple transitions for RACF residents 

with dementia was ‘can’t complain’. A number of personal and systemic factors that 

influence care practices, and thus meaning construction processes, were also 

identified. The study concludes with suggestions for improving care systems and 

practices to provide continuity of individual care across different health care settings. 

Finally, recommendations for improving assessment, care coordination, education for 

health care staff, involvement of people with dementia, and investigating more 

diverse health care settings in further research are presented.  
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CHAPTER 1 

  INTRODUCTION 

 

This study investigated the meaning of multiple transitions for people with dementia 

living in residential aged care facilities (RACF), who were transferred to, and treated 

in, an acute care setting, before returning to the RACF. This study also considered 

those factors that influence continuity of care (COC) across both long-term and acute 

care settings, and that shaped transition experiences for people with dementia. People 

with dementia are particularly vulnerable and often voiceless. Understanding how a 

person with dementia experiences and constructs meaning is challenging, however, it 

is important to understand their experiences and perspectives because they are 

significant recipients of multidisciplinary health care. Despite increased academic 

and political interest in improving the interface between different social and health 

care settings for older people, in line with person-centred care principles, the study of 

COC through the transition experiences of RACF residents has not been fully 

explored, and even less is known about RACF residents with dementia. This chapter 

argues the need for further studies into COC, particularly as experienced through 

multiple transitions by RACF residents with dementia. The chapter describes the 

current aged care system in Australia, clarifies terms, and details the parameters and 

significance of this study.  

 

It is anticipated that demand for health care services will rise dramatically with the 

ageing of the Australian population (Beattie, Fielding, O'Reilly, Graham, & Neville, 

2013). There is increasing recognition of older people as a diverse and heterogeneous 

group, yet what they may have in common is higher expectations and demands for 
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greater quality and choice in health services as they age. With this ageing of the 

population comes a corresponding increase in age-related conditions, such as 

physical dysfunction, chronic illness, co-morbidity and dementia. Particularly, an 

increase in the number of people with dementia poses numerous challenges to the 

health care system in ensuring quality health services.  

 

There were approximately 35.6 million people living with dementia worldwide in 

2010 (World Health Organization: WHO, 2012). It is estimated that the number of 

people with dementia will increase to over 65.7 million by 2030 and 115.4 million by 

2050 (WHO, 2012). In Australia, there were approximately 298,000 people with 

dementia in 2011, and the number is predicted to reach approximately 400,000 by 

2020 and 900,000 by 2050 (Australian Institute of Health and Welfare; AIHW, 

2012a). Dementia is a syndrome associated with a range of illnesses (the most 

common cause is Alzheimer’s disease) and is characterised by the loss of intellectual 

abilities (AIHW, 2012a; WHO, 2012). Intellectual abilities affected may include 

memory and learning, attention/concentration/orientation, thinking (e.g. problem 

solving, abstraction), calculation, language (e.g. comprehension, word finding) and 

geographic orientation (AIHW, 2012a; WHO, 2012). The progressive nature of 

dementia often leads to the person living in care accommodation. Indeed, 

approximately 53% of all permanent residents in RACFs in Australia had a diagnosis 

of dementia, and 87% of residents with dementia had high care needs in 2009-2010 

(AIHW, 2012a). As it is estimated that the number of people with dementia in 

Australia will be tripled between 2011 and 2050 (AIHW, 2012a; Deloitte Access 

Economics, 2011), future dementia care service demands on the residential aged care 
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sector are predicted to be significant. While living in long-term residential care 

facilities, many RACF residents also require occasional acute care services.  

 

Presentation of older people to acute care hospitals has been increasing worldwide 

(Roberts, McKay, & Shaffer, 2008). For older people living in RACFs, the risks 

leading them to present at acute care hospitals are greater than for older people 

dwelling in the community (Keelaghan, Margolis, Zhan, & Baumgarten, 2008). 

Musculoskeletal disorders such as hip fracture, infections including pneumonia and 

urinary tract infections, cardiovascular problems and digestive disorders have been 

identified as common causes of hospitalisation in this population (Finn et al., 2006; 

Malone & Danto-Nocton, 2004). Higher risk of falls among RACF residents have 

been reported in many studies (Becker & Rapp, 2010; Bradley, 2013). Whitney, 

Close, Jackson, and Load (2012b) undertook baseline assessments of RACF 

residents who had fallen and identified that functional impairment, poorer balance 

and gait, antidepressant use and cognitive impairment were associated with falls.  

 

For people with dementia living in RACFs, the risks requiring them to present to an 

emergency department (ED) and hospital are even greater. Inattention, disorientation, 

confusion and dependence in activities of daily life (ADL) have been identified as 

risk factors for hospitalisation in dementia care studies (Whitney, Close, Jackson, & 

Load, 2012a; Whitney et al., 2012b). A systematic review found that people with 

dementia are at higher risk of orthopaedic, respiratory and urologic problems than 

people without dementia (Toot, Devine, Akporobaro, & Orrell, 2013). Hence people 

with dementia living in RACFs may be the most significant risk group for ED and 

hospital (including acute/ subacute care facilities) use.   
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The higher rates of ED and hospital use by older people compared with younger 

counterparts seem to be a worldwide trend. In Australia in 2004-2005, the age group 

65 years and older recorded 926 hospital admissions per 1,000 persons, which was 

almost triple the national average rate (340 per 1,000 populations) (AIHW, 2007). 

Therefore, older people are likely to have transition experiences associated with 

receiving health care in a changed environment, such as from a community or 

residential facility to an acute care setting. These transitions mean that COC is 

important, especially for people with dementia living in RACFs and with complex 

care needs, as their condition and situation make them particularly vulnerable to 

environment changes. 

 

 

Definition of terms 

Transition 

The definition of transition is variable depending on the focus of interests. Moos and 

Schaefer (1986) used the terms ‘life transitions’, ‘crisis’ and ‘events’ interchangeably. 

Chick and Meleis (1986) defined transition as “passage from one life phase, 

condition, or status to another” (Chick & Meleis, 1986, p. 239). A study that explored 

the impact of a single direction of transition (from home care to RACF) on older 

people, defined transition as “a time-limited process, modifiable by the resident’s 

perception of certain conditions in the environment or within the resident herself” 

(Krichbaum et al., 1999, p. 136). Murtaugh and Litke (2002) investigated the patterns 

of emergency department use by older people, and defined transition solely as “ a 

change in location lasting a day or more” (Murtaugh & Litke, 2002, p. 229). In the 
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current study, transition is defined more broadly. The focus in this study is the 

individual’s meanings throughout transition processes, rather than at a single point of 

transfer. Consistent with the focus, the definition of transition in this study is an 

ongoing flow of processes and outcomes of complex person-environment 

interactions experienced by individuals as changes and movements occur from any 

state, condition, or place to others (Chick & Meleis, 1986; Krichbaum et al., 1999). 

Successful transitions are significantly influenced by maintaining COC 

(Commonwealth State and Territory Governments, 2008). The definition and 

elements of COC are introduced in the next section. 

 

Continuity of care (COC) 

The definition of COC is complex because a variety of system and interpersonal 

factors affect continuity, therefore definitions vary depending on the point of view 

(Crilly, Chaboyer, & Wallis, 2006; Sparbel & Anderson, 2000). In this study, COC is 

defined as “a coordinated and integrated process of care, creating linkages across 

settings, between recipients of health care and providers to facilitate the transition of 

health care from one sector, institution, agency or individual to another over time, 

consistent with the recipients’ goals and wishes” (Harrison, Browne, Roberts, 

Graham, & Gafni, 1999, p. 319). This definition enabled the researcher to 

accommodate people’s perspectives of receiving care through their transition 

experiences. The core elements of COC are 1) care delivered over time, and 2) care 

of an individual patient (Reid, Haggerty, & McKendry, 2002). Care delivered over 

time is the longitudinal dimension of continuity (Haggerty et al., 2003) provided by 

an organisation to achieve coordinated, incorporated and organised health care 

(Biem, Hadjistavropoulos, Morgan, Biem, & Pong, 2003; Harrison et al., 1999). Care 
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of the individual patient concerns “how individual patients experience integration of 

services and coordination” (Haggerty et al., 2003, p. 1220). To achieve successful 

COC, both dimensions are necessary. 

 

 

Significance of the Study 

Current health care policy emphasises quality of care for older Australians and 

acknowledges individual demand for autonomy, self-reliance and independent living 

arrangements. As community support programs contribute to meeting these demands, 

it is expected that entry into RACFs will be delayed and demands on high care will 

be increased (AIHW, 2012a; Australian Government Productivity Commission, 

2008). This indicates that more complex care for RACF residents will be required in 

the near future to ensure the well-being of older Australians. Recognising the current 

emerging trends in aged care, in terms of the growing diversity of the aged 

population and expectations of greater quality and choice in health services, the 

Australian Government emphasises improving quality of care and client-based 

approaches in aged care services (Australian Government Productivity Commission, 

2008; Commonwealth of Australia, 2009b). Quality in aged care is defined as “the 

degree to which services match needs and preferences” (Australian Government 

Productivity Commission, 2008, p. 104), broadly encompassing quality of care and 

quality of life. The degree of quality of care is related to professional knowledge 

(Podger, 2006) and the degree of quality of life is related to the individual 

(Australian Government Productivity Commission, 2008).  
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The management of the movement and flow of people with dementia through the 

aged care and health care systems is closely aligned to quality of care and COC, and 

is an identified government priority in Australia. The key issue of current policy 

reform is how aged care services can be supplied efficiently and effectively, 

coordinating with other health and welfare services to meet individual care needs 

(Australian Government Productivity Commission, 2008). Therefore when COC is 

considered in this study, both care system issues and the individual experiences of 

people with dementia especially living in RACFs are of concern. 

 

Responding to these trends in aged care, the Australian Government Senate Standing 

Committee recommends focussing health care services on establishing a 

client-centred aged care system (Commonwealth of Australia, 2009b). The term 

‘client-centred care’ is often used interchangeably with ‘person-centred care’. The 

Australian Productivity Commission (2011) defines person-centred care as: 

 

An approach to care that consciously adopts a person’s perspective. This 

perspective can be characterised around dimensions such as respect for a 

person’s values, preferences and expressed needs; coordination and integration 

of care; involvement of family and friends; and transition and continuity 

(Productivity Commission, 2011, p. xiv). 

 

The government recommends reviewing COC as “a potential long term solution for 

the aged care sector” (Commonwealth of Australia, 2009b, p. xiii). Therefore it is 

important to review COC practices from older people’s point of view. Although the 

experiences of people with dementia journeying across health care settings are 

closely related to the issues of transition and COC, this significant population and 
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challenging periods have not been systematically studied. The complex interactions 

between individuals and the health care systems need to be understood using an 

innovative approach, in order to develop an effective and efficient client-centred 

aged care system. The focus of this study is on RACF residents with dementia and 

the construction of meaning through transition experiences. Understanding the 

meaning of multiple transitions for the residents is significant to develop a beneficial 

system for them, because their meanings are constructed by experiencing the 

processes of care events, which are influenced by the system.  

 

This study also investigated complex interactions between individuals and multiple 

care environments to understand how the individuals’ experiences and meanings in 

the journey across health care settings are influenced by current COC; ‘care 

delivered over time’ and ‘care of an individual patient’. Multiple sources of evidence 

are needed in combination to understand the complex context of care events as well 

as how these events are experienced. This study employs a whole-system design to 

enable the researcher to explore the whole process of care and the contextual system- 

and person- factors which have an impact on the transition experiences. This 

knowledge will provide useful information for health care providers and health care 

policy makers to improve the quality of individualised care for RACF residents with 

dementia and to develop efficient health care systems and models of care. Improved 

quality of care is expected to lead to enhanced care experiences and ultimately to 

better quality of life. 
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Research questions 

Consistent with the issues outlined above, this study aimed to explore the meanings 

of multiple transitions for individuals with dementia living in RACF and the way 

such meanings are shaped by COC delivery through the systems. In particular, this 

study sought to answer the following questions: 

 

1. What meanings do people with dementia construct from their multiple 

transition experiences? 

2. What are the factors that affect COC, and therefore, have an impact on the 

transition experiences of people with dementia through the system? 

 

 

Outline of the thesis 

Chapter 1 described the current aged care system in Australia, clarified terms, and 

detailed the parameters and significance of this study. The aims of the study and 

research questions were also stated. 

 

Chapter 2 reviews existing literature related to COC including organisational 

systems, processes and issues, and transition through health services. The review of 

the literature focuses on addressing what is known about transition and COC 

particularly for RACF residents with dementia. In this chapter, the conceptual 

framework that guided this study is also introduced. 

 

Chapter 3 presents the paradigm (critical social constructionism) and method/ 

analytical approach (narrative) for this study. This chapter also outlines how the 



Chapter 1 Introduction 

10 

 

approaches facilitate an exploration of RACF residents with dementia finding 

meanings through multiple transition experiences, and an investigation of care 

processes and underlying system issues. 

 

Chapter 4 outlines the units of analysis and narrative analysis as appropriate 

research methods. Ethical considerations and some basic elements of the findings are 

also presented in this chapter. 

 

Chapter 5 and 6 present descriptive findings to answer the research questions. Two 

composite narratives which integrated the process of the residents’ multiple transition 

experiences are presented. The researcher tells these stories as a narrator, 

highlighting the residents’ subjective experiences of care practices and underlying 

factors associated with shaping the care practices. 

 

Chapter 7 discusses the findings in relation to the research questions, in interpretive 

and critical ways. Social, historical and cultural contexts of personal experiences and 

system factors are identified, and the interrelationships of these are discussed in 

reference to the existing knowledge from relevant literature. 

 

Chapter 8 presents the conclusion of the study, contribution of the paradigm, 

strengths and limitations of the study, and recommendations for practices and further 

research. 
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CHAPTER 2  

  LITERATURE REVIEW 

 

Introduction 

The purpose of this chapter is to address what is known about transition and 

continuity of care (COC), particularly for older people with dementia. COC, which is 

promoted by organisational systems and processes, shapes the care events 

experienced by residential aged care facility (RACF) residents, and the features of 

COC directly or indirectly affect those experiences. Issues of transition through 

health services are identified by many studies, but little is known about how RACF 

residents with dementia experience and perceive transitions in care environments. 

Two core elements of COC were introduced in Chapter One (‘care delivered over 

time’ and ‘care of an individual patient’). This chapter identifies the issues that affect 

continuity on different levels: 1) an organisation level - care delivered over time – 

which indicates care for all patients during their transition period, and 2) a person 

level - care of an individual patient – which supports individualised care to meet each 

patient’s needs. The gaps in knowledge relevant to current COC issues and meanings 

of transitions for RACF residents with dementia are also identified and discussed. 

This chapter also describes a conceptual framework that has emerged from the 

review of COC and transition literature. The conceptual framework guides the 

methodology and methods in this study. 

 

Relevant research and discussion literature, policy documents, as well as theoretical 

papers, were accessed via a search of a range of databases (CINAHL, MEDLINE and 

Ovid) and websites. These searches included individual and combined versions of 
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the terms ‘transition’, ‘continuity of care’, ‘dementia’ and ‘meaning’. Secondary 

searches included journal article and text reference lists. Identified relevant literature 

was reviewed to identify issues in transition and COC for older people with 

dementia. 

 

 

Care delivered over time – Organisational and care practice level 

The Australian Government Productivity Commission (2008) points out that care 

fragmentation is one of the significant challenges facing the aged care system. The 

system is fragmented by the involvement of multiple agencies or different 

government departments, and it has been a barrier to navigating health care services, 

especially between aged care system and broader health care systems (Australian 

Government Productivity Commission, 2008). Consequently, making a smooth 

transition between health care service systems for older people has been a challenge, 

and effective/ efficient COC across different level of care services needs to be 

improved. Haggerty et al. (2003) argue that COC is constructed around three types of 

continuity: 1) management continuity, 2) informational continuity and 3) relational 

continuity, and these continuities structure care environments for people 

experiencing transition periods.  

 

Management continuity  

Management continuity indicates organisational processes and systems between 

different health care settings such as networking, organisational commitment and 

policy, health professionals’ roles and financial strategies - all of which may affect 

the experiences of patients directly or indirectly (Haggerty et al., 2003; Uijen, Schers, 
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& Weel, 2010). Management continuity at the organisational level is a mechanism 

designed to enhance continuity for coordinated and smooth processes of care. This 

continuity is particularly important when a patient with complex care needs is 

transferred across long-term and acute care settings (Haggerty et al., 2003; Servellen, 

Fongwa, & Mockus, 2006). Inconsistent organisational commitments leading to 

different priorities and processes of care, financial issues related to provision for 

aged or dementia specific services, and lack of coordination/ networking between 

different organisations have been identified as significant barriers relating to the 

management of continuity of care (M. N. Davis, Smith, & Tyler, 2005; Holen, 2006; 

McCloskey & Hoonaard, 2007).  

 

Organisational commitment 

Different organisations have different priorities and processes of care (Davis et al., 

2005; Holen, 2006). The different care models used by hospitals and RACFs may 

lead to different perspectives on the focus of care. McCloskey and Hoonaard (2007) 

argued that these distinctions can be a significant barrier for coordination of care. 

Generally, hospital staff focus on diagnosis, treatment and care of health issues 

within a curative model of care, and RACF staff emphasise a supportive model of 

care for the well-being of older people in everyday life (McCloskey & Hoonaard, 

2007). The different scope of goals has reinforced the barriers to providing COC. 

 

Divergent organisational outlooks may affect staff perspectives on their professional 

roles. Presentations of RACF residents to emergency department (ED) have been 

seen as problematic and challenging for ED staff (McCloskey & Hoonaard, 2007; 

Tadd et al., 2011). This is because the current disease-oriented models of emergency 
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care do not meet the complex care needs of frail geriatric patients (Nolan, 2007). Due 

to the recently introduced Australian ‘National Emergency Access Target’, where 

patients are to be discharged from the ED within four hours, health professionals in 

acute care hospitals may be under pressure to provide timely care while maintaining 

quality of care (Griffiths, Morphet, Jones, Williams, & Innes, 2013; Khanna, Boyle, 

Good, & Lind, 2013) 

 

RACF staff also face challenges in their professional roles. They are increasingly 

required to provide more complex clinical care and procedures as a result of the early 

discharge of residents in the recovery period from acute care hospital. There is a lack 

of mutual understanding of others’ roles and functions within the different settings 

(McCloskey & Hoonaard, 2007), which may have a significant impact on COC 

processes. In addition, recent trends, such as the increasing complexity of RACF 

residents’ needs and decreasing number of acute care beds, have placed pressure on 

both RACFs and EDs/ hospitals, and have increased the tensions between conflicting 

goals of the care settings (McCloskey & Hoonaard, 2007). 

 

Financial strategies 

The budget has also been a challenge for aged care in Australia (Boshoff & Gallery, 

2013). Health and aged care delivery expenditure directly attributable to dementia in 

2009-2010 was estimated at AU$4.9 billion, including expenditure directly 

attributable to dementia and additional expenditure on people with dementia in 

residential aged care facilities (AIHW, 2012a). In Australia, the average cost applied 

per bed-day for acute and sub-acute care is much more expensive (AIHW, 2012b, 

2013a). Therefore, the current Australian health care system has been focusing on 
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reducing patients’ stay in acute care, in order to produce a more cost-efficient system 

(Bergin, Leggat, Webb, & Lane, 2005). Such a cost issue also emphasises the need 

for an early discharge.  

 

Service provision for people with dementia in acute hospitals is one of the 

government’s priorities in Australian health care (Australian Government 

Department of Health and Ageing, 2011b; Commonwealth State and Territory 

Governments, 2008). Aged or dementia care specific services are closely aligned 

with effective dementia care in the hospitals (Draper et al., 2013; Law, 2008). Draper 

et al. (2013) investigated the availability of an aged and dementia care service in 

public hospitals in New South Wales and found that over 80% of hospitals in NSW 

did not have a specific services for aged or dementia specific care and limited 

capacity for assessment and management for people with dementia. Financial issues 

may be one of the causes of this inequity in the dedicated service. 

 

Coordination/networking process 

Coordinating and networking between different organisations or health care settings 

is a crucial part of COC (Bodenheimer, 2008; Boockvar & Burack, 2007; Kirsebom, 

Wadensten, & Hedström, 2012). This process includes organisational affiliation and 

connected/ cohesive individualised care across the settings (Haggerty et al., 2008). A 

Canadian study determined potential breaks in COC from an illustrative case, using 

the quality grand rounds’ format (Biem et al., 2003). The breaks included 

coordination, communication, contingency, convenience, consistency, and regular 

contact with health care providers (Biem et al., 2003). A Swedish descriptive study of 

coordination of care between RACFs and hospitals found that both facility and 
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hospital nurses were aware that they needed improved coordination to ensure 

effective information transfer and to avoid unnecessary transfer or premature 

discharge (Kirsebom et al., 2012). The study analysed focus group discussions with 

health professionals and found that poor communication between RACFs and 

hospitals may jeopardize the COC, and the researchers suggested developing 

communication processes between the settings (Kirsebom et al., 2012).  

 

Informational continuity 

Informational continuity describes the processes of providing information on past 

events used for current care delivery between care settings and providers (Haggerty 

et al., 2003; Uijen et al., 2010). Documented information is the most common way to 

transfer the patient’s information, such as nursing care requirements, medical 

condition and medications. The information transfer of knowledge about the patient’s 

preferences or values is also important to ensure responsive care for individual needs 

in each care setting (Haggerty et al., 2003). Previous studies have found that lack of 

communication between care settings is a significant hindrance to providing 

successful continuity of care, because it obscures the goals of care management in 

each setting and it can lead to inadequate patient care decisions (Holen, 2006; 

Kirsebom et al., 2012; Terrell & Miller, 2006).    

 

Inadequate or insufficient information transfer across health care providers or within 

the organisation/ hospital has been seen as problematic worldwide (Cwinn et al., 

2009; Terrell & Miller, 2006). Cwinn et al. (2009) investigated information transfer 

processes from RACFs to ED and found that many cases had inadequate 

documentation for ED care. This Canadian study conducted a structured health 
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records review and revealed that a lack of descriptive details associated with the 

presenting problem was a common issue (Cwinn et al., 2009). Communication 

failures with information about history, advance directives, and baseline cognitive 

and functional status were also found in an evaluation study of handover in the UK 

(Talbot & Bleetman, 2007) and a focus group interview study in the US (Terrell & 

Miller, 2006). Another US study (Terrell et al., 2005) used a standardised transfer 

form and measured completion of documentation. They found that usual mental/ 

functional status were less frequently documented on the transfer form (Terrell et al., 

2005). In Australia, Jefferies, Johnson, and Nicholls (2012) conducted a secondary 

analysis of existing data sets relating to written documentation and clinical handover, 

and compared the completeness in regard to clinical nursing information within the 

hospitals. Their findings suggested that, although handover transferred more 

comprehensive information of the patients than documentation, oral communication 

was not a permanent record, therefore, the safety of the patient could be 

compromised (Jefferies et al., 2012).  

 

Some studies have identified time restrictions on staff for documentation and this is a 

significant cause of insufficient communication (Holen, 2006; Pelletier, Duffield, & 

Donoghue, 2005). An Australian study used work sampling to determine how nurses 

spend their time to investigate the impact of documentation and transfer of 

information on nursing workload within aged care wards in acute care hospitals 

(Pelletier et al., 2005). The researchers found that 37-38% of time was employed 

documenting and imparting information such as handover and care planning. A 

recent Australian observational work sampling study in a RACF (Munyisia, Yu, & 

Hailey, 2011) reported that registered nurses spent 48.4% of their time on 
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communication such as sharing information, receiving/ making phone calls and 

discussion with allied health staff, and 17.7% on documentation. It seems that recent 

workloads in RACFs mean that nurses spend more time on communication and 

documentation activities related to residents’ information; however, the details of 

contents of the communication and documentation are not identified in both previous 

and recent studies. Therefore, how the nurses spend their time on handover or 

documentation specifically for residents’ transfer is not clear (Munyisia et al., 2011; 

Pelletier et al., 2005). Recent Australian studies also indicated an increased workload 

of hospital nurses (Blay, Duffield, & Gallagher, 2012; Duffield et al., 2011; 

Westbrook, Duffield, Li, & Creswick, 2011). Westbrook et al. (2011) reported that 

ward nurses conducted an average of 72.3 tasks every hour, which meant that an 

average length of each task was 55 seconds. Such an increased workload may be 

impeding completion of accurate transfer documentations.  

 

Information transfer is likely to be multi-directional, especially for RACF residents, 

as the majority of them return following discharge to the same facility (Australian 

Government Productivity Commission, 2008). In Australia, data on movement 

between hospitals and RACFs during 2008 - 2009 was reported in 2013 (AIHW, 

2013c). According to the data, the number of older people admitted to hospitals from 

RACFs was 93,400 and of these, 82,500 people (approximately 88%) returned to the 

same facilities. The large number of people admitted to hospital and returning back 

to the facility indicates that bidirectional communication is vital between RACFs and 

hospitals to provide effective transition care.  

 

Relational continuity 
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Relational continuity, a term that is often used interchangeably with interpersonal or 

relationship continuity, is defined as “an ongoing therapeutic relationship between a 

patient and one or more providers” (Haggerty et al., 2003, p. 1220). This continuity 

is often represented as having consistent personnel involved with the patient, which 

is particularly valued since it can provide the patient with a sense of coherence and 

predictability (Servellen et al., 2006; Turner et al., 2007).  

 

Guthrie, Saultz, Freeman, and Haggerty (2008) focused on the clinician-patient 

relationship, describing relational continuity as “built on accumulated knowledge of 

patient preferences and circumstances that is rarely recorded in formal records, and 

interpersonal trust based on experience of past care and positive expectations of 

future competence and care” (Guthrie et al., 2008, p. 548). Many studies have 

indicated that clinician-patient relationship continuity creates higher satisfaction 

among patients (Bergin et al., 2005; Guthrie et al., 2008; Saultz & Albedaiwi, 2004). 

Guthrie et al. (2008) stated that effective relational continuity could facilitate 

management and informational continuity (Guthrie et al., 2008). A Canadian 

qualitative meta-summary, conducted by Haggerty, Roberge, Freeman, and Beaulieu 

(2013), agreed with the importance of relational continuity as these researchers found 

that patients experienced COC as security rather than seamlessness of the care 

system.  

 

For people with dementia who may not fully recognise the value of consistent 

personnel, environmental consistency is important as they are particularly sensitive 

to the environment (Dewing, 2010). The current Australian acute care environment, 

both physical and social, is considerably different from the RACF environment, and 
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such an environmental change can be very stressful for people with dementia 

(Bloomer & Digby, 2013; Digby & Bloomer, 2012). Some studies have found that 

using features of a familiar environment, such as personal belongings or photographs, 

and encouraging family members’ to be present could help alleviate psychological 

distress. However, those studies also emphasised that supportive communication/ 

interaction was more important to provide the best care (Dewing, 2010; Edvardsson, 

2008; Jones, Borbasi, Nankivell, & Lockwood, 2006). Australian researchers studied 

best supportive practice to provide sense of continuity for people with dementia who 

visited acute care hospitals. They conducted a qualitative descriptive study of the 

management of people with dementia in the acute care setting (Jones et al., 2006). 

They interviewed health professionals and their findings led to recommendations for 

strategies to avoid confusion and agitation of people with dementia in acute care 

setting, such as personalising the space and avoiding overstimulation, as well as 

recognising their hidden needs or reassuring them constantly (Jones et al., 2006). 

 

 

Care of an individual patient –Person level  

With the growing number of people living in RACFs, there are many studies 

addressing the issues of ED/ hospital presentations by the residents. The focus of 

these studies are patterns/ rates/ causes of ED presentations/ hospitalisation including 

length of hospitalization (King, Jones, & Brand, 2006); risk factors for older people 

(Keelaghan et al., 2008; Kenny et al., 2008; Kruse et al., 2004); improving hospital 

care for RACF residents (Malone & Danto-Nocton, 2004); and outcomes (Crilly, 

Chaboyer, Wallis, Thalib, & Green, 2008).  
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Some studies indicated that visiting EDs or admission to hospitals potentially leads 

to physical and functional decline in older people. Lakhan et al. (2011) conducted a 

prospective cohort study to identify the prevalence and severity of geriatric 

syndromes such as incontinence or pressure ulcer pre-, on- and post- admission to an 

acute care hospital in Australia. Although the older participants in the study were not 

specified as RACF residents, Lakhan et al. (2011) found significant worsening at 

discharge of activity of daily living (ADL) limitations (33%) and bladder 

incontinence (8%). They also found that ADL limitations, bladder incontinence and 

cognitive impairment were newly developed during the hospital stay among 8~20% 

of the participants (Lakhan et al., 2011). Keelaghan et al. (2008) conducted a 

secondary analysis of a previous prospective cohort study (Baumgarten et al., 2006) 

of the prevalence of pressure ulcer in US hospitals. They compared the prevalence 

among newly hospitalised RACF residents and older people from a community 

setting, and found that the patients from RACF had higher prevalence rates of 

pre-existing pressure ulcer (26.2%) than patients from community (4.8%) 

(Keelaghan et al., 2008). Keelaghan et al. (2008) stated that information shared 

between the RACF and hospital is important to decrease the incidence or prevent 

worsening pressure ulcers because the risk factors of admission to RACF such as 

limited mobility or incontinence are also the risk factors for pressure ulcers 

(Keelaghan et al., 2008).  

 

Many recent studies have investigated the psychological impact of ED/ hospital 

admission. Psychological responses of older people to hospitalisation include 

developing delirium (Han et al., 2011; Han et al., 2010; Watkin, Blanchard, 

Tookman, & Sampson, 2012; Young & Inouye, 2007), depressive symptoms 
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(McAvay et al., 2007) and other symptoms of psychological distress such as 

aggressive behaviour (Jones et al., 2006). These psychological adverse events are 

associated with increased mortality, length of stay in the hospital and prolonged 

physical and cognitive recovery (Han et al., 2011; Han et al., 2010; McAvay et al., 

2007; Young & Inouye, 2007) 

 

There are not many studies focusing on RACF residents, especially those with 

dementia, experiences of transition, and those results have shown negative outcomes. 

An ethnographic study in the UK interviewed and observed people with dementia, 

and revealed that they experienced acute hospital care as a lack of feeling cared for, 

overwhelmed by feeling of uncertainty and being ignored (Cowdell, 2010). Digby 

and Bloomer’s (2012) qualitative descriptive study of patients’ and families’ 

perspectives in Australia found that people with dementia in the hospital most valued 

feeling cared for. Although this study was conducted in a transitional care facility 

specialised for aged care, all participants with dementia and their family members 

who were interviewed described how they were cared for was more important than 

the aged-friendly physical environment (Digby & Bloomer, 2012).  

 

Other studies of older people with dementia in the acute care settings have mainly 

focused on care management for them. Two Australian qualitative studies 

investigated health professionals’ perspectives of managing care for people with 

dementia (Borbasi, Jones, Lockwood, & Emden, 2006; Moyle, Borbasi, Wallis, 

Olorenshaw, & Gracia, 2010). Borbasi et al. (2006) found that the health 

professionals often described the management of people with dementia as “complex” 

and “challenging”. They also found that staff-centred care delivery is likely to 
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overlook the needs of older people with dementia (Borbasi et al., 2006). Moyle et al. 

(2010) also interviewed health care staff including medical doctors, nursing directors, 

clinical nurses, registered nurses and assistants in nursing. They revealed that care 

was staff-centred instead of patient-centred, and staff members’ focus on patient 

safety generated a specific culture where confused people with dementia were seen 

as a nuisance or inconvenience (Moyle et al., 2010).  

 

Current models of ED care are not inclusive of older people with medically 

complicated, multiple comorbidities, who are slow-moving, with functional and 

cognitive impairment (Hwang & Morrison, 2007a). Researchers conclude that there 

needs to be improved holistic acute care services for vulnerable older people 

(Bloomer & Digby, 2013; Kurrle, 2006). Hwang (2007) suggested appropriate 

structural modifications of ED/ hospital settings, staff training and evidence-based 

protocols for common geriatric syndromes, and discussed how these interventions 

might help address the challenges associated with caring for older people in EDs/ 

hospitals. 

 

 

Responses and challenges to improve quality of services and service 

interface 

The role of the government in aged care – current policy and legislative framework 

Care of older people across the health care system is a government priority 

(Australian Government Department of Health and Ageing, 2011b). Responding to 

issues associated with an ageing population, the Australian government has 

developed extensive regulation and legislative frameworks for aged care. The Aged 
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Care Act 1997 is the Australian regulatory instrument relating to aged care and it 

recognises the needs for continuity of aged care planning and service delivery across 

health care settings. The ‘National Strategy for an Ageing Australia’ (Andrews, 2002) 

was established to offer a strategic framework to respond to the challenges associated 

with ageing. One of its goals is “A care system that provides integrated and 

coordinated access, assistance and information for older Australians with multiple 

and significant and diverse care needs” (Andrews, 2002, p. 61). A further strategic 

document, ‘Caring for Older Australians’, was released in 2011 to respond to 

increasing and shifting demand in aged care, such as that associated with the 

increasing incidence of dementia or the need for skilled geriatric care (Productivity 

Commission, 2011). The next section introduces recent international strategic service 

developments to improve quality of services and service interface for the care of 

older people and particularly for the aged care sector. 

 

Facilitating transition 

Geriatric models of care 

A variety of geriatric models of care have been developed. Moyle, Olorenshaw, 

Wallis, and Borbasi (2008) reviewed a variety of literature relevant to models of care 

for people with dementia. They concluded that there were many interventions that 

can improve care of people with dementia in the acute care settings, such as 

Progressively Lowered Stress Threshold (PLST), Hospital Elder Life Program 

(HELP) and Creating Avenues for Relative Empowerment (CARE). The PLST model 

advocates relieving stressors in the hospital environment to prevent disruptive 

behaviour and aggravation (McCloskey, 2004). HELP provides skilled 

interdisciplinary staff to conduct intervention protocols for the management of six 
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delirium risk factors (Rubin, Neal, Fenlon, Hassan, & Inouye, 2011). Rubin et al.’s 

(2011) evaluation study in the US reported the successful implementation of HELP 

supported a lower incident rate of delirium, greater satisfaction for patients/ families 

and staff, shorter length of stay and lower hospital costs (Rubin et al., 2011). CARE 

intervention includes providing information to family caregivers for management of 

care for their relatives with dementia, such as teaching them common behaviours of 

hospitalised older people and involving them in the care management (Li et al., 

2012). A randomised controlled trial of CARE in US indicated that although there 

were no significant differences in-patient/ caregiver outcomes, it could be more 

beneficial for some types of caregivers, for example, those who were facing new 

stressful experiences. These models of care need more close examination and 

intervention studies to ensure evidence as a basis for care planning (Li et al., 2012; 

Moyle et al., 2008).  

 

Geriatric liaison/support in ED/HP 

Although some studies have investigated the effectiveness or outcomes of geriatric 

liaison and support intervention, this area has not been fully investigated. Hempenius 

et al. (2013) conducted a randomised controlled trial to investigate outcomes of 

preoperative geriatric consultations for older people in the Netherlands. The 

intervention group in the study were provided geriatric consultation, an individual 

care plan to lessen delirium risks, and regular visits by geriatric nurses, however, 

there was no difference in the incidents of delirium between the intervention group 

and usual-care group (Hempenius et al., 2013). A systematic review of the outcomes 

of geriatric consultation also concluded that there was no obvious effect of 

consultation on functional status or length of stay in the acute hospital (Deschodt, 
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Flamaing, Haentjens, Boonen, & Milisen, 2013). They argued that the lack of effect 

of consultation on outcomes might be because of insufficient statistical power or lack 

of sensitivity of the methods (Deschodt et al., 2013) Both studies suggested a need 

for an improved research design (Deschodt et al., 2013; Hempenius et al., 2013). 

Moyle et al. (2008) stated that interventions such as standardised care protocols, 

nurse education, skilled expertise and environmental adjustment may facilitate the 

best practice for people with dementia in acute care settings. Specialist nursing care 

may also be helpful. 

 

There is an increasing demand for gerontological/ dementia nurse specialists (Conley 

et al., 2012a, 2012b; Elliot & Adams, 2011). Elliot and Adams (2011) explained the 

role of fixed-term dementia nurse specialists in a hospital in the UK. They created 

many tasks for the dementia nurse specialist such as advice on management of 

behaviours, education for staff or care plan development. They suggested that 

utilisation of the specialists possibly improved the older person’s experiences of 

hospitalisation, therefore further establishment of the dementia nurse specialist posts 

and service evaluation is needed (Elliot & Adams, 2011). Conley et al. (2012b) 

emphasised that implementing the gerontological nurse specialists role was a 

cost-effective way to achieve best nursing practices for older people. However, the 

effectiveness of the utilisation of this position, especially the experiences of care 

recipients has not yet been fully explored.   

 

Improving communication between care settings 

Some attempts have been made to coordinate different care settings to improve 

continuity, especially information transfer. Cortes, Wexler, and Fitzpatrick (2004) 
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developed a transition information checklist to ensure critical information transfer 

between RACFs and hospitals in the US. Using the new checklist, staff in both 

settings had an opportunity to become familiar with each other’s needs and this 

enabled information to be transferred more effectively. Consequently, both patients’ 

and families’ satisfaction with care increased (Cortes et al., 2004). Similarly, M. N. 

Davis et al. (2005) reported successful communication between a teaching hospital 

and RACFs through the use of standardized forms. These studies showed that 

communication between different care settings could be improved. However, 

effective collaboration has not been achieved generally because broader and 

extended cooperation across organisations continues to be difficult to establish.  

 

In Australia, the government has released a state-wide electronic health (eHealth) 

record system in 2012 (Australian Government Department of Health, 2012). The 

eHealth record is expected to electronically connect up the points of care, in terms of 

individual health information, to be shared securely (Australian Government 

Department of Health, 2012). However, many challenges and issues must be 

overcome to achieve its benefits (Srur & Drew, 2012; J. Taylor, 2013; Xu, Gao, 

Sorwar, & Croll, 2013). The challenges and issues are: complex implementation due 

to multi-tier government system and private sector; little interest from the public and 

health professionals; system-related usability and privacy concerns (Srur & Drew, 

2012; J. Taylor, 2013; Xu et al., 2013). Srur and Drew (2012) and Xu et al. (2013) 

suggest a need for clarifying regulations and standards, increasing trust in the system 

and handling privacy and security concerns.  

 

Reducing ED visits and hospitalisations 
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Hospital in the Nursing Home 

Hospital in the Nursing Home (HINH) is a health care service that delivers hospital 

services to residents in RACFs. The service aims to avoid inappropriate hospital 

transfers (Crilly et al., 2006; Crilly, Chaboyer, & Wallis, 2012). The reasons for 

inappropriate hospital transfer include a lack of adequately trained staff, the inability 

of nursing staff to provide relatively simple procedures (e.g. monitoring intravenous 

therapy, PEG tube or IDC insertion), lack of clinical support including medical cover 

and diagnostic services especially after hours, and pressure for transfer from the 

RACF staff and family (Crilly et al., 2006; Finn et al., 2006). Finn et al. (2006) 

argued that adequate registered nurse cover, performance of simple clinical 

procedures and adequate funding of resources for RACFs may be the possible 

solutions for these problems. A quasi-experimental study by Crilly, Chaboyer, Wallis, 

Thalib, and Polit (2011) undertook outcome evaluation of HINH. They measured 

length of stay and readmission in ED/ hospital of RACF residents who enrolled in a 

HINH programme and another group who received usual in-hospital care, and found 

that the HINH contributed to a significantly shorter in-hospital length of stay (Crilly 

et al., 2011).  

 

End of Life Care Planning 

Access to appropriate end of life care for people with dementia has been identified as 

a priority for policy makers in Australia (Alzheimer’s Australia, 2014). The evidence 

of higher mortality of people with dementia in acute hospitals (Sampson, Blanchard, 

Jones, Tookman, & King, 2009) has emphasised the need for alternatives to transfer 

to acute care settings for older people with dementia (Hughes, 2013; Alzheimer’s 

Australia, 2014). Although minimising unnecessary acute hospital attendance or 
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admission has been the significant service consideration, some challenges remain 

with this model of care delivery. A lack of clearly defined end of life care models for 

people with dementia is one of these challenges (Australian Government Department 

of Health and Ageing, 2011c). The absence of end of life models of care may impede 

the development of effective services, including dementia specific end of life care 

pathways and palliative care service coordination (Australian Government 

Department of Health and Ageing, 2011c). 

 

 

Lack of transition and COC models and frameworks for RACF residents 

with dementia 

While considerable programs have been attempted, people with dementia residing in 

the RACFs are often not included in the programs or research. For example, there is 

an Australian National Strategy of Transition Care Program that emerged from the 

Aged Care Act 1997 (Australian Government Department of Health and Ageing, 

2011b). However, this program is basically for older people admitted from the 

community, to manage the interface of acute care settings and the community care 

sector (Australian Government Department of Health and Ageing, 2011b). Existing 

distinct models of COC and care programs for older people are based on an 

assumption that the COC receivers are independent and able to coordinate their own 

care (Crilly et al., 2006). Experiences of transitions and COC across care settings for 

RACF residents have not been fully explored, especially from the perspectives of the 

residents with dementia. Consequently, effective and efficient support programs for 

RACF residents with dementia who are journeying across long-term and acute care 

settings have not yet been established. It is also unknown whether the existing 
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transition and COC models are applicable for residents with dementia. Therefore, a 

study that investigates the current COC issues from the view point of people with 

dementia is needed. However, there is a lack of a holistic conceptual framework that 

enables to explore both the system and individual-level performances and how they 

affect patients’ transitional experiences. 

 

 

Conceptual framework for the study 

The purpose of this section is to describe a conceptual framework that has emerged 

from the review of the literature for the study. Transition, COC, and people with 

dementia as significant health care service clients, are explained and mapped to 

provide a conceptualisation to guide an exploration of those people’s journey from 

RACF to acute care hospital within the current aged care system.  

 

COC as transitional care – creating care environment 

Care delivered over time is a longitudinal dimension of continuity provided by the 

organisation to achieve coordinated, incorporated and organised health care (Biem, et 

al., 2003; Harrison et al., 1999). At an organisational level, COC is often labelled 

‘transitional care’. Transitional care is defined as “a set of actions designed to ensure 

the coordination and continuity of health care as patients transfer between different 

locations or different levels of care within the same location” (Coleman, 2003, p. 

549). Coleman (2003) described the transitional care systems as including a 

comprehensive care plan and a focus on quality of care for individuals with complex 

care needs. Consistent with these concepts, transitional care, in this thesis, is 

understood as a model of care to achieve COC that is related, not only to nursing care, 
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but also to holistic care mechanisms. In other words, transitional care, particularly at 

the organisational level, is an aspect or a feature of COC that supports individuals 

experiencing transition.  

 

Haggerty et al. (2003) point out that designed processes such as care management 

systems do not mean that COC is in place. Systems, including case management or 

multidisciplinary teams, are about delivery of a “seamless service through 

integration, coordination and the sharing of information” (Gulliford, Naithani, & 

Morgan, 2006, p. 248). Haggerty et al. (2003) emphasise the experience of connected 

and coherent care that signals the presence of continuity of patient care. As Gulliford 

(2006) states, COC should be considered from both perspectives. 

