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ABSTRACT

Objective: Older people occasionally require a temporary stay in a community rehabilitation facility for care and monitoring
after hospitalisation due to a deteriorating health status. The risk of readmission from community rehabilitation facilities is
high because of the older patients complex medical situations but little is known of the nursing staffs’ actions directed towards
preventing hospital readmissions from the facilities. This study aim to explore and describe the experiences and perspectives
of the community rehabilitation facility nursing staff’s possibilities and interventions to prevent hospital readmissions of older
patients.
Methods: This explorative qualitative study was underlined by a constructivist paradigm. Twenty-six nurses and nurse assistants
from five community rehabilitation facilities comprised the nursing staff who participated in this study. They contributed to the
data production by participating in five focus group discussions performed in May 2024 and analysed using Braun & Clarke’s
thematic analysis.
Results: The overarching theme of “Their best is our worst” was found during the analysis which described the community
rehabilitation facility nursing staff’s experiences and perspectives of why patients were at risk for hospital readmissions. This was
supported by three themes: “Risking readmissions after hospital discharge,” “Lacking utilities and knowledge in the CRF,” and
“Preventing readmissions through nursing interventions.”
Conclusions: Hospitals discharge older patients with complex healthcare needs to community rehabilitation facilities for special
care and all-hour nursing attention before they return home. However, the facilities often lack the utilities and competencies to
fully care for the patients and prevent them from being readmitted to the hospital.
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1. INTRODUCTION
Functional impairment, frailty and dependency are increas-
ingly detected among older hospitalised patients and may

convey a high risk of prolonged hospital stay, hospital read-
mission, and institutionalisation.[1] Many factors may affect
a patient’s discharge destination.[2] Due to fast-track hospital
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stays, complex comorbidities and deteriorating health status,
an increased amount of older people require a temporary stay
in a skilled nursing facility for ongoing care and monitor-
ing after hospitalisation.[3, 4] The purpose of admission to
a skilled nursing facility is to support older patients to re-
cover physically to enable a safe transition back to their own
homes.[5] However, almost half of the patients die, move into
long-term nursing home care or hospice, or are readmitted to
the hospital.[3, 6] Even though a hospital readmission can be
lifesaving for the older patient, it may also lead to adverse
health outcomes, such as hospital-acquired infections and
poorer functional health, as well as anxiety, confusion and
distress.[7]

The literature shows, that readmissions after hospital dis-
charge to a skilled nursing facility can be a risk factor due
to the complex medical situation of the patients.[4, 8] Ten
independent skilled nursing facilities in the US served as
settings for a retrospective cohort study to develop a risk-
prediction model of readmission from the skilled nursing
facilities to the hospital.[4] The factors most important for
risk calculation were the length of stay and Intensive Care
Unit (ICU) stay during index hospital admission, abnormal
laboratory parameters, number of emergency department vis-
its and hospital stays in the past six months; and medical
comorbidity.[4] In a retrospective review of the Nationwide
Readmission Database in the US, Rafaqat and colleagues[8]

compared the association of discharge to a skilled nursing
facility versus home on patient readmission. The study found
that 30-day readmission was higher in patients discharged to
a skilled nursing facility due to their higher illness severity
during the index admission.[8]

Due to the high incidence of hospital readmissions from
skilled nursing facilities researchers have also investigated
how to prevent these.[9, 10] Gardner and colleagues[9] con-
ducted a pragmatic trial to determine if implementing hospi-
tal prevention intervention could be adapted to skilled nurs-
ing facilities to reduce hospital readmissions after discharge
from a skilled nursing facility. The results showed that the
intervention could reduce hospital readmissions through im-
proved self-management skills and better engagement with
community services.[9] Shaw and colleagues[10] conducted
a scoping review on functional outcomes of clinical prac-
tices reducing unplanned hospital readmissions of patients
in skilled nursing facilities from an occupational therapist
perspective. The review reported that comprehensive care
coordination and early identification and management of
acute conditions were critical factors in reducing preventable
readmissions from the skilled nursing facilities.[10]

