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ABSTRACT

Background: The aging process, being associated with a decrease in physical functionality, determines an
increased risk of falling and, consequently, a greater risk of associated fractures. Among them, hip fracture often
causes functional decline and difficulty returning to the state before the fracture.

Objective: To analyze nurses' perceptions of the transition process of the older person with hip fractures on
returning home.

Methods: A descriptive, exploratory study of a qualitative nature was developed, based on two focus groups (FGs)
with semi-structured interviews with nurses providing care to patients with hip fractures undergoing surgical
treatment, whose activity takes place in a hospital context and care primary healthcare units, belonging to a
Hospital in the central region of Portugal. Systematic data analysis and respective inductive work were carried
out, with support from software Meetpulp®.

Results: The analysis of the two FGs, with 10 participants, outlines the contours of the problem that influences the
personal, organizational and political spheres. Professionals recommend solutions to mitigate obstacles to the
transition of care, such as: early involvement and better preparation of family members before discharge, offering
greater support to caregivers, improving communication between professionals, creating a telephone support
line, highlighting the importance networking and streamlining processes.

Conclusion: Nurses perceive important problems inherent to the transition process of older person with hip
fractures, and the resulting impact on family caregivers and health services. The analysis of these aspects can
constitute a basis for the reorganization of health services, in search of the best response to these needs.

1. Introduction

common geriatric syndrome, which is associated with higher mortality,
functional disability (Proietti and Cesari, 2020; Lu et ai., 2021), surgical

Currently, we are witnessing a phenomenon of population ageing,
seen on a global scale, with projections indicating that the number of
people aged 265 years will double by 2050, consequently increasing the
number of people in this age group who use hospitais, with multiple
comorbidities, requiring more complex management of the situation
(Willms et ai., 2024). This older population often presents a condition
of frailty, characterized by impaired physiological reserves and exces-
sive vulnerability to endogenous and exogenous stressors, constituting a

complications, fractures, falis and subsequent falis (Gong et ai., 2023).
Associated with frailty, the prevalence of falis among the older per-
son is 26.5 o/o (Salariet ai., 2022), with it being estimated that one in
every three people over the age of 65 suffers at least one fali per year
(Mont ero-Odasso et ai., 2022). These data are particularly worrying,
considering that falis have negative effects on functional independence
and quality of life (Montero-Odasso et ai., 2022), being associated with
an increased risk of disability, morbidity and mortality in this
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population (James et ai., 2020; Wu et ai., 2021), and equally, because
they are associated with an increase in medical expenses, which repre-
sents a significant burden on the healthcare system (Lim et ai., 2024).

Often resulting from falis, hip fractures in the older person result in
changes to their health status, causing greater dependence and disability
(Cunha et ai., 2021), and difficulty in retuming to their pre-fracture
functional state (Contro et ai., 2019), which is why it is necessary to
start the rehabilitation process early, with a view to restoring mobility
and independence, bringing it closer to the levei before the fracture
(Platano et ai., 2024). This is particularly worrying considering the ex-
istence of a correlation between advanced age and multimorbidity,
malnutrition, osteoporosis, sarcopenia and reduced physical activity
(Inoue et ai., 2020), which constitutes a condition that can impact sur-
vival after hip fracture (Gerosa et ai., 2024).

The older person with a hip fracture, after surgery, may be dis-
charged home or to a nursing home, or, in more complex cases, receive
an additional period of inpatient rehabilitation (Welsh et ai., 2024). As
the older person are the largest users of health services, in the
post-orthopedic surgery period, they have different care needs at the
time of discharge, due to reduced independence, reduced mobility and
changes in cognitive status, important predictors of postoperative
complications. In this context, adequate discharge planning is necessary,
with the aim of facilitating the retum home, as soon as the clinical
condition is stable (Williams et ai., 2024).

Transitions of care often result in fragmented care, leading to unmet
patient needs and Jow satisfaction with care (Brooks et ai., 2021), which
represents challenges at the organizational and policy leveis. The
increasing trend of reducing hospital admissions to reduce costs pre-
cipitates the discharge of these older adults at a very early stage of re-
covery (Mabire et ai., 2018), which represents additional challenges for
them, who face discontinuous care delivery with transfers to other care
settings (Ko et ai., 2021).