 

In this study, COC is seen as a mechanism that shapes the meaning of multiple 

transitions for RACF residents with dementia. Political or organisational systems 

affect daily care practices. Management, informational and relational continuity are 

closely associated with both systems and care practices, and influence the features of 

COC. COC is experienced by the residents with dementia as care interactions, and 

shape meanings for them. Figure 1 summarises the concept of COC. 
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Figure 1.  Concept of COC 

        

 

Multiple transitions as experience of continuity  

Transition is a significant concept in nursing (Meleis & Trangenstein, 1994). One of 

the unique and significant contributions of nursing is to facilitate the process of 

transition where the goal is to maintain or produce a sense of well-being. Meleis and 

Trangenstein (1994) state that “Only nursing facilitates transitions toward health and 

a perception of well-being” (Meleis & Trangenstein, 1994, p. 257). Transition has 

two essential elements: 1) a change in fundamental life patterns, and 2) processes 

that arise over time (Schumacher & Meleis, 1994) within real-life contexts. Chick 

and Meleis (1986) identified three types of transition: 1) developmental transition, 

such as role changes in the life cycle; 2) situational transition, represented by 

educational or professional role changes; and 3) health-illness transition. Later, 

Schumacher and Meleis (1994) identified organisational transition as an additional 

category, as organisations also experience transition by changes in structure or 
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dynamic that may impact on people within organisations or their clients. The changes 

occur at different levels, such as at the individual level or the organisational level, 

and affect people who experience a sense of movement in their life. For example, 

people may experience health-illness transition as they move from receiving 

residential care to hospital care. This study employs Chick and Meleis (1986) 

transition concept to understand the process of multiple transitions.  

 

Chick &Meleis (1986)’s transition concept 

Transition is a personal phenomenon (Chick & Meleis, 1986), and the patterns of 

response to transition are highly personal because these are based on the perceptions 

of individuals (Krichbaum et al., 1999). Transition embraces three elements; process, 

time span and perception (Chick & Meleis, 1986). Process suggests phases and 

sequences consisting of a flow associated with a sense of movement and change. 

Transition is a process, no matter how it starts or how long it lasts, and the beginning 

and end of the process do not always have the same characteristics. The processes are 

ongoing but have a particular time span because transition is a limited phenomenon. 

The completion of a transition is not clear but implies that the individual achieves 

greater stability. It does not always mean positive, or negative, outcomes. Perception 

is a process by which individuals translate or interpret information from the external 

stimulus objects or events into their own experiences of those events (Colman, 2006; 

Winstanley, 2006). Perception is highly related to individual meanings of the events 

they face, and “awareness of the meaning of a transition for clients is essential for 

understanding… a transition from the perspective of those experiencing it” 

(Schumacher & Meleis, 1994, p. 122).  
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Chick and Meleis (1986) emphasise that transition refers to the processes of complex 

person-environment interactions within the specific context and situation. For RACF 

residents, visiting acute care settings usually occurs unexpectedly. When 

environmental change happens rapidly, it is likely to lead to larger responses. In such 

situations, the transition process occurs where the environment is not stable, and a 

smooth transition may be disrupted. Acute care environments can be considered 

unstable, as they are usually in flux due to the nature of health care and the care 

receiver’s condition. “Hospitals can be dangerous and unfriendly places for frail 

older people or people with dementia” (Kurrle, 2006, p. 427). Therefore journeying 

across acute care settings will lead to more complex and difficult transition 

experiences for RACF residents with dementia. Environmental change is also 

significantly related to sources of social support. As environmental changes occur, 

the usual sources of support may be severely disrupted. Meanwhile, successful 

transition may be depending on how effective and timely support can be provided 

within new and in-flux environments (Runge, Gilham, & Peut, 2009).  

 

Concept of multiple transitions 

In this study, multiple transitions are seen as a journey that incorporates leaving the 

RACF, where residents with dementia spend their daily life, and moving to, and 

staying in, an acute hospital care setting(s), before returning to the same facility. As 

an increasing proportion of the older population experience age-related conditions, 

such as comorbidities, chronic illnesses and physical dysfunction, older individuals 

have more need to use multiple health care settings. Movements within the same 

facility, such as from ED to ward, or ward to another ward, one room to another are 

also seen as transitions as these movements may change the surrounding social and 
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personal environment for the residents with dementia. During the hospital stay, being 

transferred to another setting such as X-ray or rehabilitation facilities, having visitors 

such as family, and seeing health professionals for treatment or care, are identified as 

events within transition periods.  

 

Finally, returning to the RACF after staying in an acute hospital care setting(s) is 

included in multiple transitions in this study. Returning to the facility in a different 

physical/ psychological condition may be perceived as change, and the context of 

health care may not be the same as before depending on their latest care needs.  

 

The concept of multiple transition experience based on Chick and Meleis (1986) is 

illustrated in Figure 2. 

 

Figure 2.  Concept of multiple transitions  
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Perception of people with dementia 

The review of literature revealed that people with dementia are unlikely to be 

involved in transition research, especially in transitional experience studies. This may 

be because of informed consent issues, communication difficulties or assumptions 

that people with dementia have no ability to share their views or experiences with 

others (Nygard, 2006; Wilkinson, 2002). Wilkinson (2002) argues for involving 

people in social science research because there is a “basic requirement to shift the 

power inequalities inherent in some research on and with people with dementia” (p. 

10). Despite the broader recognition of the importance of maintaining patients’ 

choice and control, “people with dementia remain a silent and excluded voice” 

(Wilkinson, 2002, p. 9). Nygard (2006) suggests that people with dementia can be 

research informants with the use of adapted interviews and qualitative observations 

combined.  

 

Kitwood (1997) captures the personhood of people with dementia as manifested by 

“the context of relationship and social being” (p. 8). He recognised that the reality of 

people with dementia in their day-to-day life involves many social or societal factors 

(Kitwood, 1997). Influenced by Kitwood’s work, Brooker (2007) identified key 

indicators of the perspective of people with dementia; communication, empathy, 

physical environment, physical health, challenging behaviour as communication, and 

advocacy (Brooker, 2007). The author suggests that we need to see meanings in any 

behaviour of people with dementia, including challenging behaviour such as 

agitation, distress, aggression, paranoia, low mood, anxiety and self-harm. The 

observation of their behaviour in meaningful ways helps researchers to understand 

their social experiences (Jones et al., 2006). 
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Conceptual framework of multiple transitions and COC 

The multiple transition events are processes, which are experienced by RACF 

residents within a particular time span. In this study, the context for the residents is 

their journey through their acute hospitalisation. Systems shape care practices. 

Various issues related to three types of continuity are associated with both the system 

and care practices. For example, communication between care settings is associated 

with coordination of different care providers and information transfer, which may 

directly affect care practices. This represents one of the COC elements, “care 

delivered over time”. The meanings of multiple transitions constructed by the 

residents are influenced by their interactions and received daily care. This indicates 

another element of COC “care of an individual patient” experienced by the residents 

with dementia.  

 

Consideration of COC issues should encompass both the person’s and system’s 

perspectives (Gulliford et al., 2006). In this study, the meaning of multiple transitions 

for RACF residents from their experience of continuity represents the person’s 

perspective, and delivery of integrated care in the organisational and care practice 

level indicates the system perspective. This study focuses on the experience of COC 

and considers how system features shape the meaning for the residents with 

dementia. Figure 3 illustrates the conceptual framework for this study. Each aspect in 

the conceptual framework will be investigated in this study. 
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Figure 3.  Conceptual framework of multiple transitions and COC 

 

 

Summary 

Recent trends in aged care in Australia highlight the significant demand for an 

effective and efficient health care delivery system. As the most vulnerable 

population, people with dementia residing in RACF must be able to have effective 

support when they need to use multiple health care settings. Supportive government 

strategies and cooperative organisational commitments are necessary in order to 

provide appropriate and beneficial COC. However, the organisational issues that may 

directly affect the transition experience of people with dementia are unknown, 
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because a comprehensive perspective has not been fully investigated. The lack of a 

comprehensive approach in previous research may have resulted in a lack of 

established effective aged care strategies and processes. In addition, there are only a 

few studies that have addressed experiences and meanings of people with dementia 

regarding multiple transitions within the current health care system. The meanings of 

multiple transitions are constructed by experiencing the care processes, therefore, 

exploring how people with dementia construct meaning enables the researcher to 

investigate COC processes from the view point of people with dementia. The lack of 

data has hindered development of transition and continuity of care models that 

consider the individual’s, especially with dementia, preferences and values.  

 

The conceptual framework (Figure 3) indicates the concept of multiple transitions 

and complex interactions of individual perception/ meaning and health care 

environment. Multiple transitions are the individuals’ time-bounded processes and 

the meanings of individuals are generated via their own experiences throughout these 

processes. The issues of the health care system, especially COC issues, are 

significant factors shaping the care interactions and significantly influence 

experiences of multiple transitions. These COC issues interweave with each other: 

for example, financial issues may influence the available services for the residents 

and/or coordination of the care, and each factor may also influence other factors. The 

presentation of RACF residents in acute care or ward settings may influence those 

health care environments, and the environments including COC issues affect the 

generations of meanings for them. Therefore the purpose of this study is to 

understand the COC issues underlying multiple transitions of RACF residents with 

dementia, by exploring individual meanings and investigating complex interactions 
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between individual and care environments. Understanding the complexities of 

interpersonal processes and system structures from the view point of the residents 

with dementia will enable COC and transitional care for them to be improved. The 

next chapter addresses the paradigm, design and analytical approach for this study.  
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CHAPTER 3  

  METHODOLOGICAL APPROACH 

 

Introduction 

As identified in Chapter One, the aims of this study focus on exploring 1) the 

meanings of multiple transitions for individuals with dementia living in residential 

aged care facilities (RACF), constructed through the care process experiences, and 2) 

the way that systems affect continuity of care (COC) delivery, thus, influencing the 

experiences of RACF residents with dementia. Specifically, this study addresses the 

following research questions: 

 

1. What meanings do people with dementia construct from their multiple 

transition experiences? 

2. What are the factors that affect COC, and therefore, have an impact on the 

transition experiences of people with dementia through the system? 

 

A range of transition and COC issues that may influence quality of care for older 

people especially those with dementia and residing in RACF, have emerged from the 

review of the literature. Studies show that residents of these facilities experience 

multiple transitions through COC delivery which has been affected by the systems, 

and therefore, the complex effects of both the system and the care delivery. To 

understand the complex interactions between the residents with dementia and health 

care system/ delivery, a holistic and comprehensive methodological approach is 

needed.  
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The purpose of this chapter is to present the research approach developed to explore 

the above research questions. This research approach includes consideration of the 

philosophical paradigm that guides the study, as well as the methodological approach 

used within the study. Paradigm is a pattern encompassing a set of rational 

assumptions and a design for implementation of the study (Barker, 2003). While 

there are many different ways to explore social phenomena, in this chapter I will 

argue that the philosophical social constructionism paradigm of Berger and 

Luckmann (1967), incorporating elements of Bhaskar’s (1978) critical realism 

provides a paradigmatic framework to consider the research questions. That is, 

critical social constructionism, which integrates both interpretive and critical 

approaches, will be used to, explore how people construct meanings through their 

subjective reality, and in the context of the underlying system structure, which will 

be analysed through a critical lens (Schwandt, 1994; Wilson & McCormack, 2006). A 

methodology based on a whole system design is able to accommodate this paradigm 

and supports the exploration of people’s meaning construction process through a 

series of care delivery within one whole care system. Narrative analysis is employed 

to investigate the interrelationships between systems, care practices and people’s 

experiences of their care. This enabled the researcher to understand how the systems 

and care practices created the social world for RACF residents with dementia within 

the context of multiple transitions, and how the social world influenced the meaning 

construction processes and constructed meanings of the residents. 

 

Figure 4 illustrates the methodological approach and methods for this study. This 

chapter considers the research paradigm, design and analytic approach of this study. 
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Following this, the methods/ units of analysis and implementation of analysis will be 

reported in Chapter Four.  
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Figure 4.  Methodological approach 
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Paradigm of the study – Critical Social Constructionism 

The underlying paradigm of this study is critical social constructionism, drawn from 

social constructionism and including key assumptions of critical realism. This 

enables an in-depth exploration of the complex interaction between RACF residents 

with dementia and multiple care environments during their transition period, and 

how the residents constructed meanings through the interactions. Critical social 

constructionism also supports a critique of the system influences and COC delivery 

that affect such interactions. This section discusses the theoretical propositions and 

limitation of social constructionism, key elements of critical realism, how the critical 

position is integrated in the social constructionism, and how this integrated paradigm 

enables the research questions to be addressed.  

 

Social constructionism 

The terms “constructivism” and “constructionism” are often used inconsistently and 

interchangeably. According to Crotty, constructivism is “epistemological 

considerations focusing exclusively on the meaning-making activity of the individual 

mind” (1998, p. 58). Constructivism focuses on the unique experience of each 

individual and tends to resist a critical mind (Crotty, 1998). On the other hand, 

constructionism is likely to foster the critical essence of an experience (Crotty, 1998). 

The focus of constructionism therefore includes the collective generation of 

meanings as shaped by human interactions and language (Houston, 2001; Schwandt, 

1994). The epistemology of this study is based on Berger and Luckmann’s (1967) 

assumption that “reality is socially constructed and…the sociology of knowledge 

must analyse the process in which this occurs” (p. 13). This knowledge is based on 
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the premise that the individuals’ reality is real (Berger & Luckmann, 1967). 

Therefore, to understand socially constructed reality,  

 

…a sociology of knowledge will have to deal not only with the empirical 

variety of knowledge in human societies, but also with the processes by which 

any body of knowledge comes to be socially established as reality (Berger & 

Luckmann, 1967, p. 15) 

 

Social constructionism reflects the notion that an individual’s reality is constructed 

through the processes of social phenomena. It seeks meanings of phenomena and 

how meanings are generated because “constructionism embraces the whole gamut of 

meaningful reality. All reality, as meaningful reality, is socially constructed” (p. 54). 

 

Easterby-Smith, Thorpe, & Lowe (2002) discuss the essence of social 

constructionism: 

 

…‘reality’ is determined by people rather than by objective and external 

factors. …The focus should be on what people, individually and collectively, 

are thinking and feeling, and attention should be paid to the ways they 

communicate with each other, whether verbally or non-verbally. (p. 30). 

 

This study aimed to understand how RACF residents with dementia construct 

meanings in a particular context: their journey through an illness trajectory that 

entailed multiple physical movements (transitions). The journey through multiple 

transitions is associated with processes of environmental changes, including different 

social worlds and interactions. Attempting to understand the socially constructed 
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reality of individual worlds enables us to explore these significant processes of 

interactions between individuals and different care environments.  

 

One of the key assumptions of social constructionism is the historical and cultural 

context of the social world. The way of understanding the social world is dependent 

on time and setting, and "events are dependent on the context in which they occur for 

their meanings" (Houston, 2001, p. 846). In this study, a journey through multiple 

transitions within long-term and acute care settings, is seen as the time- and 

system-bounded context through which the perceptions and meanings of residents 

with dementia are constructed through events such as being transferred to the new 

environment. The ways people perceive the events differ depending on historical 

experiences and their particular cultures, and the process of understanding of the 

world is ongoing as Burr (2003) states: 

 

Not only are they specific to particular cultures and periods of history, they are 

seen as products of that culture and history, and are dependent upon the 

particular social and economic arrangements prevailing in that culture at that 

time (p. 4). 

 

For residents, different prior experiences of hospital care may generate different 

perspectives on presenting at hospital. Different cultures of RACFs and hospitals 

may have been the result of different organisational mechanisms, health care systems 

or policy. Exploring these particular historical and cultural contexts of both 

individuals and systems will help us understand the significant factors that affect 

residents’ construction of the meanings of multiple transitions. 
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A key idea of understanding the social world is that individual reality is generated 

through human interaction and language. People construct knowledge of the world 

through the daily interactions between people. As Burr (2003) explains: 

 

…social interaction of all kinds, and particularly language, is of great interest 

to social constructionists. The goings-on between people in the course of their 

everyday lives are seen as the practices during which our shared versions of 

knowledge are constructed (p. 4). 

 

The language people use provides a framework of meaning, and meaning is mediated 

through language. When people talk to each other, language, including verbal and 

non-verbal, has a significant role in constructing their world. It provides categories 

and concepts of thoughts that give people ways of thinking and generating meaning. 

Exploring the language used when people interact with each other helps to 

understand how the interaction contributes to the generation of the meanings of the 

events, as well as how people perceive the events. 

 

The first research question for this study was concerned with how people with 

dementia construct their meanings of multiple transitions through the care process 

experiences. This question was about the ‘person in the system’. Exploring the 

person in the system entails an exploration of the various interactions between RACF 

residents and other people within the hospital care environments. The study 

examined the historical and cultural nature of the residents and the health care 

environments to enable holistic understandings about the construction of meanings. 
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Social constructionism offers a theoretical perspective on the dynamics of social 

interaction. However, the focus is more on social processes rather than structures 

(Burr, 2003), which realists see as a limitation of social constructionism. While the 

insight that reality is constructed by social interaction is important, it is also 

important to take account of “the role of ‘structure’ in shaping social meaning” 

(Houston, 2001, p. 848). In other words, it is necessary to understand how social 

interaction works and how it is affected by underlying systems. Social 

constructionism may be limited in addressing the role of external structures that 

underlie the mechanisms of shaping meaning. To answer the second question on the 

features of the environment that shapes meanings it is necessary to understand both 

the processes and structures within a critical perspective.  

 

Burr (2003) emphasises the critical stance of social constructionism: 

 

Social constructionism insists that we take a critical stance toward our 

taken-for-granted ways of understanding the world, including ourselves. It 

invites us to be critical of the idea that our observations of the world 

unproblematically yield its nature to us, to challenge the view that 

conventional knowledge is based upon objective, unbiased observation of the 

world. It is therefore in opposition to what is referred to as positivism and 

empiricism in traditional science – the assumptions that the nature of the world 

can be revealed by observation, and that what exists is what we perceive to 

exist (pp. 2-3). 

 

Crotty (1998) states that “constructionism in epistemology is perfectly compatible 

with a realism in ontology” (p. 63). Constructionism focuses on the collective 

generation of meanings, and therefore it can accommodate the critical perspective 

(Crotty, 1998), which enables the processes of meaning generation to be understood.  
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Critical realism is one of the most powerful new directions in social science and 

often referred as a radical alternative to constructionist perspectives (Houston, 2001). 

In this study, however, some essential elements of critical realism are used to 

incorporate a critical essence into the social constructionism perspectives. 

 

Key elements of critical realism 

Critical realism is a novel and powerful approach in social science, and has been 

developed from realism in natural science since the early seventies (Houston, 2001; 

Wilson & McCormack, 2006). While accepting that there are links between realism 

and critical theory, and realism and constructionism, it is also offered as a 

fundamental alternative to constructionism (Bhaskar, 1978; Houston, 2001; Morrow 

& Brown, 1994; Wilson & McCormack, 2006). The epistemology of critical realism 

is about the feature of structures as “the world has structure (there are levels of 

reality) and emergent structures” (p. 149). This idea differs from the principle of 

structuralism, which focuses on the structural laws rather than changeable structures 

(Assiter, 1984). Ackroyd (2004) describes the basic idea of critical realism: “subject 

matter has to reflect both its meaningfulness to actors and their location in a given 

network of relationships and structures” (p. 150). This idea is appropriate to explore 

both the subjective meaning of multiple transitions and the underlying mechanisms 

within the hospital care context.  

 

Bhasker (1978) argues that critical realism has an emancipatory potential. Sayer 

(2000) summarise the risk of failing to understand the truthful reality, and the 

potential of critical realism;  
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Social practices are informed by ideas, which may or may not be true, and 

whether they are true may have some bearing upon what happens… To explain 

such phenomena one has to acknowledge this dependence of actions on shared 

meanings while showing in what respects they are false, if they are. If social 

scientific accounts differ from those of actors then they cannot help but be 

critical of lay thought and action (p. 18). 

 

If the features of cognitive impairment are generally informed through beliefs that 

people with dementia are likely to behave problematically, their behaviour may be 

seen merely as a product of their cognitive condition, rather than as a consequence of 

social interaction. In other words, fundamental aspects of the phenomena may be 

overlooked without using a critical consideration. 

 

The focus of critical realism is on the underlying mechanisms such as the processes 

and the power that give rise to the event (Wilson & McCormack, 2006). Power, such 

as health care policy and organisational policy, exists within the structure and it 

affects care practice and people who provide care and receive care. Without 

understanding these complex mechanisms, it is difficult to understand issues of care 

for residents with dementia. Because this study aims to explore the meaning 

construction of RACF residents with dementia, in order to understand the system 

factors affecting COC practice for those people, structural knowledge is particularly 

important. Elements of critical realism offers a richer and more sensible option to 

alternatives such as purely positivist or constructionist approaches (Wilson & 

McCormack, 2006). This is because “critical realism recognises the complexity of 

internal and external processes” within the particular study context (Wilson & 

McCormack, 2006, p. 52). In this study, it allowed the researcher to explore the 
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person-level meaning construction through social interactions (that is the internal 

processes of meaning construction), and organisational/ political system and COC 

practices shaped by the system (that is the external processes directly or indirectly 

influencing the social interactions). It is not enough to illustrate that particular 

phenomena exist, it is necessary to understand the underpinnings of these phenomena 

(Wilson & McCormack, 2006). To critically view a phenomenon, it is necessary to 

take into account both processes and perspectives. In other words, the factors that are 

not directly observed but may influence phenomena and events, such as 

underpinning organisational constraints or perceptions of staff members, need to be 

critically observed and taken into consideration. 

 

A critical perspective also strengthens the credibility of the study (Easterby-Smith et 

al., 2002; Wilson & McCormack, 2006). Easterby-Smith et al. (2002) state “many 

people, especially policy-makers may give low credibility to studies based on 

apparently ‘subjective’ opinions” (p. 42). Integrating a critical perspective into the 

social constructionism paradigm enables an investigation of not only personal 

meanings but also underlying mechanisms that may shape those perceptions. Such a 

comprehensive approach will enhance the credibility of the study findings. 

 

Critical social constructionism 

In this study, the researcher’s interest was in exploring ‘the person in the system’, 

rather than identifying the patterns or regularities of the mechanisms underlying the 

person’s transition process. The focus is on meanings created by the person with 

dementia, which enable current issues around providing COC to be accessed from 

their point of view. Therefore, it is important to investigate underlying mechanisms, 
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which may significantly influence how they construct meaning in the journey across 

care settings, as well as subjective meanings. Archer (2004) states that there are two 

principles in gaining knowledge of the world: socially constructed meaning and 

feedback from the world. Social constructionism emphasises the importance of 

human subjectivity and socially constructed meanings, which reflects the interpretive 

approach (Houston, 2001).  

 

Critical realism takes account of “the role of structure in shaping social meaning” 

(Houston, 2001, p. 848) without denying the theoretical perspective of social 

constructionism. Critical realism generally has a wider conception of causation than 

social constructionism (Wilson & McCormack, 2006), enabling a broader view of 

causal mechanisms in a particular social context. However, the purpose of this study 

is not to explain causal relationships but to understand how subjective meaning is 

shaped by objective mechanisms such as social interactions and events. 

Easterby-Smith et al. (2002) states, 

 

One (social scientist) should …try to understand and explain why people have 

different experiences, rather than search for external causes and fundamental 

laws to explain their behaviour (p. 30) 

 

In this study, therefore, the critical essence of critical realism is integrated into a 

social constructionism paradigm to provide a broader and more critical view, rather 

than as an alternative. The research questions of this study are closely related to each 

other. The perspectives of critical social constructionism engage a responsive 

methodology and methods to answer these questions, without breaking the 

relationship between the two questions. This paradigm enables not only the 
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integration of subjective and critical views but also enables a multidimensional 

approach in exploring the care system for RACF residents with dementia, which is 

outlined in the next section.  

 

 

Design of the Study – Whole System context 

In keeping with the tenets of the philosophical perspective, the whole-system design 

was chosen as the most appropriate approach for the purposes of this study.  

 

Whole system approach 

Whole system approach has been used widely in various areas such as economic, 

social and health service studies. This approach looks at mechanisms, rather than 

each element of performance (CIPFA, 2010). This is based on the thought that 

looking at each part of the system as an individual element often leads to failure to 

understand the whole mechanisms (Bowen & Forte, 2012). Therefore, a whole 

system approach was used in this study to investigate and analyse all relevant 

mechanisms that include interdependence, dynamism and congruence of the system 

context (CIPFA, 2010; Procter et al., 2000). In this study, the whole system included 

individual and organisational processes specifically related to patient transfer and 

COC across one RACF and one public acute hospital. All relevant health care 

sections/ departments, health care professionals and documents in two study settings, 

and policy (organisational and the government level) were considered as the parts of 

the whole system.  

  

Contexts of the whole system  
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A whole-system in this study was across two different health care settings (a RACF 

and a public acute hospital), relating to movements of residents and COC for them. 

Personal meanings of the journey, which were explored by interviews, transfer 

tracking, observations and reviewing care records, were the main units of analysis. 

The systems including staff’s perspectives and interventions, organisational 

commitment and policy were another unit of analysis that enabled in-depth 

understanding how the systems were related to COC practices and the experiences of 

residents with dementia who received the care. These units of analysis will be further 

discussed in Chapter Four. 

 

The whole-system design enabled this study to illustrate broad picture of ‘person in 

the system’ within the particular context. The particular context enabled the 

researcher to explore the in-depth of complex interrelationships between systems, 

care practices and RACF residents with dementia. In order to answer the three 

research questions using multiple qualitative data, narrative analysis was employed 

as an analytical method in this study. The rationale for using narrative analysis for 

this study is outlined in the section to follow.  

 

 

Narrative analysis  

Given the critical social constructionism paradigm and whole-system design in this 

study, narrative analysis was employed to explore human reality and the underlying 

system within the particular context, which was multiple transitions within the 

long-term and acute care settings. As Chase (2011) states, narrative is; 
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…a distinct form of discourse: as meaning making through the shaping or 

ordering of experience, a way of understanding one’s own or others’ actions, 

or organizing events and objects into a meaningful whole, of connecting and 

seeing the consequences of actions and events over time. Narrative researchers 

highlight what we can learn about anything – history and society as well as 

lived experiences – by maintaining a focus on narrated lives (Chase, 2011, p. 

421). 

 

Narrative analysis represents a wide range of theoretical and methodological 

perspectives (Mishler, 1995). Mishler (1995) states; 

 

The diversity of narrative models invites, and indeed demands, a more 

reflective stance for researchers. It is clear that we do not find stories; we 

make stories. We retell our respondents’ accounts through our analytic 

redescriptions. We too are story tellers and through our concepts and methods 

– our research strategies, data samples, transcription procedures, specifications 

of narrative units and structures, and interpretive perspectives – we construct 

the story and its meaning (p. 117). 

 

Narrative approach acknowledges people’s ability to construct their own meaning 

within particular contexts such as events (Viney & Bousfield, 1991). In line with the 

philosophical lens of this study, that is critical social constructionism, the meanings 

of multiple transitions for people with dementia are constructed through social 

interactions that might have been affected by underlying mechanisms. The processes 

of these meaning constructions were assembled through multiple data and told as a 

story, and the researcher has constructed a meaning of the story in this particular 

context. Narrative generates credible accounts of the world and becomes 

representation of a lived experience, providing structure to what we experience and 

establish as meaning (Gilbert, 2002; Silverman, 2000). In this way, the researcher’s 
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assignment is “to configure the data elements into a story that unites and gives 

meaning to the data as contributors to a goal or purpose” (Polkinghorne, 1995, p. 15). 

There were number of reasons that narrative analysis was chosen for analysing data 

in this study. 

 

Theoretical freedom 

Narrative analysis has been widely accepted by many social science human science 

researchers (Czarniawska, 2004; Riesmann, 2008) as Chase (2011) stated; 

 

The complexities and multiplicities in contemporary narrative inquiry offer 

novice and seasoned researchers a great deal of freedom in the topics and 

interests they pursue and the methods and approaches they use (p. 431). 

 

The underpinning paradigm of this study, which was social constructionism with 

critical realism essence, emphasises that meaningful reality was constructed through 

processes of social exchanges. Its key assumptions are the historical and cultural 

context within time-and system- bounded context, as well as the role of structure in 

shaping social meaning. Narrative consists the beginning and ending (= time bound), 

places (= system bound), sequences of events (= happenings and processes), cultural 

context, historical context, human experiences and significant others in affecting the 

experiences (Chase, 2011; Czarniawska, 2004; Franzosi, 1998; Polkinghorne, 1995). 

As the focus of this study is ‘person in the system’ within the journeys through 

particular settings and take a whole system approach, it can limit the context in 

which the protagonist acts (Polkinghorne, 1995). Furthermore, narrative allows 

multiple sources of data such as interview, casual chatting, observation, documents 

and archival material (Chase, 2011; John W Creswell, 2007). 
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Chronological feature 

One of narrative’s significant characteristics is a temporally ordered feature. It has 

the beginning, middle and ending (Polkinghorne, 1995). This feature is significant to 

explore people’s experiences of processes, because “experiences grow out of other 

experiences, and experiences lead to further experiences” (Clandinin & Connelly, 

2000, p. 2). For people with dementia, it is not easy to tell their stories in 

chronological order. Usita, Hyman, and Herman (1998) found that narratives of 

people with Alzheimer Disease (AD) had less chronological order, fewer details in 

descriptions and more repetitions or omissions. However, they also found that people 

with AD were willing to complete their story telling and able to do it (Usita et al., 

1998). With considering this, opportunistic conversational interviews with staff, 

direct observations and care record review were the significant supports to confirm 

the temporary processes and to develop the chronologically ordered narratives. 

 

Giving a voice to voiceless people 

As such, people with dementia are not likely to be able to tell their story in terms of 

temporarily ordered full details. Furthermore, some residents participants in this 

study were not able to tell their experiences as a story, because some of them were 

exhausted by their experiences of the journey and did not want to talk about it, while 

some of them did not remember or recognised that they were in the hospital. 

However, it does not mean that they cannot tell us anything or cannot be protagonists 

of any stories. Viney and Bousfield (1991) states; 
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Social scientists, unlike scientists in other areas, often need to take on the role 

of speaking for those who participate in our research, especially in relation to 

illness, where the voices of patients are relatively rarely heard. We need to 

acknowledge the abilities they have to construct their own meanings for events 

and reflect on them, which parallel our own (p. 757) 

 

The multiplicity of narrative enables the researchers to be the representatives and 

speak for those whose voice is rarely heard.  

 

In this study, qualitative interviews (in-depth and conversational) were conducted to 

explore the meaning of multiple transitions for individuals with dementia. In addition, 

the study needed to explore underlying mechanisms to see how those meanings were 

constructed. Therefore comprehensive evidence, such as movements across care 

settings, events, interactions with others, and individual responses to these events, 

was needed. Utilising narrative analysis enabled comprehensive evidence to answer 

the research questions, allowing the researcher to access multiple data sources to 

interpret the process of meaning construction. Therefore multiple methods of data 

collection such as transfer tracking, direct observations, unstructured conversational 

interviews, documentation and semi-structured in-depth interviews were used in this 

study.  

  

 

Summary 

This chapter provided a description of the paradigm, design and analytical method of 

the study that was used to answer the research questions. Critical social 

constructionism enabled to explore what were the meanings of multiple transitions 
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for RACF residents with dementia and how they constructed these meanings through 

the care events and social interactions. Critical social constructionism also allowed 

the researcher to understand how the systems shaped the feature of COC delivery, 

and thus, how the systems and care practices influenced experiences and meaning 

construction of the residents. 

 

In developing a way of proceeding that best met the aims of this study, elements of 

two theoretical paradigms were utilised to construct a methodology suited to the 

study. While Berger and Luckmann’s (1967) work provided direction for the study to 

explore the socially constructed reality of individuals with dementia, the essence of 

critical realism provided insight into the role of systems/ mechanisms that figure the 

feature of continuity of care practices in shaping the interactions with individuals 

with dementia. Such an approach recognises the historical and cultural context of the 

social world which is generated through human interaction and language, and guides 

the research process to greater understanding of the meaning development of the 

multiple transitions of people with dementia.  

 

The approaches of this study (whole-system design and narrative analysis) 

accommodated the integrated theoretical paradigm, while maintaining particular time, 

place and events boundaries. These approaches were particularly suitable for this 

study as it investigated the reality of individuals within a particular time (= journey 

through acute care settings), place (= between RACF and acute care hospital) and 

events (= acute care events and social interactions). These approaches were also able 

to flexibly accept multiple units of analysis which included the complexity of ‘whole’ 

situations.  
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The next chapter presents research methods including units of data, data collection 

procedure, data analysis procedure, ethical considerations, and some background 

elements of narratives which will be presented in Chapter Five and Six.  
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CHAPTER 4 

  RESEARCH METHODS 

 

Introduction 

Chapter Three presented the methodological approach for this study, a paradigm of 

critical social constructionism, whole-system design and narrative analysis. This 

chapter presents the research methods used to undertake the study, including ethical 

considerations. According to the subjective and objective interests of this study, 

which were the person’s meanings and underlying systems, two units of analysis 

were set out. The functions and collection of each qualitative data source are outlined. 

The implementation of narrative analysis, especially the features of composite 

narratives and the researcher’s role as a narrator to tell the residential aged care 

facility (RACF) residents’ stories are addressed. This chapter also presents some 

fundamental information of findings, which include the introduction of study 

participants, transfer paths of the residents’ movements and key transfer documents 

often used during the multiple transitions. These are the basic information for the 

composite narratives which will be presented in Chapters Five and Six.  

 

 

Methods 

Description of the study sites 

Participants for this study were recruited from a RACF and a public acute hospital 

where the residents of the facility are likely to present, in a regional town in 

Queensland. The RACF has approximately 140 beds in total, including specifically 

designed facilities to provide care for people with cognitive impairment. The public 
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acute hospital is a major referral centre providing community and specialist hospital 

services in the region and has approximately 500 beds. Because of the nature of 

whole system approach, the study sites in this hospital were varied depending on 

where the participants with dementia were admitted, including emergency 

department (ED), orthopaedic ward or other general medical wards.   

 

Participant Identification 

The following criteria (Table 1) were used to identify participants for this study.  

 

Table 1. Inclusion and exclusion criteria 

Participants Inclusion criteria Exclusion criteria 

RACF residents 

with dementia 
 65+ years of age, with mild to 

moderate level of cognitive 

impairment (as determined by 

Facility Manager) 

 Currently living in the study site  

 Able to provide informed 

consent or NOK able to provide 

consent 

 English speaker 

 Severe dementia (as 

determined by Facility 

Manager) 

 Not willing to participate 

 

Family members   Family members of the PWD 

participating in this study 

 Able to provide informed 

consent 

 English speaker 

 Not willing to participate 

 

Key informants  Any relevant position (RN, 

geriatric liaison, medical doctor, 

allied health staff, nursing unit 

manager / facility manager, etc. 

 Experience in planning or 

delivering transitional care / COC 

for PWD within the study sites 

 Not willing to participate 

 

 (NOK: next of kin, PWD: people with dementia, RN: registered nurse) 
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Recruiting procedure  

Because of the opportunistic nature of this study approach, recruitment was broad, 

with all eligible residents and families in the RACF identified as potential 

participants, who became the actual participants when the resident was transferred to 

the hospital with an acute condition. The manager of the RACF identified residents 

who met inclusion criteria. Psychogeriatric Assessment Scales – Cognitive 

impairment Scale (PAS-CIS) were used by the facility manager to identify residents 

who have mild or moderate cognitive impairment. PAS-CIS has been used for both in 

research and in services for older people as an Aged Care Funding Instrument 

(ACFI) (Commonwealth of Australia, 2009a; Jorm & Mackinnon, 2011). Cognitive 

skills checklist of PAS-CIS indicates that a person with mild cognitive impairment 

may appear normal but on investigation has some problems such as slight memory 

loss, dependency in judgement or planning chores, and disorientation in unfamiliar 

places (Commonwealth of Australia, 2009a). It also indicates that person with 

moderate cognitive impairment has significant problems in the performance of 

everyday activities that requires supervision and some assistance. Memory loss is 

more significant and new material is rapidly lost, disorientation to time and place is 

likely to happen, and communication is fragmented or vague (Commonwealth of 

Australia, 2009a).  

 

The researcher provided all potential participants (residents and their families) with 

information packages; study information sheets (see Appendix 1), consent forms (see 

Appendix 2-1~2-3) and invitation to an information session with the researcher. The 

researcher held individual information sessions for residents and families who were 

interested in participating in this study in the RACF to answer questions and recruit 
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participants. The information sessions provided information such as the full details of 

the research, what participation would involve, participants’ right to refuse to 

participate and to withdraw at any time without penalty, risk, confidentiality, and 

complaint mechanisms, as well as answers to all questions.  

 

The information sessions were also held for RACF staff to explain the details of the 

study and seek their cooperation in formal/ informal interviews and contacting the 

researcher when residents were transferred to ED in order to obtain direct 

observation data. The information packages were also provided at the information 

sessions and placed in the staff rooms in the RACF (See Appendix 3-1). Consent to 

participate was given also by staff in the RACF facility for formal interviews (See 

Appendix 4). Posters and handouts were displayed in the RACF to maintain a 

presence for the study within the facility. The poster of the study and the poster for 

information session are presented in Appendix 5-1 and 6. 

 

Information packages and posters were also displayed in the hospital (See Appendix 

3-2, 4, 5-2 & 6), including ED and in some wards where the facility residents were 

likely to be admitted, such as orthopaedic ward. Information sessions in key 

departments in the hospitals such as ED were held for the staff in order to seek their 

cooperation. The purpose of this procedure was to inform staff about the study and 

data collection methods including transfer tracking, observation, conversational 

interview and document review, and to seek their cooperation with these data 

collection procedures. Information posters, handouts and sessions were also used to 

identify and recruit participants for contextual data collection through in-depth 

interviews with key informants. Key informants included medical, nursing or allied 
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health staff, for example registered nurses, geriatric liaison team staff including 

occupational therapist and social workers, medical doctor, psychologist, 

physiotherapist, facility/ ward managers or nurse educator, who had experience in 

delivering care to RACF residents with dementia in various contexts, or in 

developing the context and systems of care for those residents. They did not have to 

be directly involved with any particular residents/ patients included in this study, but 

they had to be involved in the development of systems and/ or delivery of care for 

people with dementia admitted from RACFs. 

 

Data collection  

In order to explore the ways residents with dementia construct meaning of the 

journey through acute care settings, multiple sources of data were collected. Because 

of the opportunistic nature of this study and the heterogeneity of people with 

dementia, this study employed a rolling series of bespoke data collection methods. 

Table 2 summarises the methods and their purposes. Transfer tracking, direct 

observations, formal/ informal interviews and care record reviews were selected to 

explore individuals’ construction of meaning of care. While most of these data 

collection methods were used across all participants with dementia, their use was 

based on each situation and determined on an individual basis based on the capacity 

of participants at any given point in the journey. Thus, some of the data collection 

occurred opportunistically in line with events as they unfolded. To investigate the 

underlying system, key informant interviews, informal conversational interviews 

with staff, direct observation of care for participants with dementia, and care record 

reviews were also undertaken.  
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Table 2. Data collection plan 

Units of 

Data 

Sub units of 

Data 
Data Collection Methods Purpose 

1.Personal  

experience 

RACF 

residents with 

dementia 

1. Transfer tracking 

 

2. In-depth interviews 

 

3. Opportunistic  

  conversational interviews 

 

 

4. Direct observations 

 

 

 

 

5. Care Records review 

-To investigate movement of 

residents across care settings 

-To explore the meaning of journey 

across care settings 

-To follow real time feelings & 

thoughts 

-To grasp real interests & 

experiences 

-To explore social worlds of 

residents in both care settings 

- To explore residents’ real time 

responses to transfer/interaction 

events or care events  

-To gain information of events that 

residents experienced & their 

responses 

 

Family 

members  

6. In-depth interviews 

 

 

 

7. Opportunistic   

  conversational interviews 

 

 

-To assist in-depth understanding the 

experience and meaning 

construction of residents and family 

members 

-To understand family members’ 

thoughts or perspectives on a real 

time basis 

 

2.System 

Feature 

Health care 

professionals 

(RACF & 

hospital) 

8. Key informants interview 

 

 

9. Unstructured conversational 

 interviews and; 

Direct observation  

(interaction with people  

with dementia) 

10. Transfer documents / Care 

  records review 

 

 

 

-To investigate contextual aspects 

underlying the experiences and 

meaning construction of residents 

- To gain information such as past 

events or interactions, future events 

to plan further observations, and 

staff’s perspectives on providing 

COC for residents 

- (same as above) 

- To investigate information transfer 

processes and underlying 

mechanisms 

 

Document 

Review 

11. Policy document and 

 Organisational commitment 

 review 

 

-To explore underlying mechanisms 

and power. 

- To understand background 

mechanisms of daily care practices 
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Informed consent processes in this study differed depending on the participants and 

the level of participation. Informed consent were written (formal) or verbal 

(informal), and either overarching or specific. All potential participants (RACF 

residents with dementia and their families) provided an overarching written consent 

form. Written consent was gained from residents and their families where the 

residents were legally unable to consent. Family consent was also sought for family 

participation. This was important as family cooperation was essential in following 

the residents’ journey. This consent only became active on transfer to an ED. 

Overarching consent included tracking transfer, direct observation of social 

interaction and taking notes, opportunistic conversational interviews, in-depth and 

audio-recorded interviews, and access to personal health care records. To involve 

families of residents as participants, the researcher also gained consent from them for 

direct observation and field notes when family members interacted with their 

relatives, opportunistic conversational interviews and digitally-recorded in-depth 

interviews.  

 

Overarching written consent from the aged care organisation of the facility and the 

hospital was gained in order to access staff, residents and participants’ health care 

records, as well as any organisational statements such as organisational protocols or 

any forms related to COC. While overarching consent was gained from both 

residents and their families and the care organisation, specific consent was also 

gained throughout the research process. Specific consent was oral (informal) or 

written (formal). Written consent was sought for all audio-recorded interactions 

whether they are formal in-depth interviews, informal conversational interviews or 

observational interactions.    
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Verbal or informal consent was sought frequently and opportunistically in line with 

care events. All observations and opportunistic conversational interviews gained 

verbal consent each time. Examples of this include the following: May I observe you 

doing this? Do you mind if I follow you to Rehab today? May I sit in on the 

handover? Do you mind if I watch and take notes? Do you have a minute to have a 

chat about Mrs X’s care plan? Permission was gained for each observation event or 

interaction. Regular ward staff were informed prior to the study about their rights and 

consent procedures during the observations and any other staff who interacted with 

the participant was provided with an information sheet and given the opportunity to 

talk and question the researcher prior to seeking verbal consent. The researcher 

gained verbal consent from relevant personnel to conduct transfer tracking of 

participants, direct observation of interactions between staff and residents/families 

participating in this study, access to participants’ personal health care records, access 

to organisational documents and observation of handover, within the both study 

settings. Conversational interviews with staff were conducted opportunistically and 

staff orally consented to unrecorded conversations with the researcher.  

 

Twenty-one residents and their family members consented to be potential 

participants. Ten of these twenty potential participants were transferred to the 

hospital during the data collection period and became actual participants. While five 

resident participants had in-depth interviews, four resident participants were not able 

to be interviewed due to their deteriorated physical and cognitive condition, and one 

resident refused an in-depth interview. Eight resident participants had opportunistic 

conversational interviews and direct observations, however two other residents 
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accepted only in-depth interview. All resident participants and their family members 

consented for transfer tracking and care record review.  

