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Purpose: This study aims to explore the challenges and service needs faced by elderly patients with comorbidities during the
transition from hospital discharge, and the study is proposing a way forward for transitioning the elderly patients with multimorbidity.
Patients and Methods: A purposive sampling approach was employed to select 12 elderly patients with comorbidities from the
geriatric departments of two tertiary hospitals in the Xinjiang region between November 2024 and March 2025. A phenomenological
research design was utilized to conduct semi-structured interviews with participants. Data were analyzed using the seven-step Colaizzi
method for phenomenological analysis, supported by Nvivo 15.0 software.

Results: Three main themes and twelve subthemes were identified: (1) Support System Dilemma, (2) Guidance Needs for Discharge
Information, (3) Demand for Continuous Services and Safeguards in Medical Institutions.

Conclusion: Elderly patients with comorbidities experience multiple challenges and unmet needs during the discharge transition
period. Clinically, it is essential to establish a multidisciplinary transitional care team, conduct comprehensive pre-discharge assess-
ments, enhance system support and polypharmacy management, develop tailored discharge guidance plans to improve the quality of
life during the post-discharge transition period.
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Introduction

With the intensification of global aging, multimorbidity among older adults has become increasingly prevalent, emerging as
a critical factor threatening their health and quality of life." Multimorbidity is defined as the coexistence of two or more chronic
diseases or health conditions in an individual.* Evidence indicates that the prevalence of multimorbidity among older adults in
China reaches 65.14%, with affected individuals facing a 44% higher mortality risk compared to those without multimorbidity.
Furthermore, each additional chronic condition increases the risk of death by approximately 20%.%* Older patients with
multimorbidity often require long-term and continuous medical care and rehabilitation support due to age-related physiolo-
gical decline, complex treatment regimens, and the interplay among multiple concurrent conditions.”® China’s healthcare
system is centered on a three-tiered service framework, which has established a tiered care model characterized by “primary-
level initial diagnosis, bidirectional referrals, differentiation between acute and chronic disease management, and coordinated
interactions across different levels”.” Within this structure, primary healthcare institutions—including community hospitals—
serve fundamental roles such as first-contact care and chronic disease management. Patients can purchase medications at these
facilities out-of-pocket, with reimbursement available for drugs listed in the national medical insurance directory according to
policy provisions. As a foundational component of the three-tiered system, community hospitals differ significantly from
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tertiary general hospitals. The former primarily focus on managing common illnesses, health monitoring, and rehabilitative
nursing, offering localized services with high accessibility. In contrast, tertiary hospitals specialize in treating complex and
critical cases, advancing medical research, and providing clinical education, supported by more comprehensive medical
resources. Functional complementarity between these two tiers is facilitated through an established bidirectional referral
mechanism.®

Within the context of this healthcare system, elderly patients with comorbidities frequently require coordinated care
between tertiary general hospitals and community healthcare facilities throughout their diagnostic and treatment
processes. The discharge transition period—serving as a critical juncture linking in-hospital treatment and outpatient
rehabilitation—represents the most vulnerable segment of the care continuum and a pivotal point for inter-institutional
coordination. During this phase, patients with complex multimorbidity face significant challenges, including adjustments
to new models of medical care and lifestyle changes.”'® They are also susceptible to medication discrepancies,
dependency on nursing support, fragmented continuity of care, and inadequate discharge planning.'''* Consequently,
their service needs become increasingly diverse and nuanced. These issues may compromise the quality of post-discharge
transitions, increase the risk of hospital readmission, and substantially impair patients’ quality of life.

Currently, research on the challenges faced by elderly patients during the discharge transition period in China has primarily