In fact, after a hip fracture, the older person receive care in different
contexts, with transitions between providers and environments identi-
fied as a vulnerable moment, with potentially negative impacts (Cadel
et ai.,, 2022). These transitions also constitute a challenging period for
older persons with frailty (Hladkowicz et ai., 2023), considering that
this condition constitutes a significant predictor of the physical, mental
and functional health of the older person (Xu et ai., 2022). In this
context, considering that hip fractures require relatively long periods for
rehabilitation (Yoo et ai., 2019), Ko et ai. (2023) advocate that effective
discharge transition care can supplement recovery. In this sense, the
sarne authors (Ko et ai., 2023) developed a discharge transition care
program to reduce gaps in continuous care and communication between
older adults and health professionals, finding that the discharge transi-
tion care program can positively impact quality of life.

Regarding transitions of care, Cadel et ai. (2022) explored recom-
mendations made by patients, caregivers, healthcare providers and
decision-makers to improve care transitions for older person with hip
fractures, identifying three main categories of recommendations related
to hospital, community and intersectoral settings. With regard to the
hospital context, they recommended consistent, frequent and compre-
hensive communication between hospital providers and families, as well
as and increased staffing leveis. Recommendations aimed at the com-
munity included the early identification of individuais at risk and the
implementation of preventive and educational programmes. Intersec-
toral recommendations were based on improving communication and
care, particularly in primary and community care settings. It is impor-
tant to emphasize that, within the scope of a health-disease process, the
empowerment of the person is important, as a multidimensional process
that involves knowledge, decision and action, emphasising the in-
dividual 's active participation in the decision-making process and the
development of strategies to improve their health status (Sousa et ai.,
2020).

Related to this issue, In Portugal, a recent study involving older
person with hip fractures, after retuming home, identified functional
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limitation, pain control and emotional management as the main diffi-
culties, highlighting needs related to resources/support in activities of
daily Jiving (ADLs), training for retuming home, and information
(Rocha et ai., 2024b). However, although severa] studies have analyzed
the problems of older people with hip fractures, there is still a gap in the
Jiterature regarding the understanding of the role of nurses in transitions
from hospital to home.

Therefore, the present study aims to analyze, based on nurses'
statements, their perceptions of the transition process for older persons
with hip fractures retuming home. This can generate valuable insights to
improve continuity of care, reorienting the construction of safer, more
effective and sustainable clinical practices.

2. Materials and methods

To respond to the aim of these study, the option was the FGs method,
using the protocol defined by Krueger and Casey (2014). The partic-
ipantes were nurses from the orthopedic service, who provide care to
patients with hip fractures after orthopedic surgeries, during hospitali-
zation in a Local Health Unit in the central region of Portugal, and by
nurses at primary health care context, who later receive these people,
after discharge and accompany them at home. The interest in including
these professionals is related to the fact that they follow the carejoumey
of these people and can have a different perspective in relation to the
transitional care process.

A purposive sampling approach was used and participants were
selected based on of the following inclusion criteria: being nurses with
five or more years of professional activity carried out in a hospital
context or in a primary health care context, associated with providing
care to people with hip fractures undergoing surgical treatrnent, of both
sexes and agree to participate in the study. As an exclusion criterion,
nurses were defined as not belonging to this specific context and,
therefore, not directly involved in the process of caring for patients who
had hip fractures or with less than 5 years of experience in caring for
these patients (as we consider a short period of experience in providing
care to this type of patient). Ten participants were selected.

A semi-structured interview guide was developed to explore partic-
ipants' perceptions and experiences with care transitions, including
barriers and facilitators of ideal transitions, questions related to types of
care/support provided to older people with hip fractures, experiences of
providing care in hospital, relationships with the family and the team
involved in preparation for discharge and transitions of care. Specif-
ically, questions were included such as: What difficulties and needs do
you perceive that patients with hip fracture have upon retuming home?
What strategies do you suggest using to resolve or overcome difficulties?
In your opinion, how can nurses help and prepare for retuming home
during hospitalization to avoid these difficulties? And how do you
suggest articulation with community nursing teams? Do you suggest any
changes in the organization of careto better meet their needs and those
of their families?