Knowledge of the extent and frequency of readmissions from

skilled nursing facilities to hospitals[4, 8] and prevention of
readmissions[9, 10] are considerable. However, few studies re-
port the skilled nursing facility staff’s possibilities and inter-
ventions directed towards preventing hospital readmissions.
One qualitative prospective study describing 28 clinicians
from 15 skilled nursing facilities perspectives on reasons
for unplanned hospital readmissions.[11] The clinicians’ per-
spectives were a lack of coordination between emergency
departments and the skilled nursing facilities, poorly planned
care and treatment, acute illness at the time of hospital dis-
charge, and limited information sharing between the hospital
and the skilled nursing facility.[11]

Internationally, skilled nursing facilities provide all-hour ser-
vices necessary for patient rehabilitation by doctors, reg-
istered nurses, and physical and occupational therapists,
in a mixture of public and private healthcare funding. In
Denmark, the Community Rehabilitation Facilities (CRF)
are managed and financed by the local community and are
manned primarily by nurse assistants and uneducated per-
sonnel with registered nurses attending during the daytime.
Little is known of the CRF’s staff’s competencies and ac-
tions directed towards preventing hospital readmissions from
the CRF and knowledge is needed to establish future best
practice interventions.

Aim
To explore and describe the experiences and perspectives of
the community rehabilitation facility nursing staff’s possi-
bilities and interventions to prevent hospital readmissions of
older patients.

2. METHODS

2.1 Design and philosophical underpinning
An explorative qualitative design underlined by a construc-
tivist paradigm[12] was chosen to support the collective reflec-
tions in the data collection through focus group discussions.
Baxter and Jack[12] describe how constructivism builds on
the premise that reality is based on the social construction
of meaning between people. As data were collected using
focus group discussions, it thereby became possible for the
nurses to describe their reality around hospital readmissions
of older patients as well as collectively reflect and discuss
their experiences.

2.2 Settings and participants
The settings of this study comprised five rehabilitation facil-
ities in six municipalities in an Eastern region of Denmark.
The CRFs have a mean capacity of 25 beds (range 17 to
37). The patients admitted at the CRFs are predominantly
older patients (≥ 65 years old) with cognitive impairment,
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functional decline or being terminally ill in palliative care,
who need daily skilled nursing or rehabilitative therapy ser-
vices to recover from acute illness or exacerbation of chronic
disease. The patients are admitted to the CRF after a hospital
visit or directly from home to recover. The facilities are not
intended for a permanent stay but have a maximum of 10- to
30-day limit to admission.

Table 1. Distribution of participants in the five CRFs
(n = 26)

 

 

Municipality Nurses 
Nurse 

assistants   

Participants 

total 

A 2 3 5 

B 4 5 9 

C 3 1 4 

D 5 - 5 

E 1 2 3 

TOTAL 15 11 26 

 

The participants for this study comprise nurses and nurse as-
sistants employed in the five CRFs. The first and last authors
contacted the managers in each CRF through email or direct
contact for assistance in recruitment of nursing staff for the
focus group discussions. The sampling was performed by
the managers in each CRF who invited nursing staff to par-
ticipate if they were present on the day of the focus group
discussion. The managers were informed to respect any de-
clines for participation however we were not notified about
any declines. We included 26 nurses and nurse assistants in
five focus group discussions in five municipalities (see Table
1).

The 26 participants comprising nurses (n = 15) and nurse
assistants (n = 11) were all female with a mean age of 46
years (range from 20 to 65 years) (Table 2). They had been
educated for an average of 13 years as nurses (mean 11 years)
and nurse assistants (mean 16 years). The participants had
been working in the CRF for an average of 5 years (median 3
years) and 13 (50%) of them had clinical competencies from
working in the hospital.