focused on single diseases or specific patient populations,'>'®

with relatively limited attention given to elderly patients with
comorbidities. Donghui H et al'” investigated the collection of medical and nursing records for hospitalized patients with
comorbidities and conducted a statistical analysis of their post-discharge continuing care needs. However, the assessment
framework employed was narrow in scope, increasing the risk of overlooking critical information and failing to capture
patients’ latent or unexpressed needs. Bian Jiahong et al'® conducted interviews with elderly patients with comorbidities to
evaluate their home care requirements but did not sufficiently address broader challenges encountered during the discharge
transition, such as psychological and social difficulties. To date, there remains a significant gap in understanding the subjective
experiences, perceived challenges, and service needs of elderly patients with comorbidities during this transitional phase,
indicating a lack of comprehensive research in this area. Meleis’ Transition Theory'® provides a conceptual framework for
understanding how individuals move from one life state to another. Its core components—perception of transition, prepared-
ness, and coping ability—offer valuable insights for interpreting and predicting individual transition experiences.Therefore,
guided by Meleis’ Transition Theory, this study conceptualizes the process of elderly patients with comorbidities returning
home after hospitalization as a transitional period. Using qualitative research methods, semi-structured interviews were
conducted with patients during this phase to explore the manifestations of uncertainty they experience and their core service
needs. The findings aim to inform the optimization of continuity mechanisms within the healthcare system and provide
evidence for the development of personalized intervention strategies.

Materials and Methods

Participants

We employed the Meleis’ transition theory framework to guide both participant selection and data interpretation.Eligible
participants were elderly patients with comorbidities recruited from the geriatrics departments of two tertiary general
hospitals in the Xinjiang region between November 2024 and March 2025.Research participants were selected using
purposeful sampling. To achieve maximum sample differentiation, subjects with varying marital statuses, educational
levels, and comorbidities were included. The sample size was determined with reference to the recommendations for
qualitative research proposed by Hennink® et al, and the principle of data saturation was followed. Specifically, data
collection was terminated when no new thematic information emerged.

Inclusion criteria were as follows: (1) aged 60 years or older; (2) meeting the diagnostic criteria for comorbidities as
specified in the Chinese Expert Consensus on the Management of Comorbidities in the Elderly;*' (3) having stable
clinical conditions with the ability to communicate effectively and respond appropriately; (4) providing informed consent
and voluntarily participating in the study.

Exclusion criteria included: (1) presence of severe mental or psychological disorders precluding cooperation;
(2) severe organ dysfunction or terminal-stage disease; (3) transfer to another hospital during the study period.
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Study Design and Data Collection
This study used semi-structured interviews for data collection.Pre-interview steps:After obtaining the consent of the
nursing department, the researchers first consulted the nurse in charge of the department to understand the condition of
each patient and establish a harmonious relationship.Participants were fully informed about the study and signed
a written informed consent form before the interview began.Interview execution: One-on-one in-depth interviews were
held in quiet environments (eg, wards, meeting rooms) for 20-30 minutes.With consent, interviews were recorded, and
researchers took notes.They remained non-directive (no guidance/hints), observed non-verbal cues (facial expressions,
body language), and asked follow-ups as appropriate. As all participants are elderly, their educational backgrounds and
physical frailty levels may directly affect question comprehension, expressive ability, and communication style.For those
with low education: turning abstract questions into concrete scenarios (eg, replacing “How do you manage medication
adherence after discharge?” with “What would you do if you had trouble taking your medication after discharge?”),
slowing the interview pace, and reducing professional jargon.For those with physical frailty: minimizing patient move-
ment and obtaining extra informed consent from legal guardians, rather than relying solely on the patients themselves.
Guided by Meleis’ Transition Theory,'” an interview outline was developed based on the research objectives,
a comprehensive literature review, and internal discussions within the research team. A pilot interview was conducted with
two participants, and the outline was revised and refined based on the pilot results to finalize the interview guide. The key
questions included: Transition perception: (1) As you prepare to be discharged and return home, how would you describe
your current physical condition? (2) What difficulties or challenges do you anticipate facing during the transition from hospital
to home? Preparation level: (3) Will you have access to adequate assistance with personal care after discharge? (4) What
types of support or guidance do you believe would best address the challenges encountered during the discharge transition?
Coping capacity: (5) If you encounter difficulties related to physical health, psychological well-being, illness management, or
daily life after discharge, how would you handle them? (6) How has living with comorbidities impacted your life or your
family’s life, and what adjustments have you made? (7) Are you satisfied with the services provided by medical staft or
community resources? Do you have any additional needs or suggestions? (8) Is there anything else you would like to share?