Data collection was carried out in November 2024. Participants were
divided into two FGs. The first FG included a total of four nurses, three
from the hospital context and one from the primary health care context;
the second included a total of six nurses, four from the hospital context
and two from the primary health care context. The FGs were moderated
by the study's main researcher, who also conducted the interviews. A
second researcher was present and assumed the role of co-moderator
(Krueger and Casey, 2014), managing the recording equipment,
controlled the logistical conditions, analyzed the non-verbal communi-
cation of the participants, and taking notes. Both the FGs were carried
out online, using the Colibri® platform, having been recorded and later
transcribed. The results were first coded, with the assignment of cate-
gories and subcategories, then storage/retrieval was carried out, with
the compilation and comparison of ali text excerpts subordinate to the
sarne category and finally the interpretation was carried out, with sys-
tematic analysis of the data and respective inductive work (Krueger and



P. Rocha et aL

Casey, 2014). This process was supported by Meetpulp® software. The
convergence of data from the two FGs confirms the robustness of the
emerging categories and subcategories and the absence of new relevant
information, reinforcing the evidence of saturation.

The rigor of this study was present from the study design to the
different methodological procedures. The sarne researcher carried out
ali the interviews and transcribed them, the speeches were transcribed
and checked to ensure trustworthiness. Credibility was achieved
through validation of the emerging codes by two experts' and then by
the research team. Confirmability was guaranteed by presenting the
participants' quotations.

To structure this article, we followed the guidelines proposed by the
Consolidated Criteria for Reporting Qualitative Research (COREQ)
(Tong et ai., 2007).

Ali ethical issues were respected, and for this purpose a request for
authorization was made to the Board of Directors of the Health Insti-
tution of Central Portugal and the Ethics Committee of the sarne insti-
tution, which issued a favorable opinion and respective authorization.

SPHERE CATEGORIES

Associated Problems

Difficulties
On returning home

Constraints

Challenges for
healthcare professionals

POLICY
(DECISION
MAKING)

Suggestions to improve
the situation >
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Free and informed consent was obtained from ali participants. The
participants were informed that they could, at any time, withdraw from
participation.

3. Results

Participants revealed their perceptions about the transition process
of older person with hip fractures after hospital discharge, with the main
problems identified being the lack of family support and even some lack
of responsibility in caring for the older person, the lack of preparation of
caregivers and difficulties in continuity of care, highlighting the need for

a smooth and safe transition between the hospital and the community.

Suggestions to improve the situation included early involvement and
better preparation of family members before discharge, offering greater
support to caregivers, improving communication between professionals,
creating a telephone support line, highlighting the importance of
networking and streamlining processes. The conviction was expressed
that many solutions depend on political decisions, highlighting,

SUBCATEGORIES

- Population aging

- Long wait for surgeries as an aggravating laclar

- Lack of responsibility of families in caring for Ihe older person (Change
of priorities in families)

- Lack of adequate policies to support Ihe older person

- Challenges in obtaining qualified informal caregivers

- Problems with the long-term care system and nursing homes

- Lack of autonomy and functional dependence
- Architectural barriers at home

- Carrying out Activities of Daily Living (ADLs)

- Lack of family/caregiver support

- Lack of human resources

- Difficulty in providing a timely response
- Lack of adequate training in some lang-term care setlings

- Improve hospital-community transition

- Early involvement of caregivers in the discharge process
- Train family members during hospitalization

- Guarantee of timely home visits after discharge (24-48h)
- Physical presence of professionals at home

- Promete better communication and networking between the hospital
and primary care

- Creation of intermediate services between the hospital and long-lerm
care units

- Improvement of admission criteria in long-term care units

- Encouragement and support for informal caregivers

- Creation of a post-discharge telephane support line for family members
and professionals

Fig. 1. Systematization of nurses' perception regarding the transition process of older person with hip fractures.
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however, the importance of continuing to seek better services and care
for patients.

3.1. Participant characteristics

Of the 10 participants, the majority were female (70 %), married
(100 %), living in urban areas (90 %), with an average age of 46.1 years.
Of these, 7 nurses work in Orthopedics inpatient services and 3 in the
context of primary health care, with an average experience of 14.5 years
in providing care to patients of this type.

3.2. Categories

From the analysis of the narratives referring to nurses' perception of
the transition process of older person with hip fractures, four spheres or
dimensions emerge: the contextual, related to the problems inherent to
population aging and the support provided to older person with hip
fractures; the personal (older person), related to the difficulties on
retuming home, inherent to the condition of functional dependence and
the presence of architectural barriers at home; the organizational (health
units), in wich the constraints related to the lack of human resources and
difficulty in providing a timely response are presented, as well as the
challenges that health professionals have to face in the transition process
and the political (decision-making) presents suggestions are to improve
transitional care.