2.3 Data production
To explore the experiences of the nursing staff related to
hospital readmission of older people from the context of
community rehabilitation facilities, focus group discussions
were chosen as the data production method. Focus group
discussions are relevant in qualitative studies when group dy-
namics and several viewpoints are needed[13] and we wanted
to create a circular reflection process. Previous research
describes that no general rules exist considering the ideal
number of focus group discussions however following the

notion of response saturation.[14] An interview guide focus-
ing on four areas was developed based on the author groups’
prior research on hospital readmissions.

The four areas focused on:

(1) Exploring the nursing staff’s experiences with and per-
spectives on the general characteristics of patients admitted
to the CRF

(2) Causes of readmission of patients to the hospital

(3) Decision-making around readmitting patients to the hos-
pital, and

(4) Preventing hospital readmissions for patients from the
CRF

The focus group discussions were conducted at the five CRFs
at a time convenient for the nursing staff and their manager in
May of 2024. The focus group discussions were conducted
by the first author and moderated by the second author and
lasted from 33 to 59 minutes (mean average of 47 minutes).
The five focus group discussions were digitally recorded and
transcribed verbatim by the project research assistant for fur-
ther analysis. Data saturation was not a factor during data
collection as there was a limit to performing focus group
discussions. However, similarities in the opinions and per-
spectives of the nursing staff was found thoruout the five
discussions.

2.4 Data analysis
The transcribed focus group discussions were analysed us-
ing Braun and Clarke’s[16] thematic analysis. The analytic
method was chosen because of its rigour, flexibility and due
to this method’s ability to seek structural conditions within a
sociocultural context.[15]

The thematic analysis consists of six phases: Familiarizing
one with the data, generating initial codes, searching for
themes, reviewing themes, defining and naming themes, and
producing the report.[15] First, the transcribed focus group
discussions were read several times by the three authors to
gain an overall picture of the data material and to become
familiarized with the data. Secondly, transcriptions were
reviewed again by all three authors now with a more analytic
purpose. A specific view was to generate initial codes on
everything the participants mentioned regarding their expe-
riences of and perspectives on hospital admissions of older
people from community rehabilitation facilities. The initial
codes were generated from sentences and/or sections of the
five transcribed focus group discussions by the first and sec-
ond author. Thirdly, the first and second author reread and
grouped the initial codes in the search for broader themes
related to the study aim. Twenty comprehensive themes were
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deducted related to: characteristics of patients admitted to
the CRF and who were admitted to the hospital, collabora-
tion with GPs, lack of means to prevent hospital admissions
and the ideal circumstances to avoid hospital admissions.
Fourthly, all three authors performed a final review of themes
and found that a reconstruction of the 20 themes was nec-

essary. A few themes were deleted due to lack of relevance
to the study aim and other themes were merged. In the final
phase of the thematic analysis, the three authors defined and
named the themes that were generated during the analysis.
The final themes are presented in the Findings section of this
paper.

Table 2. Characteristics of participants (n = 26)

 

 

 

Municipality Participant Age (years) Latest health-related education Educated in year Years in CRF 

A #1 61 Nurse assistant 2000 2 

A #2 38 Nurse 2022 2 

A #3 55 Nurse assistant 2014 2 

A #4 54 Nurse 2000 8 

A #5 49 Nurse assistant 1999 6 

B #6 44 Nurse 2005 6 

B #7 54 Nurse assistant 2008 15 

B #8 56 Nurse 1999 4 

B #9 62 Nurse assistant 2005 3 

B #10 47 Nurse assistant 2024 ½ 

B #11 65 Nurse 2000 6 

B #12 46 Nurse 2002 10 

B #13 60 Nurse assistant 2004 14 

B #14 55 Nurse assistant 2017 7 

C #15 24 Nurse 2024 ½ 

C #16 20 Nursing student (2 year) - - 

C #17 25 Nurse 2023 2 

C #18 61 Nurse assistant 1996 1 

D #19 32 Nurse 2017 ¼ 

D #20 34 Nurse 2016 1 

D #21 36 Nurse 2014 2 

D #22 32 Nurse 2012 8 

D #23 31 Nurse 2019 3 

E #24 39 Nurse 2022 8 

E #25 59 Nurse assistant 2003 5 

E #26 46 Nurse assistant 2022 2 

2.5 Ethical considerations
All participants received oral information concerning the
study essentials, author credentials, judicial rights and
amount of participation when they were invited to the study
by their managers. The participants also received a written in-
formation pamphlet on the day of the focus group discussion
and were asked to sign a consent form for their participa-
tion. The study was approved by The Danish Data Protection
(journal nr. REG-054-2024) and a data analyst agreement
was made with SDU-RIO, University of Southern Denmark,
for the second author.