Date Analysis

Within 24 hours of each interview, audio recordings were transcribed verbatim into text. Data were managed and
analyzed using Colaizzi’s seven-step phenomenological approach,>? supported by NVivo 15.0 software. This study
strictly adhered to the ethical principles of confidentiality and non-maleficence. We followed the Uniform Standard for
Reporting Qualitative Research (COREQ).>

Quality Control Methods

To enhance research rigor in line with the characteristics proposed by CyPress, the following measures were imple-
mented:All researchers completed systematic training in qualitative research methods, covering basic theories, interview
techniques, data coding, and analytical procedures. This training ensured proficiency in interview skills and laid
a theoretical foundation for conducting qualitative research. The research team comprised two master’s students majoring
in nursing, two full-time senior nurses, one associate professor, and one professor. T.Q. and T.L. maintained regular
contact with the head nurses of various departments in daily work,Prior to the investigation, they were responsible for
liaising with the head nurses of the departments involved in the study and ensuring smooth communication throughout
the research period. Given that the participants were generally of advanced age, and to address potential safety risks for
the patients, each interview was conducted by two researchers: one conducted the interview with the patient, while the
other provided on-site assistance. J.L. and Y.F.analyzed and transcribed the data by integrating audio recordings and on-
site notes,Subsequently, NVivo 15 software was used to conduct independent data analysis and coding, so as to guarantee
the reliability of the research results. In case of any divergences, team members carried out further analysis and
discussion, and finally reached a consensus to enhance the credibility of the findings. X.W. and Y.P. reviewed and
validated these topics. As the principal investigator of the entire project, X.W. oversees its overall execution. All research
team members are acquainted with one another and maintain regular communication and feedback exchanges through
telephone calls and in-person meetings.
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Ethical Considerations
The study was conducted in accordance with the ethical principles outlined in the Declaration of Helsinki. The research

protocol was approved by the Ethics Committee of the Seventh Affiliated Hospital of Xinjiang Medical University

(Approval No. 20240621-003). Written informed consent was obtained from all participants, including the publication of

anonymous responses/direct quotes.

Results

No participants withdrew from this study. Based on the principle of data saturation, the final sample size was determined

to be 12 cases. The demographic characteristics of the participants are presented in Table 1.

Three core themes were identified from the analysis. Themes and Subtopics are shown in Table 2. The themes, sub-

themes and representative statements are presented in Supplementary Table 1.

Table | General Information of Respondents (n=12)

Number | Gender | Age | Marital Educational Medical Long- Long-Term Residence
Status Level Expense Term
Payment Residence
Method
HI Male 77 Married Junior high Resident Rural Hypertension + coronary heart disease +
school medical care hypothyroidism
H2 Female 63 Married Junior high Resident Rural Diabetes + hyperlipidemia + stroke + community-
school medical care acquired pneumonia + hypothyroidism
H3 Female 73 | Widowed | Primary school Resident Towns Hypertension + Arthritis + lumbar intervertebral
medical care disc protrusion + cervical intervertebral disc
protrusion + sleep disorders
H4 Male 69 Married | Primary school New Rural Rural Hypertension + cerebral infarction + mild cognitive
Cooperative impairment + chronic heart failure + Osteoporosis
Medical + arthritis + cervical intervertebral disc protrusion
Scheme
H5 Female 70 Married | Primary school Employee Towns Trigeminal neuralgia + cerebral infarction +
medical hypertension + angina pectoris + rheumatoid
insurance arthritis
Hé Female 71 Married Junior high Resident Towns Arthritis + coronary heart disease + asthma +
school medical care hypertension
H7 Male 76 | Widowed | Undergraduate Employee Towns Hypertension + Diabetes + cataract + coronary
medical heart disease + benign prostatic hyperplasia +
insurance pneumonia
H8 Female 74 Married | Primary school Resident Rural Coronary heart disease + hyperlipidemia + lumbar
medical care intervertebral disc protrusion
H9 Male 79 Married High school Employee Towns Parkinson’s disease + sleep disorders + cerebral
medical infarction + hypertension + diabetes
insurance
HI10 Male 74 | Widowed Junior high New Rural Rural Osteoporosis +COPD+ cataract + arthritis +
school Cooperative benign prostatic hyperplasia
Medical
Scheme
HIl Male 80 | Widowed | Primary school Resident Towns Hypertension + Diabetes + cerebral infarction +
medical care gout
HI2 Female 83 | Widowed Junior high New Rural Rural Hypertension + Arthritis + lumbar intervertebral
school Cooperative disc protrusion + chronic gastritis + Sleep
Medical disorders + anxiety and depression
Scheme