Fig. 1 identifies the spheres in which the categories and sub-
categories that emerged in this study are integrated.

3.2.1. Contextual sphere

3.2.1.1. Categorie I: associated problems. With regard to the contextual
sphere, the participants' narratives revealed their perception regarding the
associated Problems, differentiating the following subcategories in the
data corpus: Population aging; long waits for surgeries as an
aggravating factor; Loss of family responsibility for caring for the older
person (Change of priorities in modem families); Lack of adequate
policies to support the older person; Challenges in obtaining qualified
informal caregivers; Problems with the long-term care system and
nursing homes.

The participants' speech was very expressive regarding the type of
patients and the constraints associated with the long waiting time for
surgery, which constitutes an aggravating situation, as in the case of a
person with a fragile condition, this tends to worsen and can be asso-
ciated with possible complications. Concem was also expressed
regarding the condition of dependency associated with the fracture and
hospitalization, which generates greater concems related to retuming
home. As a result, reference was also made to the need for support and
continuity of care for the older person, considering that many caregivers
are also advanced in age, conditioning the ability of families to respond
appropriately, representing a concem for these professionals, as shown
in the following quotes:

"What we notice more and more is that the age group at which
people appear at the service is greater ... When they have a fracture
they become dependent and many live atone and we see that they
have a lot of difficulty ... and that the family is unable to provide
support ... Patients enter and become dependent and then there is no
solution from the family to retum home. There should be an inter-
mediate service just to wait for continued care ... ora family member
should be available to stay with the patient, and not wait in the
hospital." (P2 of FGl); "Older people ... normally the gait of these
patients is already reduced, that is, they are patients who already use
a walker, cane or hold on to fumiture ... perhaps they already have a
history of falis ... At the time they have the fracture, everything
changes. Another factor that negatively influences morbidity and
capacity is the waiting time for patients to undergo surgery. It is
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described in the literature that the window is the first or second day
after the fracture. Now, we have patients waiting a week, two weeks,
three weeks to have surgery ..." (P 6 of FG2).

From the analysis of the participants' speeches, one of the main
associated problems stands out as the degree of dependence and lack of
support from family members, related to the lack of availability or
willingness of families, as well as the difficulty in responding by in-
stitutions that guarantee continuity of care, such as long-term care units,
which causes some overload on hospital admission and seizure services.

3.2.2. Personal sphere

3.2.2.1. Categorie II: difficulties retuming home. With regard to
the per- sonal sphere, the Difficulties on retuming home category
emerged, in which participants revealed their perception regarding the
difficulties experienced, identifying the following subcategories: Lack of
autonomy and functional dependence; Architectural barriers at home;
Carrying out ADLs; Lack of family/caregiver support. Given the
functional depen- dence and loss of autonomy that these people
present, the existence of architectural barriers at home was highlighted
by participants as an aspect that makes it difficult to retum home, which
can generate feelings of insecurity. These difficulties are very evident
in the participants' statements, as shown in the following statements:

"The biggest difficulty is having back-up support ... and also some
architectural barriers that they face at home. There are very few who
have independence and are able to return to the community ..." (P4
of FGI); "Patients lose their autonomy and it will be difficult tore-
tum home ... we understand this a lot! It is true that we soon realized
that it is difficult to reintegrate those patients into the community! In
most situations there are support networks and responses in the
community, but they are insufficient for the demand ... and we are
faced with situations of prolonged hospitalization, with the associ-
ated risks. (P2 of GF2); It is very difficult for those who are active to
stop working to go and support these patients at home. And who
receives these patients, if they are of the sarne age, is very compli-
cated ... 1 think they need support. In some situations it gives the
feeling that they have some insecurity, although we say that if they
have any complications, to seek out health services ... (PS of GF2).

In the interviews, the nurses' experience is reported, expressing the
perception of the existence of difficulties in the transition of the older
person, largely associated with the lack of autonomy and functional
dependence, facing architectural barriers, with the consequent need for
support to perform ADLs, which constituted an important source of
concem. The lack of family support in the care process is also
highlighted.