3. RESULTS
Through the thematic analysis of data “Their best is our
worst” was found to be the overarching theme describing the

nursing staff’s main perspective on the risk of readmissions.
They explained how patients were in their best state when
discharged from the hospital, compared to the other patients
in the hospital department, and were those in the worst health
state when they arrived in the CRF, compared to the other
patients in the CRF.

The overarching theme was supported by three themes:
“Risking readmissions after hospital discharge” “Lacking
utilities and knowledge in the CRF,” and “Preventing read-
missions through nursing interventions.” The three themes
supported the overarching theme by underlining the nursing
staff’s perspectives of how readmissions were unavoidable
due to the poor health status of the patients as well as unfin-
ished treatments and insufficiently planned discharges from
the hospital. This combined with the lack of medical equip-
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ment and knowledge in the CRF, the lack of doctors, and
lack of nursing competencies during weekends, evenings and
nights, could have an impact on readmissions.

3.1 Risking readmissions after hospital discharge
The patients admitted to the CRF were described by the
nursing staff as being in a very poor state of health and the
complexity in being too well to stay in the hospital and too
sick to stay in their homes. The nursing staff explained
how most of their patients were in terminal or palliative care
trajectories, requiring specialized care while waiting for va-
cancies in a nursing home or a hospice. It was therefore the
nursing staff’s experience that all patients could end up in
the CRF regardless of their diagnosis and if they could not
cope with maximum help at home.

The nursing staff explained how the patients discharged from
the hospital to the CRF often had unfinished hospital treat-
ment or were in such a bad state of health, that they had
to be readmitted to the hospital within 24 hours of their ar-
rival. The nursings staffs’ perspective were that the patients
were discharged to early with acute infections, high fever,
or respiratory problems. The nursing staff also explained
how they experienced patients being discharged from the
hospital to the CRF with unrealistic rehabilitation plans con-
sidering their state of health. This was described by the
nursing staff as being patients receiving palliative care with
rehabilitation plans to begin mobilization. The nursing staff
also experienced patients being discharged with no plan at all
for further treatment and care. This perspective was a serious
concern for the nursing staff because they were unaware of
the patients’ wish for resuscitation and hospital admission.

“Well, if there hasn’t been established a thorough plan for
treatment and care, then we must readmit the patients to the
hospital if they don’t eat, or drink, or if they have a fever.
The patients’ decisions regarding hospital admission should
be described in the careplan so that they are not admitted
against their will.” (#6 Nurse)

According to the nursing staff, some patients in palliative
care did not wish for resuscitation and for hospital admission
and the nursing staff would therefore like to treat the patient
accordingly. Instead, the nursing staff often had to admit the
patient to the hospital due to deterioration.

The nursing staff perceived the hospitals’ expectations of the
capabilities of the CRF as unrealistic and that nurses and
physicians at the hospital were unaware of what a CRF was.
A nurse explained it like this:

“Because we have many types of patients here, we become
a kind of mini-hospital sometimes. We have very extensive
caring to do here.” (#17 Nurse)

The nursing staff explained how they perceived the hospitals
to expect more specialised care in the CRF than the nursing
staff could provide.