 

One family member of the resident participant agreed to participate in an in-depth 

interview, opportunistic conversational interviews and direct observations. One 

family member agreed to participate in a formal interview, and another family 

member participated in opportunistic conversational interviews.  

 

The summary of participation of residents with dementia and their family members, 

and introduction of the resident participants will be presented in later section of this 

chapter (p. 96, Table 6). Throughout this thesis, anonymity of the participants is 

maintained with the use of pseudonyms. 

 

Data collection – Personal experience 

1) Transfer tracking  

Tracking the movements of the residents with dementia within the hospital and 

aged care settings is a significant aspect in this study. The journey of residents 

from RACF to and within acute hospital settings were mapped on a daily basis 

from the arrival in the ED to return to the facility. Transfer tracking data helped to 

investigate flows of the residents across and within long-term and acute care 

settings and the nature of social interactions. It is a powerful way to understand the 

real issues relating to COC from the residents’ perspective (McCormack, Mitchell, 

Cook, Reed, & Childs, 2008). Transfer information was collected via either direct 

observation including staff handovers, unstructured conversational interviews with 

staff and family, and document review, including care records. The journey 
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processes were recorded chronologically in a research journal to understand real 

time processes. The collected data including contextual data such as date, time, 

place, event, event description, people involved, documentation, and qualitative 

data to explore the meanings such as verbal communication, nonverbal 

communication and behaviour/ expression were chronologically organised and 

recorded on each resident’s process records (see Appendix 7).  

 

2) In-depth, audio-recorded interviews with residents with dementia 

The interpretive approach focuses on finding how experience is constructed, and 

how experience gives meaning to human beings (Streubert, 2003). Interviewing is 

one of the most significant strategies to explore the meaning construction of 

human. Interviews “sketch out the subjective nature of people’s stories” 

(Minichiello, Sullivan, Greenwood, & Axford, 2004, p. 412) in order to grasp 

detailed and rich person-centred information.  

 

Interviews with each resident with dementia elicited the details of their personal 

meaning of their journey across and within different care settings. The interview 

was semi-structured, face-to-face, in the form of in-depth, and digitally recorded 

around the time of discharge from hospital and return to RACF. Considering the 

characteristics of cognitive impairment, it was best to interview the resident 

participants as close as possible to each transition event so as not to test their 

memory as this study was concerned with exploring meaning construction of them 

rather than assessing outcomes of their cognitive conditions. Individual interviews 

were chosen for methodological and ethical reasons. Methodologically, the 

individual interview provides a rich context, through the recording of participants’ 
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words that describe their experience. The interviews with five residents with mild 

to moderate cognitive impairment were conducted in each participant’s private 

room in the RACF, with the aim to identify and explore relevant issues in-depth. 

The duration of interviews was planned flexible and wide ranging depending on 

their cognitive capability and health status, and the actual range was between 30 ~ 

50 minutes. Prior to an interview, the researcher explained that the interview would 

depend on the participants’ feelings and the interview would be terminated at any 

time when the participant did not want to continue. None of the interviewees, 

however, wished to stop the interview until they thought they talked enough. The 

topics of the interviews followed the interests of this study and some questions 

were open-ended. However, considering their cognitive impairment, simple yes-no 

questions were also used as conversation-starter. The topics included their 

experiences of changed environment such as ED visit and hospitalisation, social 

interactions outside of RACF, and being cared for by different staff in a different 

environment.  

 

3) Opportunistic conversational interviews  

Informal conversational interviews with resident participants were taken 

opportunistically, especially when the researcher observed events such as 

transferring and interaction with staff at both settings. This type of interview 

occurred on a daily basis, particularly around key events such as movement across 

settings or therapeutic interactions with staff. However, the participants’ 

willingness, capacity and state of health were the first priority and determined the 

level of engagement.  
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Informal interviews allowed flexibility and enabled the researcher to follow real 

time feelings and thoughts of residents and others engaging with the residents 

(Holloway & Wheeler, 2002). The interviews started with a general question 

relating to approval to have a conversation; for example, ‘Do you have a few 

minutes to go over what just happened?’, before moving to more specific issues of 

each situation as the researcher kept uppermost the particular interests of the study. 

However, the direction of the interview with the participants was maximized to 

grasp their real interests and experiences in order to generate rich data (Holloway 

& Wheeler, 2002).  

 

The number and duration of opportunistic conversational interviews were flexible 

and wide ranging depending on the feature of care events, residents’ physical and 

psychological condition or their emotional status; for example 1 ~ 5 minute 

conversations every hour for 3 ~ 4 hours in the afternoon only, or 15 minute each 

conversation in the morning and afternoon. The context of conversations and the 

words they used were noted in research journal field notes with the residents’/ 

families’ overarching written consent and verbal permission each time. 

 

4) Direct observations 

Observation allows the researcher to directly see what people do, not relying on 

what they say they do, and to access the contextual factors in natural social settings 

(John W. Creswell, 2009; Tashakkori & Teddlie, 2003). Observation has been used 

for research to explore the social worlds of people with dementia in health care 

settings (Hubbard, Tester, & Downs, 2003). In this study, direct observation data 
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were used to understand the processes of meaning generation for resident 

participants.  

 

Mainly two types of events, journey events and interaction events, were directly 

observed to explore how the residents perceived social interaction in the different 

environments with different people. Journey events focused on movements to 

different care environment such as from RACF to ED, ED to X-ray department, or 

ward to RACF. Interaction events included conversations with staff, doctor visits, 

or family visits. This also included routine care events such as eating meals or 

toileting in each setting. These events were opportunistic, and therefore direct 

observations were done as much as the researcher could in a flexible manner.  

 

Observation as a method of data collection has three types of approaches: pure 

qualitative, mixed and pure quantitative (Tashakkori & Teddlie, 2003). In this 

study, qualitative observation was used because it enabled the exploration of the 

real-world in naturalistic settings. There are four roles of the observer in qualitative 

observation: complete participant, participant-as-observer, observer-as-participant, 

and complete observer (Tashakkori & Teddlie, 2003). Since data collection in this 

study included informal conversational interviews associated with care events, it 

was difficult to observe solely as a complete observer. However, the researcher 

observed events from the outside as much as possible, although the very presence 

of the researcher may have affected behaviour (e.g. social desirability bias).  

 

This type of real world research was not without challenges, however. Events were 

opportunistic and it was often difficult to predict when they would happen. 
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Therefore the cooperation of RACF and hospital staff was very important to data 

collection. For example, the researcher asked the facility staff to contact the 

researcher when a participating resident needed to visit ED, so that the researcher 

was able to be present at the ED and directly observe care interactions. Even doing 

so, observing the events on time was still difficult as the researcher failed to 

observe some particular care events such as physiotherapist visits, because it was 

not specifically scheduled and staff often had no idea what time it would be done. 

In addition, nursing staff often seemed to be too busy to notify the researcher about 

particular events.  

 

As such, depending on the residents’ condition and the circumstances of care 

practice, the frequency and duration of the observation varied considerably. On 

some occasions, the researcher directly observed the interactions and residents’ 

behaviour for 3 ~ 4 hours in the ED from outside the residents’ sight, or for 5 ~ 10 

minutes each in the morning and afternoon. In some instances, the researcher 

observed residents eating meals, having assistance in mobilising from the bed to 

the chair or toileting. Occasionally the researcher could ride in the ambulance with 

the participant.  

 

Field notes were taken by the researcher to record observation data. Transfer 

tracking, descriptions of each environment, characteristics of social interactions 

including people interacting with the residents, the features of interaction, verbal 

communications, the use of nonverbal communication and behaviour expression of 

residents and people who interacted with them were also recorded. Field notes also 
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included researcher reflections on observations/events. All observation data was 

chronologically recorded on each resident’s process records.  

 

5) Care records review 

Documents, though often seen as secondary data, are existing or available data that 

are originally recorded by different people with a different purpose from the 

research (Tashakkori & Teddlie, 2003). In this study, secondary data related to 

COC for participants with dementia such as information transfer forms, medical 

records, progress notes, and care plan were used. Permission to access personal 

data in each study site was gained through the ethics clearance procedure, as well 

as individual consent from resident participants and their families. Collecting 

secondary data is unobtrusive and, as such, researcher effects are unlikely (John W. 

Creswell, 2009; Tashakkori & Teddlie, 2003). It also allowed access to historical 

data, for example the events that the researcher could not observe directly. This 

enabled systematic, more comprehensive and detailed processes to be captured. 

 

In order to gain rich personal experience data, secondary data were collected to 

gain information of processes and care events the residents experienced throughout 

the two settings, and their responses. Events information from care records enabled 

the researcher to capture unexpected events or social interactions that the 

researcher could not observe directly, care/ treatment/ examination episodes, and 

future event scheduled to plan further direct observation. Information from the care 

plan for the resident participants was also gained in each setting to investigate how 

the care plan was informed between the settings. The researcher accessed all 

documents at appointed sites in both settings; nurse stations in each unit in RACF, 
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and medical record department in the hospital, on the scheduled dates with 

permission of managers in both sites. The relevant data was taken as notes, with no 

photocopies made. The information gained was integrated into each resident 

participant’s process records. 

 

6) In-depth, audio-recorded interviews with family members 

Obtaining the thoughts and experiences of residents with dementia through 

interview is often problematic because of their impaired capacity. This difficulty 

can be evidenced through characteristics such as dwindling vocabulary, vague 

speech and defective linguistic reasoning (Hubbard et al., 2003). To overcome 

these problems, direct observation and involving family members as a resource 

significantly assisted in understanding their experience and meaning construction. 

The participants’ family members were asked to participate in a semi-structured 

audio-recorded individual interview to support the interview data from their 

relatives, and to gain their perceptions of how their relatives constructed meaning. 

Family members for two resident participants were interviewed. Although family 

members of other resident participants provided consent for their relatives’ 

participation, they did not wish their own participation in the in-depth interview.  

 

The interviews were conducted individually in a private room in the RACF. They 

were asked about their perspectives on the experiences and meaning construction 

for their family member with dementia, following the same topic areas as those 

used for the resident participants. The family interview data indicated elements 

which could affect the characteristics of interaction between residents and health 

care staff, as well as assisting in understanding the meaning for the residents. Each 
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interview was conducted for 30 ~ 45 minutes, 1 ~ 2 weeks after the residents’ 

hospital stay, and transcribed to text data.  

 

7) Opportunistic conversational interviews with family members 

All family members of the participants with dementia were invited to engage in 

informal conversational interviews on an opportunistic basis. These occurred when 

the researcher observed the interactions between resident participants and their 

family or between family and staff, and conducted as a rolling series of 

conversations. This helped to understand the family members’ thoughts and 

perspectives on the events or interactions that were occurring on a real time basis. 

This data was used to gain a richer context of the journey processes for resident 

participants. 

 

Family members of two resident participants participated in these opportunistic 

interviews during the residents’ hospital stay and immediately after discharge. 

Family member of other two residents did not wish to participate in the 

opportunistic conversational interviews, and other family members did not visit 

either hospital or RACF around the time of residents’ hospitalisation. The 

conversational interviews with family members happened at the resident’s bedside 

in each setting (RACF, ED and ward) most of the time. Due to the opportunistic 

nature of this interview, the number and duration of conversations were various 

each time. The researcher took notes of the context of conversations in the research 

journal field notes with their permission. Some of the conversations were 

audio-recorded with their written and verbal permission, as the story they told 

seemed to be significantly contributing to understanding the meaning for the 
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residents, or to uncovering the issues in COC for the residents with dementia. All 

data including transcribed audio-recorded data was incorporated in each resident 

participant’s process record.  

 

Data collection – System feature (context data) 

Data relevant to COC systems and mechanisms was collected via key informants’ 

interviews, opportunistic conversational interviews with health care staff, and direct 

observation of interactions between health care staff and resident participants in both 

RACF and hospital. Transfer documents/care records, organisational policy 

statement in both settings were accessed, as well as State Government policy 

statements. 

 

Sixteen key informants had in-depth interviews, and some of them also participated 

in opportunistic conversational interviews and direct observations as they were 

directly involved in care practice for resident participants. Health care staff such as 

registered nurses, personal care workers in each setting also participated in 

opportunistic conversational interviews and direct observations with their verbal 

consent, with overarching organisational permission. 

 

Health care staff’s participation in this study is summarised in Table 3. 
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Table 3. Participants and data sources (Health care workers and key informants) 

Code Participants 

Data Source 

A 
Formal 

Interview 
B 

Opportunistic 

Conversational 

Interviews 

C 
Direct 

Observations 

RN1-F Registered Nurse 1 (facility) √ √  

RN2-F Registered Nurse 2 (facility) √ √  

RNs-F Registered Nurses (facility)  √ √ 

PCW1 
Personal Care Worker 1 

(facility) 
 √ √ 

PCW2 
Personal Care Worker 2 

(facility) 
 √ √ 

PCWs Personal Care Workers (facility)  √ √ 

M1-F Care Manager (facility) √   

M2-F Residential Manager  (facility) √   

DT-F Diversional Therapist (facility) √   

AH-F Allied Health Assistant (facility) √   

NE-ED Nurse Educator (ED) √ √  

RN1-ED Registered Nurse 1 (ED) √   

RNs-ED Registered Nurses (ED)  √ √ 

M-W Ward Manager (hospital ward) √   

RNs-W Registered Nurses (wards)  √ √ 

GLT1-TL 
Geriatric Liaison Team 1 Team 

Leader 
√   

GLT1-SW 
Geriatric Liaison Team 1 Social 

Worker 
√   

GLT1-OT 
Geriatric Liaison Team 1 

Occupational Therapist 
√   

GLT2-TL 
Geriatric Liaison Team 2 Team 

Leader 
√   

GLT2-P 
Geriatric Liaison Team 2 

Psychologist 
√   
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GLT3-TL 
Geriatric Liaison Team 3 Team 

Leader 
√   

CD Clinical Director √   

 

Transfer documents, organisational/ policy statements and resident participants’ care 

records such as progress notes in both study sites were reviewed to gain insight of 

COC system and mechanisms. The transfer documents included ‘the client transfer 

summary’, ‘emergency department clinical summary’ and ‘discharge summary’. The 

organisational statements included organisational protocols, model of care designed 

by geriatric liaison team and organisational profile.  

 

Table 4. Organisational/ policy data sources 

Code Organisation P 
Organisational Protocols (including 

information from websites) 

FA RACF √ 

HP Hospital (ED & wards) √ 

Gov 
Australian State 

Government 
√ 

 

8) Semi-structured interview with key informants 

Key informants in the RACF and hospital were recruited and interviewed to 

investigate contextual aspects underlying the experiences and meaning 

construction of RACF residents with dementia. Semi-structured, audio-recorded 

in-depth interviews were conducted with sixteen key informants. The interviewees 

did not have to have been directly involved in the care for the resident participants 

in this study, rather they were recruited widely from key informants who engage 

with systems and mechanisms underlying COC for individuals with dementia from 
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RACF, such as the geriatric liaison team staff, including social workers or 

occupational therapists, medical doctors, registered nurses, facility and wards 

managers, nurse educators and rehabilitation staff. This method is significant 

because the people in these positions may have insights into both the system 

underlying care practices and the individuals who receive the care. Semi-structured 

in-depth interviews were conducted focusing on systems and contexts as adjuncts 

to the main data. The interview protocol was based on the conceptual framework 

of multiple transitions and COC issues identified through the literature review. The 

interviews were individually conducted in their private office or 

conference/meeting rooms in the facility or hospital. Duration of each interview 

was various between 30 ~ 50 minutes. All audio-recorded data was transcribed in 

the text as contextual data. 

 

9) Opportunistic conversational interview and direct observation with RACF/ 

hospital staff 

Health care workers who interacted with resident participants were also involved 

in opportunistic informal conversational interviews and direct observations. The 

researcher communicated with staff opportunistically in order to gain information 

such as past events or social interactions that the researcher did not observe, staff 

perspectives on RACF residents with dementia or caring for them, and future 

events related to planning further direct observation. Direct observations of 

interaction with resident participants were conducted not only for exploring real 

time responses of residents but also for gaining insights of staff’s attitudes or 

perceptions in providing care for residents with dementia. Transfer events such as 

handover were also opportunistically observed. This was to obtain understandings 
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what kind of information was focused or valued and actually transferred between 

each section, and how the information was transferred such as by handing over 

documents, verbal communication or both. These procedures were conducted with 

overarching organisational permission by ethics clearance in RACF and the 

hospital, and verbal consent from the staff was obtained each time. Data obtained 

through direct observations and opportunistic conversational interviews were noted 

in research journal field notes, and integrated in each resident’s process record. 

 

10) Care record review – from staff’s point of view 

Care records relating to the resident participants were reviewed also from the 

health care professionals’ view point. This was to understand underlying 

mechanisms, such as information transfer processes between two settings, 

care/treatment plans, and to gain insights of the staff’s concerns or focuses of care 

for RACF residents with dementia. Information transfer processes such as 

documents handed over were investigated to understand what information was 

transferred or not and how it was used or not used for care practice. Care records 

such as progress notes and transfer summary documents were reviewed to 

investigate what kinds of care aspects the health professionals emphasised. 

Care/treatment plans also helped to understand the direction of daily care practices 

and goals that staff aimed to achieve with patient care. 

 

11) Document review  

In this study, health care policy and other principles, such as organisational 

commitment, are seen as systems underlying facility residents’ experiences and 

meaning constructions regarding multiple transitions and COC. The system may 
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influence daily care practice and, either directly or indirectly, the experience of 

COC for the residents with dementia. In order to explore this mechanism, 

knowledge of particular procedures, policy or regulations, which underlie power, 

was necessary. In order to obtain this knowledge, review of key transfer documents 

used between study sites, each site’s organisational commitments and protocols, 

and policy statements of National and State Government were reviewed. 

 

Organisational commitment or other organisational data sources were also 

reviewed to understand background mechanisms underlying daily care practices. 

The researcher accessed the organisational protocol files in the RACF with 

overarching organisational permission and specific verbal permission from the 

facility manager. The hospital’s organisational profile was accessed based on the 

hospital and government web site, and some protocols such as the model of care 

statement in a geriatric liaison team were also reviewed on site. The information 

obtained was noted and filed as contextual data in the research journal field notes. 

  

The Government health policy statements, reports and guidelines relevant to 

transitional care and COC were also reviewed. These documents were obtained 

mainly from the Government’s official web site such as Australian Government 

Department of Health and Ageing and Queensland Health, and some information 

was also accessed as library resources. This procedure contributed to understand 

underlying power and mechanisms that shaped COC for RACF residents with 

dementia. 

 

Data Analysis – Narrative configuration 
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All data obtained in this study was organised in two forms of data sets; transcribed 

in-depth interview data and each resident participant’s process records, for analysis. 

In order to comprehend the complex units of analysis into the narratives, 

Polkinghorne (1995)’s steps in narrative configuration was chosen. The narrative 

configuration is “the process by which happenings are drawn together and integrated 

into a temporally organized whole” (Polkinghorne, 1995, p. pp. 5). This process 

employs a thematic thread, which is described as “plot” by Polkinghorne, and the 

plot “ties together different parts into a meaningful whole” (Feldman, Skoldberg, 

Brown, & Horner, 2004, p. 148). Plot is the foundation of composing events into a 

narrative (Polkinghorne, 1995). It has functions of delimiting a time span, providing 

criteria which events to be included in the narrative, chronologically ordering events 

into an unfolding movement towards the end and clarifying the meaning that events 

have (Polkinghorne, 1995). Therefore plot is a significant axis to compose the data 

into a narrative as a unified whole. From the data of this study, two different plots 

were identified. These plots contributed to a composite of two different stories within 

the same whole system. In line with this method, the researcher’s role is organising 

the data elements into a coherent developmental account, which is a configured story 

of RACF residents with dementia, as a narrator.  

 

The data were configured into a unified whole, that was two narratives, based on 

Polkinghorne (1995)’s steps in narrative configuration. The analysis process is 

summarised in Table 5.   
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Table 5. Narrative analysis process  

Steps Processes 

1). Temporally arrange the  

  data elements 

- Chronologically record all data on process records 

- Write descriptive stories of each resident’s journey 

2) Identify plots - Read and re-read all descriptive stories and interview  

 scripts of residents 

- Identify thematic thread (=plots) 

3) Look for connections of 

influences among the  

events 

- Look for underlying mechanisms observed/ informed  

 by key informants interviews/ opportunistic   

 conversational interviews with health care staff  

4) Synthesise the data and  

  configure stories 

- Write chronologically ordered stories of constructed  

 meaning of multiple transitions integrating the  

 underlying factors and setting/place 

(Based on Polkinghorne’s (1995) steps in narrative configuration) 

 

Temporally arrange the data elements 

All ‘personal experience’ data (except in-depth interview data) in each person’s 

journey, including care events and relevant system level data was recorded on each 

person’s process records. Date and time, events, place, people involved, verbal 

communication, non-verbal communication, behaviour/ expression and contents of 

care records were chronologically ordered and recorded on a process record. Due to 

the resident participants’ cognitive levels and the semi-structured feature, in-depth 

interview data was less likely to be chronological, therefore it was carefully 

identified what events the residents were recounting. 

 

Based on the process records, descriptive stories of each resident’s journey were 

written. Each story was chronologically ordered and had a beginning (when the 

resident had acute condition which led to the transfer to the hospital), middle 
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(processes of multiple transfers, care events including interactions with staff, and the 

resident’s thoughts and responses), and ending (when the resident returned to the 

facility and had some extent of settlement). The elements in all these stories reflected 

Clandinin and Connelly’s (2000) three dimensional space, which are the interaction, 

temporal continuity and situation. The part of in-depth interview data which was able 

to be temporally identified was integrated into each resident’s story. 

 

Identify elements which are the contributors to the outcome 

First, all descriptive stories and in-depth interview scripts were read and re-read. 

Then the researcher identified thematic threads, which Polkinghorne (1995) called 

‘plots’.  

 

Two thematic threads were identified as plots which guided the selection of 

meaningful events and episodes that contributed to meaning construction of resident 

participants. Following the two plots, two different narratives were composed. All 

resident participants’ episodes which were connected to their meaning construction 

were selected according to the plots and integrated in two narratives. One of the key 

assumptions of social constructionism is, as discussed in Chapter Three, that people 

perceive the events differ depending on historical experiences and their particular 

cultures. In line with this, the residents’ episodes and their perceptions were selected 

to be the parts of either narrative by their historical and cultural characteristics and 

the meanings constructed, rather than by their clinical characteristics such as 

cognitive level. 

 

Look for connections of influence among the events 
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Narrative analysis enables researchers to elicit the distinct or indistinct connections 

between subjective experiences and objective mechanisms. What and how 

underlying systems/ mechanisms, which were observed or informed through the data 

collection, connected to residents’ meaning construction was investigated. The 

researcher read and re-read the scripts of key informants interviews and opportunistic 

conversational interviews with health care staff to look for the connections. 

 

Synthesise the data and configure stories 

The final step was synthesising all data and writing stories. Two narratives were 

configured by the researcher as a narrator, by drawing all meaningful evens, episodes, 

processes as well as those system/mechanisms together, with a focus on ‘person’s 

perceptions and meaning construction. Each narrative had a protagonist which was a 

fictional character, however significantly reflected the all participant residents’ 

perceptions and meanings. In this way, there was no particular criterion such as level 

of dementia or length of stay in the hospital to be involved in either narrative. Rather, 

how they perceived, described and constructed meaning of the journey through the 

acute care settings was sorted within the scope of plots for each narrative. All 

resident participants appeared on either narrative, or both narratives, as hidden 

characters reflected on the protagonist. 

 

In summary, narrative analysis embraced the paradigm and methodology of this study, 

and had a flexibility to accommodate multiple sources of qualitative data. This 

contributed to comprehending the complex units of analysis into the unified whole, 

and revealing vocalised or not vocalised meanings for people with dementia, with 
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focusing on the processes how those people constructed their own meanings through 

their experiences of care.  

 

 

Rigour 

In order to achieve good qualitative research, criteria that can evaluate its scholarly 

rigour are needed. Credibility is often described as one of the most significant criteria 

for health science research. Credibility relates to the truth value or believability of 

the research findings. It requires some significant elements: congruence between 

underpinning philosophy and research process, and consistency between research 

purpose and methodology including research question, data collection and data 

analysis (Jackson, Daly, & Chang, 2003; Streubert, 2003; B. Taylor, 2013). 

 

This study met these requirements through a number of processes that made clear the 

philosophical underpinnings. The whole system design was determined within the 

social constructionism and critical realism philosophies aiming to understand 

individual meanings embedded in realities within a particular context. This study 

employed methodological triangulation that used multiple qualitative methods such 

as formal/ informal interviews, direct observations or document review. The narrative 

analysis used to explore the study questions is linked with the methodological 

approach emphasising in-depth exploration of individual meaning construction, 

exhaustive analysis of complex units of data, and processes. In this study, family and 

staff views were used to develop a broad understanding of the meaning construction 

and enhance credibility. This process enabled the researcher to ensure a deep 
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understanding of the participants’ meanings and consideration of findings. A credible 

study can support the trustworthiness of the research undertaken. 

 

Auditability is another criterion for rigour, refers an achievement of consistency in 

the research methods and processes that allows another researcher to follow the audit 

trail (Beck, 1993; B. Taylor, 2013). In this study, the researcher has left a clear 

decision trail through the data collection and analysis so that other researchers can 

see that it was appropriate to the aims of the study. Moreover, the audit trail of this 

study was constantly reviewed by the supervisory team.  

 

Nursing research should contribute to benefits for individuals. When nurse 

researchers conduct research, it is essential to think about the benefit for people 

including participants and health professionals. Therefore, the research topic should 

be relevant and applicable to clinical practice (Holloway & Wheeler, 2002). While 

there were no direct benefits to participants expected, this research has potential 

benefit for older people with dementia living in Australian RACFs. Understanding 

those people’s meanings of the journey through acute care settings and underlying 

COC mechanisms can contribute to developing proactive and supportive continuity 

of nursing care services.  

 

 

Ethical Considerations 

All researchers must consider the ethical responsibilities involved in planning and 

conducting research studies. Generic principles as outlined in the Australian Code for 

the Responsible Conduct of Research (NHMRC, ARC, & Universities Australia, 
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2007) and the National Statement on Ethical Conduct in Human Research (NHMRC, 

ARC, & AVCC, 2007) must be applied to research conducted with human 

participants in Australia. Researchers have the responsibility to adhere to the values 

set of “respect for human beings, research merit and integrity, justice and 

beneficence”(NHMRC, ARC, & AVCC, 2007). 

 

Ethical issues in qualitative research arise and must be addressed. Qualitative 

processes cannot always be explicitly planned since the focus is the human 

experience within social contexts. In qualitative research, the researcher shares 

participants’ intimate individual information. Therefore, confidentiality and 

anonymity are particularly important. In addition, the researcher needs to consider 

how participants’ involvement in the study affects their health and daily life. Ethical 

principles of research protect the rights of research participants. The researcher has to 

be sensitive to ethical considerations such as participants’ autonomy, beneficence, 

and justice, principles guided in Australia by National Statement on Ethical Conduct 

in Research Involving Humans (NHMRC, 1999).  

 

This research gained ethical clearance from the XXX
1
 Health Service District 

Human Research Ethic Committee (HREC/10/QCH/115-702) including Specific Site 

Assessment (SSA/11/QCH/76), YYY
2
 (Aged Care Organisation) and Griffith 

University (NRS/01/11/HREC). Ethical considerations in this study included 

informed consent, potential risks and strategies, and data management/storage. 

                                                   

1 &2 Both the Health Service District and the Organisation name have been removed as 

limited services in the area would result in easy identification of both services and some 

participants. 
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Informed Consent 

Consent for all participants was voluntary and consent was able to be withdrawn by 

participants at any time without reprisal. This is an essential form of showing respect 

for autonomy and individual responsibility (Coup & Schneider, 2007). All processes 

in obtaining informed consent for each participant will adhered to the Griffith 

University guidelines on informed consent set out in the Research Ethics Manual 

Booklet 22: Informed consent in human research (Griffiths University Human 

Research Ethics Committee & Office for Research, 2003). 

   

Potential risks for people with dementia and strategies 

Potential risks were discussed with participants and staff prior to conducting this 

research. Although no significant risks were anticipated in this research, it was 

acknowledged that the interviews or observation procedures may give rise to 

participants experiencing some emotional distress, particularly as they may be facing 

some hardship in the process of being admitted to hospital or experiencing a changed 

health condition. The participants were made aware they could pause or finish any 

data collection procedure at any time. During one period of observation in the 

hospital, although consent was obtained initially one participant asked the researcher 

to leave. The researcher followed the procedure and terminated the observation, 

therefore no further action was required. Further, the participants were also made 

aware that support from their usual aged care facility and the hospital was available. 

Importantly, maintenance of anonymity of participants is difficult given the small 

sample and the type of research being conducted. As such, specific details that may 

make identification of the individual possible beyond the research setting will not be 

recorded at any stage of reporting.  



Chapter 4: Research methods 

94 

 

 

Confidentiality and privacy were of paramount concerns in this study given the 

amount of personal and private data being obtained and the number of people 

potentially observed. As mentioned previously, oral consent was obtained frequently 

for all interactions/ observations and participants, and families and staff had the 

authority to refuse the researcher access to any care event or part thereof. While 

detailed field notes were kept, the use of full names was avoided. The research 

journal was kept on the researcher’s person at all times when in the field. Notes from 

participants’ medical records did not include identifying information (no photocopies 

or exact duplicates will be made). Families were offered off-site interviews if 

requested to ensure privacy and confidentiality of data.  

 

Confidentiality and data management/storage 

All information collected in this project was kept confidential. Only the investigator 

and her supervisors had access to the data collected. Any aspects of the data that 

identify individuals were removed, and no participants, RACF or hospitals were 

named and identified in the reporting of the results of this study. All transcripts, field 

notes, and other information gathered will be stored in a secure location for a 

minimum of five years upon completion of the study and then destroyed. Any digital 

data such as IC recorder data is stored on a password-protected computer. Names or 

other identifying information of any participants including people with dementia, 

families and staff in each study site were deleted from the transcripts. The transcripts, 

field notes and process records will be kept in locked filing cabinets which will be 

stored in the researcher’s office at Griffith University during the study period and in 
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the Research Centre for Health Practice Innovation offices for five years after 

completion of the study. 

 

 

Basic information of the narratives 

Introducing resident participants  

During data collection, ten potential participants with mild to moderate dementia 

were transferred to the acute hospital and became study participants. Their 

participation in this study varied depending on their cognitive level, communication 

ability and physical/psychological status, including their acute condition. These 

characteristics are summarised in Table 6. Each resident participant was given a 

pseudonym. They are briefly introduced below.  
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Table 6. Participants and data sources (RACF residents and families) 

 

Louise is a resident aged 86 with moderate dementia living in one of the high care 

units in the long-term aged care facility. Six months ago she had a fall in her private 

room in the facility and had a right hemiarthroplasty. After that she had occasionally 

displayed agitated behaviour but her cognitive and communication level had 

gradually improved and now she was able to have good conversations with the 

facility staff and her family members. On this occasion she was found when she had 

Code Participants 

Data Source 

A 
In-depth 

Interview 
B 

Opportunistic 

Conversational 

Interviews 

C 
Direct 

Observation 
D 

Care Record 

Review 

N Natalie √ √ √ √ 

E Eleanor √   √ 

I Irene √ √ √ √ 

D Dave √   √ 

S Simon √ √ √ √ 

H Helen  √ √ √ 

L Louise  √ √ √ 

C Craig  √ √ √ 

R Roger  √ √ √ 

F Fiona  √ √  

NF 
Natalie’s Family 

(son) 
√    

LF 
Louise’s Family 

(daughter) 
√ √ √  

CF 
Craig’s Family 

(daughter) 
 √   
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fallen off a chair. She was transferred to the hospital and stayed at the ED for six and 

half hours, and the ward for 11 days. She was diagnosed with fracture of the neck of 

the femur and had a left hemiarthroplasty during the hospital stay. Her daughter in 

law (DIL) rushed over to the facility before Louise was loaded into the ambulance, 

and stayed with her throughout the transfer to the hospital and most of the time in the 

ED. During Louise’s stay in the ward, her DIL visited her almost every day between 

one or two hours each time. 

 

Craig is a resident aged 92, with moderate dementia living in a high care unit in the 

facility. He rarely talks and, even if he talks, he uses very short sentences, however 

he often indicates his intentions by gesture or expression. For example, he is able to 

give a new facility staff member some indication how to shower him, mostly by 

gestures. He is usually able to walk slowly with his four wheel walker. He was 

transferred to the ED in the hospital by ambulance due to shortness of breath late one 

afternoon. He stayed in the ED for 5 hours and returned to the facility. His daughter 

came to the ED one hour after he arrived in the ED and stayed with him until he 

returned to the facility. 

 

Roger is aged 75 and has moderate dementia. Although he used to live in a low care 

cottage in the facility, he has been living in one of the high care units for a year due 

to his deteriorating physical and cognitive condition. His understanding and 

communication level fluctuates depending on his psychological condition and his 

mood. His personality often changes quickly, and sometimes he becomes aggressive, 

especially when he does not understand what staff say or when the staff do not 

understand what he says. On the day of his transfer to the hospital ED, he had 
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become unresponsive and was unconscious when the ambulance arrival at the facility. 

He was diagnosed with transient ischemic attack, and stayed in the ED for three and 

half hours and returned to the facility. He has no family visit him either at the facility 

or the ED. 

 

Fiona is aged 90 with moderate to severe dementia living in the high care unit. She 

speaks fluently and verbally communicates with the facility staff and her family well, 

however, she sometimes confabulates her stories. For example, as she does not like 

wearing hip protectors she will often say that one of the nurses said she did not have 

to wear it anymore, which is not true. The stories are usually told for her benefit, 

however, sometimes staff suspect she may experience hallucinations especially when 

she is confused during the night. Fiona was transferred to the ED in the hospital in 

the morning on suspicion of a stroke, stayed there for seven and half hours and 

returned to the facility. Although one of her sons had sometimes visited her in the 

facility, he did not visit the hospital during her stay in the ED. 

 

Natalie is aged 89 and lives in a private room in the retirement village of the facility. 

She has very mild dementia and is able to verbally communicate with the facility 

staff and other residents very well. She is almost independent with daily activities of 

living and needs only a little supervision when showering. She can walk with a four 

wheel walker and walks by herself to the dining room for meals and to the hall for 

activities. She is a good speaker as she has a background in education. During the 

data collection period, she was admitted to the hospital twice; staying in the ED for 

two nights (40 hours) and in the ward for 3 days for the first visit, and 17 hours in the 

ED for the second visit. One of her sons was called in when she was in critical 
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condition in the ED during the first admission, and visited her once while she was in 

the ward. 

 

Eleanor is aged 89 and lives in the retirement village of the facility. She has very 

mild cognitive impairment and good communication ability. She can stand up with 

one carer’s assistance, however she uses a wheelchair for mobility due to a weakened 

leg from a past stroke. She has a good understanding about her physical condition, 

and her communication ability is good enough to explain her health history, 

including experiences of angina. She likes being independent as much as possible 

and expresses great appreciation when she receives any support or assistance of the 

staff on a daily basis. She was transferred to the hospital on suspicion of recurrence 

of angina, and stayed at the ED for four hours and the ward for one day. 

 

Irene is aged 90 and living in one of the high care units. She has moderate dementia 

but is usually able to communicate well with staff, her family members and other 

residents. There was no significant problem with having conversations, other than 

she speaks slowly and needs hearing aids, as she is slightly deaf. She has a cheerful 

disposition and a good sense of humour. She stands up with one carer’s assistance 

and walks with a four wheel walker for short distances. She was transferred to the 

hospital on suspicion of stroke, stayed in the ED for eight hours and one of the wards 

for 21 hours. Some of her family members visited her shortly during the ED and the 

ward stay. 

 

Dave is aged 85 and lives in the high care unit in the facility. He has mild dementia 

and has good comprehension as he can explain his chronic diseases and current 
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condition well. He can speak fluently, however to communicate with him staff and 

family need to speak slowly with a low and loud voice, due to his severe hearing 

impairment. He had a fall in his room one morning and was transferred to the 

hospital. He stayed in the ED for five hours and returned to the facility. 

 

Simon is 86 years old and has mild dementia living in a high care unit. He suffers 

from abdominal and back pain consistently. He can walk with a four wheel walker 

with one carer’s assistance. He used to like socialising with staff and other residents, 

attending activities or having a chat, however in more recent times he has been 

staying in his room because of chronic pain and he has been diagnosed with 

depression. He is likely to moan about his hard life since he lost his wife, and is 

likely to be fixated about money. During the formal interview for this study, he was 

likely to change the subject to the hardship of his life and the money. He was 

admitted to the ED for assessment due to his constipation and persistent abdominal 

pain. He stayed in the ED for ten hours and returned to the facility. 

 

Helen is aged 86 and has mild dementia. She lives in the high care unit in the facility. 

She is administered oxygen via nasal prongs most of the day due to the presence of 

chronic obstructive pulmonary disease. She can walk slowly without assistance and 

is mostly independent with daily activities. She is very proud that she is independent 

and is unwilling to have support; for example, she does not like having a hand placed 

on her back for assistance when she stands up. She was admitted to the hospital three 

times in three weeks. On the first admission she was transferred to the ED when she 

complained of unusual symptoms in her arms, and returned to the facility 

approximately five hours after. The second admission was two weeks later, when she 
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was feeling unwell and dizzy. She stayed at the ED for four hours and the ward for 

one day this time. Helen was transferred to the hospital again one day after her 

discharge from the second hospital visit with shortness of breath and oedema. This 

time she stayed at the ED for 20 hours and one day on the ward. She gave consent to 

be observed and have a conversational interview only on her third admission, and 

refused to have a formal interview. 

 

Multiple transition paths 

When residents in the RACF had acute conditions and needed to be transferred to the 

hospital, they experienced multiple transitions including returning back to the facility. 

In this study, two patterns of movements were tracked; 1) facility – Emergency 

Department (ED) – facility, and 2) facility – ED – ward – facility. The process of 

multiple transitions the participants experienced in this study, communication tools 

used, contents of those tools and focuses in each setting were summarised in Table 7.  
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Table 7. Movement of the residents and communication feature between settings 

Health Care 

Settings 

Communication 

Tools 
Contents of Tools Focuses in the settings 

RACF 

 

 

 

 

 

 

 

 

 

 

(Ambulance 

Service) 

 

 

 

 

ED 

 

 

 

 

 

 

 

 

 

 

 

 

Ward 

 

 

 

 

 

 

 

 

(Ambulance 

service) 

 

 

 

 

RACF 

Handover to 

Ambulance service 

 

 

 

Transfer Summary 

 

 

 

Medication chart* 

Cause of transfer (what happened) 

Current physical condition/symptoms 

Treatment/medication(things done) 

 

Normal condition/chronic symptoms* 

(See attachment) 

 

Current medication 

 

Observation 

 

Preparing necessary 

information 

(documents) 

Preparing for transfer 

(resident’s personal 

belongings etc.) 

 

Notification – family, 

GP 

Handover to ED 

 

Ambulance Service 

Report 

 

Transfer Summary 

The information from the facility 

 

Their observation results 

 

 

(from the facility) 

Observation and 

recording 

 

Transferring the 

resident / information 

Handover to Ward 

 

 

Medical Records 

(kept in the hospital) 

 

Progress Notes 

 

ED Clinical 

Summary 

 

The information from the 

facility/ambulance 

Treatment/medication(things done) 

 

Health history 

 

 

Care processes 

 

[only when the residents directly go 

back to the facility] 

ED doctor’s letter  

Dealing with current 

acute condition 

 

Patient’s physical 

safety 

 

Managing confusion / 

delirium 

 

Early discharge 

 

Handover to 

Ambulance service 

 

 

Transfer Envelope 

 

 

 

 

Current physical condition 

Changes in treatment/medication 

Request for the facility 

 

Discharge summary 

Progress Notes* 

Medication Charts* 

Management in 

treatment  

 

Patient’s physical 

safety 

 

Managing confusion / 

delirium 

 

Early Discharge 

Handover to RACF 

 

 

Transfer Envelope 

 

Information from the ward in hospital 

(mainly medication changes) 

 

(from the ward) 

Transferring the 

resident / information 

Discharge summary 

 

Medication chart 

Fax discharge summary / medication 

charts to GP 

Fax medication changes to pharmacy 

Telephone call to notify family 

 

Management of  

changes in treatment / 

medications 

( * = not always used) 
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Key transfer documents between RACF and hospital 

Client Transfer Summary 

The client transfer summary is an official State Government form (two-sided, single 

sheet of paper) and it is usually kept in each resident’s file. The contents of the client 

transfer summary are various (see Attachment8-1 & 8-2). On one side, there is basic 

personal information such as the resident’s name, date of birth and background, 

contact details of next of kin and general practitioner (GP). There is also space to fill 

in the primary problem and clinical management/procedure performed on the same 

side. The other side of the sheet is a check list for routine care management such as 

mobility, diet, hygiene, toileting, sleep, hearing/ vidual/ speech abilities, as well as 

special care needs such as stoma or oxygen therapy. Information on cognitive 

impairment, mental state, behavioural symptoms and communication ability are also 

on the list. 

 

This form is used to transfer resident information in both directions; from RACF to 

hospital for admission, and from the hospital (usually only from wards) to RACF at 

discharge.  

 

Medication Chart 

This is a nationally standardised medication chart called the ‘National Inpatient 

Medication Chart (NIMC)’ used in both RACF and acute care hospital. Its use is 

defined according to National Safety and Quality Health Service (NSQHS) 

standard-medication safety. It includes medication history, allergies and adverse drug 

reactions, regular medications and PRN (pro re nata = as required) medications. This 

chart is usually updated by medical staff anytime change is required. This chart is 
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usually photocopied and transferred in each direction; admission to the hospital and 

discharging from the hospital.   

 

Emergency Department Clinical Summary 

This is usually used when a patient is discharged from the ED. It is a one ~ two 

page(s) letter-form document and the contents include: date and time of admission 

and discharge, presenting problem, diagnosis, doctor’s comments such as tests results, 

assessments, procedures provided and suggestions. The doctor’s comments are 

written in the form of a letter, therefore the contents are different depending on the 

doctors and the patient’s condition. According to the facility nurses, this form comes 

with the resident returning back to the facility almost all the time.  

 

Discharge Summary 

This is an electronic summary usually sent from the wards to the facility when the 

residents are discharged. The contents vary, but generally include: date and time of 

admission and discharge, presenting problems, principal diagnosis, inpatient clinical 

management, procedures performed, medication at discharge, recommendation to GP 

and any other details. Clinical information is written by doctors, therefore, usually 

there is no information written by nurses on this summary. This is usually sent with 

medication charts and client transfer summary in a transfer envelope via fax or 

ambulance service, however according to the facility nurses, the discharge summary 

sometimes comes late or does not come until they request. 
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Summary 

This chapter presented the methods used for this study including analysis strategy, 

ethical considerations and some basic information of narratives which will be 

presented following chapters. To explore the RACF residents’ experiences and 

meaning construction processes within their subjective world, and to investigate the 

underlying complex systems and the feature of care delivery, various qualitative data 

were collected. Narrative analysis based on Polkinghorne’s (1995) narrative 

configuration was introduced as the best method to answer the research questions. 