3.2.3. Organizational sphere

3.2.3.1. Categorie 1V: constraints. Regarding the organizational sphere,
the constraints category emerged, in which the participants' narratives
reveal a confrontation with the lack of human resources, difficulty in
providing a timely response, as well as a lack of adequate training in
some contexts of continued care. The perceptions presented here are
related to the inability to provide the best response targeted to people's
needs, as would be desirable and necessary, due to the lack of pro-
fessionals and time available for this.

"We are there (at patient's home) for an hour anda half ... Therefore,
to manage the therapeutic regimen, and work at the levei of reha-
bilitation, just in this short time ... the health professionals are un-
able to give the answer they wanted. We know we needed much
more ... to add resources in the community." (Pl of FG2).

From the analysis of the participants' speech, the concem of nurses
who face constraints associated with the organization othealth services
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stands out, namely the Jack of human resources, which prevents them
from providing a timely and adequate response to the identified needs.

3.2.3.2. Categorie IV: chaUenges for healthcare professionals. Still related
to the organizational sphere, the Challenges for health professionals
category emerged, which includes Improving the hospital-community
transition. At this levei, a change in dynamics is suggested, integrating
teachings to the family caregiver as early as possible after surgery.

"Change the dynamics a little, instead of teachings being only
scheduled when there is discharge or when families are available.
why not integrate them immediately, calmly, as soon as the patient
undergoes surgery?.. Therefore, perhaps, the family member or
caregiver should be included as soon as the patient undergoes sur-
gery and begins to do lifting and gait training and, according to their
ability, be included within their availability." (P4 of FG2)).

The participants' speech clearly indicates challenges that aim to
improve the hospital-community transition, namely the change in
organizational dynamics, with regard to timely discharge scheduling
and articulation with social responses. The early involvement of care-
givers in the discharge process, and the training of family members, with
skills training, during hospitalization, was another challenge that
emerged from the participants' narratives.

"We seek to provide information about ali the resources that exist in
the community and beyond!..We seek to inform about ali the other
answers that exist, we ask for the support of ali professionals who are
associated with the patient's recovery process, we seek to inform
everyone the type of technical aids that can facilitate care at home,
we seek to instruct and train family members or caregivers." (PS of
GF2).

The participants' speech clearly expresses the importance of early
involvement of family members in the discharge process as well as their
training, complemented with the need to provide information about
community resources and responses, in order to help provide care after
discharge. These aspects being a major challenge for health
professionals.

Aspects such as ensuring timely home visits after discharge (24-48h)
and the physical presence of professionals at home, in order to ensure a
safer hospital transition process with the necessary supervision, were
perceived as a challenge at an organizational levei. The need to train
teams to provide timely care to patients was highlighted, offering
assistance and supervision, ensuring the continuity of the work and
training initiated during hospital admission.

"Now, we have to train teams to give people timely responses. The
person who is discharged should be visited the next day. For the
family to understand: we have help, we have supervision, in this
case, because they were already trained during hospitalization ...
this is very important, because it made the hospital transition process
so that the residence takes place safely and with the necessary su-
pervision. But the primary care teams are very lacking ... The answer
should be given, at most, 24 hours after discharge (often it happens
48 or 72 hours after). The ideal would be the day after discharge, to
be there at the patient's home ... And reinforce ali the training that
was done previously"(Pl of FG2).

In the interviews, the perception of nurses is reported regarding the
importance of carrying out timely home visits, with the physical pres-
ence and supervision of professionals at home, in order to ensure a safer
transition process, and transmit confidence in the process.

The participants' narra tives revealed perspectives of great challenges
for health professionals, in order to improve the response in the transi-
tion process of older person with hip fractures, in order to guarantee
continuity of care. The physical presence of professionals at home stands
out as relevant, generating trust and recognition and simultaneously
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allowing a better assessment of the context, thus contributing to
avoiding unnecessary recurrences of emergencies.

3.2.4. Political sphere

3.2.4.1. Categorie III: suggestions to improve the situation. The
rhetoric of the participants unequivocally reflects the expressed need to
improve the current situation with regard to political decision-
making. Analyzing their speeches, suggestions are outlined, to occur at a
political levei, aimed at promoting improved communication and
networking between the hospital and primary care, the creation of
intermediate services between the hospital and continued care units,
improving admission criteria in long-term care units, encouraging and
supporting informal caregivers and creating a post-discharge telephone
support line for family members and professionals.