Note: +: and.
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Table 2 Themes and Subtopics

Themes Subtopics

I. Theme One: Support System Dilemma 1.1 The predicament of social support

1.2 The home life support system is not perfect

1.3 Insufficient psychological support

1.4 Lack of health emergency support system

2. Theme Two: Guidance Needs for Discharge Information 2.1 Guidance requirements for electronic monitoring instruments
2.2 Dietary guidance needs for multiple diseases

2.3 Demand for sports exercise guidance

2.4 Medication safety and guidance requirements

3.Theme Three: Demand for Continuous Services and Safeguards in | 3.1 Medical accessibility needs

Medical Institutions 3.2 Demand for follow-up visits and home services

3.3 The demand for improving the functions of primary medical institutions

3.4 The demand for medical insurance protection

Theme One: Support System Dilemma
Subtopic | The Predicament of Social Support
One-third of the respondents noted that, plagued by illness, their social circles had narrowed, their daily activities had

grown monotonous, and their social interactions had passively decreased.

H1: “There aren’t many people in the village anymore. Apart from staying at home, I just take a stroll around the door
every day.”

HS: “I'm getting older, I don’t talk much, I can’t play poker or chess, I just stay at home and do things (with a wry
smile).”

H7: “A few years ago, I often sat at the bottom of the community and watched them (the neighbors) play cards. Now,
I seldom visit them.”

H11: “I used to play chess with my old friends in the community activity room, but now that my legs are not as agile as
before, I can’t go there anymore.”

Subtopic 2 The Home Life Support System is Not Perfect

Participants struggle to independently perform basic living activities due to their illnesses or complications, and the
current care capacity is significantly insufficient. Additionally, participants’ home environments have not been adapted to
their physical conditions, and the lack of assistive devices has further heightened the risks to their mobility and safety.
This means that participants cannot obtain adequate, safe care support from their families, nor can they move
independently in a home environment tailored to their physical needs.

Heé: “I can’t go out in winter. I’m afraid I might lose my balance and slip. I have to be careful to walk.”

H7: “My knees are not in good condition.It’s hard for me to go up and down stairs or cook.”

H8: “There’s a squat toilet at home. I can’t bend down like this.”

H10: “T can’t lift my arms high when getting dressed (arthritis), and it’s hard to put on a pullover.” “There’s a small step
at the bathroom door. Every time I step over it, I have to hold onto the wall.” “I have to stand on tiptoes to dry clothes,

I have osteoporosis and I’'m afraid of falling, so I don’t dare to exert force.”

H11: “The most dreaded thing when taking a bath is slipping and being unable to stand steadily.”
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H12: “When bending over to wash rice or cut vegetables, my back can’t straighten up, arthritis follows suit, and my
hands feel weak.”

Subtopic 3 Insufficient Psychological Support

During the post-discharge transitional period, patients often experience emotional distress and loneliness. Uncertainty
about their post-discharge recovery gives rise to various complex psychological issues, which significantly impact their
quality of life.

H3: “My spouse passed away this year. Every night, I’'m still thinking about things to some extent. [’ve been hospitalized
three times this year and can’t sleep well every day. I still have no appetite for food. (worried and nervous)”.

H4: “After being discharged from the hospital, I'm afraid I won’t be able to take good care of myself and I’m afraid I’ll
be hospitalized again”.

HS: “I’m the youngest among my siblings. One of my elder sisters passed away long ago, and so did my elder brother.
Only my nephews and nieces have time to come and visit. (Feeling down)”.

H7: “When I was first admitted to the hospital, I was extremely anxious. I was always thinking about family matters and
also worried about whether my health would get better”.

“Blood sugar and blood pressure also need to be closely monitored every day, without the slightest carelessness
(anxiety).” “Especially during the epidemic, a friend who often went out for walks together had lung problems and
passed away (choking up).”

H11: “Being discharged from the hospital is a good thing. It’s just going home alone.”

H12: “It’s been three years since my husband left. The room is so quiet. My own health has broken down, and my son
will be under even more pressure. I don’t want to hold him back”.