Data were collected in various ways in two types of units (personal experience and 

system), and thoroughly reviewed to identify the plots, and events and episodes 

selected by the plots were combined into two composite narratives. Through this 

process, the researcher’s position was explicit – a narrator of RACF residents’ 

narratives of their journeys across health care settings. 

 

The next chapter (Chapter Five) presents one of the composite narratives, ‘Getting 

lost in the system’. The narrative is about a protagonist with dementia who 

experienced ongoing care practices with deteriorating abilities. It highlights various 

issues in systems and care deliveries, while the protagonist was being invisible and 

lost in the system as the person. 
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CHAPTER 5 

  GETTING LOST IN THE SYSTEM 

 

Introduction 

Chapter Three and Four outlined the path towards understanding of constructed 

meanings of residential aged care facility (RACF) residents with dementia through 

transition processes and underlying systems. For RACF residents with dementia who 

have some degree of settlement in the facility, having an acute episode and being 

transferred to the acute care hospital can be a significant challenge. Some of the 

residents in this study were not capable of understanding or following what was 

happening around them, or not able to demonstrate themselves in terms of their care 

needs and physical/ psychological demands. This was not only due to their basic 

cognitive level, but also due to acutely deteriorated physical/ psychological 

conditions and possibly the processes of care and interactions they experienced 

through multiple transitions. Some of those residents developed agitated and 

aggressive behaviour, and some became overwhelmed, confused and unresponsive 

with a blank expression. Meanwhile, care processes such as transferring the residents, 

handing over the information by documents or verbal handovers or providing routine 

care, were ongoing. The residents were left behind these ongoing care processes 

throughout the multiple transitions, and were becoming overshadowed, invisible and 

lost as ‘persons’. The researcher identified this thematic thread as one of the plots for 

narrative configuration in this study. 

 

The purpose of this chapter is to present one of two composite narratives which 

integrated the process of the residents who were not able to respond to the changed 
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environments, care practices, and social interactions which shaped the process. As 

the narrator, the researcher tells one person’s story. The person is a fictional 

protagonist (character name; Margaret), a representative of the residents who had 

limited abilities to understand and/ or communicate, or who were unable to maintain 

their abilities throughout their journeys. A main element of the journey is based on 

Louise’s experience, who is one of the resident participants, however events and 

episodes of a number of residents (Louise, Roger, Craig and Fiona) are embedded in 

the story as Margaret’s events and episodes. Therefore, even though the protagonist 

is a fictional character, all episodes in the narrative were derived from the data 

obtained for this study. The purpose of use of a fictional protagonist was to focus on 

a plot, which was developed from the experiences of actual participants, rather than 

each individual’s processes. The fictional protagonist was useful to draw analogies 

within a group of people who had similar experiences (Polkinghorne, 1995) and to 

highlight the episodes that correlated to meaning construction processes. Margaret’s 

daughter (character name; Dorothy), as a representative of family members of 

residents, plays a significant role in this narrative as an interpreter of Margaret’s 

experiences of care. She is therefore a critic of care practices for Margaret, as well as 

a participant whose voice was also not thoroughly reflected by the health care staff in 

the care practices for Margaret. Information on the systems/ processes and health 

professionals’ comments about the events or daily care practices are also included to 

highlight those broader issues that have affected the care experiences of the residents 

throughout this journey. As indicated in Table 3 and 6 in Chapter Four, the names/ 

designations and alphabetically assigned data sources are coded as pseudonyms (e.g. 

N/BC = Natalie/ opportunistic conversational interview and direct observation, 

RN1-ED/A = registered nurse 1 in ED/ formal interview).  
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Introducing a fictional protagonist - Margaret 

Margaret is a RACF resident in her late 80’s with moderate level of vascular 

dementia living in one of the high care units. Although she occasionally displays 

agitated behaviour, she is basically gentle natured, and is able to verbally express her 

needs. She understands what people say if they talk to her with short simple 

sentences, and has short conversations with staff, her family members and other 

residents. Since she had a fracture of the neck of right femur six months ago, she has 

not been able to walk or stand up by herself and a sit-stand hoist is used for 

transferring her between her bed and chair. Most of time, she is cooperative to daily 

care such as bathing. She is prescribed a soft-chopped diet, and able to feed by 

herself with a spoon or fork if staff assists her by putting plates one by one in front of 

her. Her daughter, Dorothy, has been assigned Margaret’s Enduring Power of 

Attorney and visits Margaret in the facility usually once a week. On this occasion 

Margaret was found when she had fallen off a chair, and it led to 11 day 

hospitalisation through the ED and the orthopaedic ward. 

 

 

Beginning of the Journey 

All journeys begin with a first step and, for the residents in this study, the first step 

always involved the discovery of a sudden change in health/ well-being. In this study, 

a commencement of the journey across care settings is defined as when the residents 

had acute conditions which led to transfer to emergency department (ED). For some, 

this journey commenced without their knowledge after they were found to be 

unconscious by staff in the facility; therefore they had no memory (either short or 

long term) about what happened or how they came to be transferred to the hospital. 
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For these residents, their experience of the journey often commenced once they 

became conscious either during transfer to the ED or on admission. Margaret’s 

experiences commenced at the facility.  

 

[DAY 1 / 9 am] 

For Margaret, her journey into the acute care system happened suddenly when she 

fell from her chair onto the ground. She was discovered by a catering staff member 

who called for a registered nurse (RN) and two personal care workers (PCWs). 

Margaret was lying on the ground with one RN kneeling at her side holding her head 

and neck. Margaret was pale and did not move but remained conscious. She was 

moving only her eyes with a frightened expression. She did not talk much but 

mumbled “Oh… that’s ridiculous…everybody’s worried about me…” According to 

her daughter-in-law, Dorothy, Margaret does not like to be dependent and is likely to 

say ‘I’m fine, everything is great’, and this characteristic might have led to her use of 

the word “ridiculous” in this situation [L/C, LF/AB].   

 

As she was hoisted to transfer onto her bed, she groaned with pain. Head injury 

observations were done by the RN. Margaret was closing her eyes and faintly 

answering the RN, but clearly complained of pain in her left groin region with 

rotation of the left leg. The RN called Margaret’s general practitioner (GP), who said 

he would come and assess her. While waiting for the GP, the RN completed an 

incident form. The incident form is a report of accidental events that cause harm to 

either residents or staff, such as a fall, skin tear, or a resident’s aggressive behaviour. 

This form is only used inside the organisation and does not get sent to the hospital 

[RNs-F/B, FA/P]. 
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[DAY 1 / 10 am] 

The GP arrived on site one hour after the incident. He assessed Margaret and decided 

to send her to the hospital. The RN called the local ambulance service, and told 

Margaret that they were transferring her to the hospital. Margaret did not show a 

clear response to this news [RNs-F/B, C/C, F/C]. While waiting for the ambulance, 

the RN was preparing for documents that would be sent to the hospital with the 

resident. The facility staff usually prepared copies of a client transfer summary and a 

medication chart. According to the RNs, they sometimes send a copy of progress 

notes as well, mainly when there are long or complicated care processes before the 

transfer. The RN called Margaret’s daughter, Dorothy, who was identified in her 

chart as a contact person to be notified that Margaret would be transferred to the ED. 

These procedures were performed based on the organisation’s protocol for clients 

requiring hospital transfer. The RN also called the ED in the hospital and let them 

know that one of the residents was transferring. This procedure was not indicated on 

the organisational protocol, however according to the RNs they always notified the 

ED doctors before the resident was transferred [RNs-F/AB, FA/P]. 

 

Organisational protocol for transfer of resident to hospital ---------------------------- 

This protocol is used with a purpose of providing a clearly documented process for 

transfer of resident to hospital and return. The required procedures are; notifying next 

of kin (NOK), photocopying transfer form, documenting destination hospital and 

admitted ward in progress notes, and tidying up and secure the resident’s room 

[FA/P]. In this procedure, the organisationally assigned transfer form was never used, 

and the Queensland Government official form ‘client transfer summary’ had been 

used for all resident transfers [residents/D] 
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----------------------------------------------------------------------------------------------------- 

 

Being transferred to Emergency Department (ED) 

[DAY 1 / 10:30 am] 

The ambulance arrived at Margaret’s bedside in the facility 15 minutes later, and the 

ambulance staff conducted observations. The RN provided the ambulance staff a 

verbal handover of what happened, her observation results and a little about 

Margaret’s health history. The RN did not mention that Margaret had been diagnosed 

with vascular dementia and her cognitive level. Therefore, there was no information 

about her dementia recorded on the ambulance report (Queensland ambulance 

service electronic ambulance report form = QAS report), which had been recorded by 

ambulance staff during their observations on an on-going basis. The RNs in the 

facility were likely to mention the residents’ cognitive impairment when the residents 

had problematic behaviour such as being aggressive or wandering. However for 

those who did not demonstrate such behaviours, the RNs tended to focus on their 

clinical conditions rather than cognitive levels or communication abilities in the 

handover [RNs-F/BC, L/D, R/C].  

 

Handover from the facility staff to ambulance staff ------------------------------------- 

Usually the handover is done where the resident is, in front of the resident. Therefore 

sometimes handover and observation including questioning of the resident by 

ambulance staff occurs concurrently. Most of the time handover is brief, as the 

ambulance staff immediately move on to their observation or treatment procedures, 

and the facility RNs are busy preparing for necessary documents [RNs-F/BC].  

---------------------------------------------------------------------------------------------------- 
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While the observations by ambulance staff were ongoing, Dorothy arrived at the 

facility. After the observations were completed, Margaret and Dorothy were loaded 

in the ambulance. Dorothy described the circumstance: 

 

She (=Margaret) was speaking but as the paramedic said, they were getting 

more information if I spoke to her...Well they were talking to her, but she was 

saying she wasn’t in any pain and things like this you see. But they just felt 

that, they were asking her questions because they were already asking her 

questions when I got here. That’s what they said to us. I came in, I spoke to her, 

she spoke to me and they observed that so their interpretation was that she 

was verbalising more with me than to them. Because let’s face it, they are all 

strangers and there was the nursing staff as well so there were all these people 

in there you know a lot of noise. [LF/A] 

 

Margaret was unable to communicate as effectively as usual. There are many 

potential explanations for this, including the possibility that she was shocked 

following her fall, she might have been in pain, and she had to meet unknown people 

(ambulance staff) with more activity and noise than usual. She was reassured and 

better able to communicate with Dorothy. The ambulance staff asked Dorothy to go 

in the ambulance with Margaret because “they weren’t getting much sense out of her” 

[LF/A]. All other participant residents in this study were not accompanied by their 

family at this stage. 

 

Dorothy’s concern was not only about Margaret’s communication ability, but also 

accuracy of information taken over from the facility staff to the ambulance, to be 

transferred to the ED. She explained: 
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What really concerned me and also the ambulance bearers because I said to 

her (=the facility RN) what femur had she fractured this time and [she said] I 

don’t know.....and they (=the facility RNs) came back and gave us the wrong 

femur that was fractured last time… [I was worried] because only the 

ambulance were going to the hospital and giving them notes (=documents 

from the facility). [LF/A] 

 

[DAY 1 / 11 am] 

When the ambulance arrived at the ED in the hospital, triage was done immediately 

by one of the triage nurses in the ED. Margaret was wheeled into the ED and 

transferred to one of the ED beds. Handover from the ambulance staff to one of the 

ED nurses was done at her bedside. As Dorothy was with Margaret, Dorothy also 

explained what happened and some of Margaret’s health history to the RN in the ED 

[L/D, H/C, CF/B, RNs-ED/BC]. 

 

Handover from ambulance staff to ED nurses ------------------------------------------- 

If there is no family member accompanying, handover from ambulance staff and 

documents from the facility are the only resources the ED staff have to explain what 

caused the hospital visit and recent / past condition of the resident. Facility RNs 

usually phone and tell the ED doctor that they will send the resident due to incidents 

such as a fall or shortness of breath, when they decided to send the resident to the 

hospital. However there usually is no time to talk about details, such as the residents’ 

normal mobility or psychological condition. An RN in the ED explained that one of 

their concerns was the resident’s safety, and the information related to their normal 

mobility was important [RNs-F/AB, RN1-ED/A]: 
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…knowing what their abilities are, is one of the main concerns with people 

coming from nursing homes, because they are not always able to express 

about themselves. Or if they do express that then, perhaps something they were 

able to do five years ago but not now… So, having reliable information come 

from the nursing home with the patient is really useful… whether they are 

usually able to get up and walk around on their own or whether they use a 

frame or whether they don’t ambulate at all or…that what I find as my main 

concern because you want them to be safe while they are here. You don’t want 

them to cause any more problems, or, if they are not able to mobilise, have to 

get the pressure mattresses or things like that. [RN1-ED/A] 

 

Throughout direct observation in this study, the client transfer summary was not used 

for handover between ambulance and ED staff. The ambulance staff handed 

information over to the ED staff based on the QAS report. The contents of this report 

include some information from the facility such as health history; however, those 

were usually stated briefly, such as urinary tract infection or transient ischaemic 

attack, and not detailed such as when it happened or if it has affected the current 

condition. Rather, the report consists more of current situation / condition that the 

ambulance staff directly observed [RNs-ED/BC, residents/CD]: 

 

…they can tell us how they pick the patient up, whether they had to use the 

slide board or something like that. They do have that kind of information, but 

not really any of their (=the patients’) history, whether they have an existing 

stroke, weakness, or the kind things, they don’t know that kind of information. 

[RN1-ED/A] 

 

Therefore, although the client transfer summary could be a significant information 

source on the residents’ usual mobility or existing dysfunction, it rarely served this 

purpose in the situations observed. 

----------------------------------------------------------------------------------------------------- 
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Documents for transferring Margaret’s information from the facility (client transfer 

summary and medication chart) were handed to the RN in the ED. The RN skimmed 

and filed these. The format of the client transfer summary seemed to be well 

accepted by ED nurses: 

 

…it is good, one piece of paper with simple check list of what of the person’s 

abilities, as we have no time to sit down and read through… [RN1-ED/A] 

 

Certainly [the transfer summary is useful], if it’s filled out, and you can hand 

it over to next shift as well so they know exactly what’s treatment right there… 

something I would put in front of the file because it’s important. [RN1-ED/A] 

 

However, the ED nurses were also concerned about the transfer summary not being 

completely filled out or with out-dated information:    

 

It (=transfer summary) certainly gives us an idea of what they are doing, but 

sometimes they are very out-dated… this on here says they walk with a frame. 

The lady in front doesn’t look anything like that. I think the information they 

send us is valuable but out of date quite often. I understand they have very 

limited staff who are actually able to update all the information for us. The 

information is valuable but it’s only valuable if it’s up to date. [NE-ED/A] 

 

On Margaret’s client transfer summary from the facility, the spaces for ‘primary 

problem’ and ‘procedures performed’ had not been filled in. On the section for 

checking cognitive impairment information there is a yes/no check list to note 

whether the client has dementia and the degree of the dementia (severe/ moderate/ 

mild). Margaret’s summary had filled “No” dementia although she had been 
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diagnosed of vascular dementia years ago. Clearly, her summary had not updated her 

diagnosis of dementia, and the RN in the facility who sent out this summary simply 

photocopied it without changes. There was no information about the date filled in, as 

well as the date updated on the summary [L/D].  

 

Issues with the client transfer summary --------------------------------------------------- 

Inaccurate transfer documentation was seen throughout the care records reviewed. 

Almost all client transfer summaries sent from the facility with the residents 

remained many blanks or checked ‘no’ dementia in the section. In the 

‘communication’ space, there were choices to tick (intact, receptive impairment, 

responds to nonverbal, unable to communicate verbally, expressive impairment, 

follows directions and interpreter required). However, few residents’ summaries had 

ticks in this space [residents/D]. This might have caused a lack of consideration for 

the residents with dementia and affected interactions with them. If the hospital staff 

have no idea whether the resident has cognitive impairment and its degree, or their 

communication abilities, the staff will have to find out through interacting and 

communicating with them directly, and this process may cause more confusion for 

the residents.  

 

Each resident in the facility has an individual care plan and the date of last update is 

recorded on the care plan. However there is no date either original or updates 

recorded on the client transfer summary. Even if the care plan is changed it seemed 

not to be reflected on the client transfer summary. Usually the care plan is not sent to 

the hospital with the resident, therefore the hospital staff have no idea when the 

summary has been filled in or updated [residents/D].  
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----------------------------------------------------------------------------------------------------- 

 

Taking health history information is very important for health professionals. If the 

patient is conscious, the staff usually try to ask questions directly to the patient about 

what happened, whether the patient has pain, or the patient’s health history. However, 

sometimes the staff don’t talk to the patient when the patient is older and if he / she 

has an attendant such as family with them. For example, a doctor introduced himself 

to Margaret, but asked Dorothy what happened, rather than Margaret. Dorothy 

explained what she heard from the facility to the doctor, that was the same 

information she had provided to the RN [C/C, CF/BC]. She had a concern about 

communication between the facility and the hospital, as well as between the staff 

within the hospital:  

 

One of my concerns is communication between the nursing home and the 

hospital. For example, I saw the ambulance people were handing over to a 

nurse in ED, but I did not see the nurse handing over to the doctor. So I think 

some of the information may not reach the doctor. For the patient like my mum 

the communication paths shouldn’t be very complicated. If some of the 

information is blocked at one place, the information is not going to anywhere 

and just stops there. If family is not there (=at the hospital), communication is 

not likely to happen because my mum…is not able to explain what happened. 

[CF/B] 

 

Dorothy was concerned that one significant detail of the incident had not been 

transferred to the doctor. This information was potentially associated with the facility 

staff failing to report an important event, and it was unknown whether this may also 

have occurred in other assessments in ED. This information was not verbally passed 

either from the facility or ambulance staff, despite the fact that the information was 
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provided by Dorothy. This important detail was actually recorded on QAS report 

which was printed out and passed to the ED staff when the ambulance staff left 

[LF/AB, L/D]. When the resident was transferred to the ED and returned to the 

facility, the number of handover was usually four times; 1) the facility - ambulance 

service, 2) ambulance service - ED, 3) ED - ambulance service and 4) ambulance 

service to the facility. If the resident needed to stay in a ward(s), the number of 

handovers would be increased. Dorothy was worried that if some information was 

missed at any stage, it would not go further, unless the staff asked questions and the 

resident was able to answer [LF/AB, CF/B, transfer tracking of all participant 

residents]. 

 

Family’s involvement in the care ------------------------------------------------------------ 

Family accompaniment is significant particularly when the resident has impaired 

ability to communicate because of dementia or other dysfunctions. Dorothy 

explained, answered questions and mediated conversations between Margaret and the 

staff [LF/ABC, CF/BC]: 

 

She (=Margaret)’s been in hospital several times, but every time is like the 

first time. We see different staff and different doctors, and I always explain 

what happened, or her health history or… I’m like an interpreter. If family is 

not there, communication is not likely to happen. [CF/B] 

 

Key informants were concerned with fewer accompaniments of the family members 

with the residents in the acute care hospital [NE-ED/A, RN1&2-F/A, DT-F/A, 

M2-F/A]. Many residents with dementia are admitted to ED or ward without anyone 

who can facilitate communication or provide personal information. In addition, even 
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if the family visited the acute settings, many of them often have no idea about the 

residents’ recent normal functions or routine care needs: 

 

…they (= the residents’ family members) don’t always know how their family 

member is mobilising or eating in the nursing home. They might know how 

they (=the residents) were six months ago, but not last week. [RN1-ED/A] 

 

This lack of familiarity with the resident’s current state also may be a result of fewer 

visits the facility and less involvement in the residents’ care.  

------------------------------------------------------------------------------------------------------ 

 

In the ED, Margaret’s doctor made a call to the facility and asked about Margaret’s 

usual mobility status. On her client transfer summary, there were ticks on ‘No 

walking’/ ‘(Aids used) Wheelchair’, and it was the only documented information 

about her usual mobility sent to the ED. Therefore the doctor needed more detailed 

information [L/D]. When the ED doctors and nurses needed to find missing or more 

detailed information, they often called the facility and asked RNs or doctors 

[RNs-ED/B, RNs-F/AB]: 

 

We can always ring the nursing homes, and speak to people there. I mean, it’s 

just the time thing… it doesn’t take much time, but when we are already busy 

it’s just something that can be done better. [RN1-ED/A] 

 

Telephone conversation as information transfer ----------------------------------------- 

The facility RNs described the calls from ED: 
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Sometimes they call to know what is the resident’s mobility and all this stuff. 

Even if you send the paperwork, they still call you and say, what exactly 

happened. [RN2-F/A] 

 

Quite often they will call, even though we send all the information. But heaven 

knows what happens to that. Sometimes that gets lost on the way, but also they 

might just want to confirm a few things. [RN1-F/A] 

 

The facility staff were thinking it was odd that the hospital staff would call them and 

ask the resident’s information because they were confident on sending all proper 

information. They seemed to believe that information on the client transfer summary 

was correct and updated, therefore they were assuming that the documents were lost 

on the way to the hospital:  

 

…we send all the information with the person when they’re going with the 

ambulance, and then we don’t know exactly what happens, but sometimes they 

(=ED) don’t get that information [and call us]. We don’t know if sometimes the 

ambulance takes it, or it gets lost in transit, because we always send that 

information. (M1-F/A) 

 

However, a combination of conversational interviews with the RNs and transfer 

document review revealed that some particular transfer summaries were not 

completed and/ or updated. There was not a clear system indicating who was in 

charge of updating or checking all residents’ summary. Furthermore, there was no 

clear indication on the organisational protocol that they should check or fill in the 

summary at each transfer. Therefore the facility RNs had not realised that the 

summary was out-dated or incomplete and just photocopied and sent it out. 
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Telephone calls had been used not only to get more details or confirm things but also 

to fill in the gaps from incomplete or inaccurate summaries.  

----------------------------------------------------------------------------------------------------- 

 

 

Being cared for in the ED – Impacts of ED environment on the residents 

[DAY 1 / 11 am ~ 1 pm] 

For the first couple of hours of admission to the ED, two doctors and some nurses 

were coming to Margaret’s bed one after another for tests, observations, and medical 

procedures. Blood tests were done and an intravenous line inserted. An indwelling 

catheter was inserted, oxygen therapy via nasal prongs started, and an ECG was 

taken [L/CD]. In most cases these ED examinations and medical procedures were 

done within the first one or two hours, because the health care professionals urgently 

needed to identify what was wrong with the patients and what treatments they needed, 

and start necessary treatments immediately [L/CD, C/CD, R/D, F/C, RN1-ED/A, 

NE-ED/A, RNs-ED/BC]; 

 

I think generally in the environment with ED, there’s a tendency to rush a lot 

of things. We want to get things done quickly, we want to see results quickly 

and we want to do what they call the ‘greet, meet, treat and street’. 

[NE-ED/A] 

 

Therefore like many other patients, Margaret faced lots of unfamiliar medical events 

happening quickly around her and many unknown staff talking to her all of a sudden. 

This drastic change could significantly impact on Margaret who usually lived a 

regular and unhurried life in the facility. During these processes, Margaret looked 
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tense and uptight. She never tried to move any part of her body except her eyes, and 

looked to be overwhelmed by unfamiliar medical procedures and unknown health 

professionals around her. She did not speak other than simple answers such as “yes” 

or “no” in a very small voice. As she complained of pain on movement, medication 

was given as well to relieve the pain [L/C, C/C].   

 

For Margaret, all the staff in the ED were unknown people. According to the direct 

observation and progress record review, at least 8 nurses visited Margaret’s bedside 

and talked to her during her 12 hour ED stay. This was due to the nurses’ shift change 

and break time. Margaret also met other staff in the ED, such as radiologists, transfer 

staff or catering service staff. The staff, including some nurses, seemed not to be 

informed that Margaret had dementia and often talked to her fast, asking complex 

questions, or giving her a lot of information at once. For example, a catering staff 

member talked to Margaret from outside of the cubicle while Dorothy was not there, 

asked if she wanted something to eat or drink. The staff offered some options, 

however, Margaret seemed not to understand what the staff was saying and just 

stared at her saying nothing. The staff gave up talking to Margaret and asked the 

researcher if she needed something. In the facility, Margaret understood and if the 

staff got close to her and spoke clearly she answered what she wanted to drink. 

However such information had not been transferred to any staff in the hospital [L/C, 

C/C, R/C, PCWs/BC]. Dorothy mentioned this point: 

 

There are some techniques on how to speak with my mum. For example, 

sentences have to be very simple. If people ask her complex questions, she 

won’t understand and won’t respond or just say “yes”…I’m also worried that 

information relating to her routine care is not likely to be transferred, for 
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example, they (=ED staff) offer her a meal but they have no idea if she can eat 

by herself or what kind of assistance she needs for eating [CF/B].  

 

One of the RNs in the ED described her perception about this changed social 

environment and the residents’ responses: 

 

They (=the residents) are away from usual environment you know, so they 

might behave differently here (=ED), because it’s not usual for them and they 

are bit anxious or restless. In the nursing home, you get to know the people, 

and you get to know how to speak with each one, to communicate with each 

one. They come from somewhere with a whole different group of people. 

[RN1-ED/A] 

 

Some staff did not even talk to Margaret. When she went to the X-Ray department, 

the transfer staff approached her bed and started moving the portable monitor, 

without saying anything either to her or to Dorothy. During the transfer to and from 

the X-ray department, the staff did not talk to Margaret at all, and she was looking 

around nervously and stayed in her bed very still. When her bed was settled back to 

the same cubicle in the ED, she remained still, not speaking, not moving any part of 

her body, but looking around with her eyes. Also when one of the RNs came and 

explained that the doctor would examine the X-ray and blood test results and decide 

if Margaret would need to be admitted to a ward, the RN talked to only Dorothy and 

did not talk to Margaret at all. It had been approximately two hours since she was 

admitted to the ED, and Margaret’s expression started getting tired but she was still 

looking around nervously. She seemed not to be listening to the conversations 

between the RN and Dorothy at all [C/C, CF/B].  
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One possible reason for the lack of effective interaction with the residents with 

dementia in the ED emerged from key informants’ interview: 

 

I think, the biggest issue that a lot of the ED nurses have in particular is the 

idea that they want to, they want things to go to plan in a very timely manner 

and so they see the sense of a dementia patient being a bit more chronic… and 

there is a perception that we don’t do chronic here, we do emergency only. I 

think that’s a real perception. Also because of the high turn-over of patients 

that we have in ED, it’s hard to kind of respect that everybody has their own 

individual rights, their own individual perceptions on things… [NE-ED/A] 

 

[DAY 1 / 1 pm] 

After the frantic, hectic moment of the first couple of hours in the ED, Margaret was 

left to rest on her bed with regular observations and a blood transfusion. Dorothy 

went away from the ED to collect some of Margaret’s personal belongings such as a 

nightdress and other comfortable clothes from the facility. The ED nurses came to 

her bedside only for hourly observation and checking her blood transfusion, therefore 

Margaret was lying on her bed alone most of the following two hours. She was not 

orientated to place and time when one of the ED doctors talked to her, and the doctor 

provided reorientation. However, she was gradually getting unsettled as time passed. 

She was pressing her lips together, squeezing and releasing her cover sheet 

repeatedly [LF/A, L/D, F/C].  

 

[DAY 1 / 2 pm ~ 3 pm] 

Approximately an hour later, which was about 3 hours after her ED admission, 

Margaret started calling out “Nurse!! Nurse!!” from her bed. There was no staff 

around her that time and she seemed to be looking for a buzzer to press and call 
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nurses. The researcher asked “what are you looking for?” and she answered “The 

buzzer. It must be here!” Then she kept calling out again, “Nurse!!” “Please!!” 

“Help!!” “Oh, dear!!” She was almost shouting but her voice was weak, possibly 

because of pain relief medication, and it did not get caught by nurses as lots of noises 

were around. Five minutes after she started calling out, a RN came to ask what she 

would like, however Margaret did not say anything. Her expression was stiff and her 

mouth looked clenched. The RN told her to call them if she would need something, 

and left [F/C]. 

 

When Margaret looked settled for a while, the researcher asked general questions, 

such as “how are you feeling?” She did not answer the questions and mumbled 

“…there should be a buzzer here…” and suddenly shouted “Nurse!! Nurse!!” No 

staff came to her immediately at this time as well, so the researcher asked “Margaret, 

what would you like?” and she said “I want to get rid of this (=pain on her bottom)… 

it’s killing me!... Oh… are you taking me to the toilet?” However as the researcher 

asked “Do you want to go to the toilet?” she immediately said “No, I don’t want to go 

to the toilet!” A little while later, the RN came and gave her more pain relief [F/CD]. 

 

After a short while, Margaret talked to the researcher pointing toward the nursing 

station where there was nobody and said “Look, that man is from (the facility’s name). 

He is a … what was it… a bus driver (in the facility)”. The researcher asked “Is there 

(the facility)’s bus driver here?” and Margaret said “Yes, that man is a bus driver”, 

pointing on a male nurse who just walked in. Next moment, Margaret pointed at a 

patient in next bed and said “Look, that man, with blue shirt, he’s from (the facility). I 

saw him today, at morning tea in (the facility)”. Margaret did not see anybody at the 



Chapter 5: Getting lost in the system 

127 

 

morning tea on the day as she had an accident before that. Also the man she pointed 

to looked in his 40’s and not a resident in the facility. Margaret kept looking at the 

man in next bed and complained “He turned back and looked at me but didn’t 

recognise me!” In addition to these behaviours, Margaret was disorientated in place 

and time, for example describing the ED as her “new bigger room in the facility” but 

next moment saying “I’m going to stay hospital tonight and go home tomorrow”. She 

then again started shouting “Nurse!! Nurse!!” but again nobody came. The RNs in 

the ED did not seem to have recognised that Margaret was talking about some 

familiar faces or disorientated. Sometimes she looked extremely agitated, screaming 

“Nur----se!!” even after one of the RNs told her that they would be coming shortly 

[F/C]. 

 

Margaret’s behaviours such as talking about familiar people in the ED might have 

indicated a development of delirium on top of dementia; however, they might 

possibly be the products of her attempts of making sense of the situation around her. 

She seemed to recognise the changed care environment; however, her deteriorated 

cognitive functions did not allow her to grasp what was going on. Therefore, she 

might have been anxious staying in the unfamiliar place, and tried to make sense of 

that she was still with familiar people. 

 

[DAY 1 / 3 pm] 

During the ED stay, the curtains on both sides of Margaret’s bed were pulled just half 

closed. It had been approximately 4 hours from her admission. She was looking at 

the ED nurses and doctors walking around, and mumbled “They’re busy… they’re 

busy…” then she suddenly tried sit up saying “I’ve got something to do!!” She looked 
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agitated and was struggling to move her upper body which was not successful due to 

her injury and weakness. While she was agitated, no staff approached her. She often 

tried to move her upper body as if she was trying to get out from the bed (At these 

moments, the researcher was very cautious about her safety and ready to inform the 

staff about the risk). Every time staff or other patients, or trolleys passed through in 

front of her bed, she tried to lean forward with mumbling “busy… busy…” and 

looked at them, with a nervous expressions. Margaret was becoming more agitated, 

unsettled and frustrated as time went on. The researcher was looking casually over 

towards her from the outside of her cubicle and she seemed not be caring about the 

researcher. She suddenly said “Going to be cold!!” loudly, however no staff 

approached her. The researcher approached and asked “Are you cold?” and she 

immediately shouted “No!!” When the researcher gave her a blanket, she wrapped 

herself in the blanket but pulled it off soon after. She was obviously agitated and 

often moved her arms on the bed, repeated her head up and down from her pillow 

[R/C]. 

 

Eventually two nurses came and started observations and setting up another blood 

transfusion. Margaret did not like when two or more staff attended around her [R/C]. 

One of the PCWs in the facility explained about her usual behaviour when the 

researcher asked about Margaret in a short- informal interview: 

 

She’s likely to be unsettled when more than one or two carers attend to take 

care of her. If one carer talks to her calmly, she would be fine most of the time. 

But if two or more… we can see, that she starts getting unsettled and 

aggressive in the end. …it is hard as always two of us, at least, have to 

transfer her. [PCW1/B] 
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Considering her usual behaviour in the facility, the situation that many different staff 

visited her bedside one after the other would predictably increase agitation. This 

information of her behaviour was not transferred either through any documents from 

the facility or through verbal handover [L/D, R/D, F/D]. 

 

[DAY 1 / 4 pm] 

Dorothy had not yet come back to the ED and the researcher also left for outside of 

the ED for a while. When the researcher came back to the ED, one of the RNs looked 

at the researcher and said, “Oh, thank God, you’re here!” The RN explained that they 

were struggling with her behaviour; Margaret resisted care that the staff were 

providing, and often used abusive language. The RN also said “That’s good to have 

somebody who knows her or who she knows”. Margaret looked at the RN and 

mumbled “Yeah, I was rude…” 

 

Although Margaret could not move or stand up due to her injury, she was at the risk 

of a fall when she was agitated and trying to move. Besides Margaret there are other 

restless and wandering patients with dementia there on a daily basis, which is one of 

the significant issues in the ED, especially when they have no attendant [R/C, 

RNs-ED/B, RN1-ED/A, NE-ED/A]: 

 

If they have dementia, and they are restless and trying to get out from the bed 

… we have to try to get a ‘nurse special’ for them or security sometimes fill 

that role as well, because they always got be vigilant. [RN1-ED/A] 
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…if you’ve got patients who are quite mobile with dementia… you need to 

recognise, that you’ve got some safety issues as well with the Emergency 

Department. Is there such a thing as a safe place in the Emergency 

Department?…not really. So we do things like put them, put a ‘nurse special’ 

or something like that and try and deal with it. I think as far as ordering extra 

nurses and stuff like that, it’s very management focused. We have to put 

forward a case. [NE-ED/A] 

 

Dealing with risky behaviour of people with dementia ---------------------------------- 

‘Nurse special’ is a person who is assigned for particular one patient for the purpose 

of providing specific supervision for the patient’s safety. As this workforce is 

required unpredictably, it is mainly fulfilled by pooled enrolled nurses or nursing 

students on a casual basis. It is usually ordered after consultation with medical staff 

and involves a request through nurse manager, because it requires extra budget 

[RN1-ED/A, NE-ED/AB]. 

 

Although no resident who participated in this study had a ‘nurse special’ during data 

collection, organising this position is not unusual in the ED. However, different 

understanding of the roles of this position between health care professionals and 

pooled casual workers for this position is often an issue. While health care 

professionals expect the nurse specials to provide therapeutic interaction to relieve 

the residents’ distress or agitation, many of the nurse specials perceive their role 

simply as a watcher. Although the nurse specials’ position is potentially an excellent 

opportunity to provide individualised therapeutic intervention to facilitate the acute 

hospital stay for people with dementia, it has not been beneficially utilised. One of 

the strategies the key informants suggested to improve this intervention was a 

systematic education for pooled casual staff. However, the key informants also stated 
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that the budget and time for organising and implementing the education were always 

the hindrances [NE-ED/A, GLT3-TL/A, CD/A].     

----------------------------------------------------------------------------------------------------- 

 

For a period of approximately 10 ~ 15 minutes Margaret appeared agitated, yelling at 

staff and trying to strike them with her open hand. After this time period, she looked 

to be getting fatigued and worn out. When two nurses talked to each other about 

Margaret’s care at her bedside without talking to Margaret, she looked totally 

unaware with no expression at all. Although the nurses tried to get her involved in 

the conversation sometimes, she did not respond at all unless they got closer to her 

face, touched her arm, and talked to her slowly [C/C]. Also when a doctor came to 

Margaret’s bedside and talked to her, she did not respond at all. Her expression did 

not change at all and it was unclear if she did not hear the doctor or whether she did 

not recognise the doctor talking to her. However when the doctor got closer to her, 

speaking to her with a louder voice to seek her attention, she looked and suddenly 

recognised that somebody was talking to her [F/C].  

 

[DAY 1 / 5 pm] 

It had been approximately 6 hours since she was admitted to the ED. Her weariness 

had developed more after Dorothy came back to the ED. Dorothy found that 

Margaret was awake but did not respond to any of her words at all [LF/A]. Dorothy 

described how Margaret was that time: 

 

I thought I’d done something to really upset her because she just shut down. 

There was no response, I held her hand she didn’t look at me, she didn’t 
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respond to me in any way and I thought had I said or done something wrong. 

That’s the feeling I had, but I have now noticed it here (in the facility) as well 

so and I know it’s not from something. …It was the first time I’d experienced it 

and as I’d said my initial thing was had I done something because she was 

very…(when Margaret was upset) her mouth was clenched you know, as if she 

was very, very annoyed about something. (When I came back to the ED)There 

wasn’t that clenching and tightness but that blankness. [LF/A] 

 

This “blankness” was not recorded on the progress notes by nursing staff, as well as 

other behaviours such as being agitated, unsettled with trying to move, or calling out 

nurses constantly [L/D, R/D, F/D].  

 

Shortly after Dorothy found Margaret was unresponsive, an orthopaedic doctor came 

to assess Margaret and decided to have her admitted to the orthopaedic ward. During 

the assessment, Margaret was closing her eyes most of the time and did not respond 

to the doctor. There was no available bed in the orthopaedic ward at that moment, 

which resulted in another six hours waiting in the ED. The blood transfusion and 

hourly observation was continued, and an air mattress was placed on her bed. Most 

of the time during this period, Margaret was sleeping but easily roused. She was 

asked if she had pain at hourly observations, and she said “no” all the time. In the 

end, she stayed in the ED for 12 hours, and was transferred to the ward just before 

midnight [L/D].  

 

Early discharge and ‘bed block’ issue in ED ---------------------------------------------- 

As noted, the ED health professionals’ focus is on doing things (assessments, tests, 

having results, diagnosis, and treatment) quickly. Therefore they treat an ‘emergency 

situation’ and attempt an early discharge. When RACF residents visit the ED, and 
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particularly if they have dementia, the benefit of early discharge for those people is 

emphasised: 

 

I think that (=ED environment)’s one of the barriers we have to be able to 

provide optimal care because let’s face it, the Emergency Department is not an 

optimal place for somebody with dementia, particularly the ones who are 

mobile with dementia. It’s not a safe place, it’s not a nice place to be. 

[NE-ED/A 

 

Because we know that they are going back to a facility that can care for them. 

They are not going back home where they’re living their own or something like 

that. We know that they’ve got those processes already in placed care for them 

so we probably do discharge them earlier [than people going back to 

community]. [RN1-ED/A] 

 

However, as happened to Margaret, if admission to the ward is required and the beds 

in the ward are full, the person has to stay and wait in the ED. Even if the resident 

does not have to be transferred to the ward and goes back to the facility from the ED, 

there is another factor which can cause the longer stay. The hospital usually requests 

the ambulance service to transfer the resident back to the facility. Because of the 

nature of the ambulance service, the ambulance comes only when they are available 

to transfer the resident who is no longer urgently unwell. Therefore they are unable 

to predict what time the resident will be transferred back to the facility, and 

sometimes the resident has to wait for up to four ~ five hours in the ED. This is also 

the same when the resident is discharged from the ward.  

 

This ‘bed block’ issue was one of the biggest concerns of health professionals in the 

hospital: 



Chapter 5: Getting lost in the system 

134 

 

 

The other thing that really influences the whole perception of dementia and 

patients here with dementia in ED, is our bed block situation. We do have one 

of the worse bed blocks in the State which means that at any given day, most 

nurses will be doing routine ward work…some of them(=RNs) have never 

worked in a ward before. So we have to cover things such as the pressure area 

kits, the basic nursing cares that are meaningful to most people and ill people, 

but particularly for these people [with dementia from nursing home] in an 

environment which is completely foreign having treatments that they may not 

understand and I think that time is the biggest issue. [NE-ED/A] 

 

The ‘bed block’ situation has significant impact on both frail residents with dementia 

and the care practice of the ED nurses. Furthermore, if there is a ‘bed block’ situation 

in the ward, for example waiting for the ambulance to be discharged, this may cause 

another bed block in the ED, waiting for a bed in the ward. Therefore ‘bed block’ 

issue can cause significant impacts on the system and the residents with dementia.  

------------------------------------------------------------------------------------------------------ 

 

 

Being transferred to the ward  

[DAY 1 / 11 pm] 

After a 12 hour stay in the ED, Margaret was transferred to the orthopaedic ward just 

before midnight. Dorothy had gone home by then and Margaret was sleeping until 

the transfer. She was transferred with her bed to one of the rooms in the ward by an 

ED nurse and transfer staff: 

 

We always go to the ward with the patient and do personal handover, so that’s 

the same (as other patients). We just pass on the information we know, and 

some of the admission paper work if that has already been started that’s 
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helpful, I think they appreciate it up in the ward if we can do that kind of 

thing…If we’ve already got air mattress whatever then, you know, that’s all 

good. But yeah, we can only pass on the information we know. [RN1-ED/A] 

 

In this process, like the handover from the ambulance staff to ED staff, documents 

from the facility were usually handed to the ward staff, however, they were not used 

for the handover. The focus of the handover here was to pass information on in terms 

of the medical point of view and update any treatments provided in the ED, rather 

than the patient’s basic abilities including cognitive function and mobility, their 

routine needs for daily care, or the patient’s psychological/ social/ emotional aspects 

of care [RNs-ED/BC]. 

 

 

Staying in the ward – Receiving treatment and routine care in a ward 

environment 

[DAY 2] 

The observations by a doctor and the ward nurses were done at midnight and again 

next early morning. Margaret was sleeping most of the night. The second day of the 

admission to the hospital, Margaret had regular anaesthetic pain medication, and was 

sleeping most of the time. In the afternoon when the researcher approached her, 

Margaret looked foggy and sleepy. She was smiling but her eyes were closed and she 

said “Oh… I’m sleepy…” following a very short conversation with the researcher 

[L/BCD].  

 

On the same day, an RN in the ward called the facility to get Margaret’s diet 

information. It had been 28 hours since Margaret was admitted to the hospital when 
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the staff confirmed her diet information. On the client transfer summary there was no 

indication of a ‘special diet’, although she had had soft diet and normal fluid in the 

facility [L/D].  

 

[DAY 3 ~ 5] 

On the fourth day of admission Margaret had hemiarthroplasty surgery. For the third 

~ fifth day throughout the period of pre- and post- surgical procedure, Margaret had 

been constantly foggy and sleepy. When the researcher talked to her the day before 

surgery, she talked about what she had remembered and how she was feeling, 

although she looked foggy possibly because of the medication [L/CD]: 

 

Researcher: How are you? 

Margaret: I fell… that’s why I’m here. I don’t remember what happened, but… 

(chuckled)… you know, fall is fall… 

Researcher: How do you feel now? 

Margaret: Busy… (looking at the nurses) They are busy, but they are nice. All 

nice. Everything is ok here… I have nothing to do here… [L/B] 

 

Although she said that she had a fall and that was the reason she was in the hospital, 

there was no evidence of whether she had actually remembered it or if it was a result 

of repetitive reorientations provided by health professionals or Dorothy. Even if it 

was because of reorientation, Margaret had retained some memory of reorientation at 

this point. 