The new condition of the person who suffered a hip fracture, char-
acterized by some limitations in performing ADL, implies the develop-
ment of new responses, which emerge from the participants' narratives.
Particular emphasis is placed on networking, which would allow faster
communication between hospital and community teams, which would
benefit the patients.

"We work on separate networks. 1 think the teams should talk more:
the nurse who accompanies the patient during hospitalization and
then the family nurse. There is a breakdown in communication. 1
think the teams should talk more to each other and then the patient
would benefit." (Pl of FG2).

In the interviews, nurses, aware of the difficulties in communication
between teams, point to the promotion of improved communication and
networking, as a suggestion for improvement that translates into bene-
fits for the patient and their continuity of care. The creation of a network
of formal caregivers that families could hire, thus ensuring support for
care, emerged as a suggestion that could constitute another option in
this process.

"One option would be to create an internai continued care unit in the
hospital, where we would free up acute beds. In this more post-acute
phase, up to six weeks, we could bring the caregiver and start to
integrate them. Creating a network of formal caregivers that people
can hire could also be an option." (P6 of GF2).

In the interviews, the suggestion emerged to create intermediate
services between the hospital and the continued care unit, in which the
family caregiver would be progressively integrated into the provision of
care. In addition the demand for long-term care could be redirected
towards referrais by integrated long-term care teams and the mobiliza-
tion of community responses to provide more support to families.

"Tightening the inclusion criteria in the continued care network
wouldn't be a bad solution ... Nowadays, there is a greater predis-
position for referrai to integrated continuous care teams and then
also for the mobilization of community responses, day centers, sup-
port home care ... In the case of families who have the capacity, the
patient must be referred to the ECCI (Integrated Continuous Care
Teams) to await continuity of care, as this way families always feel
more supported. 1think there is also a Jack of incentives to have more
informal caregivers, because they are not as well paid and people
know that this is not attractive. Perhaps if there were other attrac-
tions, perhaps there would be more people who wouldn't mind
taking care of some family members ... (Pl of FG2).

In the nurses' perception, redefining the criteria for admission to the
long-term care network, as well as creating incentives for family care-
givers, could contribute to improving the current situation. Further-
more, the creation of a telephone line to assist patients and family
members, in order to clarify doubts and provide guidance, would be an
important support in this process.
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"If there was a telephone line available: patients and families felt
supported, they could contact someone who could give them an
answer at any time." (P2 from FGI); "We should create a support
group, to answer questions: A support line also for family and col-
leagues." (P3 of GF2).

The participants' statements point to the creation of a support line
for family members and colleagues as a suggestion to improve the sit-
uation, offering complementarity to the presence of the health
professional.

The contours of a problem and the constraints inherent to the tran-
sition process of older person with hip fractures after hospital discharge
were defined, influencing the personal, organizational and political
spheres. In this sense, professionals recommend solutions to improve the
situation, which include early involvement and better preparation of
'.amily members before discharge, offering greater support to caregivers,
Improving communication between professionals, creating a telephone
support line, highlighting the importance of networking and stream-
lining processes.

4. Discussion

This study revealed nurses' perception of transitional care for older
person with hip fractures. The participants' narratives clearly and un-
equivocally outline the contours of a problem of great magnitude, which
involves people (the older, frail and vulnerable), families, health pro-
fessionals and political decision-makers. Its comprehensive analysis,
supported by a contextualization of the associated problems, covered
the following spheres: personal, organizational and political, high-
lighting the most relevant aspects to consider in each of them. This is of
particular importance considering that transitions are a vulnerable time
with potentially negative impacts, and there is still a limited amount of
research that guides the improvement of transition experiences in the
context of care after a hip fracture, based on the perspectives of those
involved in the process (Cadel et ai., 2022).

The concem expressed about the problems associated with popula-
tion aging and the consequent dependence associated with a fracture is
clearly evident in the participants' speech. This is in line with the exis-
tence of a correlation between falis and hip fractures, in which their
association with age-related physical frailty stands out, which means
that there is a pressing need for better care aimed at the older person,
taking into account global aging trends (Lim et ai., 2024).