3.2 Lacking utilities and knowledge in the CRF
The lack of treatment possibilities in the CRF was large
facilitator of hospital readmissions. The nursing staff de-
scribed how acute readmissions right after discharge could
be prevented if the hospital had sent them the instruments for
treatment and medicine required for the patient’s specific care
after discharge. The nursing staff explained these utilities as
catheter bags, IV instruments, oxygen, parenteral nutrition,
and especially the correct medicine. A nurse explained the
problem:

“Sometimes the hospital hasn’t considered the careplan for
the patient before they discharge the patient and then it can
be a real challenge receiving them here on a late Friday night
without the correct medicine. And then Saturday morning
becomes argh.” (#1 Nurse assistant)

The nursing staff explained how hospital discharges, without
the proper utilities for care, could greatly affect the patients’
conditions and short-term readmissions. The problem was
intertwined with the fact that there were no utilities available
for treatment, medicine or care products of any kind available
in the CRF. This ranged from medical utilities and medicine
to diapers and toothbrushes. The only utilities available were
only what the hospital sent in connection with the discharge,
what the patient brought from home or what the community
had granted. A nurse described the predicament:

“That’s it! I mean it is just like (colleague) says. We some-
times lack the right utilities to act here if the patient gets
worse or have an acute situation. And then we have to read-
mit the patients to the hospital.” (#23 Nurse)

The nursing staff described how they were very displeased
with readmitting patients to the hospital as they knew it would
only worsen the patients’ situation. Especially if the patients
had a medical problem that would easily be resolved if the
nursing staff in the CRF had the utilities such as oxygen and
medicine available.

The nursing staff’s knowledge regarding the patients’ habit-
ual condition, blood test answers and journal transcripts from
the physicians and nurses in the hospital, was often poor due
to inadequate reporting. A nurse assistant described it:

“We often need test results from the hospital to know what
we should do, how we should react, and who will take the
blood samples. There are always many questions when we
look in the nursing care plan from the hospital.” (#18 Nurse
assistant)
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This was coherent with the lack of a plan for treatment and
care and what had been decided during hospital admission,
which made it difficult for the nursing staff in the CRF to
make considerations about readmissions. The nursing staff
described, how their nursing interventions would be insuffi-
cient and inadequate without a plan from the hospital physi-
cian. The nursing staff described how they felt forced to
readmit the patient to the hospital simply because of a lack
of knowledge and to secure the right treatment for the patient.
It was not beneficiary for the nursing staff to contact the
patient’s general practitioner, as they knew little about the
patients’ health status and current medical situation and often
were unwilling to come and see the patient.

“But there’s a very big difference in the general practitioners
willingness to visit the patients here in the CRF, so it very
much depends on which general practitioner the patient is
assigned to and if they can be visited before considering
hospital readmission.” (#5 Nurse assistant)

The nursing staff also described how the general practitioner
was more willing to admit the patient to the hospital because
of their low knowledge of the patient’s health status than to
come on a home visit to the CRF. Calling the physician from
the hospital emergency department was not useful either to
avoid hospital admission. The nursing staff described how
they perceived the physicians as insecure which led to several
unnecessary hospital admissions.

3.3 Preventing readmissions through nursing interven-
tions

The nursing staff in the CRF explained how they tried to
use nursing interventions to prevent the patients from be-
ing admitted to the hospital despite having no extra utilities
available in the CRF. However, they were not specific on
which nursing interventions they performed. The nursing
staff described how interventions to prevent dehydration,
constipation and malnutrition were easily performed as there
were nurse assistants available at all times of the day. Some
of the CRF was able to take blood samples on infection and
haemoglobin as well as perform a bladder scan to observe
the patients. A nurse also described how monitoring and
triaging of the patient’s health status was an important proce-
dure to protect the patients from deterioration and hospital
admissions:

“If there is a patient who take specific medicine that need to
be monitored in blood samples, we coordinate the interval
for the tests here (. . . ) And then we triage the patients during
their first 24-hours so a nurse can plan further care.” (#19
Nurse)

The nursing staff explained how it was important for them

to do as much as possible through nursing interventions to
prevent hospital admissions as some of them had high com-
petencies from former employees. There was, however, a big
discrepancy between the nursing staff in the CRFs on their
efforts to prevent hospital admissions and their competencies
to do so.