 

From the early stages when Margaret was admitted to the ward, Dorothy was worried 

whether her information was correctly transferred to the ward. Margaret had been 

even more vulnerable than before injury, and her ability to speak and explain about 
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herself had deteriorated. Dorothy had realised Margaret’s deteriorated cognitive and 

functional abilities in the ED, however she was not able to stay in the hospital and 

explain those limited abilities instead of Margaret when she was transferred to the 

ward. Dorothy explained her increased concern that the hospital staff had not 

recognised Margaret’s deteriorated conditions:  

 

Well, it surprised me that I had to explain again to the doctor who came in (to 

Margaret’s room in the ward) that she had vascular dementia. He was waffling 

on about something to Margaret and I said look, she has vascular dementia....I 

was surprised that I had to explain it to the doctor. If I had to explain it to the 

doctor I don’t know whether the nurses took that into consideration or were 

they aware of it, I don’t know. [LF/A] 

 

[DAY 6 ~ 7] 

On sixth ~ seventh day of hospitalisation, which was two ~ three days after the 

surgery, Margaret was still foggy and sleepy most of the time. She was often 

disorientated especially to place, and sometimes wasn’t co-operative with care. 

Although Margaret rarely responded verbally to the nurses, she had short 

conversations when Dorothy came to see her during the day [L/CD]. For example; 

 

Dorothy: (Looked at vomiting bag Margaret was holding) Were you sick this 

morning? 

Margaret: ….. (Looked at Dorothy slowly but said nothing) 

[Dorothy asked the same questions 3 times, with changing the words slightly] 

Margaret: I don’t know… 

Dorothy: Why are you having this (vomiting) bag? 

Margaret: … I don’t’ know… 

Dorothy: (A nurse said that) you refused dinner yesterday… You didn’t want to 

eat? 

Margaret: I don’t know… I don’t remember… [L/C] 
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The episode that Margaret refused eating dinner was not recorded on the progress 

notes. Dorothy doubted if Margaret really ‘refused’ to eat. Dorothy had known 

Margaret’s normal ability to eat meals, however she also had realised that Margaret 

had become physically weakened after the injury/ surgery which might have 

deteriorated her ability to eat: 

 

I spoke to a nurse and she said oh, she (=Margaret)’s refusing her food but she 

might not have been refusing it at all. She might not have been able to feed 

herself properly and no-one thought, they just came along, got the tray. … I 

never saw anyone feeding Margaret or attempting to help her feed… [LF/A] 

 

Thus, while Dorothy had acknowledged Margaret’s vulnerability due to the fall 

incident and following invasive procedures, the ward staff did not seem to 

understand Margaret’s needs at this stage. 

 

Direct observation data possibly supported her doubt. At the lunch time, one of the 

staff came to Margaret’s bed, set a lunch tray on her table and sat her up. The staff 

took off a cover on the main meal but left a lid on a soup and a wrap on a dessert, and 

left. During this, the staff said “It’s lunch time”, and Margaret just smiled at the staff. 

Margaret sluggishly held a spoon and tried to eat a main, but she could not scoop the 

food properly and had a very little amount of the food. She did not try to open the lid 

or wrap. In the facility, Margaret needed to be partly assisted with eating; PCWs 

usually cut up the food in pieces and put the plates in front of her so that she could 

eat it straight away. The PCWs also helped her to eat if she stopped or slowed down. 

However, there was no staff to provide assistance for her in the ward. When Dorothy 
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arrived to see Margaret, she had been tired, dropped the spoon on her meal tray and 

given up eating. Dorothy started helping her and Margaret had more than half of her 

lunch with assistance [L/C, PCWs/B]. 

 

There were possible reasons that Margaret did not ask the staff to help her eating. 

One of the most significant reasons was probably her communication ability. She 

was not likely to be demanding, however she was able to verbally ask something of 

staff if she really needed help in the facility. However the series of events followed 

the fall incident had impacted on her physical and psychological status including 

communication ability. She was not able to use a knife and a fork properly but able to 

hold a spoon to eat by herself in the facility. She tried to eat by herself in the ward, 

however, she looked too weak to hold the spoon and scoop the food properly that 

time. In addition, she was foggy and disorientated due to the medications or possibly 

deteriorated cognitive condition. Therefore her self-care and communication level 

had significantly deteriorated by then [L/CD, LF/B, PCWs/B]. 

 

A similar episode also increased Dorothy’s concern about care for Margaret in the 

hospital. One day in the early afternoon, one of the staff came and asked Margaret if 

she needed Panadol for pain. Margaret shook her head side to side and said “No”. 

The staff smiled and said “That’s ok if you don’t need it” and left. However when 

Dorothy came to see her 15 minutes later and asked if she’s in pain, Margaret 

complained “My leg is aching”. Dorothy informed one of the RNs, and another 

nursing staff came and asked her if she needed some medicine for pain. Margaret 

smiled at the staff and said “No”. Margaret seemed not to concentrate on the 

conversation with the nurse and looked like answering without thinking much. 
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Dorothy asked the same question in more simple sentences (“Is your leg sore?” “Do 

you want Panadol?”) and Margaret said “Yes”, and the nurse gave her Panadol [L/C, 

LF/AB, RNs-W/C]. Another day, one of the nurses came to give Panadol to Margaret, 

but tried to just give her a tablet and leave. Dorothy described the situation: 

 

One nurse came and wanted to give her (=Margaret) some Panadol tablet and 

I said look, I think she had some crushed, so that’s another thing. Could that 

be included in the information? Does she have her tablets crushed here (=in 

the facility) or what does she? Does she have any trouble swallowing? So she 

(=the nurse) went away and she ‘oh well’, she said ‘I’ll give her a dissolving 

one’ but all she did was she brought it and put it down… I gave it to Margaret. 

[LF/A] 

 

If the resident cannot explain or indicate what they need or what they want, and their 

families are not with them, the information passed from the facility is the only 

resource to know their personal needs or preferences. If the information from the 

facility is insufficient, the hospital staff may be able to find out by directly 

interacting with the resident, however the interaction may make him/ her more 

confused if the staff do not know how to talk to ‘the person’. The information 

regarding the resident’s routine needs were actually not likely to be well understood 

by the ward staff. This could be because the facility did not send enough information, 

or if the information was transferred it may not be recognised as important by the ED 

staff and not be passed on to ward staff. Furthermore, even if the hospital staff 

recognised and valued the residents’ routine care needs, the resident’s current level of 

functioning may be somewhat less than usual, due to their acute condition 

[RNs-W/C]. 
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Dorothy described how the information about Margaret’s daily care was not valued: 

 

When I came to see mom, nursing staff called her first name and Margaret did 

not respond to it. Because she’s always called by her middle name (in the 

facility, too). Margaret is her middle name. She did not recognise that staff 

was calling her name. I wonder this kind of information is not transferred from 

nursing home…? This kind of information may not important for treatment or 

something like that, but is very important for mom…should be valued much 

more. [LF/A] 

 

Dorothy had already informed to the ED doctors about her mom’s name to be called 

and it was reported on the progress notes, however it seemed not to be shared with all 

staff in the ward. The researcher also experienced difficulty to find her bed when she 

visited the ward for the first time, because a staff in nursing station could not find 

Margaret’s name, which was recorded only as first and last name, not her middle 

name that she was usually called [L/CD, LF/AB]. 

 

Dorothy was also disappointed that Margaret had not worn her singlet even though 

she asked one of the nurses to put it on Margaret: 

 

One thing I was disappointed about was, she (=Margaret) is thin, she does 

feel cold and I brought singlets up for her and told them (=ward nurses) that 

the singlets were there and the next time I came up she still didn’t have a 

singlet on. They said it was awkward. But she had to be sponged and they put 

a nighty on her. They put a nighty on her, they could have put a singlet on her. 

[LF/A] 

 

Even if the family gave staff the information, it often wasn’t shared with other staff, 

or valued and acted upon. 
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Among the staff both in the facility and the hospital, there was a common recognition 

that having some personal belongings such as photo of family, night dresses or 

singlets which the resident usually wears, might be effective to make the residents 

settled: 

 

Sometimes, belongings are good to take, like a photo. If they’ve got a photo of 

their family or things like that they recognise, is good to take with them. ..well 

we don’t know how long they’re going to be in hospital, but if they’re going to 

be there on a long term basis maybe they (facility staff) need to say we’ll take 

this photo in and put it beside his bed. That way I recognise those people 

(=family) in that photo make him sort of settle a little bit more. Because they 

don’t know the staff (in the hospital). [DT-F/A] 

 

…when a patient comes in, they’re given a bag from the nursing home, for 

instance if they sleep with a teddy bear, then the nursing home will pack that 

bear…I would think we’d just be happy for them to send us whatever they have, 

and then we try and match it as best we can. [M-W/A]  

 

The nurse manager in the orthopaedic ward emphasised that any information about 

detailed routine of the residents would be valued in the ward: 

 

…otherwise, the nurses here obviously aren’t going to know what they 

normally do there. There’s transfer paperwork (from the nursing home), but it 

doesn’t really say a detailed thing about ‘the patient normally goes to bed at 8 

at night, and has a cup of hot tea with one sugar beforehand’ Perhaps, that 

could be added to their paperwork, about their normal routine, that could be 

helpful. (If the nursing home sends the resident’s daily care plan), it will 

definitely welcomed. We could even display it in their rooms, so people looking 

after them could be aware of it. It might be like ‘this patient doesn’t like to 

have a shower in the morning so we can shower that person in the afternoon, 
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for instance. Anything to help the patients’ mental state would be welcomed, 

because we want to minimise their confusions as much as possible. [M-H/A] 

 

However, the manager’s perception seemed not to be fully applied to the ward nurses’ 

daily care practices. This may be because, even the facility staff had not recognised 

the value of information in regard to the daily routine care needs of the residents and 

did not send enough information. Or, the information might have been blocked or 

slipped through a series of handovers between each setting or each rostered shift. Or 

the information might have not picked up or valued by the staff. These possible gaps 

might have been underlying factors behind the inconsistency between the manager’s 

perception and actual daily practice. 

 

Although sending the resident’s personal belongings or their detailed care plan would 

be valued, there is another underlying issue. Sometimes residents returned from the 

hospital with no dentures, glasses or hearing aids. At Margaret’s last admission to the 

hospital, which was six months previous to this episode, there was no photograph in 

her bag which came back from the hospital with her. That was a family photo that 

Dorothy put on Margaret bedside in the ward. Dorothy was extremely upset about it 

until it was found and returned a couple of days later, because that photo had a 

special meaning for the family. Those missing personal belongings were found and 

returned back to the facility. In most cases, the risk of losing valuable belongings 

including personal information may not be reduced unless a systematic arrangement 

for taking personal belongings is established [LF/B, RNs-F/AB, M1-F/A, DT-F/A]. 
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On the sixth day of her admission, Margaret had a physiotherapist visit. The 

physiotherapist asked her about the incident and mobility status before the incident, 

however Margaret was very confused and could not recall even where she lived. The 

physiotherapist tried to explain about the rehabilitation, however Margaret said 

“don’t need it, don’t want to be hurt” and refused to start mobilising. [L/D, 

RNs-W/B] 

 

[DAY 7 ~ 9] 

On seventh ~ ninth day of the admission, Margaret was awake more. At the same 

time, she was more likely to be confused and sometimes used abusive language 

toward the ward staff. When a physiotherapist talked to her, she was unable to recall 

where she lived and how she was mobilising before the injury. She also refused 

physiotherapy saying she did not want to be hurt. She was more confused with time 

and place, refused nursing care and medications mostly during the nights. On the 

seventh, eighth and ninth day, there were records on the progress notes indicating she 

was awake most of the night, disorientated, confused, not cooperative with care, 

refused nursing care / medication and aggressive [L/CD]. 

 

Margaret was likely to be in a better mood during the daytime, however 

communicating with her was still difficult, even for Dorothy. When the researcher 

attempted a conversational interview, Margaret was unable to concentrate on the 

conversation and the subjects were changed quickly, and displayed significant 

disorientation [L/C, LF/BC]; 

 

Researcher: How are you today? 
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Margaret: I want to get out from here. I’ll go back to (suburb), my parents are 

there waiting for me… Should be ready to jump up! … Join the cue… 

Dorothy: For what? 

Margaret: For food… that’s not right… I feel damn and bored. [L/B, 

LF/B] 

 

Margaret had the second physiotherapist visit on the 9th day of the admission. A little 

while after the physiotherapist started mobilising her, she refused to continue the 

therapy saying “I don’t want to move” [L/D].  

 

[DAY 10 ~ 11] 

On the last two days (10th and 11th day) of her hospital stay, Margaret was 

frequently asleep during the daytime, awake most of the night and confused, resistant 

to care or aggressive. She started coughing and was referred to speech pathology, 

who determined that Margaret had deteriorating swallow function post-surgery 

[L/CD, RNs-W/B].  

 

Throughout the ward stay, Dorothy thought there was not enough communication 

and interaction between Margaret and staff: 

 

I didn’t see a lot of interaction in the times that I went up. …I don’t think 

hospital staff cared for her with enough consideration that she had dementia… 

There is a big gap between the nursing side of things and hands on. 

Observations were very poor. [LF/A] 

 

On the 10th day, Margaret had the third physiotherapist visit. According to the 

physiotherapist’s record, Margaret was worried about moving saying ‘because it 

(=her hip) is broken”. However, this time she was keen to try and sit up [L/D] 
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Discharging from the hospital and going back to the facility 

Discharge from the ward is usually decided on the day of the discharge. According to 

the document review, the doctors often write the plan for discharge in the progress 

notes, for example ‘if well tomorrow, possibly transfer back to nursing home’. The 

facility and the family are not usually informed the exact discharge schedule 

beforehand. This is the same when the resident discharges from the ED. Once the 

resident was transferred to the hospital, the facility has no information about what 

was happening in the hospital. Therefore the facility staff usually have no idea if the 

resident is returning soon or needs to admit to the ward for a longer stay, and if the 

resident does not return for more than couple of days they know that he/ she must 

have been admitted to a ward. Sometimes the resident’s family notifies the facility 

that the resident has been admitted to a ward and will stay longer. The hospital staff 

often call the facility to have additional information; however, they usually do not 

mention the details of on-going treatment or future plans. Therefore when the 

hospital calls the facility, it is usually about checking/ getting information (e.g. the 

resident’s diet etc.) or notifying the facility that the resident’s discharge on the day 

[RNs-ED/BD, RNs-W/BD, RNs-F/ABD]: 

 

They do tell us, they call to say we’re sending them (=residents) back. It’s 

usually on that day. Very short notice. [RN1-F/A] 

 

Room management and care arrangement in the facility ------------------------------- 
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When the resident who used to live in low care returns to the facility in a 

significantly deteriorated condition, more complex management is often required 

[RNs-F/AB, M1-F/A, M2-F/A]: 

 

Sometimes we tell them that we don’t have a room availability [in high care]. 

Sometimes they do delay for one or two days. But they need the bed as well.  

[RN2-F/A] 

 

Although such a situation, that the resident needed to be placed from low to high care 

after discharge, did not happen to the participants during the data collection period, it 

was a common issue in the facility. For the residents, room change from low to high 

care unit may be recognised as another transition, as the physical feature of the units 

and allocated staff are different. This issue could be more difficult for the facility 

staff to manage, if the hospital had not recognised the residents’ usual living status 

(low or high care) and discharged them, and the facility realised the need for a room 

change when the resident already returned back to the facility. It actually has 

happened, because there is no systematic way (neither transfer document nor 

handover) to notify the hospital the residents’ living status. Another issue is that, if 

the resident requires treatment or care which requires complex procedure, the 

management team needs to arrange for care transition, such as arrangement for the 

Hospital In the Nursing Home (HINH) support [RNs-F/AB, M1-F/A, M2-F/A]. 

----------------------------------------------------------------------------------------------------- 

[DAY 11 / 2 pm] 

On the day Margaret was discharged, which was the 11th day of her admission, she 

was in a good mood and talked to the researcher “I’m going home”. Dorothy was 

unable to come to hospital before Margaret was discharged. When the ambulance 
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staff arrived at her bed, Margaret looked very nervous and asked them “what’s going 

on?” The ambulance staff smiled at her and said “Put you on the ambulance”. When 

the ambulance staff put the belts on her and fastened them to the stretcher, Margaret 

nervously asked “what’s this…?” and the ambulance staff answered “Seat belts, for 

your safety”. Margaret looked very confused, and since then, she showed no 

responses and expressions even after she had got back to the facility [L/BC, LF/B].  

 

It seemed there was a miscommunication between Margaret and the ward staff. For 

Margaret in that situation, ‘going back home’ meant going back to her old house 

where her parents used to be, as she told the researcher in a short conversational 

interview. In this way, she might have expected someone else, such as her family, to 

pick her up. However in fact, two ambulance staff came and said “put you on the 

ambulance” [L/BC, LF/A]. 

 

Handover from hospital to ambulance staff --------------------------------------------- 

While the resident was transferred onto the ambulance stretcher, the handover 

between the staff in the ward and the ambulance staff was done very quickly and the 

ward staff handed the documents (discharge envelope; copies of; discharge summary/ 

medication chart/ progress notes), and explained the diagnosis and changes in 

medication or treatment. In most other cases, handover was very short and the focus 

was on clinical management. Handover to the ambulance staff was the same when 

the residents were discharged from the ED [L/C, H/C, RNs-W/B, RNs-ED/B]. 

----------------------------------------------------------------------------------------------------- 

 

[DAY 11 / 2:20 pm] 
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During the transfer back to the facility, Margaret was lying on the stretcher in the 

ambulance without any movement. Margaret’s stretcher was secured on the rear 

space of the ambulance, and two ambulance staff sat on the front seats. The 

researcher rode with her in the rear space. The ambulance staff occasionally turned 

around and talked to Margaret such as “Are you ok?” or “How do you feel”. However 

she looked extremely nervous and did not answer any questions the ambulance staff 

asked. She seemed not to be able to hear them, or she might not have been able to 

recognise them due to her psychological status. During the 10 minute driving to the 

facility, Margaret did not show any movement on her body. She sometimes opened 

her eyes and looked around only moving her eyes; however, she squeezed her eyes 

tight shut soon, as if she was frightened and did not want to see anything. [L/C, H/C].  

 

[Day of discharge; facility / 2:30 pm] 

When the ambulance arrived at the facility and she was being transferred to her room, 

some of the staff in the facility talked to her “Welcome back, Margaret” and “We 

missed you!” However Margaret looked still very confused, opening her mouth, but 

not responding to the staff at all with no change in expression [L/C, R/C, PCWs/C].  

 

For Margaret, as she did not understand that she was going back to the facility where 

she usually lived, it might have been just another transfer or movement, rather than 

going back home. This seemed to be making her feel nervous and scared. By the time 

she was transferred onto her bed in the facility, she looked exhausted but still anxious 

[L/C, R/C, H/C]. A verbal handover from the ambulance staff to the facility nurses 

was done quickly at her bedside.  
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Handover from ambulance to facility ------------------------------------------------------- 

When the resident arrived at the facility by the ambulance, the handover between 

ambulance staff and the facility staff was usually done verbally at the resident’s 

bedside. This time the ambulance staff’s role is transferring the resident back, rather 

than dealing with an acute condition. Therefore the verbal handover was very brief 

most of the times and they just passed what the hospital staff told them, as a 

messenger. Documents from the hospital were also handed to the facility nurses [L/C, 

H/C, R/C, RNs-F/BC]. 

------------------------------------------------------------------------------------------------------ 

 

Information transfer from the hospital ------------------------------------------------------ 

When the resident comes back from the hospital, documents for transferring 

information are different depending on if the resident returns from ED or other wards. 

When the resident comes back from ED, an Emergency Department Clinical 

Summary (refer Chapter Four; key transfer documents) is handed to the facility. 

According to the facility RNs, this summary comes with the resident in almost all 

cases. Although the facility RNs said “(Contents of the summary is) pretty good”, ED 

nurses were wondering if it is enough to pass the necessary information to the facility 

from a nursing view point [RNs-F/B, RN1-F/A, RN2-F/A, RN1-ED/A, NE-ED/A]: 

 

I wonder whether our information going back to the nursing home is sufficient 

as well. Sometimes they don’t seem to get much information sent back with 

them. Our idea what information we send back to the nursing home is not 

necessarily what they might want to know. [RN1-ED/A] 
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We send them a doctor’s letter but we don’t really do anything specific in 

nursing, we may sometimes occasionally ring them and say doctor, we are 

sending back Mrs Brown etc but we could probably do better in terms of how 

the nursing discharge things go. [NE-ED/A] 

 

From wards, the Transfer Envelope, which usually contains the Discharge Summary, 

photocopy of medication chart, newly prepared client transfer summary (see Chapter 

4; key transfer documents) and sometimes photocopy of progress notes, is sent to the 

facility. According to the facility RNs, the medication chart comes with the resident 

most of the times, however the discharge summary comes at various times: 

 

Sometimes a discharge summary is faxed when the resident comes back. But 

sometimes it comes later and sometimes it comes with the resident. It depends. 

[RN2-F/A] 

 

There have been one or two occasions where we haven’t had a proper 

discharge summary. Not that often, at a weekend or something like that. 

[RN1-F/A] 

---------------------------------------------------------------------------------------------------- 

 

Facility’s procedures taking in the resident returning from hospital ------------------ 

The procedure to take in the residents who are coming back from the hospital is 

defined on the facility’s organisational protocol. According to the protocol, notifying 

relevant stakeholders such as next of kin, GP, pharmacist and staff, completing 

necessary documentation, arranging rehabilitation if required, updating the care plan 

and re-establishing routine care, are the required procedures. Nursing staff in the 

facility usually do not have enough information from the hospital until they receive 

the documents from hospital usually when the resident comes back. Therefore their 
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main interest is in the discharge summary that is supposed to be sent with the 

resident. If there are any changed medications or treatment procedures, they need to 

arrange it immediately. For example, the nurses fax the discharge summary and 

medication chart to the GP, ask the GP to write a new prescription if the medication 

has changed, and fax it to the pharmacy. Sometimes the resident comes back with 

one tablet for the day, however this medication change process has to be done 

quickly to continue the treatment [FA/P, M1-F/A, M2-F/A, RNs-F/B, RN1-F/A, 

RN2-F/A]: 

 

The most important part (in dealing with quality of care in regards to the 

resident returning from hospital) is getting a discharge summary. Sometimes 

we don’t always get a discharge summary. … we have to ring the hospital and 

try to get the discharge summary, so there is the odd time. Medications as well, 

we sometimes don’t get a medication chart. What is easier for us is if we get 

the hospital script… and that’s sent back with a patient. Because we can start 

medications immediately by using that hospital script. Then, we can get the 

doctor to write out those new medications, because the doctor can’t always 

come here straight away. Sometimes it’s the next day. [M1-F/A] 

 

Another reason that the facility nurses emphasise the importance of the discharge 

summary is that it is difficult to regard the residents as an information resources, 

especially when they have dementia: 

 

If we don’t get the discharge summary, then no, we know nothing. Because the 

person can’t tell us, and if they’ve been away from here, sometimes they’ll 

come back a bit confused, and don’t know where they are. Or… they might 

give us a little bit of information, but often, they’ll have the wrong information 

and be telling us something that actually didn’t happen. [M1-F/A] 

------------------------------------------------------------------------------------------------------ 
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[After discharge; facility / 3 pm] 

Margaret had settled in her bed in the facility and the researcher visited her room. 

Dorothy had been informed that Margaret returned to the facility, however she had 

not been able to visit the facility yet. Margaret looked tired but recognised the 

researcher, and disappointedly said “I didn’t go home… I’m at people’s house…” She 

looked sad and her voice was very weak. Two of the PCWs came in and said “Let’s 

change your clothes, so that you can feel you’re at home!” and changed her hospital 

gown to her nightie, however she did not respond to the PCWs while changing her 

dress. Those PCWs were usually working at the unit in which Margaret’s room is, 

therefore their faces should have been familiar for her, however she looked at them 

as if she looked at strangers [L/BC, R/C, PCWs/BC]. 

 

Meanwhile, the RNs in the facility immediately reviewed the discharge summary and 

checked her physical condition including mobility and medication changes. The 

information related to her physiotherapy on the discharge summary was only 

‘mobilise and weight bear as tolerated’ as recommended for GP. On the client 

transfer summary, there were ticks on ‘No walking’ and “Diet – regular fluids, easy 

chew food’, and no other information in regard to her current mobility or swallowing 

functions. There was no report related to physiotherapy or speech pathology 

assessments undertaken in the hospital. On the progress notes from the hospital, there 

were some brief records about her problematic behaviour, such as ‘refused care’, 

‘confused with time’, and ‘aggressive’ Any other psychological changes such as 

being unresponsive during the hospital stay were not recorded on the progress notes 

[L/D, R/D]   
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Information from allied health staff is also important to provide continuing 

rehabilitation for mobility, or to respond to the changes in swallowing or other 

functions. Although Margaret had a speech pathology assessment and as a result, her 

diet was changed in the hospital, there was no speech pathology report sent to the 

facility. She also had physiotherapy at least a couple of times in the ward, which 

started from a little mobilising. However, the information from the physiotherapist 

was only a few words on the discharge summary, and there was no specific report in 

terms of physiotherapy [RNs-F/B, AH-F/A, L/D, D/D, N/D]: 

 

We don’t get much in a way of information about how the physio works on 

them in the hospital, you know, which is important when they come back to 

mobilise, we don’t seem to have a plan from the hospital and how to mobilise 

the person... So, we have a plan here (=the facility), we have things we start 

them all with gentle passive exercises until they can reach certain goals, and 

take them on to, like walking (if they were able to walk before hospital 

admission). When they first come back from hospital, (this facility) has an 

exercise system where we, just passively work with the residents. And maybe, 

with RNs, physio and doctor’s approval, we are able to progress to bigger 

steps. [AH-F/A] 

 

The facility has planned its own procedure to progress the exercise for the residents 

who had particular types of surgeries. However, as each resident comes back with 

different condition or different stage of rehabilitation, it is hard to say that this 

system is individualised care [AH-F/A].  

 

With the very short suggestion from the physiotherapist in the hospital (= ‘mobilise 

and weight bear as tolerated’), a physiotherapist in the facility reassessed Margaret to 
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see her sitting balance and if the current shower sling would be suitable for her. 

However Margaret’s body was very stiff and she was unable to flex into sitting 

position. Therefore the RNs did a trial using the shower sling to transfer her by the 

physiotherapist’s request. It did not go successfully and the physiotherapist and RNs 

decided to provide her with a bed sponge instead of shower for a while [L/D]. 

 

This time Margaret was able to have the physiotherapist’s assessment immediately 

after discharge, however sometimes the residents had to wait for the allied health 

staff’s assessments for days. If the resident was discharged on the weekend, there is 

no physiotherapist available at the facility. Or if the resident needs to be reassessed 

by a speech pathologist, it usually requires at least few days to be arranged. This can 

be a significant gap in providing continuity of care [RNs-F/B, AH-F/A]. 

 

Requesting information via telephone (from facility to hospital) ----------------------- 

The client transfer summaries from wards were almost filled in in most cases during 

this study, however sometimes the information seemed to be not sufficient and the 

facility staff needed to request additional information by telephone [RN1-F/A, 

RN2-F/A, M1-F/A]: 

 

Sometimes we might ring the hospital because we just need more information, 

like on their mobility or something like that. Sometimes we might need a bit 

more information as to how they were walking for example, because you can’t 

always get that information from the patient. Sometimes we might have to ring 

them for a bit more in depth information especially on the nursing care, not so 

much on the medical diagnosis, But sometimes we might need a bit more 

information on activities they’ve been having, or their swallowing something 

like that. [M1-F/A] 
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------------------------------------------------------------------------------------------------------ 

 

[After discharge; facility / 5 pm]  

Dorothy visited Margaret at the facility in the late afternoon (Three hours after 

Margaret arrived at the facility), and was shocked from her blank expression:  

 

She was on pain medication up there in the hospital but she wasn’t zonked out 

like this. I mean I haven’t had any conversation with her whatsoever…. What’s 

going on? [LF/A] 

 

Although Dorothy was waiting for one hour for RNs to come to Margaret’s room and 

explain what was going on, the staff did not come during that time, and she could not 

find the RNs in the nursing station as well.  

 

Five days after Margaret was discharged from the hospital, a care conference for 

Margaret including a care plan review was held in the facility. The residential 

manager, care manager, case managers, RNs, and ENs usually participate in the 

conference. Because there was no full-time allied health staff while data were 

collected in this study, none of the allied health staff participated in the conference. 

The focus of the conference was about the results of assessments such as fall risk, 

sleep, continence, behaviour, medication and speech pathology. She was at high risk 

of a fall, and manual handling procedure and hygiene care were reviewed. The 

cognitive test showed a deteriorated cognitive level from moderate before hospital 

admission to severe cognitive impairment after discharge [L/D, RNs-F/B]. 
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For the next few weeks, Margaret’s cognitive level fluctuated; sometimes she was 

unresponsive with a stone-like expression; sometimes she showed very stiff 

expression and aggressive behaviour saying to carers “Go away! Leave me alone!” 

[L/C, PCWs/BC]. 

 

Dorothy looked back on Margaret’s series of experiences throughout the journey of 

multiple settings and described: 

 

There would be an element of confusion (while the journey) but because of her 

vascular dementia she probably doesn’t realise any of it. I can tell you that 

when I did go up to see her (in the hospital), she pointed to the nurses’ station 

and said that was her unit and that she was moving into and when it was 

finished it was going to be very nice. The other comment was so nice to have 

all her clothes in the wardrobe so… no, she probably wasn’t even aware that 

she was in hospital. And another thing is, even now (at the formal interview = 

a week after her discharge), she said “oh, they (facility staff) are wonderful, I 

am a stupid old lady (because she had a fall and had to be taken care of)” It’s 

harder for me, I wouldn’t be as stressed if it was my (other relative), because 

she (=the relative) complains anyway. But with Margaret no matter what is 

dished out to her she’s just nice about it. I find it very upsetting. [LF/A] 

 

 

 

 

Summary 

This narrative described what the journey across long-term and acute health care 

settings meant for RACF residents (represented by a character: Margaret) when they 

had limited abilities. The plot that emerged through data analysis was ‘getting lost in 

the system’. Three key elements of the plot were identified; 1) the ability to 
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understand and/ or communicate, 2) vulnerability, and 3) being invisible and 

voiceless. Throughout this difficult journey, residents’ ability to understand and 

communicate often deteriorated, and this was related not only to illness and 

medications such as for pain relief, but also to the communication and interaction 

with health care staff in the unfamiliar environments. Residents were recognised as 

patients with illnesses or injuries, but not as individuals with dementia who needed 

complex physical and psychological care. Residents are often vulnerable and frail 

older persons, and this vulnerability was increased due to illness/ injury and the 

interactions and care procedures that followed. Residents occasionally tried to make 

sense the things happening to them or around them, however, this was often not 

successful and consequently they were unable to respond to changes in the 

environment and to their own needs. Effective communications and interactions were 

not likely to occur between these residents and health care staff, or between family 

members (if present) and staff. In this narrative, it was evident that if family 

members were not present then staff interaction with residents was minimal, 

resulting in a sense of invisibility. Although family member may try to make 

meaning for the resident and facilitate the journey, these residents remained voiceless 

and powerless, and not understood as a ‘person’ by the staff. Residents’ complex care 

needs including psychological care, or their preferences were not fully valued by the 

health care staff. Consequently, they often became withdrawn and left behind in the 

processes of health care, becoming invisible, and ultimately lost in the system, while 

being voiceless left them often unable to respond or complain in a way that was 

meaningful to health care staff.  
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A number of issues in systems and care practices impacted on the experiences of 

residents with diminished abilities. The physical and social environments in the 

RACF and ED/ wards were significantly different. Transfer documents were often 

incomplete and/ or outdated, and handover was usually done very quickly. Personal 

information such as routine care needs or preferences were not likely to be 

transferred as the focus of handover in each setting was on immediate clinical issues. 

Telephone conversations between the RACF and hospital were often used for filling 

in the information gaps. The focus of health care staff was likely to be on the 

residents’ acute condition, rather than their changing needs associated with 

deteriorated cognitive and physical functions. Communication between health care 

staff and the residents was limited, and often with no consideration of the residents’ 

fluctuating cognitive level. Bed block was often a problem causing longer stays in 

the ED. In the RACF, the RNs’ focus of care was likely to be on following 

organisational procedures and care management in association with the residents’ 

acute conditions, rather than spending their time with the residents. These issues will 

be further discussed in Chapter Seven.   

 

Although the RACF residents who participated to this study went through the same 

care systems (the context of the story), the journey was interpreted and different 

meanings created by other residents in this study. Chapter Six introduces another 

journey across long-term and acute care settings. 
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CHAPTER 6 

  FEELING CARED FOR 

 

Introduction 

The previous narrative illustrated the journey of the residents who had deteriorated or 

deteriorating abilities during their multiple transitions, and became invisible and got 

lost as ‘persons’. In that way, they were voiceless and could not complain about their 

unmet needs. However, other residents with dementia expressed their positive 

appraisal of their journeys. The context of the narrative in this chapter is the same 

whole-system settings, therefore they experienced the same systems as the previous 

narrative. The conspicuous differences in this narrative centred on residents’ ability 

to figure out the circumstances and make sense of the unpleasant experiences during 

their journeys.   

 

Some of the residential aged care facility (RACF) residents with dementia had the 

ability to understand their own acute condition, therefore they were willing to be 

transferred to the hospital for the acute problem to be treated, or at least understood 

the need for transfer. For those residents, the journey across care settings began with 

a sense of understanding and acceptance, even it was a “necessary evil” [N/A]. The 

journey, however, was accompanied by various challenging events for them. 

Throughout the difficult journey, they were unlikely to complain or ask questions of 

staff in the hospital. It did not mean that they did not have complaints or questions, 

rather, they decided not to. One of the remarkable factors associated with this attitude 

was ‘trust’ in hospital and staff. Their ability to maintain short- or long-term 

memories established the feeling of trust, and it led to their sense of security that they 
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were under surveillance. As RACF residents, they need some degree of assistance in 

their routine activities. The residents whose episodes were integrated in this narrative, 

had recognised their needs for assistance, and it also was one of their biggest 

concerns when they went away from the facility. Therefore ‘being cared for’ by 

hospital staff, or at least ‘feeling cared for’ was highly valued by these residents. 

Consequently, their positive appraisal of feeling cared for compensated for the 

challenging events or negative feelings. The researcher identified this process as a 

plot for this narrative. 

 

The purpose of this chapter is to present a composite narrative which was configured 

from those residents’ experienced events or episodes. Again, the researcher became a 

narrator of this story of one fictional protagonist (character name; Angela) with the 

same purpose stated in Chapter Five (p. 108). A basic outline of the journey was 

based on one of the resident participants, Natalie’s journey, however a number of 

other residents’ episodes and events as well as their perceptions and meanings were 

integrated in the narrative. Those residents were; Natalie, Eleanor, Irene, Dave, 

Simon and Helen, whose individual profiles were introduced in Chapter Four. The 

composite narrative which is an integration of these residents’ experiences and 

meanings is told as Angela’s story. Some health care staff and a family member of 

one of the residents also appear on the narrative, as their comments about care 

practices helped to critically understand the journey process. Their names/ 

designations and alphabetically assigned data sources are coded and appeared in this 

chapter as well (see Table 3 and 6 in Chapter Four).  
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Introducing a fictional protagonist – Angela 

Angela is a small woman in her late 80’s and living in a private room in the 

retirement village of the RACF. She was born and had lived in the local area her 

whole life. She has mild cognitive impairment such as minor memory loss. She is 

slightly deaf and uses hearing aids, but able to fluently communicate with staff, 

family members and other residents if they speak slowly and clearly. Her speech is 

occasionally repetitive but sensible, and she often leads resident meetings in the 

facility. She has had a history of stroke, cardiac failure, constipation and urinary tract 

infection. Due to the history of stroke, she has one leg weaker than the other and 

usually uses a wheelchair for transfers. She needs one carer’s assistance to mobilise 

for transfers between her bed and chair. She likes socialising and attends diversional 

activities almost every day. She has normal fluids and meals in the dining room with 

other residents, and likes having a cup of white tea with two biscuits for morning and 

afternoon tea. Her son, Bill (fictional character represents resident participants’ 

families) lives in the suburb close to the facility and hospital.  

 

The narrative starts when Angela was having persistent restless legs. A cardiac 

problem was later diagnosed in the emergency department (ED), and consequently 

she went through the ED and a medical ward for five days. 

 

 

Beginning of the journey – Being involved in decision making 

Angela occasionally suffered from restless legs, as well as chronic back pain for the 

past 12 months. For a couple of days before her admission her restless legs were 

persistent. She had not been able to have enough rest and sleep because of this 
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symptom. The facility nurses were trying to manage it and consulted with Angela’s 

general practitioner (GP), however her restless legs were not subsiding and Angela 

was becoming increasingly tired and frustrated. Her journey started during the night 

[N/AD, RNs-F/B]. 

 

After the time for lights-out in the facility, and after the nurses gave her further 

medication which did not stop her restless legs, Angela asked the staff to send her to 

the hospital [N/A]: 

 

They (=the facility RNs and ENs) tried everything they could do here, and I 

finally said, look, I’ve been there (=the hospital) once before and got (the 

symptom) and they had given me an injection that stopped it. I thought, well 

I’ll go and get that. I said, if you can’t do anything else then send me to 

hospital and they did. [N/A] 

 

I know what can be done will be done or at least I feel that. I feel they 

(=hospital staff) do a good job…I feel a hospital is actually doing a very good 

job, not only the last time… [N/A] 

 

She had visited or been admitted to the hospital frequently in recent years, due to her 

chronic back pain, restless leg syndrome and cardiac failure. In this current occasion, 

although her GP was on holiday the nurse managed to contact the GP and he agreed 

to send her to the hospital. Therefore, Angela was not passive about being transferred 

to the hospital, rather she felt like her decision was accepted and was happy with it 

[N/AD, RNs-F/B]:  

 

…they (=nurses in the facility) are very, very good here, very, very caring. 

They rang the ambulance, they rang my family and told them that I was taken 
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sick and that they were going to ring the ambulance to take me to the hospital. 

I was very, very happy with the attention I received. [E/A] 

 

Decision making for transferring the residents ------------------------------------------- 

In the facility, various key persons such as nursing staff, GP, family, ambulance staff 

and the hospital doctor, are involved in the decision making for transferring the 

residents with acute condition to the hospital. As the GPs are not always present in 

the facility, usually nursing staff identify the needs for transfer first. They contact the 

resident’s GP on telephone and discuss the needs for transfer. According to the 

registered nurses (RN) in the facility, the GPs accept the nursing staff’s decision most 

of the time and give them approval to transfer. Then the nursing staff call the 

resident’s family to notify them that the resident has acute condition and seek 

permission to send him/ her to the hospital. One of the RNs explained the process 

[RNs-F/AB, FA/P]: 

 

If somebody collapses or we feel that they’re really unwell, we can make the 

decision to send them to hospital. But we always contact the family and the GP. 

There has been an occasion when a family member refuses… they say, ‘oh I 

don’t want my mum to go to hospital, they (=hospital staff) are not going to do 

anything for her’. Anyway my response to that was let the ambulance come 

and let them assess her and then they will make the decision. If necessary they 

will phone the family and speak to them. I’ve done that once before with a lady 

who we thought had had a stroke. The daughter was adamant that she didn’t 

want to go to hospital. So the ambulance came and they spoke to the daughter 

themselves and they agreed with her. They said there’s not much point. 

[RN1-F/A] 
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As well as the GPs, families and ambulance, the staff also call the hospital and speak 

to ED doctor all the time. The RN said ED doctors never refuse a transfer “so just let 

them know” [RNs-F/B, RN1-F/A].  

------------------------------------------------------------------------------------------------------ 

 

Although the final decision to send Angela to the hospital was made by her GP, she 

had a sense of control and was able to inform staff at the facility of her willingness to 

go to hospital. She also had a good memory of her health history and understood that 

she needed to go to the hospital when she had a problem that could not be managed 

at the facility. This process and her sense of being involved in the decision making 

might have affected her positive perspectives towards the following transition 

experiences. 

 

 

Being transferred to the ED – Feeling uncertainty 

The ambulance service was called for Angela and they arrived at the facility eight 

minutes after the call. A handover from the facility nurse to the ambulance staff was 

done briefly. The facility nurse photocopied Angela’s client transfer summary and 

medication chart, and handed them to the ambulance staff. On Angela’s client 

transfer summary, there were ticks written on the check list of routine care such as 

mobility, and diet, however there were blanks in the ‘primary problem’ and ‘clinical 

management/ procedure performed’. Therefore information such as a cause of the 

transfer, clinical procedure provided in the facility and her health history was 

verbally handed over, and the ambulance staff recorded it on their own report 

(Queensland ambulance service electronic ambulance report form = QAS report).  
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The ambulance staff started observations, administered oxygen therapy, continuous 

monitoring, taking electrocardiogram and inserting an intravenous line. Angela 

described how she was feeling that time [N/AD]: 

 

(Researcher: Did they (=ambulance staff) ask you some questions?)   

Well, I asked them. I kept saying please do something for my legs. They said 

they got to do this (=assessment) first. I couldn’t see why they couldn’t do my 

legs first, they were the emergency as far as I was. …They couldn’t do 

anything, they just dropped me to hospital. [N/A] 

 

At this point her concern was with her restless legs which was causing tiredness and 

sleeplessness, and she did not understand why the ambulance staff had to do other 

cares (observations, monitoring etc.) first, rather than managing her symptom. She 

was frustrated with it [N/A, RNs-F/B]. 

 

Angela was transferred into the ambulance, and to the ED, with her restless legs still 

persisting. A handover from ambulance staff to an ED nurse was done outside of the 

ED, near the ambulance bay. The client transfer summary and medication chart from 

the facility were handed to the staff, however those were not used for the handover. 

The ambulance staff handed the information over based on QAS report. [N/D, H/C]  

 

Even after the handover was done, Angela was still on the ambulance stretcher 

because an ED bed was not available that time. She was on the stretcher for almost 

one hour [N/AD, D/A, C/C]:  
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(Researcher: Did you have to wait very long to see a doctor?) 

Yes in that way it was a hell of a journey. Because all they’d done was taking 

blood pressure and that normal procedure going into hospital. …I didn’t know 

what’s the matter with me. It’s not the best anyway. [D/A] 

 

When Angela was transferred into the ED and doctors and nurses started 

examinations and treatments, she still did not understand why they did not do 

anything for her restless legs [N/A]: 

 

…the nurse in charge came. They took me and entered the ward (=ED) 

…cubicle, really. Then you wait to see the doctor.   

(Researcher: That time did anybody tell you what was going on?)  

No…It was awful. It (=being transferred to ED) doesn't worry me, but I didn't 

know what was wrong with me. You see, they don't tell you much. [I/A] 

 

I’m not real sure what the treatment was, but they weren’t doing anything for 

my legs. I kept saying, please do something about my legs. We’ve got to do this 

first he (=doctor) said, he didn’t tell me what that was actually. [N/A] 

 

The beginning of Angela’s series of transitions was about feeling uncertainty – why 

my legs do not stop, what is wrong with me, and why health care staff do not do 

anything for my most concerning symptom.  

 

 

Staying in the ED – no questions, or not asking questions? 

In the ED, the examinations and treatments for Angela continued. By then, the health 

professionals in the ED found a serious cardiac condition, and they decided to call 

her son in. The ED staff sometimes call in the patients’ family, however this usually 
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happens when the patient is in a critical condition or when the health professionals 

need the family’s informed consent for some procedures.  