The study findings revealed nurses' concem about the overload of
health services, associated with this clinical condition, observed in this
age group, which is corroborated by the literature. Falis injuries are
associated with increased medical expenses and healthcare-related
costs, representing a considerable burden on the healthcare system
(Montero-Odasso et ai., 2022; Lim et ai., 2024). On the other hand, the
older person, because they have had a fracture and have gait changes
resulting from the fracture and surgery, have an increased risk of falling
again and suffering a new fracture when they retum home
(Montero-Odasso et ai., 2022; Baixinho and Dixe, 2017).

The perception of difficulties in the transition of the older person,
associated with the lack of autonomy and functional dependence, and
the consequent need for support to carry out ADL, expressed by nurses,
meets the difficulties and needs felt and expressed by the person with a
fractured hip retum home (Rocha et ai., 2024b). In this context, it is
essential to develop an intervention that focuses on physical training,
training in activities of daily living and conventional postoperative
rehabilitation with a view to achieving muscle strengthening and safe
gait associated with carrying out activities of daily living and, therefore,
promote their safety when retuming home (Rocha et ai., 2024a).

Considering that continued rehabilitation, prolonged after discharge,
improves function after hip fracture (Copanitsanou, 2019), contributing
to restoring the person's mobility and independence (Platano et ai.,
2024), it is important to ensure this adequate and timely response. In
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this regard, the professionals' perception revealed the Jack of human
resources, preventing them from providing an adequate response to the
identified needs, in line with the results of the study developed by
Brooks et ai. (2021), which found that care was not adapted to the pa-
tient's needs. This may be an issue that deserves reflection and man-
agement at the organizational context levei.

One of the challenges for healthcare professionals, which emerged in
©his study, was the need to improve the hospital-community transition,
m order to overcome the experience of fragmented care and inadequate
discharge planning that older people with hip fractures have to face,
which is corroborated by Welsh et ai. (2024). In the process of gradual
integration of a change that the person is experiencing, the role of
nursing in increasing health and well-being is highlighted, clearly being
a reflection of its intervention (Sousa et ai., 2020). There is a clear need
to improve the postoperative transition, with regard to the care of older
person with frailty, considering it a priority, alerting, however, to the
limited knowledge available, to support significant improvements in
care in their transitions (Hladkowicz et ai., 2023).

Early involvement of family caregivers in the discharge process and,
consequently, their training during hospitalization has emerged as a
challenge for health professionals, to which it is important to provide the
best possible response. This concern is in line with one of the results of
the study developed by Brooks et ai. (2021), when it states that family
caregivers were not considered important in patient care. Understanding
transition processes and developing therapies that help people regain
stability and well-being constitutes a challenge for nurses, which is
inherent to the training of family caregivers, particularly with regard to
support in activities of daily living, problem solving, decision making, as
well as surveillance care (Sousa et ai., 2020).

The need to ensure early home visits after discharge, perceived as a
challenge for health professionals, fits into a context already described
by severa! authors, stating that the majority of people do not receive
rehabilitation or receive very limited rehabilitation, in the 20 days after
surgery (Blackburn and Yeowell, 2020; Tyas et ai., 2022), which is nota
favorable aspect for the person's recovery. Considering that retuming
home after hospitalization for a hip fracture is a criticai moment
especially for older people, transitional care requires structured morri€p
toring and supervision by health professionals in order to prevent
complications, promote functional recovery, providing guidance on safe
mobilization techniques, use of walking aids and adaptation of the
environment to prevent falis, providing personalized teaching adjusted
to the person's real context. In this context of continuity of care, the
presence of nurses offers emotional support and facilitates adaptation to
the new condition, ensuring continuity, safety and quality of care, which
is crucial for the safe and functional recovery of the older person aftera
hip fracture.

The participants' narratives reveal the Jack of adequate support
policies for the older person and problems with the long-term care
system and homes. This idea is corroborated by Cadel et ai. (2022),
when they state that in the context of care transitions, there is an in-
crease in the time of vulnerability for patients and caregivers, with the
possibility of less successful transitions, which can result in readmission,
decreased patient satisfaction and caregiver health and poor outcomes
related to health and well-being.

