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What’s on my book cover

• Lived Experience

• Research

1

2



10/28/2024

2

Table of Contents

• Transitions of care increase risk of adverse health events among 

older adults, resulting in costly readmissions to hospital care, 

where the individual’s goals and preferences may not align with 

what happens. 

• A gap in understanding exists between the healthcare approach 

and the human experience. Community organizations have 

implemented programs to bridge the gap, but they are generally 

unknown. 

• Critical to learn about the community perspective to understand 

the multiple contextual elements that impact transitions. 

First interview 

Partners have formal and informal 
programs and processes to 
support transitions of care 
primarily through:

advocacy 
walking alongside, making 
connections, supporting self-care, 
relationships

services
transportation, care coordination, 
food security
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Chapter Two – Second Interview

Third interview (participatory findings –  knowledge-
building and suggestions before creating new program):

• Seniors are not prepared for new limitations after hospital

• Loneliness and isolation is very real, not just COVID

• Funding for programs is challenging – always stretching to do more 
with same resources

• Technology can be limiting – data literacy, even using phones

• Decision making, person-centered care

• Caregivers are key

• Access to resources and recommendations

• When you ask what matters, be well prepared and authentic
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Connect with under-resourced seniors – asking about what matters 
related to technology and isolation using 4Ms Framework.                  
(FIRE grant CU-CON:  Faculty Innovation, Research, and Education Seed Fund)

Networking to participate in Age-friendly initiatives.

Next chapters start with knowing:

• Transitions of care may initiate in the hospital, but they play out in the community.

• Age-friendly, community engaged approaches hold potential to reveal what 

matters most to older adults during times of transition. Without this contextual 

knowledge, health systems will struggle to provide client-centered care leading to 

desired health outcomes. 

• Healthcare and community services should collaborate to support older adults 

experiencing transitions of care. Innovative, well-resourced programs in the 

community can support interventions that impact complex issues such as 

hospital re-admissions while also addressing “what matters” to older adults.
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The Rest of the Story – thank you to:

• My Community Partners

• Creighton University – College of Nursing

• Lily Smalley - Graduate Assistant, Occupational 

Therapy Student, Creighton University School of Pharmacy 
and Health Professions

• Great Plains IDeA-CTR – Community-
Engaged Capacity Development Award

The project described was supported by the National Institute Of General Medical 
Sciences, 1U54GM115458. The content is solely the responsibility of the authors and 

does not necessarily represent the official views of the NIH.
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