Having a strong collaboration between the community nurses
and the CRF nursing staff was important to prevent hospital
admissions during evenings and nights when no nurses were
available in the CRFs. According to the nursing staff in the
CRF the community nurses were very helpful in taking care
of nursing interventions. The nursing staff in the CRFs also
used the special acute team of nurses in the community for
check on deteriorating patients and their strong collaboration
with the community general practitioners.

The nursing staff in the CRFs had several ideas on how they
ideally could improve their prevention of hospital admissions.
Their highest wish was a general practitioner especially dedi-
cated to the CRFs with weekly rounds and the possibility for
online meetings about acutely ill patients. A nurse described
this:

“Having a general practitioner in house that we could collab-
orate with (. . . ) Just for daily sparing would be so great (. . . )
And someone who could prescribe medicine in an instant.”
(#17 Nurse)

The nursing staff also explained how they wished they had
the possibility to take blood samples, provide intravenous
and oxygen treatment as well as have a suction available for
acute treatment. The nursing staff explained how this could
prevent most of the unnecessary admissions as they often
were caused by infections, dehydration and dyspnoea.

Another ideal wish from the nursing staff was to have more
registered nurses employed – especially during weekends,
evenings and nights. A nurse assistant explained how they
often lacked knowledge of correct nursing interventions and
how having more nurses would increase the total amount of
competencies in the CRFs. The nursing staff explained how
many of their weekend and evening staff were uneducated
people and nursing students without nursing training.

4. DISCUSSION
This study aimed to explore and describe the experiences and
perspectives of CRF nursing staff’s possibilities and inter-
ventions to prevent hospital readmissions of older patients.
Through five focus group discussions in five municipalities
of 26 nurses and nurse assistants, three themes were dis-
covered through thematic analysis: “Risking readmissions
after hospital discharge,” “Lacking utilities and knowledge
in the CRF,” and “Preventing readmissions through nursing
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interventions.”

Within, between and across the three themes a paradox was
revealed. The contradictory premises in our findings lie in
the proposition, that older patients with complex conditions
and deterioration, who are unable to live at home after hospi-
talization, due to their poor state of health, are admitted to a
CRF, despite having all-hour nursing staff for rehabilitation
and care, lack the medical utilities, knowledge or compe-
tencies to prevent the patients from being readmitted to the
hospital. With the study focusing on the nursing staff’s pos-
sibilities and interventions to prevent hospital readmissions
at heart, there are two important sides to the paradox.

One side of the paradox is the patients’ poor state of health
when they are discharged from the hospital to the CRF, which
is the main reason for not being discharged to home. How-
ever, the nursing staff in the CRFs described how the patients
were discharged too early with acute infections, high fever,
or respiratory problems, and were therefore not medically
ready for discharge, causing the patients to be readmitted
to the hospital. This was also described in Clark and col-
leagues’[11] qualitative study of 28 clinicians at 15 skilled
nursing facilities, where the main reasons for unplanned hos-
pital readmissions were stated as acute illness at the time
of hospital discharge, poorly planned care and treatment,
and limited information sharing between the hospital and
the skilled nursing facility. Due to the patient’s poor health
status, which often constituted terminal and palliative care
needs, the nursing staff in the CRFs described a concerning
lack of medical utilities to perform acute care for the patients.
During the patients’ acute medical situations, the nursing
staff therefore needed to contact a physician. However, nei-
ther the patients’ general practitioner nor the physician in
the emergency department knew the patients who were read-
mitted to the hospital. Sometimes on reasons that could
have been handled in the CRF. In the comparative case study
by Glette and colleagues,[16] lack of physician coverage in
skilled nursing facilities was also found as a factor affecting
hospital readmissions.