 

Family’s visits ---------------------------------------------------------------------------------- 

When the facility staff send the residents to the hospital, they always call the 

resident’s family and let them know. However family members are not always able to 

visit the residents in the ED. Less visits of the residents’ family have been seen not 

only in the ED and wards, but also in the facility [RNs-ED/B, N/C, I/C, RNs-F/A, 

DT-F/A, FA/P]. Angela explained the reason why her son had not visited her so 

often: 

    

My son is here in (the area where the facility and the hospital are), he’s got a 

business.  

(Researcher: That would keep him busy. So does he get up to see you very 

often?)  

No, he doesn’t. I ring him but he doesn’t. He doesn’t care…well, he cares I 

guess but he doesn’t get up here much. [S/A] 

----------------------------------------------------------------------------------------------------- 

 

Her son, Bill, came to the ED early next morning. He said later in the formal 

interview that he was not going to visit Angela in the ED unless they called him in. 

He explained that this was because he had no idea that Angela was in such a serious 

condition and thought she had got the same minor problem as before, when he was 

notified by the facility about her transfer to the hospital.  

 

Communication between facility, hospital and family members ----------------------- 
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Once the resident was sent to the hospital, the facility usually does not have 

information about what is going on after that, until they return to the facility. The 

hospital contacts the facility to notify them when the residents will be returning or 

for more information, rather than for providing information on the residents’ status. 

Therefore if the family wants to know what is going on, they need to contact or go to 

the hospital [NF/A, RNs-F/AB, RN1-ED/A]. Bill had recognised this: 

 

I’ll ring them (=staff) in here (=facility) and find out if she’s come back, but 

that’s all. The hospital is always providing information... Once you’re in there 

(=the hospital) you ask questions and they tell you everything. (NF/A) 

 

The families are provided information by telephone as well if they call the hospital: 

    

If you ring up out of office hours, you get the front desk otherwise you get the 

volunteers. They will tell you what room she is in. The second day I rang up 

and I wanted to know if she’d been moved into the hospital (=ward) out of 

Emergency. They said she’s not on that (=list) and used a different phone, rang 

Emergency and came back and said she’s still in Emergency...Then they put 

you through to Emergency and you can talk to them. [NF/A] 

----------------------------------------------------------------------------------------------------- 

 

In the ED, while the doctors and nurses were concentrating on improving Angela’s 

cardiac condition, she still had not fully understood what was happening. Bill had not 

yet arrived [N/AD]: 

 

So then after a while a doctor came to me or sister I can't remember who it 

was and said, Angela, your heart is very, very, very weak. She said, can I call 

your relatives in and of course it still didn’t dawn on me what she meant. 

[N/A] 
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Even when the staff told her that her heart was very weak and they would call her 

son in, she still did not fully understand what that meant. For her, the reason for 

visiting the hospital was still her restless legs. In this situation, she could not grasp 

what was happening around her, possibly because of her deteriorated physical and 

psychological condition or relatively poor communication with the staff. She did not 

ask further questions and the staff also did not tell her more details [N/A, I/AC, H/C].  

The reason for not asking questions might have been because she could not 

communicate with the staff effectively due to her cognitive level at that moment, or 

she was not physically well enough to talk to the staff. However, other possible 

reasons were emerged from formal interviews and direct observations [N/AC, E/A, 

I/AC, H/C]. 

 

One of the remarkable reasons for not asking questions was a trust in health care 

professionals and the hospital: 

 

I just took it (=care events she experienced). I had faith in the doctors so… 

[I/A] 

 

I knew I’d find out, not while they were still doing it (=assessing her), but 

when they got to the finish of it I could ask any questions I want. Well I could 

have then but you know before I came home I could ask any questions I 

wanted and they would answer them or find that answer for me. [N/A] 

 

This strong trust had been established by her past experiences. As the study setting 

was in a regional area of Australia, options for health care are fairly limited. 

Therefore Angela had been to the local hospital (the setting in this study) throughout 
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her life. The hospital used to be a little clinic and has now grown to a major referral 

centre in this area. Angela described how the hospital used to be before, and how she 

experienced having a baby or surgery there in the formal and informal interviews. 

Even after it was developed into huge buildings and the system had changed over 

time, the hospital was still a familiar place for her with a lot of memories [N/A, I/A, 

D/A, S/A].  

 

Even in later years living in the facility, Angela had visited the hospital frequently. 

Every time she had a problem, such as persistent constipation, back pain or cardiac 

failure, she was admitted to the hospital for treatment. Those experiences might have 

shaped her belief in the staff and treatment on this occasion also [N/A, E/A, I/A, D/A, 

S/A]:  

 

...it wasn’t up to me to say I want it done this way because they more or less 

have you know, they’d be doing it in a way that would do you the least harm 

and the most good. [N/A] 

 

Angela’s perception was also shaped by observation of others’ experiences as well as 

her own: 

 

…there’s people who go from here (=the facility) who you know, quite down in 

health but they seem to come back. So they must be well looked after. [N/A] 

 

Her life-long familiarity with the hospital and its care system, and recent experiences 

of admissions might have developed in her an unconditional trust in doctors and 

other health care professionals. The trust then influenced her positive perceptions that 
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even though she was not sure what was happening, she would find out the answer in 

the end and more importantly, she would be cared for well [N/A, E/A, I/AC, D/A, 

S/AC].  

 

Having the ability to reason and understand also might explain Angela’s behaviour, 

often not asking questions despite her uncertain feelings. Although she was not sure 

why the staff did not do anything with her restless legs at that moment, and although 

there was only a little conversation about it between Angela and the staff, she had 

enough cognitive ability to grasp the situation. She looked at what was happening 

around her and figured out the circumstances, or at least tried to understand and 

make sense to resolve her uncertainty. Angela described her understanding of her 

own condition and how she was feeling after the staff told that her heart was very 

weak, and waiting for the results of examinations in the ED [N/A, R/A, H/BC]: 

 

I knew it was the (heart problem) because I had a few of it (before). …It is 

scary… it is scary but other than that, here I am… (I was waiting for a while 

but) you must expect that you’re not the only person. [E/A] 

 

In this way, the level of understanding of Angela was not solely about recognising 

what was happening. She figured out the situation from pieces of information such as 

her past experiences of symptom and its treatment, her current condition and even 

the busy environment of the ED [E/A].  

 

Angela also described how she understood the situation that the staff were treating 

her heart condition rather than the restless legs, which she was most concerned 

about: 
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I would say perhaps they might tell you what they are finding, but that might 

not be a good idea you see. …You cannot take in the whole picture, it’s what 

the nurses have to do. (When I said “please do something with my legs, they 

said) Yes, but we’ve got to do this first. …They did because my blood pressure 

was going down. I did not at that stage know that. …To me it (=treating her 

blood pressure first) didn’t seem a very good idea when I was putting up with 

the restless legs but then they finally settled down. I think if you are in the 

Emergency Department you’re there because you are not well enough to be 

thinking what is happening. [N/A]  

 

Angela also had an ability to consider the situation including her condition, and to 

make sense of the situation, and the busy staff in the ED [N/A, E/A, I/ABC, H/BC]: 

 

I wonder, if I asked them (questions) they’d probably tell me but they are so 

busy finding out and doing things that you know, you don’t get to ask them 

much. But they do answer if you do ask. Or if they don’t know the answer they 

say look, I’m not sure of that, I’ll go and ask and they’ll come back later on 

and tell me. …There might be many people in there in a lot worse need of care 

than I am at the moment… I don’t have to be the first, no, I knew I’d find out 

(the answer), not while they were still doing it, but when they got to the finish 

of it I could ask any questions I want. [N/A]  

 

Angela was likely to be reticent to ask questions even though she was feeling 

uncertain. Even while she was waiting for the results of examinations for hours, she 

was feeling appreciation for the staff [E/AD]: 

 

I was feeling a little bit better and then I waited a while, some hours, which I 

thought was very, very good as they are very busy there and I feel they do a 

wonderful job. [E/A] 
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Angela did not verbally express or describe any anxiety or fear during the hospital 

stay and even after returned to the facility, except she mentioned her fear of the heart 

condition just once in the formal interview [I/ABC, E/A]. 

 

 

Environment in the ED – having “good attention” but being tired of social 

interactions 

As Angela mentioned in the previous quote, the ED was recognised as an extremely 

busy place. She described the busy environment in the ED: 

 

Just busy, a little bit noisy but one is to expect that, the amount of people that 

go there… [E/A] 

 

…so many people were coming. Ambulances are arriving all the time and as 

you know, this hospital does have a problem. (Once before) I was not having 

accommodation. I had to be taken in for a scan, … and the ambulance man 

offered to take me down because the nurses were so busy. So I mean it was just 

terribly busy every time I’ve been there. [N/A] 

 

While Angela was resting in her bed and having regular observations, curtains on 

both sides of her bed were pulled just half closed and she could see the ED staff, 

some other patients and their families walking around [N/C, I/C, S/C, H/C, L/C, C/C, 

R/C, F/C]. Such a busy, open-space environment might have negatively influenced 

some residents who were unsettled, confused and agitated (refer Chapter Five). 

However, Angela expressed a sense of a security when staying in the ED: 
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I received very good attention from the nursing sisters… also the doctor was 

there, not one doctor but two doctors who attended me and asked me how I felt. 

…I felt I was getting the attention… a good eye on the patient. [E/A] 

 

They (=ED nurses) worked at the desk opposite me (=her bed). I thought I 

was well under surveillance there. [N/A] 

 

This feeling of security was thought of because Angela was concerned about her 

condition after the staff explained that her heart condition was deteriorating. As she 

lived in a private room in the RACF, the staff were not usually within eyesight. 

However when she had the concern about her condition, having “good attention” and 

“surveillance” was valued and appreciated, rather than caring about privacy or 

feeling unsettled with bustling environment. This perception continued into the ward 

situation as well [N/AC, E/A, H/BC].  

 

Angela also did not care about being treated by many doctors and nurses, rather, she 

appreciated having attention from a lot of staff. However, as Angela’s condition 

settled little by little, she started feeling concerned about the number of doctors 

attending. She wondered why many ED doctors were seeing her because she usually 

had a private specialist in that public hospital [N/AD]: 

 

They had, first I went as a public patient but I do pay for special. I went for a 

private patient…they called me a private patient and they said, they put me 

under the care of a doctor, I forget his name. But other doctors kept coming 

back to see me, and I’d have four or five different ones in the time. Finally I 

said, if I’m a private patient it says I have my own doctor, but I said I have not 

had my own doctor, why? They said well, and this was when I was feeling 

better and they said why. They said, well, the doctors keep reporting back to 
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your doctor here and we get our information and what he (=private doctor) 

wants us to do from him. That is clearly as I remember it. [N/A] 

 

Later, Bill explained that Angela’s treatment was under her specialist’s control even 

though she did not see the specialist: 

 

She’s been seen by the heart specialist and it’s the same one. So when it 

(=Angela’s cardiac condition) gets down to, his name is on her record. If 

there’s something serious about her heart, they will contact him. See, the 

young doctors have to have him check it anyway. So he’ll come up, that’s been 

consistent. [NF/A] 

 

On the second day of the admission, the ED staff were planning to move Angela to 

one of the wards. However, she was found to have extremely low blood pressure, and 

given her critical condition in that early afternoon, remained in the ED another day. 

She had very limited memory during this period, and was not sure how many days 

she was in the ED exactly [N/AD]. 

 

On the third day of the admission, before Angela was transferred to the ward, she 

was feeling extremely tired. In the formal interview, she described how the 

environment in the ED made her feel exhausted [N/ACD, H/BCD]:  

 

…I was so tired, I feel off to sleep. ...If you’re in emergency department the 

staff are moving all the time and different people will help and say how are 

you? How do you feel about this? [N/A] 

 

Although the busy and open ED environment had made some residents feel it was a 

secure place where they had lots of attention, the features of the environment still 
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affected them. Bill explained that Angela usually liked socialising and did not worry 

about a changed environment or seeing lots of new people. However, especially 

when she was suffering from still intermittent restless legs and deteriorating cardiac 

condition, it made her feel exhausted [N/AC, NF/A, H/BC]. 

 

The tiredness might also have been related to the length of stay in the ED. Angela 

stayed in the ED for more than 20 hours and it was the longest stay in ED in her past 

admissions. During this long stay, the lights in the ED were always bright and the 

curtains around her were half opened most of the time so that the staff could observe 

her. The staff, patients and families kept moving around all the time, and there was 

no quiet and dim bed time. Being in this physical / social environment for a long time 

might have been hard for her exhausted. Furthermore, Angela lost sense of time 

during the later period of ED stay. Most likely this was because her condition was 

critical for a while, however the physical features of the ED, regardless of day or 

night, might have impacted on her psychological condition as well. In addition, 

extreme fatigue might have contributed to losing her sense of time [N/CD, I/AC, S/C, 

H/CD]. 

 

 

Being transferred to the wards 

When Angela was transferred to one of the wards, the ED staff told her only that they 

would move her to another ward. Angela actually did not understand why she had to 

move, because her restless legs had stopped and she had been feeling better by that 

time. However she accepted it without worrying about being moved to the ward. She 

explained the way of her thinking in the formal interview [N/AD]: 
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...I was ready to go to sleep, I was quite happy about that (=moving to the 

ward).  

(Researcher: Did you feel anxious?) 

No. ...I sort of believe, you think if you’ve got a problem, if I have, what is it? 

What can I do about it? If I can’t do nothing about it then no good trying, if I 

can do something about it I’ll do it right now. …I realised my restless legs had 

stopped but they might start again, so I realised that I would sort of, thinking 

back, I realised they needed me where they could observe that it didn’t start up 

again. But you know, you don’t have those conscious thoughts about it when 

you’re in Emergency or just out of Emergency. [N/A] 

 

Throughout the data collection, it was found that, although the hospital staff were 

always telling patients what they were doing or what they would do, they were not 

likely to explain ‘why’ they would do something [N/ACD, I/C, S/C, H/C, L/C, C/C, 

R/C, F/C].  

 

Communication between nurses and people with dementia --------------------- 

An ED nurse described her thought about communicating with people with dementia: 

 

One of my personal priorities is informing the patient as much as I know, 

because not knowing, they start getting anxious or agitated. But if they know 

what’s going on, and they know they are going to be waiting maybe an hour or 

two for results to come back, when they know, I can deal with them better. 

[ED-RN/A] 

 

However, not many nurses were informing patients about what was going on, or 

what would be happening. One of the ED nurses expressed her hesitation to provide 

much information for people with dementia “because we don’t want to confuse them” 

[RNs-ED/B]. One of the key informants was concerned about insufficient 
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communication between the nurses and older patients especially those with 

dementia: 

 

…if you have five minutes you can still get a really valuable insight if you take 

time to listen and if you take time to talk to people (with dementia). …At the 

very least, you can be a bit humanistic about it. Can I explain that to them? 

Can I give them five minutes of my time? … It’s the small things that can be 

modified, the nursing process that can be modified within a short period of 

time, and the key is talking to your patient. Not enough nurses do that anymore. 

[ED-NE/A] 

 

The nurse educator in the ED emphasised the need for education for the nurses, 

especially early stage of the university education, in order to improve not only their 

communication skills but also their holistic view of caring for older people with 

dementia: 

 

I think the education needs to start very early, probably even at university level 

although I think at undergraduate level they get taught to give individual care 

and holistic care but they have no context to put it into, because they don’t 

come out clinically very early, then they come out here (= ED) clinically and 

the they get absorbed in the culture and they get, we’re too busy, we haven’t 

got enough time (to communicate with older patients). [ED-NE/A] 

--------------------------------------------------------------------------------------------------- 

 

Despite the fact that Angela was not provided enough information, she made sense of 

things with a positive appraisal, instead of asking ‘why’. Although the health 

professionals kept her to monitor her cardiac condition rather than to observe her 

restless legs, she interpreted that it was for her legs because that symptom was her 

greatest concern at that time [N/AD].   
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When Angela arrived at her room in the ward, she had an awkward feeling with the 

features of the ward room. She described how she felt: 

 

Well actually, you feel as if you’re in a...I mean you’re...you arrive in [her 

room in the ward] which is just a box. One man was there, another one was in 

a room I think. …You look as if and you feel as if you’re out in a 

cupboard. ...This looks like emergencies you know. [I/A] 

 

She seemed to be slightly surprised and disappointed when she arrived at her room 

which was like “a box” or ‘a cupboard”. Angela usually lived in a private room in 

the facility, which has a bed, a bed side cabinet, a big arm chair, a big chest and TV. 

Even though she had got used to stay in the hospital, she felt unsettled with the 

features of the ward room [N/AC, NF/A, I/AC].  

 

 

Experiences of care in the ward  

Angela was admitted to the ward on the third day of her admission to the hospital. 

On this day, she faced many different staff caring for her and experienced a different 

routine from the facility. As a RACF resident, she needed some degree of assistance 

in terms of her daily living. She had understood her dependency and was concerned 

about whether she would be able to have assistance for her daily activities, such as 

transferring in and out of bed, toileting and eating [N/A, E/A, I/A, D/A]. She was 

asked questions by the staff, and explained some of her routine herself, but 

sometimes she did not vocalise what she wanted.  
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Unfamiliar staff she had never seen 

In the ward, Angela’s restless legs had settled but she was still worried it would come 

back. However she did not ask any staff in the ward about it [N/AD]: 

 

No, I mean they seemed to be too busy concentrating on doing it (=checking 

her vital signs etc). They would have answered my questions I’d imagine but I 

just let them get on with it. [N/A] 

 

Even though the ward was quieter than the ED, there were still many staff and other 

people around Angela. In the facility, she usually had relatively fixed staff allocated 

and remembered each staff’s name and face. In the hospital for her, it was hard to 

recognise the staff as either doctors, nurses, students, volunteers or allied health staff 

[RNs-F/B, M2-F/A, PCWs-F/B, N/A, E/A]: 

 

(Researcher: Did you have lots of different nursing staff look after you while 

you were there?)  

Quite a number.  

(Researcher: Was it hard to keep track of them all?) 

I couldn’t. No, you can’t remember all the names you know, and it’s a bit 

difficult to manage. ...There are far too many. But they are all so good. I 

haven’t found any complaints whatsoever [E/A] 

 

It was difficult always to tell who were doctors except by the things round their 

neck. Doctors looked in on me, more than one. [N/A] 

 

Angela had built close relationships with RACF staff such as RNs, PCWs and other 

staff such as catering, cleaning or maintenance. She had got an idea who to ask for 

something. For example, if she would like to go to the toilet she called PCWs, or if 

she wanted a tablet for pain she would ask the RNs. However in the hospital, all staff 
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were new to her and it was hard to distinguish what their positions were. This could 

have been one of the reasons that she was likely not to ask or complain about 

anything even if she was unsure or unsettled [RNs-F/B, PCWs-F/B, N/AC, E/A, I/C]. 

 

Staffing in the acute care settings --------------------------------------------------------- 

In general, there was a lack of consistent staffing in the ED and wards in this study. 

One reason was because the nurses usually refused to care for the same patient over a 

period of days, especially for older patients: 

 

One of the issues that we do have is having the nurses rotate to different areas 

all the time. So perhaps if you know that you have this person who is in bed 

block for a period of time, getting the same nurse to come back next day to 

work in the same area, but that was a challenge as most of them want to move 

to a new area each day. [ED-NE/A] 

 

Many of the nurses in ED do not particularly want to provide care to older people, 

and one of the reasons was that older people were likely to require routine care and 

some nurses had not got used to provide such care [ED-NE/A]. Even in the wards, 

nurses often did not prefer taking care of older people especially with dementia: 

 

People (= health care staff) often are intolerant of older people and extremely 

intolerant of dementia… they don’t want to deal with it (= taking care of 

people with dementia). [GLT2-P/A] 

 

There was a suggestion to establish a geriatric specialised ward to provide consistent 

staffing and environment in this hospital, however it did not become reality because 

the budget was used for the rehabilitation unit instead [CD/A, GLT1-TL/A]. There 
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also was another idea of introducing dedicated nurses to improve the care for people 

with dementia, however there was a funding issue here as well: 

 

…it’s not a huge among of funding, the budget is always an issue. I think it’s 

about the competing interests. [GLT2-TL/A] 

 

One big barrier will be convincing management to do it (= funding for 

specialised care) and to invest in it, funding. [GLT1-TL/A] 

 

One of the key informants was concerned about the feasibility of specialised geriatric 

services because people with dementia are voiceless and have no power to appeal for 

such services: 

 

I can’t imagine it (=specialised services) is happening in the foreseeable future 

because people with dementia don’t have a voice. Soon as there is a diagnosis 

of dementia, they don’t matter. [GLT2-P/A] 

--------------------------------------------------------------------------------------------------- 

 

Being asked about mobility 

Angela could not walk and used a wheelchair since she had a stroke in the past. On 

her client transfer summary from the facility, ‘no walking’ and ‘wheelchair’ were 

ticked. However every staff in the ward asked Angela whether she could walk when 

they needed to transfer her such as toileting and bathing. Every time Angela met new 

staff she explained that she had the weakened leg because of stroke and how she 

usually moved between the bed and the chair [E/AD, I/C]. 
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When the health professionals provided routine care for the residents, one of their 

biggest concerns was the residents’ usual mobility. RACF residents are likely to need 

more support in their activities of daily living (ADL) than community dwelling older 

people. Depending on the residents’ level of dementia, it might be difficult to 

accurately find out their usual mobility status. Furthermore, the residents might have 

become cognitively and physically deteriorated due to their acute condition. 

Therefore the staff need to identify what level of ability the resident usually had in 

the facility, and how he/ she has been experiencing deteriorated functions at the 

moment. A client transfer summary was playing a role in transferring the residents’ 

ADL and other information related to their routine care in this study. However, the 

checklist of this summary did not describe in details of actually how the resident 

mobilised. Therefore even if the resident could explain how he / she mobilised 

usually, sometimes the hospital staff would like to know more details or make sure 

whether what the resident said was true. The hospital staff often called the facility to 

ask more details about mobility [RN1-ED/A, NE-ED/A, RNs-F/A, N/D, I/D, D/D]. 

 

Telling the staff about the toilet schedule 

Angela was worried about assistance for toileting during the night in the ward. 

Therefore she informed the staff about her toileting schedule by herself so that they 

were aware of it [E/A]: 

 

I’m going to the toilet at midnight, have to get rid of the fluids. I’m carrying a 

lot of fluids… (in the facility, the staff) bring the wheelchair in, not the 

wheelchair but the shower chair and take me in to the toilet and tuck me back 

into the bed. (In the hospital ward) they (=ward nurses) gave me a bed pan 

and I didn’t go to the toilet. [E/A] 
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Even though she did not go to the toilet and used the pan instead, she was happy 

because the staff had recognised her toileting schedule even during the night [E/A]. 

Her toileting schedule had been recorded on her care plan in the facility, however 

there was no information related to this transfer either by documents or verbal 

handover. Therefore toileting relied on her being able to explain her needs, and 

hospital staff accepted her as a reliable information resource [E/AD, RNs-F/B]. 

 

Waiting for tea 

In the afternoon, Angela was expecting and waiting for afternoon tea in the ward. In 

the facility, meals and tea were provided at a scheduled time and those reflected each 

resident’s preferences: 

 

We usually ask the residents what they would like for each meal from some 

options the day before. If they change their mind at the meal time, we can 

respond to it because there are kitchens in each dining room. Even if they can’t 

come to the dining room and have a tray in their room, we can still change the 

menu if they want to. [PCW1/B] 

    

We provide morning and afternoon tea. We know what they (=residents) want, 

so usually just give them… for example, white tea one sugar with bikkie for her, 

or black coffee two sugars with small sandwiches for him, something like that, 

unless they’d say I want something different today, or so… [PCW2/B] 

 

In the hospital, meals and teas were provided by catering staff. The catering staff 

came with a food and tea trolley each time; however, they had no idea if the patient 

was from a RACF or had dementia. Angela was frustrated when she could not have 

what she wanted, as the facility staff had always given her a particular set of morning 
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and afternoon teas even if she didn’t request anything [D/A, PCWs/AB, N/C, H/C, 

L/C]: 

 

…(the staff in the ward) didn’t even offer me a cup of tea, thought they’d offer 

me a cup of tea. But later I got one. When I asked (=for a tea) they said, sorry, 

why didn’t you say so? … It was my fault for not asking! [D/A] 

 

This time, Angela was not asked if she wanted a tea and she was waiting rather than 

asking for it, because she had believed that she should have been able to have it 

without asking.  

  

Not understanding about thickened fluids 

Angela also had a speech pathology assessment in the afternoon. She did not 

remember it very well, but she was able to deduce that because of that she had to 

have thickened water. Following the results of the assessment, the speech pathologist 

ordered mildly thickened fluids and minced/ moist diet. Angela did not like either of 

these, especially exclaimed that the thickened water was "disgusting" and refused to 

drink it [N/ACD]: 

 

I don't remember who….Probably, they might have thickened the water...I 

forget what it was but there was something that I kept sort of reminding them 

about. I don’t know whether it was something I didn’t like to eat or something 

like that but I think they sent me home so I wouldn’t keep pestering them. 

[N/A] 

 

Bill visited her every day while she was in the hospital, however he also did not have 

clear explanations as to why she needed thickened fluids: 
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I don’t understand this at all, the speech therapist put her on thickened water 

and such. I have no idea and don’t understand the reason behind that…why 

they are using a speech therapist to work that out. That was never explained. I 

did ask and the nursing staff looked at me and said they didn’t know. That’s 

one thing and the other thing is that she wasn’t really drinking enough liquid 

because she didn’t want the thickened tea or thickened water. She would have 

been better to have ordinary water and ordinary tea, she would have at least 

taken a decent amount of fluid but she wasn’t taking enough fluid. [NF/A] 

 

Later, the speech pathologist ordered normal fluids and a soft diet in the end, after 

another assessment on her discharge day. However Angela thought that the staff 

discharged her back to the facility because she kept complaining about the thickened 

fluids [N/AD]. 

 

Being embarrassed – gender issue 

In the evening, she had a shower with a nurse’s assistance. However, she felt 

uncomfortable and even embarrassed, because of her perception of having care by 

male staff.  

 

One of her most significant concerns was gender, not only during the multiple 

transitions she experienced, but also in her normal life in the facility. When she 

mentioned people including doctors, nurses or other patients in the formal interview, 

she was likely to describe their gender, such as “a male doctor”, “a lady doctor” or 

“a male nurse”. She was uncomfortable when she discovered that she would have 

male patients in the same room in the ward [I/AB]: 
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It (= staying in the ward) didn't worry me but it was a mix with an elderly man 

and a dark chap, two dark chaps behind me. I thought ok. It wasn't, until he 

said he was married and how many children he had and how many 

grandchildren. …I don't like the mixed men and women... I mean everything is 

alright. …they (=male patients in the room) are nice, the nurses are nice, 

you know. [I/A]  

 

Angela was uncomfortable in the same room with the unknown man but felt better 

after she found out a little about him such as information about his family. Even if 

she had got used to staying in the hospital, the mixed gender of the ward made her 

feel unsettled. In the afternoon when the researcher visited for observation, the 

curtains were closed only on both sides and Angela could see a male patient sitting 

on his bed in front of her. She was not comfortable with it, however she imagined 

that the nurse left the curtains open because they needed to for some reason and did 

not complain about it [I/AC]. 

 

Her concern about the gender was even increased when she had a male nurse  

provide a shower for her: 

 

I saw one of the men had shoes on, he was a nurse…fair-headed chap, a young 

chap, and he was very nice. It’s embarrassing now; you got a man to bath you. 

…I was embarrassed.  

(Researcher: You may have males showering you here (=facility) sometimes. 

Are you fine here because you know them?) 

But when a new one comes in, I don’t like it… they just plonk them in. [I/A] 

 

Although she did not refuse to be helped showering by the male nurse, she 

experienced a feeling of shame as she described “I was embarrassed”. She did not 

care too much when she had some familiar male carers assisting, however she always 
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did not like having new male staff for toileting or showering in the facility. The fact, 

that she did not like being taken care of by unfamiliar male staff, was known by most 

of the staff in the facility and written on the resident care plan, however it was not 

specified on any documents sent from the facility, as well as verbal handover [I/ACD, 

RNs-F/B, PCWs/B]. 

 

Having a sleepless night, but feeling secure 

Sleeping habits were also an issue for Angela - she did not sleep well at night. She 

lived in private rooms in the facility, and although there was a particular time for 

lights-out, she was usually spending the night time as she liked, such as watching TV 

and waiting to getting sleepy [RNs-F/B, PCWs-F/B, N/AB, E/A, I/AB, H/AB]: 

 

I didn’t sleep well in there (=the ward). I’m not used to going to bed the hours 

they have there (=the ward)… No, up there I didn’t get any tablets… I’m not a 

good sleeper. But yeah, they treat you alright, you can’t complain. [I/ A]   

 

Angela did not complain of her sleeplessness because the staff treated her well. 

Angela usually had a hypnotic tablet before going to bed. On her copied medication 

chart from the facility, it was written as PRN (pro re nata = as required) medication. 

However ‘Good’ was ticked on the section regarding sleep patterns on the check list 

on the transfer summary from the facility and there was nothing written about the 

medication. Furthermore, even though she could not sleep, the ward staff seemed not 

to recognise it. There was nothing written about sleeplessness on the progress notes 

during the hospital stay either, and the transfer summary from the hospital on her 

discharge also ticked ‘Good’ for the section on sleep patterns [I/ AD, N/D, H/D]. 
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Another reason Angela could not sleep well in the ward was her night clothes. She 

was wearing a nightdress every night in the facility, however she was put a hospital 

gown in the ED and nobody helped her to change to her own nightdress, although her 

son had brought some in. It seemed that Angela did not know that she had her 

nightdress there and said [I/AC]: 

 

(If I could take something with me) I’d probably take my nightdress… yes, 

personal things. I’m not worried about make up now, but comb… Well, 

actually you’re not fussed about…if you’re sick, too sick to worry… [I/A] 

 

Thus Angela wanted to wear her own nightdress in the hospital, but the staff seemed 

not to realise her wish. 

 

Although she could not sleep well during the night, Angela realised that the ward’s 

environment was totally different from the ED:  

 

Well, I woke a lot in the night and I was lying there awake a lot and there was 

very little movement of nurses, down there. It wasn’t a lot of movement around 

the ward but they were there available… (For) my blood pressure mostly they 

(=the nurses) came. They just sort of looked in as they passed. They didn’t 

come near me which I suppose was so they didn’t wake me. …I think they were 

well aware of what was going on around them. I mean just a glance I think 

they had a fair idea. [N/A] 

 

Being transferred from the busy and noisy ED, Angela felt more settled in the quiet 

environment in the ward. There were still many staff around and they looked busy, 

and Angela felt she was under surveillance but in quieter place. She was still happy 

to be observed by the nurses even during the whole night because she was still 
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worried about her cardiac condition and restless legs which might have started again 

[N/AB, E/A, I/A. H/BC]. 

 

Feeling isolated 

On the fourth day of admission, Angela was feeling better and happy that the restless 

legs seemed to have totally stopped. Bill visited her briefly once after she moved to 

the ward. There were also the other three other patients in her ward room, and nurses, 

doctors, other staff and the patients’ families kept coming and going [N/C, I/BC]. 

 

Angela described such a look of the ward that “everybody was talking” but not to her. 

The nurses regularly checked her blood pressure and let her know how it was, but not 

much about other things. Most of the fourth day in the hospital, Angela was having a 

rest in the ward bed, not talking much with anybody [I/ACD]:   

 

They just kind of take your blood pressure and take it. A lady doctor I think, 

she, they took my blood pressure and all that. But there’s not much that they 

tell you… there was nothing wrong (with me). I shouldn’t be there, hey? [I/A] 

 

Angela did not talk much to the staff unless they talked to her, and did not ask 

questions. She had been feeling better by then and recognised that there was no 

problem with her blood pressure, and started worrying why she needed to stay in the 

ward, and felt she “shouldn’t be there”. This highlights her ability to rationalise not 

only the needs to go to hospital but also the needs to leave hospital [I/A].  

 

 

Being transferred back to the facility 
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Discharge plan and support coordination -------------------------------------------------- 

As it was stated in the previous chapter, the discharge from the hospital was decided 

on the day or the previous day. Sometimes the hospital calls the facility, when the 

resident requires additional treatment or care, to discuss if the facility is able to 

provide a particular procedure, or if not, to suggest the facility to organise support 

such as HINH for some instructions of the procedure. Although this procedure was 

not required during the data collection in this study, it was not uncommon that they 

were required to arrange the support for unfamiliar clinical procedure. According to 

the key informants’ interviews, such service or support coordination is usually 

arranged by geriatric liaison teams in the hospital for patients from the community, 

and RACF residents returning back to the same facility are hardly become their case. 

Therefore, most cases the hospital provides the information of extra care needs, and 

the facility manage to cope with it or arrange the HINH if they needed [M1-F/A, 

M2-F/A, RN1-F/A, RN2-F/A, GLT1-TL, GLT1-SW, GLT2-TL, GLT3-TL]. 

------------------------------------------------------------------------------------------------------ 

 

On the afternoon of the fifth day of Angela’s admission to the hospital, after 

physiotherapy assessment, she was told that she would be discharged back to the 

facility. In this study, the residents often had to wait for the ambulance taking them 

back to the facility for one ~ five hours. When the ambulance could not come soon 

and the ED or the wards were full, sometimes the residents were transferred to 

another room with their bed to wait [RNs-ED/BC, RNs-W/BC]. Angela was not an 

exception. She was moved to the space near the ED while she waited for the 

ambulance to pick her up. The space was quiet and Angela looked relaxed in the bed 

and said [N/CD]: 
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I’m waiting for ambulance… I’m going home. Well, everything is good now. 

I’m not worried about anything. [N/A] 

 

The space was relatively isolated and there were no health care staff seen around 

Angela, however she was not feeling anxiety because of her better feeling about her 

physical condition. Angela had a clear understanding that she would go back to the 

facility, which meant ‘home’ for her. Before she was moved from the ward, one of 

the nurses in the ward told her to come back to the hospital if she had a problem 

again, and it made her feel much better: 

 

They (=ward staff) said, look, if it (=symptom) starts up again come straight 

back. 

(Researcher: Did it make you feel better?) 

Yes. Because I would have had nowhere else to go if I couldn’t go to the 

hospital. [N/A] 

 

While waiting for the ambulance, the nurse also called the facility and Bill to notify 

them that Angela would go back that day when the ambulance became available. At 

the same time, the staff organised the transfer envelope; which included discharge 

summary, copy of medication chart and newly prepared client transfer summary. The 

ED and ward staff sometimes send a copy of progress notes when the staff thought it 

was needed to inform what they had done in hospital, however it was not attached to 

Angela’s transfer envelope [RNs-ED/BC, RNs-W/BC, N/D]. 

 

Approximately three hours later, the ambulance staff arrived to take her back to the 

facility. The focus of handover here was treatment processes, especially changes in 
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medications [N/D, H/CD]. On the way back to the facility, Angela did not complain 

about the ambulance service. She was satisfied with the service, described as “It was 

a comfortable ride, they are nice” [I/A], “Very good service” [S/A] and “They were 

great” [D/A]. 

 

 

End of the Journey – ‘I took it as it came’ and ‘I was cared for well’ 

When Angela came back to the facility, she was feeling better and secure, and she 

said that it was because the restless legs had stopped, rather than because she came 

back to the familiar environment [N/B]. The researcher asked her how she 

experienced the journey through the multiple care environments in the hospital in the 

formal interviews: 

 

I take things as they come, I don’t worry. …They (=hospital staff) treat you 

alright, you can’t complain. …I watched [another resident she knows well] in 

ED. She was crying. I think what was the good of crying? If you got pain, you 

put up with it… I just took it (=events she experienced during the journey) in 

my stride [I/A]   

 

I haven’t found any complaints whatsoever. …I found that, I can’t complain. I 

really can’t complain because they (=both facility and hospital staff) were so 

good… I can’t complain, not that you want to be in hospital of course. But 

these things happen [E/A] 

 

Well, you don’t need to be in a hospital when you don’t need a hospital. I mean 

they don’t keep you there to just fill up a space. [N/A] 
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As Angela described, she was trying to take the whole experience during the journey 

through acute care settings in a positive way. Although she had a lot of unsettled, 

uncertain and uncomfortable moments, she was appreciating that she was cared for in 

her daily needs, even in the different health care settings. As stated previously, for a 

RACF resident, ‘being cared for’ was a significant necessary, concern and wish. 

Especially when she needed to go away from the facility she was usually cared for, 

and stayed in the hospital, ‘being cared for’ was even more valued. Because she 

understood the different roles of the health care staff between the facility and the 

hospital. For her, hospital was a busy place to take care of sick people as she said 

“(the hospital staff were) very good, as they are busy”, and she was thinking that the 

facility was the place she belonged to, not the hospital. Therefore she appreciated 

that she could have staff’s attention in the hospital, which was the place she was not 

belonging: 

 

It was very pleasing really. It’s hard to give attention when there are so many 

patients…I can’t speak kindly enough of them. [E/A] 

 

This perspective might have even influenced her stoic attitude – which may have 

been related to ‘being nice’. She did not ask many questions of the staff, sometimes 

because she did not want to interrupt them. Additionally, when she described some 

negative experiences, such as her unsettled feeling with the features of the ward 

room or having male nursing assistance for showers, she often added: 

 

But they are all so good, I haven’t found any complaints whatsoever (p. 182) 
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I mean everything is alright. …they (=male patients in the room) are nice, the 

nurses are nice, you know (p. 189) 

 

But yeah, they treat you alright, you can’t complain (p. 190) 

 

Thus, Angela’s journey was not easy, with feeling of uncertainty or being unsettled, 

and health care system issues were directly or indirectly underlying her perceptions. 

However she was also feeling secure and appreciated that she was being cared for. 

Even though she realised that her needs were often not met, she valued ‘feeling cared 

for’. The sense of trust which was established through her past experiences, her 

ability to understand or make sense of the circumstances and her perspectives how 

she took things in her way, were the underpinning aspects of her positive appraisal of 

the journey though the acute care settings. 

 

 

Summary 

This composite narrative described Angela’s journey from long-term to acute care 

settings and what it meant for her. The plot of this narrative that emerged from the 

data analysis was ‘feeling cared for’, and key elements were: 1) the ability to 

understand/ communicate; 2) trust; 3) a sense of security under surveillance; and 4) 

having a voice but choosing to not vocalise. The journey for these residents often 

started with frustration and an uncertainty regarding their condition and treatment for 

it, because these residents already had the ability to understand their own physical 

condition, which made them worried. However the ability also enabled them to grasp 

the situation and make sense of what was happening to them. Therefore they wished 

to go to the hospital to have a treatment, and had a sense of security in the particular 



Chapter 6: Feeling cared for 

198 

 

nature of acute care settings, highly valuing the sense of being ‘under surveillance’ 

by the hospital staff. The strong sense of trust in the hospital and the health care staff 

that was established by long- and short- historical experiences of hospitalisations 

contributed to their positive perceptions towards receiving hospital care. They often 

experienced uncomfortable moments during care, such as feeling uncertainty due to 

poor communication with the staff, feeling embarrassed by having a male nurse for 

bathing or other inconveniences with different routines. However their ability to 

make sense of the situation including their own care needs meant they highly valued 

‘being cared for’ or at least ‘feeling cared for’, and this overrode the negative 

feelings, as one resident stated “but I can’t complain, because nurses are nice”. 

Therefore, the meaning they constructed was ‘can’t complain’ – as a product of 

making sense of their journey experiences.  

 

Some issues in the system and care practices were identified. Insufficient 

communication especially lack of explanation about the reason of the staff’s decision 

or action was often expressed by the residents or observed by the researcher. This 

caused uncertainty for residents in this study. A lack of individual information, 

especially on routine care needs and preferences was highlighted. For the residents 

who contributed to this narrative, different physical environments in the acute care 

settings were perceived as safe places as they were under the surveillance, however a 

longer stay in the ED made them feel exhausted.  

 

Health professionals suggested that consistent staffing and specialised nursing staff 

or geriatric ward/ unit would contribute to better care for people with dementia in the 

acute care settings. However, the nurses’ lack of interest or reluctance in caring for 
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older people prevented consistent staffing, and the budget was always a further 

hindrance to establishing specialised services. Fewer visits of family members in the 

both long-term and acute care settings was another issue. These issues will be further 

discussed in the next chapter (Chapter Seven). 

 

Chapter Five and Six presented two different stories of multiple transitions within 

one system (context), guided by each plot. The meaning of the journey emerged from 

these narratives was ‘can’t complain’. In the first narrative, the residents became 

physically and/ or socially voiceless, and literally couldn’t complain. The second 

narrative illustrated another meaning of ‘can’t complain’, which was, the residents 

had a voice but they chose not to vocalise, as a result of making sense of unpleasant 

experiences. The researcher will further discuss how RACF residents with dementia 

constructed their meanings of multiple transitions in the next chapter. 
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CHAPTER 7 

  CAN’T COMPLAIN 

 

Introduction 

This chapter presents insights into the meanings that residential aged care facility (RACF) 

residents with dementia constructed through their experiences of a series of care events 

throughout the ongoing processes of interfacing between different care settings. The 

system factors that shaped these meanings related to continuity of care (COC) and 

consequently influenced the residents’ experiences of care, are also discussed.  

 

The finding of this study indicated that the overall meaning of multiple transitions - 

journeys across the health care settings for RACF residents with dementia - was ‘can’t 

complain’. This meaning had two different processes and outcomes. First, some residents 

could make sense of their journey and, even if they experienced unmet needs, they could 

make sense of unpleasant experiences. This was represented by all resident-participants 

who had formal interviews when they described their experiences; “but I can’t complain, 

because…”. With this perspective, these residents had a voice, but often chose not to 

vocalise. Second, some resident-participants experienced unmet needs without 

understanding their journey and care processes, and became overwhelmed, confused or 

unresponsive. Those residents might have constructed meanings, however, they either did 

not have an ability to communicate, or their usual ability was diminished, thus, they 

literally ‘could not complain’. Or, they might have demonstrated their unmet needs by 

their behaviours, but it was not recognised as meaningful communicative action by health 

care professionals. From this perspective, they were functionally and/ or socially 

voiceless. Care practices influenced the residents’ experiences through social interactions 

during their multiple transitions, and these care practices were affected by the systems. 
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The system factors that directly and indirectly shaped care practice are identified and 

discussed below.  

 

This chapter discusses the findings of this study in two parts and follows the framework 

(presented in Chapter Two) for this discussion. Part 1 discusses the processes of meaning 

construction in connection with the individual’s cognitive abilities.  

              

(Concept of multiple transitions: from Chapter Two) 

 

 

The impacts of the residents’ cognitive abilities within the system and care practices, and 

vice versa, are also considered. Part 2 discusses how system factors create the social 

world for the residents with dementia during their multiple transition periods. What 

system factors shaped the features of COC, how care practices impacted on the residents’ 

experiences of multiple transitions, and the other system factors that indirectly affected 

the transition processes or care practices, are also discussed. 
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(Concept of COC: from Chapter Two) 

 

(Conceptual framework: from Chapter Two) 
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Part 1: Meaning of the journey – ‘Can’t complain’ 

The findings of this study indicated that the residents’ cognitive function significantly 

influenced their experiences of care. In particular, their ability to understanding and make 

meaning was a fundamental differentiator in their perceptions of their experiences. When 

the residents could make meaning of the situation, such as understanding their acute 

condition, their need for acute care or environment changes, they were able to use further 

abilities, such as accommodating historical and cultural contexts to make sense of their 

journey. When residents were not able to understand what was happening to them, their 

cognitive functions were likely to be even more diminished by care interactions. This 

section discusses the factors associated with the residents’ construction of meaning, 

including their understanding, cognitive abilities, the process of meaning construction, 

and the interrelationship between their abilities and care practices. 