The promotion of improved communication and networking be-
tween the hospital and primary care were highlighted as suggestions to
improve the situation. Considering the feeling of misinformation
expressed by patients and family members and the need to face barriers
to obtain adequate information (Brooks et ai., 2021), this may be a
strategy to alleviate problems related to the system, positively impacting
this transition experience. Better communication and care at an inter-
sectoral levei is recommended, highlighting the central role that primary
care can play in providing targeted and integrated services to older
people with hip fractures (Cadel et ai., 2022). The existence of ineffec-
tive communication and disjointed systems, in the transition from hos-
pital to home after a hip fracture requires solutions that include
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guarantees, collaborative planning and individualization (Welsh et ai.,
2024). In this context, supported early discharge, aiming to link acute
and community care, would allow hospitalized patients to retum home
and continue receiving the necessary contribution from health pro-
fessionals (Williams et ai., 2024).

The creation of intermediate services between the hospital and
continued care units, the need for encouragement and support for
informal caregivers, as well as the creation of a post-discharge telephone
support line for family members and professionals, emerged from the
narratives as suggestions for improvement. In this sense, it is necessary
to develop programs focused on supporting patients upon retuming
home, empowering them with resources and clear communication,
ensuring continuity of care, as well as establishing access to home care
and virtual support, focusing in functional recovery, with recognition of
the invaluable role of informal caregivers (Hladkowicz et ai., 2023). The
use of follow-up telephone calls by a nurse can also create a supportive
atmosphere, which may contribute to improved quality of life (Ko et ai.,
2023).

This study provides relevant data for the development and imple-
mentation of interventions, offering practical insights for initiatives that
aim to improve health outcomes and consequent system sustainability,
that link to what Ko et ai. (2023) identified as key points for policy and
practice: the need for a continuum of care at discharge for people with
hip fractures, with nurses as key stakeholders in discharge transition
care. However, Montero-Odasso et ai. (2022) warn that the application
of some recommendations may require modifications and adjustments
to respond to specific and resource-poor contexts and, therefore, the
needs inherent to the reality of each country.

4.1. Implications for clinica/ practice and research

This study may contribute to guiding the action of nurses and policy
makers in order to guarantee a safe transition from hospital to home,
based on an improvement in the organization of care, with early
involvement and better preparation of family members, greater support
for caregivers, with recruitment of community responses and improve
communication between professionals. The creation of a telephone
support line, the importance of networking and streamlining processes,
may be suggestions that could guide the actions of these actors, in the
continuous search for better service and assistance for the older person
with hip fracture.

Regarding the implications for research, it is suggested that other
studies be carried out in other contexts and geographic areas, and that
they develop and evaluate transitional care interventions aimed at
people with a hip fracture, upon retuming home, with a focus on con-
tinuity of care and e-health interventions.

4.2. Study limitations

The limitations of this study are related to the number of participants
from the sarne region, that is, the data may have been influenced by the
specific context of the organization, which may reduce the diversity of
experiences and opinions, given that they share similar contexts and
practices. We also recognize that the geographic and institutional con-
centration of participants may limit the transferability of the results.

We also identified limitations inherent in the use of the online
format, related to the reduction of nonverbal cues and potential tech-
nical issues. Measures were taken, related to the presence of two re-
searchers, to mitigate these limitations.

5. Conclusion

This study brought together people from the hospital context and the
community context, with different perspectives and perceptions about
the transition process of older person with hip fracture to retum home,
bringing contributions to the understanding of the current scenario of
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transitional care. Since that hip fractures are a common event among
older and frail people, often causing loss of mobility and functional
dependence, there is a need for continuity of care in the hospital-home
transition.

The results of this study point out as problems associated with
transitional care the lack of family support and even some Jack of re-
sponsibility in caring for the older person, the Jack of preparation of
caregivers and difficulties in continuing care, highlighting the need for a
smooth and safe transition between the hospital and the community.

Participants recommend the following strategies to improve conti-
nuity of care and ensure the continuity of the rehabilitation program for
the older person with hip fracture: early involvement and better prep-
aration of family members before discharge, offering greater support to
caregivers, improving communication between professionals, creating a
telephone support line, highlighting the importance of networking and
streamlining processes. The conviction was expressed that many solu-
tions depend on politica! decisions, highlighting, however, the impor-
tance of continuing to seek better services and care for patients.
Improvement suggestions provide valuable information for developing
strategies to optimize the transition process.

The successful implementation of multifactorial interventions for
continuity of care and prevention of complications after hospital
discharge requires an approach at multiple contextual leveis, consid-
ering factors inherent to the individual, organizational and political
spheres. Understanding these particularities can guide healthcare pro-
fessionals in implementing more personalized interventions, with the
aim of providing the best response to needs and reducing potential
complications.
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