Another side of the paradox is that there were nursing staff
present at all hours in the CRFs, which was the main rea-
son for the patients’ stay instead of being at home. Due to
round-the-clock nursing attention and care the patient should
be prevented from going back to the hospital. However, the
nursing staff describes a lack of knowledge about the patient
in the form of information from the hospital and a concrete
plan for treatment. Studies show, how a structured and co-
ordinated discharge from the hospital can prevent rehospi-
talization due to a thorough handover of information.[17, 18]

Additionally, the CRF was primarily manned by nurse assis-

tants and uneducated personnel as well as registered nurses
during the daytime on weekdays. This could mean that there
was an absence of nursing competencies to prevent readmis-
sions. A comparative case study performed by Glette and
colleagues[16] conducted focus group interviews with nurses
and managers from four nursing homes and found that nurs-
ing competence and staffing were important factors affecting
hospital readmissions.[16]

Even though the nurse assistants and uneducated nursing
staff in our study were considered to have lower nursing
competencies than the registered nurses, they all described
how they tried to use nursing interventions to prevent the
patients from being admitted to the hospital. However, they
failed to be specific in describing which nursing interventions
they used. Even the smallest nursing interventions can how-
ever have an impact on the patients’ fundamental welfare and
basic needs. Virginia Henderson’s “Need Theory” is often
used in nursing to pinpoint the fundamental needs of patients
and how to promote patient independence in the performance
of their daily activities.[19] The 14 basic needs, outlined in
Henderson’s Need Theory, include physiological, psycho-
logical, spiritual, and sociocultural requirements necessary
for patients to live independently.[19] A systematic review
and synthesis of qualitative data from qualitative studies on
patients’ and nurses’ experiences of fundamental nursing
care behaviours described how patients could benefit from
specific nursing interventions considering hygiene, elimina-
tion, mobility and nutrition.[20] In comparison to the low
nursing competencies of the nurse assistants and uneducated
nursing staff, the registered nurses employed in the CRFs
described having advanced competencies from prior hospital
positions, which, when possible, could be effectively applied
for the benefit of patients and for preventing hospital admis-
sions. A cross-sectional survey of patient discharge data,
hospital characteristics and nurse and patient data from five
European countries found how a richer nurse skill mix had
a significant impact on patient mortality and outcomes.[21]

Aiken and colleagues[21] also describe how employing other
categories of assisting nurse personnel to replace nurses may
risk the quality and safety of patient care as well as increased
death of the patients. In our study, however, the advanced
competencies of the registered nurses were highly dependent
on individual nurses, resulting in variability across shifts and
between the CRFs.

4.1 Methodological considerations
During the design of the study, the authors considered the
possible complications in exploring the CRF nursing staff’s
experiences and perspectives on possibilities and interven-
tions to prevent hospital readmissions of older patients. Many
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other actors such as the hospital and the general practitioners
were not able to comment on the descriptions made by the
CRF nursing staff and this study design therefore risked be-
coming one-sided, which could be a limitation to the study.
However, the strength of the design was to gain knowledge
about the community rehabilitation facilities’ view on causes
for readmission without the hospital perspective. The three
authors of the study were all hospital-employed hence spe-
cial attention was made to adhere to the statements of the
CRF nursing staff during the focus group discussions and the
analysis, to avoid contamination of the findings. During the
focus group interviews, some statements were made by the
nursing staff, that the two authors disagreed with, however it
was important, that those thoughts were separated from the
analysis and that the study only explored what was said by
the CRF nursing staff.

5. CONCLUSIONS
Preventing hospital readmissions of older patients is a com-
plex endeavour, especially when patients are admitted to
a CRF for special care and monitoring after hospital dis-
charge. This study identified a paradox within 26 CRF nurs-
ing staff’ experiences and perspectives of their possibilities
and interventions to prevent hospital readmissions of older
patients. The contradictions were seen in the nursing staff’s
description of how the hospitals discharge older patients with
complex healthcare needs to the facilities for special care
attention and all-hour nursing attention, but the facilities lack
medical utilities, knowledge or competencies to fully care for
the patients and to prevent the patients from being readmitted
to the hospital.

This study provides knowledge of how the current premises
of the CRF can have severe implications for hospital read-
missions. However, future research and knowledge is needed
about the perspectives and considerations of hospital nursing
staff during their discharge of older patients to CRF to gain
understanding from both sides of the issue.
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