 

Factors associated with the residents’ cognitive abilities 

There were three possible factors associated with residents’ cognitive abilities: their 

baseline cognitive function; impacts of their acute condition; and the impacts of multiple 

transition experiences. Although the degree or form of cognitive impairment seemed to be 

associated with their abilities, these were not always proportional. Rather, their abilities 

fluctuated because of other factors. Their physical condition often diminished their 

understanding/ communication ability. Furthermore, care interactions without 

consideration of their vulnerability and the impact of environmental changes often further 

limited their ability to construct meaning. The combination of these three factors affected 

their abilities and their responses to the various care events/ interactions throughout their 

multiple transitions. Many researchers have found the negative impacts of hospitalisation 

on cognitive function of people with dementia (Ehlenbach et al., 2010; Travers, Byrne, 
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Pachana, Klein, & Gray, 2013). Ehlenbach et al. (2010) analysed data from a prospective 

cohort study, and found that hospitalisations were associated with greater and more abrupt 

decline in cognitive functions among older people than those who were not hospitalised. 

They summarised the contributors of the decline as hypoxemia, hypotension, delirium or 

sedative/ analgesic medications (Ehlenbach et al., 2010). However, since their study also 

found that the cognitive decline occurred regardless of critical or non-critical illness, the 

impact of a changing environment and social interactions on their psychological status 

and their ability to facilitate those impacts should be taken into consideration. 

 

Cognitive abilities associated with journey experiences 

Residents with mild to moderate dementia displayed different levels of ability to 

understand the situation or care events. Some residents were able to construct meaning by 

putting pieces of information together to generate their own reality. Others were able to 

understand simple questions or instructions, however they were not able to understand 

circumstances around them. Some were not able to understand their own acute conditions 

and transfer /care events. The higher level of cognitive abilities of some residents enabled 

them to recognise historical and cultural contexts within current circumstances. The 

historical contexts included their past experiences of illness and hospital care. The 

cultural contexts were related to the residents’ personal perception towards illness or 

hardships, and awareness of a changed social environment or changed role from ‘resident’ 

to ‘patient’.  

 

Accommodating historical contexts – sense of security 

The findings in this study indicated that some residents’ past experiences influenced their 

present understanding and meaning construction through accommodating the past into the 
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present. How past experiences of people with dementia contributed to meaning 

construction in the present was discussed by Edvardsson and Nordvall (2008). Their 

phenomenological hermeneutic study found that people with dementia were more 

confident of the past in their life when they narrated their experiences in the hospital. 

They argued that, even though people with dementia were not able to comprehend the 

present, they could be in control and expressing themselves when they described their 

past (Edvardsson & Nordvall, 2008).  

 

Some of the residents with dementia in this study highly valued their sense of security 

during the multiple transitions. Those residents were able to recognise the acuteness or 

severity of their conditions accommodating past experiences with their current situation, 

and this led to their positive acceptance of visiting the hospital. Their past illness/ acute 

condition experiences, however, also made them concerned or fearful about their physical 

conditions, especially when they had experienced life-threatening conditions in the past. 

The ongoing concerns of adult patients in the acute care settings such as ‘what’s 

happening to me’ or ‘what’s wrong with me’ were reported in Laitinen, Kaunonen, and 

Astedt-Kurki’s (2011) grounded theory study. Although there have been limited studies 

that investigated such concerns of people with dementia, an ethnographic study by 

Cowdell (2010) found that their present physical condition was also of concern for people 

with dementia. Therefore, accommodating past experiences into the present has had both 

positive and negative impacts on experiences of people with dementia. The acceptance of 

the need for hospital care and anxiety about their physical condition further contributed to 

their positive feeling about being under the surveillance of health professionals, thus, 

created a sense of security.  
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The findings suggested that the residents’ past experiences of receiving hospital care had 

established a sense of trust in health care professionals and the care system. An interesting 

finding was that the residents’ hospital care experiences were highly engaged in their 

lifetime memories, as most of them were locals in the region. Although they were aware 

that the current hospital was no longer the familiar small local clinic they remember, their 

robust sense of trust still made them believe that they were safe in the hospital. Such 

strong sense of trust may also be explained by the finding of Edvardsson and Nordvall 

(2008), that people with dementia were more confident in the past. The residents with 

dementia in this study could have been confident in their trust, which had been 

established through their life history, and that sense of trust was significant for them 

particularly when they were feeling vulnerable in the present in the acute care settings.  

 

Accommodating cultural contexts – feeling cared for 

The residents’ personal perspectives or beliefs of unpleasant experiences associated with 

their health problems were identified throughout their journey. One of the common 

perspectives among the residents was; “If you got pain, you put up with it. I just took it in 

my stride”. Previous studies found that such a stoic attitude was more general among 

older people than younger people, and it was associated with lower levels of help-seeking 

behaviour (Cairncross, Magee, & Askham, 2007; Cornally & McCarthy, 2011). This type 

of attitude may explain why the residents were reticent to request assistance or ask 

questions despite their concerns. Sabat (2005) stated that mental attributes of selfhood, 

such as beliefs, were not likely to be destroyed by neuropathology even in the moderate to 

severe stage of the Alzheimer’s disease. Emotional control may also have been a factor. 

Gross et al. (1997) found that older people had greater control of emotion than younger 

people, and it allowed them to selectively highlight positive emotions and shatter negative 
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emotions, as seen when residents in this study emphasised appreciation rather than 

uncertainty or anxiety. Although the emotional control or stoic attitudes among people 

with dementia may be varied depending on the pathology of dementia or personal 

characteristics/ beliefs, it seemed that the tendency towards stoic attitudes affected the 

residents’ responses to their unpleasant experiences. Some pain assessment studies 

identified that the stoic attitudes of people with dementia was one of the barriers to 

successful pain assessment (McAuliffe, Nay, O’Donnell, & Fetherstonhaugh, 2009), 

however, there have been very limited studies exploring the impact of dementia on stoic 

attitudes among older people. 

 

The findings of this study also indicate that some of the residents well recognise the 

changes in care environments, and thus, the different cultures of care. This recognition 

was further associated with their awareness of their changed role from ‘the resident’ of 

the facility having their daily life to ‘one of the patients’ in the busy acute care hospital. 

Such awareness seemed to make them conscious of busy hospital staff. Such attitudes 

among adult and older patients in the acute care settings have been previously reported 

(Laitinen et al., 2011; Mitchell & McCance, 2012). Secondary analysis of interview data 

conducted by Mitchell and McCance (2012) revealed that older people admitted to 

hospital cared about the nurses being busy, and tried to ease the nurses’ workload by 

minimising their expectations and demands for care. Although the participants of their 

study had no dementia, such an attitude was also seen among the resident with dementia 

in this current study.  

 

Simultaneously, some residents were aware that they were still RACF residents, although 

they had temporarily become ‘patients’. For them, this was also an awareness that they 
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needed some assistance in their daily activities even in the acute care settings. Their 

awareness of the chronic dysfunctions and associated care needs might have made them 

value and appreciate that they were accommodated as acute patients in the hospital. This 

finding may explain why the residents showed great appreciation to the hospital staff. In 

addition, this finding may be associated with the residents’ reticent attitudes – they might 

have been afraid of being a burden to the hospital nurses. Such a notion was found in a 

qualitative study about RACF residents’ view of chronic pain in the UK, which found that 

RACF residents were not willing to disclose their pain because they did not want nurses 

to perceive them as a nuisance (Cairncross et al., 2007).  

 

A combination of the residents’ positive/ stoic personal perspectives, recognition of 

changed care environment and role, and awareness of their chronic condition and care 

needs seemed to contribute to their positive appraisal towards hospital care. The findings 

suggested that ‘feeling cared for’ was paramount for the residents with dementia. The 

findings also indicated that the residents were not always well cared for, however the 

residents were trying to be rational or make sense so that they were able to feel that they 

were cared for.  

 

Constructing the meaning – Making sense  

The meaning of the multiple transitions across health care settings was described as ‘can’t 

complain’ by the residents with dementia who maintained understanding and further 

cognitive abilities. Their process of meaning construction was unique and significant, and 

had a particular mechanism; realising unmet needs and using their various abilities to 

make sense/ meaning, as an adjustment strategy of stressful circumstance.  
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Park (2010) proposed a meaning-making model which was based on Park and Folkman’s 

(1997) model. She referred to global meanings (individual’s general orienting beliefs or 

subjective feelings), as appraised meaning of the event (including a variety of 

determinations such as notion of the event) and situational meaning (meaning in the 

context of a particular situation). The situational meaning “begins with the occurrence of 

a potentially stressful event and describes an ongoing set of processes and outcomes” 

(Park, 2010, p. 258). The situational meaning-making process occurs when the global and 

appraised meaning encountered the discrepancies, and the process includes different 

dimensions, such as automatic or effortful coping activity, assimilation or accommodation 

process, searching for comprehensibility or significance, and cognitive or emotional 

process (Park, 2010). The ‘meanings made’ is a product of the meaning-making process, 

represented by sense of having ‘made sense’, acceptance, causal understanding, 

perceptions of changes, identity reconstruction and changed global beliefs (Park, 2010).  

 

Park’s (2010) meaning-making model is not specifically applied to older people or people 

with dementia. However, the findings of this study showed that some residents with 

dementia were capable of making sense and constructing meaning through a similar 

process. The process of meaning construction of the residents in this study is summarised 

in Figure 5. The global meaning of RACF residents with dementia in this study was ‘can’t 

complain’, underpinned by their sense of trust in hospital care and their personal 

perspectives. Their general and positive perceptions towards hospital care were often 

described as ‘the hospital (or health care staff) is always good’. Therefore, even before 

they experienced acute transfers in this study, they had the sense of ‘can’t complain’, 

constructed by their past experiences and perspectives. However, the series of care 

experiences with an acute condition was a stressful situation for the residents, and they 
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faced the discrepancy between their general meaning of being in hospital and the actual 

experience of feeling uncertain, anxious, uncomfortable or unsettled. For Park, reducing 

this discrepancy is the essence of meaning making activity, because “meaning making 

refers to the processes in which people engage to reduce this discrepancy (Park, 2010, p. 

259)”. 
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Figure 5.  Meaning construction of RACF residents with dementia 

  GLOBAL MEANING of the residents 

  CAN’T COMPLAIN 

  Trust in Care 

  Personal perspective 

 

 

POTENTIALLY 

STRESSFUL 

SITUATION 

APPRAISED EVENT 

MEANING 

 

 

DISCREPANCIES 

MEANING CONSTRUCTING PROCESSES 
MEANING 

CONSTRUCTED 

 

Acute condition 

Multiple transition 

processes 

 

Uncontrollable ongoing 

events 

 

- Uncertainty  

- Anxiety 

- Feeling unsettled 

- Feeling uncomfortable 

 

- Activate sense of trust (Ability to accommodate 

 historical contexts) 

- Accommodate changes (Ability to accommodate 

 cultural contexts)  

- Search for significance – feeling secure and  

cared for (Abilities to accommodate historical/  

cultural contexts) 

- Search for comprehensibility (Ability to make  

 sense) 

 

 

CAN’T COMPLAIN 

 (Compensate for 

negative experiences by 

looking at positive 

aspects) 

 

- Acceptance 

 

- Sense of having ‘made 

 Sense’ 



Chapter 7: Can’t complain 

213 

 

The residents’ abilities allowed them to use some schemes in the meaning-making 

process. Emphasising the sense of trust seemed to compensate for their uncertainty or 

anxiety. The findings suggested that there were two types of trust; trust in the staff as 

health professionals and trust in the staff’s courtesy. The trust in the staff as professionals 

was often described when the residents expressed how they dealt with their feeling of 

uncertainty. The trust in the staff’s courtesy was represented by the residents’ consistent 

positive appraisal of the nurses. Surprisingly, this trust was solid even when their needs 

were not recognised or satisfactorily met. Although many authors state that trust is a 

fragile phenomenon (Bell & Duffy, 2009; Dinc & Gastmans, 2013; Sellman, 2007), the 

residents’ trust was underpinned by their historical context, and individual perception 

was consistent. According to Folkman (1997), activating beliefs is one of the 

meaning-making activities for coping with stressful events. Searching for 

comprehensibility, which refers to “attempts to make the event make sense” (Park, 2010, 

p. 260) , is one of the dimensions of meaning-making processes. The statement by 

residents: “…but I can’t complain, because…” seemed to represent such attempt to justify 

the overall positive appraisal of the multiple transition experience (even if it was actually 

not positive), by making the series of care events make sense. The residents also 

highlighted the great value of feeling cared for and their sense of security of being under 

surveillance by trusted health care professionals, and this might be explained as a 

meaning-making process of ‘searching for significance’ of the events (Park, 2010). In 

addition, their constructed meaning of the journeys further strengthened their global 

meaning, as they successfully verified their general meaning. This might give them more 

confidence about themselves, especially after they faced their own vulnerability during 

their illness and subsequent multiple transitions.  
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The attempts to make sense were seen even among the residents with limited or 

deteriorated cognitive abilities to accommodate related historical and cultural contexts 

into their understandings of the situation. They were not able to recognise their changed 

role to ‘patient’, and past experiences of hospital care might have not helped them to 

have a sense of security. According to Sabat (2005), people with a dysfunctional ability 

to recall recent experiences because of Alzheimer’s disease still have the ability to store 

their experiences in long-term memory. The residents might have been trying to keep a 

sense of security that they had in the RACF, therefore, trying to have “sense of having 

‘made sense’” (Park, 2010, p. 260) that was, ‘this is familiar and safe place because there 

are people I usually see’. However, this attempt did not go successfully because, again, 

they did not have abilities to put historical/ cultural contexts and the present situation 

together, therefore they were not able to maintain the sense of having ‘made sense’.  

 

Hence, some RACF residents with dementia in this study had the ability to process, to 

make sense and construct meaning from their experiences. They adjusted their negative 

experiences closer to their existing global meaning by emphasising other positive aspects, 

which overrode or compensated for the negativities. The meaning of ‘can’t complain’ 

was a product of their meaning construction, and simultaneously it preserved their ‘sense 

of trust’, thus, they were able to maintain their global meaning. Consequently, those 

residents had a voice to complain or appeal their unmet needs, however, they often did 

not vocalise because they constructed meaning of their experiences of care events as 

‘can’t complain’. Furthermore, their hidden voice continued ‘… because I am feeling 

secure and cared for’.  

 

Reciprocal influence of interactions between residents with dementia and the system 
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Significant impacts of the residents’ abilities on care interactions were indicated through 

the findings of this study. An explicit example was that the less residents were able to 

communicate, the less nurses attempted interactions. In addition, the less there were 

interactions and/ or the more the impacts of the acute condition and changed 

environments, the more the residents’ withdrew from the interactions, leaving the nurses 

attempting even less interactions with the residents. The residents’ actual level of 

cognitive function did not matter so much – if they were not able to talk fluently, further 

attempts at interactions were not undertaken by the staff and the residents were more 

isolated. There was no concrete evidence that fewer interactions or communications 

resulted in more psychological distress of the residents. However, for the residents who 

were already overwhelmed by a series of unexpected events, staying in acute care 

environments without supportive interactions seemed to have negative impacts, such as 

becoming agitated or unresponsive. Similarly, Cowdell (2010) stated that although little 

is known about the impacts of interactions from the view point of people with dementia, 

being ignored was associated with a negative experience of acute hospital care.  

 

People with dementia are affected by “how they are treated by others” (Sabat, 2005, p. 

1031), and actions or behaviours of people with dementia are affected by neuropathology 

and psychosocial circumstances (Kipps, Nestor, Acosta-Cabronero, Arnold, & Hodges, 

2009; Sabat, 2005). A significant factor associated with nurses’ inactivity or withdrawal 

from interacting with the residents was the nurses’ presumption that people with 

dementia would not understand the conversation, or that having a conversation would 

make them confused. Sabat (2005) states in his discussion paper that this stereotypical 

presumption contributes to negative positioning of people with dementia as incapable or 

dysfunctional people. Such labelling makes the nurses focus more on defective functions 
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of people with dementia and less on their positive attributes (Sabat, 2005). For example, 

agitated behaviour could be a meaningful way of communication and a demonstration of 

their ability to express psychological distress. However, consistent with many other 

studies (Cowdell, 2010; Laurila, Pitkala, Strandberg, & Tilvis, 2004; Tadd et al., 2011; 

Watkin et al., 2012), such behaviours were likely to be seen solely as problematic in this 

study. The focus on dysfunction led to further negative positioning of residents with 

dementia.   

 

Unexpectedly, even when one of the residents was agitated and trying to get out from his 

bed, the nurses did not pay attention. This conflicted with their ‘patient safety’ focus. 

Although less attentive and responsive attitudes of acute care nurses towards people with 

dementia have been reported by many researchers (Borbasi et al., 2006; Cowdell, 2010; 

Hwang & Morrison, 2007b), disregarding high-risk behaviour was an extreme example. 

One of the possible reasons for the nurses’ inattention to the residents’ agitated behaviour 

was the researcher’s presence. The nurses might have believed that if somebody, no 

matter who, was watching the resident they would be safe. Although the researcher had 

explained her stance as an observer (most likely to be a complete observer) as well as the 

researcher’s duty of care, the existence of the researcher seemed to be convenient for the 

busy hospital nurses. 

 

For the residents with diminished abilities to understand and communicate, social 

interaction with the staff was a significant element of their meaning construction, 

because they were not able to rely on the historical and cultural contexts of the situation 

to make sense. For these residents, their recognised reality was only the present 
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environment; therefore, the feature of interactions through care practices was their social 

world during the journey. Sabat (2005) states: 

 

The vulnerability of the social identity of the person with AD (Alzheimer’s 

disease) does not inhere solely in the neuropathology of the disease, but in the 

social interactions the person has with others (p. 1034) 

 

The represented outcome of the residents who had defective abilities was being invisible 

and lost in the system. Loss of social self is produced in the social world, not in the self 

(Sabat, 2005). Although some residents who had abilities to understand the situation 

were able to construct meaning by using their abilities, they were also at the risk of 

diminishing or losing these abilities, because the findings indicated that the care 

processes and interactions were not able to maximise the residents’ abilities, rather, they 

contributed to reducing abilities. The next section discusses the factors that influence the 

care processes/ interactions, thus, affecting the residents’ experiences and meaning 

construction.  

 

 

Part 2: System factors – Creating the social world of the journey  

The central findings in the system level exploration in this study indicated that multiple 

system factors affected continuity of care, and consequently influenced the multiple 

transition experiences of RACF residents with dementia. Three main factors were 

identified; 1) different roles of care settings, 2) information transfer system, and 3) 

political/ organisational values. This section discusses the impacts of those factors on the 

three types of continuity (relational, informational and management) and on the residents 

with dementia through their care processes. The system factors and issues, influences on 
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continuity care practice and associated impacts on the residents are summarised in Table 

8.  

 

Table 8. System issues and influences  

System Factors Different roles of care 

settings 

Information transfer system Political / organisational 

value 

Issues  Lack of bridging gaps  

 between different  

 environments 

 Inefficient use of transfer  

 documents / handover 

 Ad hoc communication  

 between RACF and hospital 

 Over bed-occupancy 

 Organisational  

 constraints 

Continuity  Lack of support  

 (personnel) to reduce  

 impacts / adjust changed  

 environments 

 Information fragmentation 

 depends on information  

 transfer focuses 

 Acute-specific focus of  

 care 

 Task-oriented care 

 Acute-care nurses’  

 perspectives 

Care Practice  Inconsistent social  

 relationships 

 Impacts of unfamiliarity  

 in changed environments 

 Lack of understanding /  

 consideration for individual 

 abilities, needs and  

 preferences 

 Perfunctory interaction 

 Lack of consideration  

 for increased  

 vulnerability & changing 

 individual needs 

Impact on 

RACF 

Residents 

Emphasised vulnerability Lack of individualised care Unmet individual needs 

 

Different roles of care settings – Relational continuity 

Long-term residential aged care in Australia provides continuous supported care for older 

people who can no longer live at home due to various physical, psychological and social 

reasons (AIHW, 2012b). The care services in RACFs are varied depending on levels of 

care, including personal, preventive, rehabilitative or palliative care, as well as personal 

daily living support (Hunter, 2012). The physical environment of RACFs is designed to 

emphasise less institutional features while maintaining safety for the residents (Davis, 

Byers, Nay, & Koch, 2009; Koren, 2010). Since the Commonwealth’s 1997 Aged Care 
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Structural Reform Package introduced reforms, Australian residential care policy has 

emphasised high quality of care for the residents’ well-being, preferences, and overall, 

better quality of life (Queensland Health, 1999). More recently, worldwide culture 

change movements have highlighted creating more homelike environment in RACFs 

(Koren, 2010). In line with the policy reform and culture change movement, RACFs in 

Australia emphasise experience, rather than the condition of the residents in everyday life, 

therefore, creating a friendly physical and social environment from the perspectives of 

the residents, including those with dementia (Davis et al., 2009). This notion was 

reflected in the environment of the RACF that was the setting of this study, as the 

individual personalised rooms, aged-/ dementia- friendly building design and furniture 

arrangement suggest. The facility also employed consistent staff, which helped develop 

mutual familiarity between staff and residents. This consistency of interaction is 

important for people with dementia, and has been identified in previous research 

indicating that a close relationship between staff and residents is highly valued in 

person-centred dementia care (Brooker, 2007; Nay, Bird, Edvardsson, Fleming, & Hill, 

2009).  

 

Acute care services, on the other hand, provide preventive, rehabilitative or palliative 

care, however, they emphasise more diagnostic and curative action, rapid intervention 

and improving health in a time-sensitive manner (Hirshon et al., 2013). Acute care 

revolves around patients with urgent needs, and the priority is care and treatment 

(Cowdell, 2010; Tadd et al., 2011). Therefore, the physical environment in acute care 

settings is usually described as open-space, crowded with many patients/ families and 

health care staff, and unfamiliar medical equipment. The residents’ responses observed in 

this study indicated that the different features of the physical environment had significant 



Chapter 7: Can’t complain 

220 

 

impacts on the residents with dementia, particularly in the busy emergency department. 

Although there are many possible physical and psychological factors inducing distressed 

responses such as agitation or aggression (Dewing, 2010), an unfamiliar environment and 

diminished ability to recognise the environment can be a trigger for such behaviours 

(Jones et al., 2006).  

 

The social environment in acute care settings was also inconsistent with the RACF. In the 

emergency department (ED) and wards in this study, consistent staffing including 

assigning the same staff, utilising dedicated nurses, or establishing a geriatric specialised 

ward/ unit, was not generally available. The frequency of interactions also seemed to 

have an impact on the residents. Depending on the care processes that were necessary, 

many different doctors and nurses visited and talked to the residents or, after the residents’ 

conditions settled, they were left alone for long periods. Such an extreme difference in 

frequency of interactions might have triggered some of the psychological distress seen in 

residents in this study, such as when some residents became agitated when they were left 

alone for a while, as described in Chapter Five. This outcome has also been reported in 

the literature, in that people with dementia are vulnerable to extreme changes in 

interactions in an unfamiliar place (Dewing, 2010). Dewing (2010) reported that people 

with dementia were particularly sensitive to changes in environment, and both over- or 

under-stimulation may result in negative outcomes, such as agitation.   

 

The issue in caring for RACF residents across significantly different long-term and acute 

care environments highlighted a lack of bridging between those environments. As each 

setting was designed to facilitate different roles and purposes of care, and it is difficult to 

change the physical environments, consistent personnel might be the only strategy that 
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can directly support the residents to reduce the impacts of changed environments. Family 

members could function in some fashion as consistent personnel to support the residents 

to adjust the changed environment, however, the findings revealed that families were 

often absent in care.  

 

Relational continuity refers an ongoing therapeutic relationship (Haggerty et al., 2003).  

Within the RACF, residents maintained a close care relationship with the nurses and 

personal care workers. Even if the residents did not recognise the consistent personnel, 

the staff had developed knowledge of the residents’ individual needs or preferences. As 

Guthrie et al. (2008) stated, such relationship could facilitate informational and 

management continuity. However, relational continuity, such as consistent personnel, was 

not provided between the facility and the hospital, between acute settings, and within the 

acute settings. This led to a lack of consistency in social interaction during multiple 

transition periods and consequently, the residents experienced unfamiliar physical and 

social environments without consistent support. Therefore, care processes without 

relational continuity across different environments led to not only making other types of 

continuity more difficult, but also emphasising the residents’ vulnerability.  

  

Information transfer system – Informational continuity 

The findings demonstrated the complex information transfer paths within the 

whole-system (see Table 7 in Chapter Four). There was an information transfer system, 

such as a particular set of transfer forms, however ineffective use of the transfer 

documents and handovers with different focuses depending on the settings were key 

issues. Although improving transfer documents and handover procedure have been the 
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subjects of much research in recent years, the issues in information transfer were still 

significant in this study.     

 

The transfer document review in this study revealed that the standardised summaries 

from the facility were often incomplete and inaccurate. Other studies have also reported 

that, even when the standardised transfer forms were used, there was no significant 

improvement in information transfer rates due to incomplete documentation (Cwinn et al., 

2009; Terrell & Miller, 2006). Cwinn et al. (2009) revealed that the information gap was 

93.5% without transfer form, and the rate was still high (74.9%) even if a transfer form 

was used. The finding of this current study was consistent with these studies because the 

documentation was not completed accurately. Cwinn et al.’s (2009) study conducted a 

structured health records review of the database, and therefore did not investigate the 

causes of inaccurate/ insufficient documents transferred.  

 

A recent Australian study indicated that nurses in RACFs now spend more time in 

documenting (Hunter & Levett-Jones, 2010). In this current study, the nurses filled in the 

incident form, as required by the organisational protocol, while they were waiting for the 

GP’s decision to send a resident to the hospital. However, they did not review the 

contents of the transfer form kept in the resident’ files before they photocopied and 

handed it to the ambulance staff. This suggests that, first, care practice in the RACF was 

bounded by many complex organisational protocols, which consumed the nurses’ time 

for checking the accuracy of their records related to their functional ability or chronic 

care needs. Second, the nurses’ focus might be on managing the residents’ acute transfer 

and associated procedures, therefore, consideration of need for transferring the residents’ 

routine care needs might be left behind. These two possibilities are also associated with 
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another system factor (the political/ organisational values that affect the focus of care), 

which will be discussed later in this chapter. Third, overconfidence of the nurses about 

the pre-completed transfer form was assumed. This was indicated from the nurses and a 

manager’s comment in the formal interviews; “We always send all necessary 

information”. Therefore, a combination of administrative workload, focus of acute 

transfer and unreasonable trust in existing form might explain the lack of a double check 

on the accuracy of the information recorded on the transfer form. A lack of regular or 

timely update procedures for the transfer form was another underlying problem. Such an 

ineffective use of standardised transfer document was reported in Cwinn’s (2009) study. 

That was, compliance and completeness of the standardised transfer form were reduced 

many years after the introduction of the form (Cwinn et al., 2009).  

 

Regardless of written documentation, verbal handover processes were dominant at all 

transition points. The contents of each handover were dependent on the focus of each 

setting, and even for the RACF nurses, the focus of handover was on clinical aspects. 

Therefore, the residents’ social/ personal care information was unlikely to be transferred. 

This was consistent with Yong, Dent, and Weiland (2008) study demonstrating that the 

social aspects and baseline function were the least likely to be handed over in acute care 

hospitals. This indicates that even if such information is provided by the facility, it may 

not reach the staff in the ED or wards. As the ambulance and ED staff’s focus is on the 

acute condition, any information related to chronic conditions or level of functioning 

may not be valued. Even if the information is passed to the ED, if it is not valued by ED 

nurses it may not be passed on to the ward. With only verbal handovers, information tags 

are likely to be dropped out at each transfer process like a Chinese whisper game (Pothier, 

Monteiro, Mooktiar, & Shaw, 2005; Talbot & Bleetman, 2007). 
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Ad hoc communication, such as telephone conversations were often used to fill in the 

gaps in information, however, these conversations were often inadequate in sharing the 

information. Terrell and Miller (2006) stated that the ED nurses did not appreciate the 

phone calls prior to arrival of the patient, because it was difficult to share the information 

provided by telephone. Rather, they preferred receiving well-organised concise 

documents (Terrell & Miller, 2006). In this current study, the facility nurses usually 

called the ED to notify them of the residents’ transfer beforehand. It might be one of the 

reasons for incomplete transfer documents; the facility nurses may have thought that they 

did not have to fill in the form because they already transferred some information on the 

phone. This was not an efficient way of communicating because there was no guarantee 

that the same person who received the call was in charge of the resident, as a huge 

number of staff were on duty in the ED. 

 

Informational continuity refers the use of information to provide appropriate care for 

each individual (Haggerty et al., 2003). In this study, ineffective use of transfer 

documents, clinical-focused handovers and ad hoc communication between care settings 

created information fragmentation especially in terms of the residents’ basic functions or 

routine care needs throughout the multiple transitions. This caused a lack of 

understanding or consideration for individual abilities, needs and preferences, which 

directly affected the residents’ care experiences.  

 

One of the most significant pieces of information lacking from the facility to the hospital 

was the residents’ baseline cognitive function and communication ability. A lack of 

appropriate understanding of the residents’ abilities did not dispel the staff’s stereotypical 
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presumption that people with dementia don’t understand or communicate, and led to 

institutionalised care interactions. The residents’ individual preferences were also not 

likely to be transferred to the acute care settings, or not valued by the acute care staff. 

Although many studies had investigated the information transfer issues between RACFs 

and hospitals, how the issues influence the experiences of people with dementia who 

receive care has not been fully explored. The findings of this study suggested that, some 

of residents’ unpleasant experiences could be prevented if the appropriate information 

was transferred. Tips for effective communication and consideration of personal 

preferences or discomfort (eg. dislike of male staff for showers) were examples of 

individual information that could have prevented or minimised the residents’ unpleasant 

experiences. 

 

A lack of information associated with the residents’ routine care needs was also an issue. 

The residents’ baseline mobility was often a matter for health care staff in acute settings. 

If the baseline was not clear, hospital staff would not be able to undertake an accurate 

assessment. A study of communication between RACF and hospital reported that it was 

difficult for hospital staff to identify when residents were medically treated and ready for 

discharge without sufficient baseline information (Kirsebom et al., 2012). Baseline 

information is particularly important when residents with dementia had diminished 

ability to express themselves, because uncertain goals of care may cause premature 

discharge or an unnecessarily longer stay in the hospital.  

 

The issues in information transfer resulted in the lack of individualised care throughout 

the multiple transition periods. Effective reflection of personal information on care 

processes across the settings could close some of the gaps between different care 
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environments by providing congruent care interactions, where relational continuity has 

not yet filled in the gaps. McLeod, McMurray, Walker, Heckman, and Stolee (2011) 

conducted an exploratory key informants’ interview study investigating care transition 

issues, and their findings suggested that multimodal and flexible / detailed information 

exchange about the individual’s situation is crucial for effective transitions. 

  

Focus of patient care – Management continuity 

Organisational/ political value or commitment had significantly affected the different 

focuses of patient care and associated strategies between long-term and acute care 

settings. In the RACF, while the main focus of care was the residents’ quality of life, 

organisational constraints were associated with the burden of administrative workload on 

the registered nurses. In the acute hospital, including ED and wards, political/ 

organisational value and constraint encouraged time-sensitive and rapid intervention. 

This section discusses how these system requirements affected management continuity 

and shaped care practices for the RACF residents with dementia.  

 

In this study, one of the most significant fundamental system issues underlying COC 

practice was over bed-occupancy in the acute care hospital. Emergency visits to 

Australian public hospitals significantly increased between 1998 – 1999 and 2006 – 2007, 

from 3.5 to 6.7 million (Forero & Hillman, 2008). Compared to the increased demand, 

the number of available hospital beds has stayed fairly stable between 1998 – 1999 (2.60 

beds per 1,000) and 2006 – 2007 (2.65 beds) (Forero & Hillman, 2008). This conflict 

between demand and supply has had an impact on current overcrowding in ED and high 

bed-occupancy rate in Australia. The bed-occupancy rate in the acute care hospital in this 

study averaged over 100% (Australian Medical Association, 2011). As previous studies 



Chapter 7: Can’t complain 

227 

 

suggest, a bed occupancy rate exceeding 85% is associated with negative impacts on 

patients’ safety and operation of a hospital (Australian Medical Association, 2013; 

Keegan, 2010), and a rate of 90% or more indicates routine access block, defined as the 

unreasonable delay in gaining access to a hospital bed (Blay et al., 2012; Forero & 

Hillman, 2008), so the over occupancy in the hospital in this study was serious.  

 

The role of acute care settings was discussed previously, and the current critical over 

bed-occupancy situation has made the Government and the hospitals emphasise timely 

care and rapid intervention (Hirshon et al., 2013; Khanna et al., 2013). Recently the 

Australian Government introduced the four-hour National Emergency Access Target 

(NEAT) in the National Health Reform, aiming for 90% of all presenting patients to 

“physically leave the ED for admission to hospital, be referred to another hospital for 

treatment, or be discharged within four hours” (Australian Government Department of 

Health and Ageing, 2011a, p. 30). Therefore, health care staff in the acute hospital were 

under pressure to provide timely care with a higher workload.  

 

Such situations (over bed-occupancy) also impacts on the patient care focus. An 

increased workload with time-sensitive interventions associated with over bed-occupancy 

seemed to lead the nurses in acute care settings to task-oriented focus. Adopting a 

task-oriented approach to care was about ‘things to be done’, rather than the RACF 

residents. This led to a view of older people with dementia as a burden, as they usually 

required more individual care and support. The task-oriented perspective of care also 

emphasised the acute- and hospital-specific patient care. The focus of the ED nurses was 

dealing with the ‘current’ acute problem as quickly as possible, as summarised by the 

expression ‘meet, greet, treat and street’. The focus of ward nurses was described as 



Chapter 7: Can’t complain 

228 

 

“managing clinical condition and treatment from admission to discharge”. The hospital 

nurses were concerned only with the acute condition confined to the period of hospital 

stay, rather than considering a person’s comprehensive condition across other 

organisations, which would have enhanced COC. Such an acute-specific focus impeded a 

view of holistic needs of the residents with complex chronic condition. 

 

The combination of task-oriented care and acute-specific focus of care seemed to have 

created particular perspectives of acute care nurses towards caring for RACF residents 

with dementia. One of the typical views of the acute care nurses in this study was “we do 

acute only”, therefore chronic dysfunctions were not their concern. A nurse educator, one 

of the key informants in this study, was concerned such a perspective had led to 

disregarding the age-related or dementia-related dysfunctions of RACF residents with 

dementia. Although even minor health problem could be a life-threatening for frail 

residents, lack of understanding or interest in their complex chronic condition seemed to 

hinder an awareness of their greater risk.  

 

A lack of understanding of dementia or cognitive impairment often led to the 

stereotypical view that people with dementia did not understand conversations about 

medical procedures and explanations. The nurses’ reluctance or hesitation to provide 

adequate information was often observed in this study and the reason was explained as 

“because we don’t want to confuse them’ by one of the nurses. The prevalence of such a 

myth was also reported in Borbasi et al. (2006)’s study, which found that nurses believe 

that providing reorientation increases the agitation and confusion of people with 

dementia.  
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With the task-oriented focus and the lack of understanding of the residents’ agitation was 

often seen as problematic behaviour, and only added to the nurses’ time pressures. 

Consistent with many studies (Fick & Foreman, 2000; Henry, 2002; Moyle et al., 2010), 

nurses in this study failed to recognise agitation as a response to unmet needs. Inattention 

or non-responsive behaviour, which might indicate significant psychological 

deterioration, was ignored or not recognised. As it was not easy to ignore the hyperactive 

behaviour, agitated residents were often seen as ‘problematic people’ who interrupt the 

routine work. This was represented in a heart-breaking statement from one of the key 

informants who witnessed a nurse saying ‘we don’t need people like that (=with 

dementia) on our unit”.  

 

On the other hand, current models of long-term residential aged care are a product of the 

movement towards a culture of person-centred or resident-centred care (Hunter, 2012). 

Resident-centred care emphasises “…individualised care and quality of life for residents 

of long-term aged care facilities” (Hunter, 2012, p. 81). In the RACF in this study, care 

was focused on providing daily activity to maintain mobility and ensure the residents’ 

quality of daily life. The residents’ choices, autonomy and preferences were also 

encouraged. Meanwhile, since the Aged Care Act 1997 was introduced, the roles of RNs 

in RACF has expanded towards the management of care and facility operations (Hunter 

& Levett-Jones, 2010). The findings of this study also suggested that the RACF nurses’ 

practice was management- or procedure-focused, particularly when they transfer the 

residents with acute condition to the hospital. The focus of their attention was on 

organisational transfer protocols, such as notifying key stakeholders, rather than giving 

reassurance to the residents. Such procedure/ management-centred focus was also the 

case when the residents returned from the hospital. Although the nurses were aware of 
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the residents’ functional deterioration after discharge, clinical management and 

organisational procedures absorbed the time they could have spent with residents. This is 

consistent with an Australian study that explored nursing practice in long term care 

(Hunter & Levett-Jones, 2010). Hunter and Levett-Jones (2010) conducted a mixed 

methods study including semi-structured interviews and found that RNs in RACF were 

feeling like they were removed from ‘nursing’ as their roles had become more 

managerial.  

 

There was no clear evidence that management-centred focus of care influenced the 

residents’ experiences of transition care processes in this study. However, such features 

of care practice might have failed to provide the best care for the residents who were 

experiencing unexpected and unpleasant acute conditions. Edvardsson, Sandman, Nay, 

and Karlsson (2008) investigated associations between job strain of nursing staff and the 

prevalence of behavioural symptoms in RACF residents with dementia. They found that 

higher job strain reported by the nurses was associated with higher prevalence of 

behavioural symptoms. They discussed that one possible explanation may be that job 

strain might bring a feeling of distance from the nurses to the residents, and such a 

distance might promote a sense of insecurity of the residents (Edvardsson et al., 2008). 

Therefore, the residents in this current study might have not been provided the care 

necessary for mediating the psychological impacts of the acute conditions.  

 

Management continuity emphases a consistent approach to the management of individual 

health conditions by responding to their changing needs (Haggerty et al., 2003). Once the 

residents had an acute condition, the RACF nurses shifted their focus from 

person-centred care to more management of the acute condition. In the acute care settings, 
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their focus of care was timely managed care of the acute condition. Therefore, the care 

focus of both long-term and acute care system was consistent. However, the findings 

indicated that there was a significant lack of consideration for the residents’ increased 

vulnerability and changing individual needs throughout the care processes. As a result, 

the residents’ changing needs were not satisfactorily met, or even not recognised or 

ignored. 

 

Other system issues  

The findings of this study indicated that there were more system factors that did not have 

direct impacts on care practices and experiences of the residents with dementia, but 

indirectly affected the transition processes or features of care. Those were: over 

bed-occupancy; budget constraints; and a power imbalance between hospital and RACF. 

The factors and associated issues were described in Figure 6. 
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Figure 6.  Other system issues 
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Over bed-occupancy 

The issues of over bed-occupancy directly influences the focus of acute care as 

previously discussed. The issues associated with over bed-occupancy contributed to 

more complicated multiple transition processes. One of the most significant adverse 

effect of the over occupancy was the issue of bed block, a common issue in 

Australian acute care hospitals (Blay et al., 2012; Munir, 2008; Ou et al., 2009). In 

this study, the influence of bed block was seen through longer waiting time, which 

resulted in longer stay in ED or ward. This finding was consistent with two 

Australian access block studies (Khanna, Boyle, Good, & Lind, 2012; Richardson, 

2002). Richardson’s (2002) retrospective cohort study found that the hospital 

admissions that experienced bed block resulted in 0.8 days longer stay in the hospital. 

Further, other studies found that overcrowding ED was associated with higher patient 

mortality (Richardson, 2006; Sprivulis, Silva, Jacobs, Frazer, & Jelinek, 2006).  

 

Affected by bed block issues, rotation of the patients had been seen as a crucial 

matter by hospital staff in this study. RACF residents with dementia were not exempt 

from movements associated with bed rotations, although only one resident 

experienced it in this study. One of the key informants stated that people with 

dementia were often required to move to another ward(s), because they were often 

unable to fully understand the situation, therefore, they were unlikely to complain 

about the movements. The bed rotation led to another movement with changes in the 

care environment, which may contribute to more risks such as confusion and stress 

(Blay et al., 2012). 
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Early discharge was recognised as one of the strategies to avoid excessive bed 

rotations by some key informants in this study. The issue of early discharge was even 

more emphasised when the patients were from a RACF, because of the assumption of 

available support and professional health care on their return to the facility. This may 

result in another transition process, because early discharge often results in a 

different level of care, most likely from low to high care in the RACF. The worst 

possibility is moving to another hospital or RACF if the facility had no capacity to 

accept the resident returning with a significantly different care level.  

 

Budget constraints 

Budget constraints in the hospital and the RACF were also an issue. In Australia, 

total expenditure on health in 2011-12 was estimated at $140.2 billion (AIHW, 

2013b) . The expenditure on public hospital services in 2011-12 has grown to $42.0 

billion, and the expenditure on RACFs was estimated $1.1 billion in 2009 (AIHW, 

2012a, 2013b). However, responding to an increasing number of service users and 

service demands has been a constant in the political agenda of health care in 

Australia. In this study, the budget constraints affected service availabilities related to 

COC in the hospital and RACF. For example, although use of educated nurse 

specials or geriatric/ dementia specialist nurses, or introducing geriatric specific ward 

can be a significant support for both RACF residents and care practice (Conley et al., 

2012b; Elliot & Adams, 2011; Moyle et al., 2008), limited budget was an issue. The 

introduction of an escort nurse from the RACF was an idea of key informants for 

facilitating COC; however, this was also not realistic because of the limited budget 

for staffing in the RACF. Therefore, budget constraints were associated with limited 

service availability to improve the care processes during multiple transitions.  
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Power imbalance between hospital and RACF 

The findings in this study revealed limited care coordination support for RACF 

residents, such as the services provided by geriatric liaison teams. Associated with 

the lack of care coordination support, the communication system between hospital 

and RACF had not been systematically established. The strains caused by such a 

fragmented interface usually added pressure on the RACF. As early discharge was 

encouraged, the RACF took more management responsibility and workload such as 

coordinating clinical care support, allied health arrangement, care management or 

room allocation, with short discharge notice and limited information. Such extra 

burden added more managing roles on RACF nurses. Helleso and Fagermoen (2010) 

discussed cultural differences between hospital and community nurses and influences 

on COC, and stated that there was a different understanding of ‘ready to be 

discharged’, which caused tension between hospital nurses and community nurses. 

This current study also found a power imbalance between the acute care hospital and 

the RACF and it had contributed to the focus shift of RACF nurses towards 

management-centred care.    