Subtopic 4 Lack of Health Emergency Support System

The coexistence of multiple diseases among participants complicates their conditions, making it difficult to accurately
identify sudden symptoms. Combined with physical deterioration, living alone, or lack of caregivers, their ability to
handle unexpected situations is further diminished.

H7: “I also want to know who to turn to for help when I feel unwell at home. I can’t just rush to the hospital for a minor
matter.”

H9: “Hospital nurses can help measure blood pressure and blood sugar. But if our blood pressure suddenly rises when we
get home, we don’t know what to do first”.

H10: “My illness keeps recurring. If I suddenly have severe shortness of breath at night or my joints hurt so much that
I can’t bear it, and there’s no medicine at home, who should I turn to?”

H11: “Before, when my wife was around, she would call 120. Now I’'m alone. When I suddenly fall ill, no one takes care
of me. Sometimes I can’t even reach my phone”.

H12: “I live alone. If I suddenly faint at night, there won’t even be someone to call out to.”

Theme Two: Guidance Needs for Discharge Information

Subtopic | Guidance Requirements for Electronic Monitoring Instruments

Elderly patients with comorbidities often suffer from chronic conditions such as hypertension and diabetes. Given the
need for regular disease monitoring and their limited ability to operate devices, these patients hope to receive guidance on
using home monitoring tools—such as blood pressure monitors and blood glucose meters—when discharged from the
hospital.
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H2: “The small card of the blood glucose meter is too small for my eyes to see clearly. I just muddle it up every time.”

H3: “I’m not sure if the electronic blood pressure monitor at home measures correctly. When I was in the hospital, it was
always the nurses who took the measurements. It seems a bit different from when I did it at home. When the nurses were
taking the measurements, their hands were both touching and stuffed. (helpless)”.

H7: “Could you teach my family how to measure my blood pressure and blood sugar? We have all kinds of devices at
home. My eyesight is too blurry. If they learn, I’ll feel more at ease”.

HS: “(I took out an elderly mobile phone from under the pillow). My son bought it for me. It said that pressing ‘1’ would
make a call to him. Last time, I was so flustered and my hands were shaking that I pressed the wrong number. I have no
idea where the call went”.

Subtopic 2 Dietary Guidance Needs for Multiple Diseases

Patients with chronic diseases have distinct, even conflicting, dietary requirements. In this study, some respondents noted
that they need professional dietary guidance from medical staff to balance the dietary restrictions of their various
conditions.

H9: “People with diabetes can’t eat sweet food, those with hypertension need to consume less salt, and it seems that
Parkinson’s disease requires some high-protein food? With all these ingredients together, I don’t even know what to ask
my wife to cook”.

Subtopic 3 Demand for Sports Exercise Guidance

Due to their conditions, elderly patients with comorbidities often experience issues like reduced limb function and
diminished activity endurance. The interaction between multiple diseases may further worsen such functional impair-
ments. In this study, some respondents noted that they urgently need medical staff to provide specific, safe guidance on
home-based exercise before discharge.

H4: “Does our hospital have any rehabilitation exercises or anything like that? I saw them doing Tai Chi in the park
before and it was quite good. But I don’t know how to do it either. I really want to practice these. (joking tone)”.

Heé: “The doctor asked me to do some exercise, but it’s winter now and I can’t go out. I can only walk around at home.”

H7: “A few years ago, I often followed the people in the community to do exercises. But now that I’'m ill and can’t do it
anymore, if there’s a doctor or a nurse who can tell me exactly how to exercise, like how many steps to take each day and
when to walk, that would be great”.

H8: “My back hurts so much that I dare not move much. But my heart is not in good condition. The doctor said I should
move more.”

H9: “The doctor said I need to practice walking at home, but I’'m always afraid of falling when I walk by holding onto
the wall. So I wonder if there’s any simple way to practice safely at home”.

H12: “Could a doctor teach me some exercises that I can do at home to stretch my waist and joints, the kind that won’t be
too tiring?”