 

 

Summary of findings – Answering the research questions  

The first research question in this study was; what meanings do people with dementia 

construct from their multiple transition experiences? RACF residents with dementia 

in this study constructed the meaning – ‘can’t complain’ - throughout the ongoing 

care practices within limited time span, which was the multiple transition period 

across the long-term and acute care settings. The perceptions of their journey were 
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underpinned by the residents’ trust in care and personal perspective towards 

hardships, thus, their global meaning: ‘Can’t complain’. The residents found 

discrepancies between their global meaning of the journey and appraised event 

meaning, which was a reality for them, through experiencing ongoing care processes. 

Their abilities to accommodate historical and cultural contexts into the present, and 

to make sense, supported them to construct the meaning of this particular journey, 

which was ‘can’t complain’. Their sense of having ‘made sense’ therefore 

strengthened their global meaning because trustworthiness of their global meaning 

was supported by making sense of the discrepancies.  

 

This study found a significance of historical contexts in the construction of meaning 

for people with dementia. As memory dysfunction is one of the most common 

symptoms caused by dementia, all participant residents in this study had some degree 

of memory impairment. However, some of them demonstrated confidence in their 

past, underpinning their global meaning and the constructed meaning of their journey. 

Therefore they were able to maintain ‘themselves’ even though their ‘individualities’ 

were lost in the ongoing care processes across the settings.  

 

The residents’ experiences of care practices were significantly influenced by social 

interactions through different care environments. Poor communication or insufficient 

interaction led to failure to maximise the residents’ abilities such as understanding 

and communicating. For people who had diminished abilities to accommodate 

historical/ cultural contexts of the situation, the present was their only social reality. 

Therefore, the impacts of changed social interactions were even more significant. 
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Such people might have constructed meanings, however their voices were not heard 

and the individuals were lost in the system.   

 

The second research question was: what factors affect COC, and therefore, have an 

impact on the transition experience of people with dementia through the systems. 

Three main factors directly affected care practice, and thus, the residents’ 

experiences of care processes. Different roles of care settings created different care 

environments, and the lack of consistent support failed to provide consistent social 

relationships and facilitate the impacts of unfamiliarity in changing environments. 

Therefore, relational continuity was very limited, and different environments for 

different care roles even emphasised the residents’ vulnerability. The information 

transfer system was fragmented depending on the each setting’s information transfer 

focuses. Consequently, a lack of holistic understanding/ consideration for 

individualities led to perfunctory interactions. Political/ organisational value was 

associated with many issues in providing management continuity. Over 

bed-occupancy and organisational constraints shaped acute-specific, task-oriented 

feature of care, and it also affected the particular culture of acute care settings seeing 

people with dementia as a nuisance. Therefore, there was a lack of consideration for 

the residents’ increased vulnerability and changing individual needs throughout the 

care settings.    

 

Over bed-occupancy was associated with bed block, bed rotation within the hospital 

and encouraging early discharge. These aspects did not directly affect the feature of 

care practice and the residents’ experiences, however, they contributed to more 

complicated transition processes. Budget constraints, and power imbalances between 
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the hospital and RACF were also factors that indirectly affected the care practices 

and the residents’ experiences. It was difficult to respond to increasing service 

demands with a limited budget, which was associated with limited service 

availability in both long-term and acute care settings. Power imbalance between the 

hospital and RACF had imposed more management burden on the RACF, and 

therefore might indirectly influence the care for the residents as the nurses’ practice 

was more management-focused around the acute transfer events.  
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CHAPTER 8 

CONCLUSION AND RECOMMENDATIONS 

 

COC from the view of people with dementia  

This study addressed exploring the meanings of persons with dementia constructed 

through multiple transitions, and the influences of underlying systems and care 

practices. The research questions were: 

 

1. What meanings do people with dementia construct from their multiple 

transition experiences? 

2. What are the factors that affect continuity of care (COC), and therefore, have 

an impact on the transition experiences of people with dementia through the 

system? 

 

This study was guided by the conceptual framework developed to investigate current 

issues around COC by exploring the meaning of multiple transitions for residential 

aged care facility (RACF) residents with dementia. The multiple transition concept 

derived from Chick & Meleis (1986) provided a clear idea of the residents’ journey 

through multiple care events, and to explore insights into their journey through the 

meanings they constructed.  

 

The systems had significant influences on care practices. Opportunities for continuity 

lay between systems and care practices, therefore relational, informational and 

management sources of continuity were related to both the systems and care 

practices. The three types of continuity were interrelated and thus, issues in one area 
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often affected other areas as well. As such, different levels of continuity (system and 

care practice) and different types of continuity were all interrelated and influenced 

the experiences of care practices for the residents. Therefore, all aspects of COC 

delivery and the experiences of multiple transitions should be considered together 

and integrated in an overarching concept of person, practice and system. 

 

   

Contribution of critical social constructionism      

The paradigm of this study was critical social constructionism, guided by Berger and 

Luckmann’s (1967) assumption of social constructionism that “reality is socially 

constructed” (p. 13). The integration of critical realism and social constructionism 

enabled the researcher to investigate the complexity of internal and external 

processes and influences of power within a particular system. Therefore, critical 

social constructionism contributed to not only exploring the subjective meanings 

shaped by social interactions, but also investigating the underlying structures in 

shaping those meanings through a critical lens.  

 

The key assumption of social constructionism that underlines the historical and 

cultural context of the social world, provided an in-depth understanding of how 

meanings were constructed in the residents with dementia. Particularly, the findings 

highlighted the significant role of ‘trust’ which had been established through the 

residents’ past. Awareness of cultural changes in relation to transition processes was 

also important for the residents, and being aware of events, such as role change from 

resident to acute patient, contributed to their making sense of the situation. However, 

the systems and care practices were not functioning efficiently to maximise or 
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maintain the residents’ abilities. This was because the system had not produced 

supportive and individualised social interactions during the multiple transitions of the 

residents. The lack of such social interactions could diminish the residents’ abilities. 

 

 

Strengths and limitations  

The design of this study (whole-system design with narrative analysis) contributed to 

the methodological strengths. First, it enabled the researcher to define particular 

‘boundaries’ to focus. The whole-system design has a contextual boundary, which 

allows the researchers to investigate specific, as well as whole mechanisms within 

the system. Therefore, it enabled the researcher to explore complex interrelationships 

between multilevel system factors associated with the RACF residents’ movements. 

Narrative analysis has a time-boundary, as well as contextual boundary. The 

beginning and ending of the stories were clear; aligning to the beginning and ending 

of the residents’ journeys across long-term and acute care settings. These context- 

and time- boundaries contributed to in-depth exploration and rich illustration of the 

‘person in the system’. Second, the design of this study supported flexible research 

methods, such as multiple qualitative data sources. The rich data strengthened 

credibility, and enabled the researcher to narrate the stories of the residents with 

dementia, to give a voice to them. Careful presentation of the data also provided an 

audit trail, through which study findings could be confirmed. 

 

On the other hand, limitations associated with this study included low participation 

by family members of RACF residents with dementia, as some were not likely to 

willingly participate in the study. Most of the family members who consented for 
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participation of their relatives with dementia did not agree to their own participation. 

More family members’ participation in this study could have provided deeper 

understanding of the experiences and meanings of the residents who had diminished 

cognitive and communication abilities. 

 

Another limitation was that this study was conducted in one health system in one 

state. The policy, system structures and mechanisms may be different depending on 

the states, health systems, RACFs and hospitals, and thus, there would be varying 

levels of COC in delivery of services, so RACF residents’ experiences may differ. A 

nation-wide study of multiple systems is needed to make claims for more 

generalisable findings.  

 

A further limitation was a possible effect of the researcher’s presence in the hospital. 

The researcher confronted some ethically controversial moments. As discussed 

previously, the absence of the RNs while one of the residents was showing risky 

behaviour might have been caused because of their recognition that ‘somebody (= 

researcher) is with the patient’. Alternatively, the researcher’s presence might have 

altered the contents or nature of the communication. Therefore, the researcher’s 

presence might have affected the interactions between RNs and the residents during 

direct observations.  

 

 

A challenge of the study 

A challenge that the researcher faced during the data collection was limited 

cooperation of health care professionals and family members of RACF residents. In 
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both study settings (RACF and hospital), health care staff’s cooperation was sought 

through the information session, poster and handouts. In the RACF, the most crucial 

aspect of their cooperation was timely notification of the residents’ transfer to the 

researcher, as direct observation of the transfer events and following care processes 

including the residents’ responses was important. However, on some occasions the 

researcher was not notified of the residents’ hospital visits. In such cases, the 

potential participants did not become actual participants. In the hospital, having 

registered nurses (RN) and allied health staff as participants was also difficult. 

Although most staff agreed to the direct observation and supported the investigation 

of interactions with the residents, less participation of hospital RNs and allied health 

staff in the formal or conversational interviews may have caused insufficient data 

from the staff’s real time perspectives.  

 

 

Recommendations 

Recommendation for system planning 

The findings of this study indicated a lack of a systematic strategy for assessment 

and improvement of whole system structures and functions in terms of COC. The 

system itself was fragmented between the RACF and the hospital, resulting in 

inconsistencies, inefficiencies and a lack of coordination. Some issues associated 

with the fragmented interface were recognised by some health professionals in this 

study, however, there was limited coordination between the settings to systematically 

assess and improve the issues. A holistic assessment and improvement system for 

COC bridging the RACF and the hospital is needed. Such a strategy will contribute 

to not only improving current systems but also establishing further strategies such as 
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introducing the geriatric/ dementia specialist nurses or specialised geriatric nursing 

education program for nurses. An expanded service of geriatric liaison teams in the 

hospital could possibly undertake the specialist role, however, the RACF’s 

involvement is necessary to improve the interface.  

 

Recommendations for practice and education 

The social interactions between health care staff and the residents can be improved, 

for instance by empowering nursing staff to provide professional interventions such 

as effective communication or supportive interaction, which can facilitate the 

experiences of older people with dementia. Effective interaction does not always 

require vast amounts of time. As the findings described, simple reassurance such as 

‘if you develop symptoms again, you can come back (to the hospital) anytime’ could 

make the resident feel much more secure. Awareness of the impacts (either good or 

bad) of their interaction may improve the features of social interaction with older 

people with dementia in the acute care settings.  

 

Continuing education for health care staff in both long-term and acute care settings, 

including nurses, assistance in nursing or nurse specials, is recommended. To 

facilitate changing culture in the acute care settings, early education of geriatric/ 

dementia nursing for undergraduate nursing students is also recommended.  

Knowledge of geriatric nursing and effective communication skills will contribute to 

not only promoting better experiences for residents with dementia, but will also 

facilitate better care practices. Better care practices may include development of 

effective end of life care planning and a hospital in the nursing home program, which 
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may reduce unnecessary resident transfers to acute care settings and provide 

appropriate palliative care. 

 

Recommendations for further research  

This research showed that people with dementia were able to be research informants 

of their own experiences, perceptions and meanings via interviews, conversations 

and direct observations. Although all of them had some degree of memory 

dysfunction, those who were able to participate in formal interviews confidently 

talked about their experiences, especially their feelings associated with different care 

events. Even though some of them were not capable of either having a formal 

interview or verbally expressing their experiences or feelings, the conversational 

interviews facilitated observation and insight to grasp their real time responses. 

Direct observations were significant regardless of the participants’ cognitive 

functions, and this strengthened credibility of the data. The combination of various 

types of interviews (formal and informal/ conversational, short and long) and 

qualitative observations supports previous arguments that people with dementia can 

be reliable research informants (Nygard, 2006). Therefore, involvement of people 

with dementia in deliberately designed research is highly recommended.   

 

The resident participants in this study had mild to moderate dementia. Their 

experiences of multiple transitions might be different depending on their cognitive 

status, impacts of acute condition and the features of changed environments. 

Therefore, further study of a larger group of RACF residents with different levels of 

dementia or people from different cultural groups might provide greater 

understanding of the meanings of their journeys across health care settings. 
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Furthermore, this study revealed that there were various system- and person- factors 

associated with COC delivery and personal experiences. Different geographical 

characteristics (e.g. rural and urban), different cultural characteristics of the care 

settings including RACFs and hospitals, or attempts at COC improvement at 

political/ organisational levels might have different influences. Therefore, further 

study in various health care systems and care settings is also needed.  

 

 

Summary 

This chapter has provided an overview of this study’s research questions, and a 

summary of the conceptual framework and methodology used. It also outlined the 

study’s strengths and limitations, and the particular challenges associated with 

conducting research between the settings of RACF and hospital. The chapter 

concludes with recommendations for system planning in relation to continuity of care 

issues, practice and education around improving communication or supportive 

interactions, and further research directly enabling people with dementia to have a 

voice in the issues that impact on their lives. 
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APPENDIX 

 

Appendix 1: Information Sheet (Residents and family members) 

 

Information Sheet 

-Residents and family members- 

 

Navigating the health care system:  

Movement and meaning for older people  

 

 

 

Background 

This PhD project explores transition and continuity of care issues for people with 

dementia or memory loss who currently live in residential aged care. Journeying 

across health care settings is challenging for older people, and closely related to issues 

of transition and continuity of care.  The purposes of this study are to explore 

individual experiences and to investigate complex interactions between the individual 

and the care environment, in order to understand continuity of care issues underlying 

transitions in health care. We are aiming to follow 4 to 6 people with either dementia 

or memory loss if they get admitted to [Hospital] any time in the next 6-10 months. 

 

This project commenced in February 2009 and will finish in August 2012.  

 

 

What participation in this study involves 

 For Residents 

If you consent to participate in this project, you will be a potential participant. If you 

get admitted to [Hospital] in the next 6 months; 

 The researcher will regularly observe you and your interactions with other 

people such as health care staff at various times during your hospitalisation. 

Student Investigator Supervisor Supervisor 

Ms. Satoko Namiki  

Tell: [telephone number] 

Email: [Email address] 

Dr. Lorraine Venturato  

Tell: [telephone number] 

Email: [Email address] 

Prof Marie Cooke  

Tell: [telephone number] 

Email: [Email address] 
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 During these observations the researcher may also speak informally with you 

and other people about what is going on. 

 A formal audio-recorded interview with the researcher will also be conducted. 

In this you will be asked about your experiences and feelings of being in 

hospital. The length of the interview will vary (approximately 15~60 minutes) 

depending on how you are feeling at the time. 

 

*Your health records such as medical/nursing records will also be accessed by the 

researcher to collect information relating to different events and interactions. Your 

private medical records will not be copied or shared with anyone else. 

 

 

 For Family Members 

If your relative living in [RACF] is transferred to [Hospital] anytime in the next 6 

months; 

 The researcher will regularly observe your relative and his/her interactions 

with other people such as health care staff at various times during his/her 

hospitalisation. 

 During these observations the researcher may also speak informally with you, 

your relative and other people about what is going on. 

 A formal audio-recorded interview with the researcher will also be conducted. 

In this you will be asked about your relative’s experiences and feelings, and 

any of your thoughts or concerns relating to your relative’s time in hospital. 

The length of the interview will vary (approximately 30~60 minutes) at a time 

and place convenient to you. 

 

*Your relative’s health records, such as medical/nursing records, will also be 

accessed by the researcher to collect information relating to different events and 

interactions. His/her private medical records will not be copied or shared with anyone 

else. 

 

 

Consent to participate 

Participation in this project is purely voluntary and you are not under any obligation to 

participate. You will be asked to provide written consent once you have had questions 

about the study answered to your satisfaction.  
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Non-participation will not involve any alteration to you / your relative current or future 

health treatment or care. If you choose to take part you are free to withdraw at any 

time, and your decision to withdraw will not impact on your relationship with your 

health care agency. We hope that you will consider participation in this study, which, 

while it may not benefit you directly, may have the potential to improve quality of care 

for residents. 

 

Risks 

There is no direct risk anticipated in this project. However, you need to be aware that 

talking about your experiences may be distressing, particularly when you / your family 

member is unwell and in hospital. Please be aware that we can stop the observations 

and interviews anytime you want.  Also, please be advised that the researcher has an 

obligation to report any conduct they may observe or that participants may disclose 

that may endanger the patient / resident.  

 

Confidentiality 

All information collected in this project will be kept confidential. Only the 

investigators named above will have access to the data collected. Once the interviews 

are complete and have been transcribed and the transcriptions checked for accuracy, 

the tapes will be destroyed and any aspects of the interview that identify you will be 

removed. No participants, hospitals, or health care agency will be named and 

identified in the reporting of the results of this study. All data including electronic files 

of transcripts will be stored in a pass-word protected computer and locked cabinet at 

the investigators’ private office, for a period of five years and then destroyed under 

supervision.  

 

Results 

The results of this study will be submitted as a doctoral dissertation to Griffith 

University and published on academic journals. A report about the study findings will 

be made available to you on request. 

 Residents should sign Consent Form A. 

 Family member consenting on behalf of their relative (Enduring  

Power of Attorney) should sign Consent Form B. 

 Family member participation is also requested and family members should 

sign Consent Form C. 
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Complaints Mechanism 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Research Involving Humans. If you have any concerns or 

complaints about the ethical conduct of the research project you should contact the 

Manager, Griffith University Research Ethics on 3875 5585 or 

research-ethics@griffith.edu.au or XXX Health Service District Human Research 

Ethics Committee on [telephone number] or [email address] 

 

Privacy Statement 

The conduct of this research involves the collection, access and / or use of your 

identified personal information. The information collected is confidential and will not 

be disclosed to third parties without your consent, except to meet government, legal or 

other regulatory authority requirements. A de-identified copy of this data may be used 

for other research purposes. However, your anonymity will at all times be 

safeguarded. For further information consult the University’s Privacy Plan at 

www.gu.edu.au/ua/aa/vc/pp or telephone (07) 3875 5585 

 

This research is approved by XXX Health Service District Ethics Committee 

(telephone number), [RACF (telephone number)] and Griffith University (07 3735 

5585).  

 

Griffith University thanks you for your consent and participation in 

this research. 
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Appendix 2-1 Consent Form-A (Resident) 

CONSENT FORM: A 

-Resident- 

Navigating the health care system: Movement and meaning for older people  

 

I have read the information form and understand that: 

 

 This research is to investigate experiences and meanings of visiting 

emergency department/admitting to hospital and continuity of care for 

people with dementia or memory loss 

 I will be a potential participant of this study and be an actual participant 

if I am transferred to [Hospital] 

 I will be observed at various times when I interact with health care staff 

or my family members and have informal talks with the researcher about 

my experiences and perceptions of being in hospital 

 I am also being asked to have a formal interview about my experiences 

of being in hospital 

 The formal interview will take me approximately 15 to 60 minutes 

 My consent to this study includes my agreement that the researcher will 

access my personal health records at [RACF] and [Hospital] and that 

these will not be copied or shared 

 My participation is voluntary and that I may discontinue my 

participation at anytime without penalty or explanation 

 Any reports or publications from this study will be reported in general 

terms and will not identify me in any way 

 The data will be kept confidential at all times and in a locked filing 

cabinet in the chief investigator’s office for a period of 5 years before 

being destroyed 

 A report about the study findings will be made available to me on request 

 This consent is valid for six months 
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I have read the information sheet and the consent form. I agree to participate in 

this study and give my consent freely. I understand that the study will be carried 

out as described in the information statement, a copy of which I have retained. I 

realise that whether or not I decide to participate is my decision and will not 

affect the care I receive. I also realise that I can withdraw from the study at any 

time and that I do not have to give any reasons for withdrawing. I have had all 

questions answered to my satisfaction. 

 

 

 

 

 

---------------------------------------------------         -------------------- 

         Name and Signature                 Date 

 

 

 

     I request a summary report of the study findings. (please tick a box) 

 

Address for mailing of Final Summary Report: 
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Appendix 2-2: Consent Form-B (Family member on behalf of resident) 

CONSENT FORM: B  

-Family Member on behalf of Resident 

(Enduring Power of Attorney)- 

 

Navigating the health care system: Movement and meaning for older people  

 

I have read the information form and understand that: 

 

 This research is to investigate experiences and meanings of multiple 

transitions and continuity of care for people with dementia or memory 

loss 

 My family member with dementia or memory loss  will be a potential 

participant of this study and be an actual participant if he/she is 

transferred to [Hospital] within the next 6 months 

 My family member will be observed at various times when they interact 

with health care staff or other family members and have informal talks 

with the researcher about his / her experiences and perceptions of being 

in hospital 

 My family member will also be asked to have a formal interview about 

their experiences of being in hospital 

 The formal interview will take approximately 15 to 60 minutes 

depending on how my family member is feeling 

 My consent to this study includes my agreement that the researcher will 

access my family member’s personal health records at [RACF] and 

[Hospital] and that these will not be copied or shared 

 I understand participation is voluntary and my family member may 

discontinue participation at anytime without penalty or explanation 

 Any reports or publications from this study will be reported in general 

terms and will not involve any identifying features 

 The data will be kept confidential at all times and in a locked filing 

cabinet in the chief investigator’s office for a period of 5 years before 

being destroyed 
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 A report about the study findings will be made available to my family 

member if requested 

 This consent is valid for six months. 

 

 

 

I have read the information sheet and the consent form. I agree to participate in 

this study and give my consent freely. I understand that the study will be carried 

out as described in the information statement, a copy of which I have retained. I 

realise that whether or not I decide to participate is my decision and will not 

affect care my family member receives. I also realise that my family member 

can withdraw from the study at any time and that he/she does not have to give 

any reasons for withdrawing. I have had all questions answered to my 

satisfaction. 

 

 

 

---------------------------------------------------   -------------------- 

           Name and Signature                Date 

 

Preferred contact (home phone, mobile, or email etc.)   

 

_______________________________________________________________ 

 

 

 

        I request a summary report of the study findings. (please tick a box) 

 

Address for mailing of Final Summary Report: 
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Appendix 2-3: Consent Form-C (Family member) 

CONSENT FORM: C  

-Family Member- 

 

Navigating the health care system: Movement and meaning for older people  

 

I have read the information form and understand that: 

 

 This research is to investigate experiences and meanings of multiple 

transitions and continuity of care for people with dementia or memory 

loss 

 I am participating in this study as a family member of a person with 

dementia or memory loss living in a residential aged care facility 

 I understand that I will be observed at various times when I visit with my 

family member in the hospital and have informal talks with the 

researcher about my family member’s care and my own perceptions of 

this 

 I will also have a formal interview about my experience and perceptions 

of care processes for my family member  

 The formal interview will take me approximately 30 minutes 

 My participation is voluntary and I may discontinue my participation at 

anytime without penalty or explanation 

 Any reports or publications from this study will be reported in general 

terms and will not involve any identifying features 

 The data will be kept confidential at all times and in a locked filing 

cabinet in the chief investigator’s office for a period of 5 years before 

being destroyed 

 A report about the study findings will be made available to me if 

requested 

 This consent is valid for six months. 
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I have read the information sheet and the consent form. I agree to participate in 

this study and give my consent freely. I understand that the study will be carried 

out as described in the information statement, a copy of which I have retained. I 

realise that whether or not I decide to participate is my decision and will not 

affect care my family member receives. I also realise that I can withdraw from 

the study at any time and that I do not have to give any reasons for withdrawing. 

I have had all questions answered to my satisfaction. 

 

 

 

 

---------------------------------------------------   -------------------- 

            Name and Signature                Date 

 

 

Preferred contact (home phone, mobile, or email etc.)   

 

_______________________________________________________________ 

 

 

 

        I request a summary report of the study findings. (please tick a box) 

 

Address for mailing of Final Summary Report: 
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Appendix 3-1: Information Sheet for RACF staff 

 

Information Sheet 

-[RACF] staff- 

 

Navigating the health care system:  

Movement and meaning for older people with dementia 

 

 

Background 

This PhD project explores transition and continuity of care issues for people with 

dementia or memory loss who currently live in residential aged care. Journeying 

across health care settings is challenging for older people, and closely related to 

issues of transition and continuity of care. The purposes of this study are to explore 

individual experiences and to investigate complex interactions between the 

individual and the care environment, in order to understand continuity of care issues 

underlying transitions in health care. We are aiming to conduct formal interviews 

with 3 to 5 health professionals in [RACF] any time in the next six months. 

 

This project has started Feb 2009 and will finish Aug 2012.  

 

What participation in this study involves 

We would like to invite you to participating to this project in two ways; 1) as a 

co-operator, AND/OR 2) as a key informant interviewee.  

 

1) Key Support Person   

*Starting from June or July/2011 (The researcher will attach a notification on a 

potential participant’s file to alert staff that they are recruited into the project) 

 When a resident who is a participant in the project is transferred to 

[Hospital], the researcher asks that you telephone her (Satoko) mobile and let 

her know about it, to enable the transfer procedure to be observed. This can 

be applied 24 hours, 7 days a week during data collection period. 

Student Investigator Supervisor Supervisor 

Ms. Satoko Namiki  

Tell: [telephone number] 

Email: [Email address] 

Dr. Lorraine Venturato  

Tell: [telephone number] 

Email: [Email address] 

Prof Marie Cooke  

Tell: [telephone number] 

Email: [Email address] 
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 The researcher will ask your permission to observe the interactions with 

residents with dementia (study participants) during the transfer procedure 

and take notes. The researcher also will ask you informal questions relating 

to the residents’ condition, care events, or social events that the researcher 

cannot observe directly. 

 

Participating in this way does NOT require formal informed consent, however the 

researcher will seek your verbal permission at the time of the observations or 

conversational interviews. 

 

2) Key informant interviewees 

 If you are involved in planning/delivering care practice for residents with 

dementia, we would like to invite you to participate in this study as a key 

informant interviewee. All managers, RNs, ENs, EENs, PCWs, 

physiotherapists, and medical doctors are welcome. The interview will be 

semi-structured audio-recorded, approximately for 30-60 minutes in a private 

space. The focus of the interview will be; 

 

1) Continuity of care issues between nursing home and acute hospital settings 

(Management, informational and relational continuity, etc.) 

2) Your perceptions of residents’ experiences of transitions between 

residential and acute care settings and your interactions with [Hospital]  

3) Your perspectives of continuity of care issues for nursing home residents 

with dementia in general 

 

As such, an Informed Consent form is enclosed. If you would like to participate, 

please fill out an Informed Consent form included. Completed form can be put in 

a “consent form box” placed at staff room anytime during next 12 months, given 

to researcher (Satoko) at the information session or at any time. If you do give 

your informed consent, the researcher will contact you to discuss your preferable 

date and place for an interview.  

 

Consent to participate 

Participation in this project is purely voluntary and you are not under any obligation 

to participate. Participating as a co-operator does not require formal informed 

consent, however the researcher will seek your verbal permission for observations or 

conversational interviews at each time. If you wish to participate as a key informant 
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interview, you will be asked to provide written consent once you have had questions 

about the study answered to your satisfaction. Non-participation will not involve any 

penalty or loss of benefits to which you might otherwise be entitled. If you chose to 

participate you may discontinue participation at any time without penalty or without 

providing an explanation. We hope that you will consider participation in this study, 

which while it may not benefit you directly it may have the potential to improve 

quality of care of residents/patients. 

 

Risk 

There is no direct risk anticipated in this project. However, you need to be aware 

that, while confidentiality and privacy are core concerns of research, researchers also 

have a duty of care to report any illegal or abusive behaviours. This will be made 

clear in the information and consent documents, and staff will be verbally advised of 

this requirement. If the researcher has concerns regarding the safety of the participant 

at any time during the study, she will contact the supervision team, who will work 

with the Ethics Committee to determine an appropriate course of action.   

Please be aware that we can stop the interview anytime you want. 

 

Confidentiality 

All information collected in this project will be kept confidential. Only the 

investigators named above will have access to the data collected. Once the interviews 

are complete and have been transcribed and the transcriptions checked for accuracy, 

the tapes will be destroyed and any aspects of the interview that identify you will be 

removed. No participants, hospitals, or health care agency will be named and 

identified in the reporting of the results of this study. All data including electronic 

files of transcripts will be stored in a pass-word protected computer and locked 

cabinet at the investigators’ private office, for a period of five years and then 

destroyed under supervision.  

 

Results 

The results of this study will be submitted as a doctoral dissertation to Griffith 

University and published in academic journals. A report about the study findings will 

be made available to you if you request this on the consent form. 

 

Complaints Mechanism 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Research Involving Humans. If you have any concerns or 
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complaints about the ethical conduct of the research project you should contact he 

Manager, Research Ethics on 3875 5585 or research-ethics@griffith.edu.au or XXX 

Health Service District Human Research Ethics Committee on [telephone number] or 

[email address] 

 

Privacy Statement 

The conduct of this research involves the collection, access and / or use of your 

identified personal information. The information collected is confidential and will 

not be disclosed to third parties without your consent, except to meet government, 

legal or other regulatory authority requirements. A de-identified copy of this data 

may be used for other research purposes. However, your anonymity will at all times 

be safeguarded. For further information consult the University’s Privacy Plan at 

www.gu.edu.au/ua/aa/vc/pp or telephone (07) 3875 5585. 

 

This research is approved by XXX Health Service District Ethics Committee 

(telephone number), [RACF (telephone number)] and Griffith University (07 3735 

5585).  

 

 

Griffith University thanks you for your consent and participation in this 

research. 
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Appendix 3-2: Information Sheet for Hospital Staff 

 

Information Sheet 

-[Hospital] Staff- 

 

Navigating the health care system:  

Movement and meaning for older people with dementia 

 

 

Background 

This PhD project explores transition and continuity of care issues for people with 

dementia or memory loss who currently live in residential aged care. Journeying 

across health care settings is challenging for older people, and closely related to 

issues of transition and continuity of care. The purposes of this study are to explore 

individual experiences and to investigate complex interactions between the 

individual and the care environment, in order to understand continuity of care issues 

underlying transitions in health care. We are aiming to conduct formal interviews 

with 4 to 6 health professionals in [Hospital] and [RACF] any time in the next six 

months. 

 

This project has started Feb 2009 and will finish Aug 2012.  

 

 

What the researcher will do in [Hospital] 

 What the researcher will do in the Emergency Department (ED) during  

Group 1 participants’ ([RACF] residents with dementia) stay 

 When potential Group 1 participant (resident) visits ED, the researcher will 

opportunistically observe the transfer processes and the resident’s 

responses. 

 During resident’s stay, the researcher will opportunistically observe the 

interactions between the resident and hospital staff, and the resident’s 

responses. 

Student Investigator Supervisor Supervisor 

Ms. Satoko Namiki  

Tell: [telephone number] 

Email: [Email address] 

Dr. Lorraine Venturato  

Tell: [telephone number] 

Email: [Email address] 

Prof Marie Cooke  

Tell: [telephone number] 

Email: [Email address] 
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 During resident’s stay, the researcher will opportunistically conduct 

informal- short- conversational interviews to the resident about their 

experiences of staying in ED. 

 The researcher will opportunistically speak to ward staff to seek 

information about;  

- The resident’s physical/mental condition (to make sure if it’s possible to 

conduct observation or conversation with the researcher) 

- Care events or social events that the researcher did not observe. 

- Future care events or social events so that the researcher will be able to 

organise observation schedule. 

 When the resident admits to the ward, the researcher will observe the 

transfer processes and the resident’s responses. 

 What the researcher will do in the wards during Group 1 participants’  

([RACF] residents with dementia) admission 

 When the resident admits to the ward from ED, the researcher will observe 

the transfer processes and the resident’s responses. 

 During resident’s stay, the researcher will opportunistically observe the 

interactions between the resident and hospital staff, and the resident’s 

responses. 

 During resident’s stay, the researcher will opportunistically conduct 

informal- short- conversational interviews to the resident about their 

experiences of staying in hospital. 

 The researcher will opportunistically speak to ward staff to seek 

information about;  

- The resident’s physical/mental condition (if it’s possible to conduct 

observation or conversation with the researcher) 

- Past care events or social events that the researcher did not observe. 

- Future care events or social events so that the researcher will be able to 

organise observation schedule. 

 The researcher will conduct formal- audio recorded interview with the 

resident (informed consent gained). The length of the interview will be 

depending on the resident’s condition (approximately 15~45 minutes). 

 When the resident is discharged and returns to [RACF], the researcher will 

observe the transfer processes and the resident’s responses. 

 

Your participation in this project 

 Group 3 (Health Care Staff members) 
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If you are staff in ED or wards and interact with Group 1 participants through 

care practices, you may be included as Group 3 participants.  As a Group 3 

participant, you will be asked to allow the researcher to observe the interaction 

with Group 1 participants when you directly care for Group 1 participants. 

You may also be asked about events including care events and social 

interaction events that the researcher cannot directly observe. Participating in 

the study in this way does not require formal consent, however the researcher 

will ask your permission to observe, and participate in short conversations to 

be noted  in field notes. 

 

 Group 4 (Key informants) 

If you are involved in planning/delivering care practice for residents with 

dementia, we would like to invite you to participate in this study as a key 

informant interviewee. All managers, RNs, ENs, EENs, physiotherapists, and 

medical doctors are welcome. The interview will be semi-structured 

audio-recorded, approximately for 30-60 minutes in a private space. The focus 

of the interview will be; 

4) Continuity of care issues between nursing home and acute hospital 

settings (Management, informational and relational continuity, etc.) 

5) Your perceptions of nursing home residents’ experiences of transitions 

between residential and acute care settings and your interactions with 

[RACF]  

6) Your perspectives of continuity of care issues for nursing home residents 

with dementia in general 

 

As such, an Informed Consent form is enclosed. If you would like to 

participate, please fill out the Informed Consent form included. Completed 

form can be returned in the prepaid envelope anytime during next 12 months, 

given to the researcher at the information session or at any time. If you do give 

your informed consent, the researcher will contact you to discuss your 

preferable date and place for an interview. Or you may contact the researcher 

directly to organise interview date, and give consent form on the interview 

day, just before starts interview 

 

Consent to participate 

Participation in this project is purely voluntary and you are not under any obligation 

to participate. You will be asked to provide written consent once you have had 
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questions about the study answered to your satisfaction. Non-participation will not 

involve any penalty or loss of benefits to which you might otherwise be entitled. If 

you chose to participate you may discontinue participation at any time without 

penalty or without providing an explanation. We hope that you will consider 

participation in this study, which while it may not benefit you directly it may have 

the potential to improve quality of care of residents/patients. 

 

Risk 

There is no direct risk anticipated in this project. However, you need to be aware 

that, while confidentiality and privacy are core concerns of research, researchers also 

have a duty of care to report any illegal or abusive behaviours. This will be made 

clear in the information and consent documents, and staff will be verbally advised of 

this requirement. If the researcher has concerns regarding the safety of the participant 

at any time during the study, she will contact the supervision team, who will work 

with the Ethics Committee to determine an appropriate course of action.   

Please be aware that we can stop the interview anytime you want. 

 

Confidentiality 

All information collected in this project will be kept confidential. Only the 

investigators named above will have access to the data collected. Once the interviews 

are complete and have been transcribed and the transcriptions checked for accuracy, 

the tapes will be destroyed and any aspects of the interview that identify you will be 

removed. No participants, hospitals, or health care agency will be named and 

identified in the reporting of the results of this study. All data including electronic 

files of transcripts will be stored in a pass-word protected computer and locked 

cabinet at the investigators’ private office, for a period of five years and then 

destroyed under supervision.  

 

Results 

The results of this study will be submitted as a doctoral dissertation to Griffith 

University and published in academic journals. A report about the study findings will 

be made available to you if you request this on the consent form. 

 

Complaints Mechanism 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Research Involving Humans. If you have any concerns or 

complaints about the ethical conduct of the research project you should contact he 
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Manager, Research Ethics on 3875 5585 or research-ethics@griffith.edu.au or XXX 

Health Service District Human Research Ethics Committee on [telephone number] or 

[email address] 

 

Privacy Statement 

The conduct of this research involves the collection, access and / or use of your 

identified personal information. The information collected is confidential and will 

not be disclosed to third parties without your consent, except to meet government, 

legal or other regulatory authority requirements. A de-identified copy of this data 

may be used for other research purposes. However, your anonymity will at all times 

be safeguarded. For further information consult the University’s Privacy Plan at 

www.gu.edu.au/ua/aa/vc/pp or telephone (07) 3875 5585. 

 

 

This research is approved by XXX Health Service District Ethics Committee 

(telephone number), [RACF (telephone number)] and Griffith University (07 3735 

5585).  

 

Griffith University thanks you for your consent and participation in this 

research. 
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Appendix 4: Consent Form for RACF and Hospital Staff 

 

CONSENT FORM for Formal Interview 

-[RACF] [Hospital] Staff- 

 

Navigating the health care system:  

Movement and meaning for older people with dementia 

 

 

I have read the information form and understand that: 

 This research is to investigate experiences and meanings of multiple transitions 

and continuity of care for people with dementia 

 I am being asked to have an interview about my perceptions of continuity of 

care for people with dementia 

 The interview will take me approximately 30 minutes 

 My participation is voluntary and that I may discontinue my participation at 

anytime without penalty or explanation 

 Any reports or publications from this study will be reported in general terms 

and will not involve any identifying features 

 The data will be kept confidential at all times and in a locked filing cabinet in 

the chief investigator’s office for a period of 5 years before being destroyed 

 A report about the study findings will be made available to me if I request 
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I have read the information sheet and the consent form. I agree to participate in this 

study and give my consent freely. I understand that the study will be carried out as 

described in the information statement, a copy of which I have retained. I realise that 

whether or not I decide to participate is my decision and will not affect care for any 

residents/patients who participate or not participate in this project. I also realise that I 

can withdraw from the study at any time and that I do not have to give any reasons for 

withdrawing. I have had all questions answered to my satisfaction. 

 

 

 

 

 

-----------------------------------------------   -------------------- 

           Name and Signature                   Date 

 

Preferred contact (home phone, mobile, or email etc.)  

_______________________________ 

 

 

         I request a summary report of the study findings. (please tick a box) 

 

Address for mailing of Final Summary Report: 
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Appendix 5-1: Poster of the study (RACF) 

 

[RACF] is taking part in the     

Transition and Continuity of Care Study  

 

What participation in this study involves 

We would like to invite you to participate in this project in two ways; 1) as a 

key support person, and/or 2) as a key informant interviewee.  

 

1) Key Support Person   

*Starting from July/2011 (The researcher will attach a notification on 

potential participant’s files to alert staff that they are recruited into 

the project) 

 

 When a resident who is a participant in the project is transferred to 

[hospital], you are asked to telephone the research’s (Satoko) mobile 

and let her know, to enable the transfer procedure to be observed. 

This can be applied 24 hours, 7 days a week during data collection 

period. 

 

 The researcher will ask your permission to observe the interactions 

with residents with dementia (study participants) during the transfer 

procedure and take notes. The researcher also will ask you informal 

questions relating to the residents’ condition, care events, or social 

events that the researcher cannot observe directly. 

 

Participating in this way does NOT require formal informed consent, 

however the researcher will seek your verbal permission at the time of the 

observations or conversational interviews. 

 

2) Key informant interviewees 

 If you are involved in planning/delivering care for residents with 

dementia, we would like to invite you to participate in this study as a 
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key informant interviewee. All managers, RNs, ENs, EENs, APCWs, 

physiotherapists, and medical doctors are welcome. The interview will 

be semi-structured and audio-recorded for approximately 30-60 

minutes in a private space. The focus of the interview will be around; 

 

1) Continuity of care issues between nursing home and acute 

hospital settings (Management, informational and relational 

continuity, etc.) 

2) Your perceptions of residents’ experiences of transitions between 

residential and acute care settings and your interactions with 

[hospital]  

3) Your perspectives of continuity of care issues for nursing home 

residents with dementia in general 

 

If you would like to participate as a key informant interviewee, please fill 

out an Informed Consent form (in the information package) or contact me 

(details below). 

 

If you have any questions please feel free to contact the study staff: 

 Satoko Namiki (PhD student):  [email]   [telephone]                                                                    

 Dr. Lorraine Venturato: [email]   [telephone] 

                                                                         

*Information sheet, consent form and invitation letter to study information 

sessions are available at staff room in [RACF].  

 

This research is approved by XXX Health Service District Ethics Committee 

[telephone], [RACF (telephone)] and Griffith University (07 3735 5585).  

  

mailto:s.namiki@griffith.edu.au
mailto:l.venturato@griffith.edu.au
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Appendix 5-2: Poster of the study (hospital) 

 

[Hospital] is taking part in the     

Transition and Continuity of Care Study  

 

What participation in this study involves 

We would like to invite you to participate in this project in two ways; 1) as a 

key support person, and/or 2) as a key informant interviewee.  

 

1) Key Support Person  (Starting from Aug/2011) 

 If you are staff in Emergency Department or wards and interact with 

Group 1 participants (=[RACF] residents with dementia) through care 

practices, you may be included as Group 3 participants. As a Group 3 

participant, you will be asked to allow the researcher to observe the 

interaction with Group 1 participants when you directly care for them. 

You may also be asked about events including care events and social 

interaction events that the researcher cannot directly observe.  

 

 Participating in the study in this way does NOT require formal consent, 

however the researcher will ask your verbal permission to observe, and 

participate in short conversations to be noted in field notes. 

 

2) Key informant interviewees 

 If you are involved in planning/delivering care for nursing home 

residents with dementia, we would like to invite you to participate in 

this study as a key informant interviewee. All managers, RNs, ENs, 

EENs, allied health staff, and medical doctors are welcome. The 

interview will be semi-structured and audio-recorded for approximately 

30-60 minutes in a private space. The focus of the interview will be 

around; 

 

1) Continuity of care issues between nursing home and acute 

hospital settings  
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2) Your perceptions of residents’ experiences of transitions between 

residential and acute care settings  

3) Your perspectives of continuity of care issues for nursing home 

residents with dementia in general 

 

If you would like to participate as a key informant interviewee, please fill 

out an Informed Consent form (in the information package) or contact me 

(details below). 

 

If you have any questions please feel free to contact the study staff: 

 Satoko Namiki (PhD student):  [email]   [telephone]                                                                    

 Dr. Lorraine Venturato:  [email]    [telephone] 

                                                                         

 An information package detailing all aspects of this study is available in 

the staff rooms. 

 

This research is approved by XXX Health Service District Ethics Committee 

[telephone], [RACF (telephone)], Griffith University (07 3735 5585) and [hospital] 
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Appendix 6: Poster for information session (RACF and hospital) 

 
Your hostel/hospital is taking part in the     

Transition and Continuity of Care Study  
   

*****INVITATION FOR INFORMATION SESSION***** 
 

A PhD project exploring transition and continuity of care issues for people with 

dementia is seeking staff’s input to the study as either a key support person or 

a key informant. This project focuses on several aspects of continuity of care 

for nursing home residents with dementia:  

 

 Continuity of care issues between nursing home and acute hospital 

(Management, informational and relational continuity, etc.) 

  Patients/residents’ experiences of multiple transitions across acute 

care settings and social/care interactions  

  Staff’s perspectives of continuity of care for aged care facility 

residents with dementia  

Study Information Session at: 

[Place] 

 (on [date], at [time], in [place]). 

Please feel free to come and ask questions. 

 

If you have any questions please feel free to contact the study staff: 

 Satoko Namiki (PhD student):  [email]  [telephone]    

 Lorraine Venturato:  [email]   [telephone] 

 

*Information sheet, consent form and invitation letter to study information 

sessions are available at staff room in [RACF], and Emergency Department / 

Wards in [hospital].  

 

 

This research is approved by XXX Health Service District Ethics Committee 

[telephone], [RACF (telephone)] and Griffith University (07 3735 5585).  

mailto:s.namiki@griffith.edu.au


Appendix 

293 

 

Appendix 7: Example of progress record 
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Appendix 8-1: Client Transfer Summary (1/2) 
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 Appendix 8-2: Client Transfer Summary (2/2) 

 