Subtopic 4 Medication Safety and Guidance Requirements

Elderly patients with comorbidities typically suffer from multiple chronic conditions and require concurrent use of
multiple medications. With advancing age, their physiological functions decline, leading to a significant increase in
medication-related risks and growing concerns about medication safety. Additionally, due to memory impairment, the
complexity of polypharmacy, and individualized needs, these patients often require repeated medication guidance and
management from healthcare providers. In this study, some patients—who took a large number of medications and feared
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medication confusion post-discharge—expressed a desire to receive support and guidance on their prescribed medica-
tions before leaving the hospital.

H4: “The doctor prescribed over ten kinds of medicine. There are so many that I can’t remember them all. I'm afraid I’ll
forget to take them.” “I found that every time I was hospitalized and changed to another hospital, each doctor said
something different.”

“I’d like to ask if, for my situation, it’s possible to add traditional Chinese medicine and combine traditional Chinese
and Western medicine. I’'m not sure if it would be beneficial for this illness”.

H7: “How should I take the medicine after I get home? I have a poor memory and I am afraid I might take the wrong
one”. “I don’t know the side effects of the medicine, I just take it as the doctor says”.

H8: “(I helplessly patted my pocket). The note I wrote last time (the note about the medicine), I had no idea where it had
gone while I was carrying it.”

H9: “I have to take several kinds of medicine every day, and the dosage of each medicine is different. When I get home,
I’'m afraid of missing or taking the wrong medicine”.

H10: “The calcium tablets I used to take were too big. They always got stuck in my throat when I swallowed them. Are
there any smaller ones?”

H11: “Could you write me a list before I’'m discharged from the hospital, whether on an empty stomach or after a meal,
and teach me how to dispense the medicine by myself?”

“Check my medicine box before I leave the hospital to see which medicines are about to expire and which ones need
to be replenished.”

H12: “This medicine comes in red and tablet forms. It’s for high blood pressure, for the stomach, for relieving joint pain,
and for controlling sleep. With my memory, I’m afraid I might forget the number of meals or take the wrong amount”.

Theme Three: Demand for Continuous Services and Safeguards in Medical Institutions
Subtopic | Medical Accessibility Needs

In this study, some respondents noted that their homes were far from the hospital and expressed a desire to obtain their
doctors’ contact information before discharge—reflecting a strong demand for accessible medical care.

H1: “During my hospitalization, most of my time was spent on check-ups. It was rare to see a doctor, and when I wanted
to contact him, there was no phone number.”

H2: “. If something happens at home, just call and ask. It would be even better if you could leave your phone number.”

H3: “Sometimes my child drives me to the hospital for an injection. The traditional Chinese medicine hospital is quite
far away, and each round trip takes a long time. So I try to go there as little as possible”.

H4: “Our home is too far from the big hospital. Every week, my younger brother drives us here. We have always been in
the countryside and there are no good hospitals here. The distance is a problem for us”.

H12: “Every time I have a follow-up checkup, I definitely have to go. But it’s ten miles from the village to the town
hospital. There’s no shuttle bus and taking a taxi is very expensive”.

Subtopic 2 Demand for Follow-Up Visits and Home Services

Most respondents noted that they faced difficulties accessing medical care due to factors like their health conditions,
severe weather, and long distances to hospitals—and expressed a desire to receive home visits or regular follow-up
services.
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H1: “I heard from fellow patients that their community offers home visits (referring to medical staff). I wonder if our
small community will have such services in the future”.

H6: “Does the hospital or clinic deliver medicine to your door? Paying some money is not a big deal. The main thing is
that we can’t go out in winter and we don’t want to trouble our daughter”.

HS: “If someone could come to our home often to listen to our heartbeats and measure our blood pressure, we wouldn’t
have to travel long distances with our old arms and legs”.

H9: “If things like medication, exercise, and diet are all made clear, and there’s someone who can check in on me
anytime, I think I could score an 8.”

H11: “My legs are not very mobile due to stroke sequelae, so it’s difficult for me to go to the community hospital for re-
examinations and to get medicine. Could doctors come to my home to check my blood pressure and blood sugar?. Or is it
possible to have medicine delivered to my home on a fixed day every month?”

Subtopic 3 the Demand for Improving the Functions of Primary Medical Institutions

Some respondents rarely seek medical care in communities and have a low opinion of primary medical institutions.
Consequently, patients demand improvements in the functions of primary medical institutions to address the inadequacies
in continuity of care at these facilities.In addition, some patients have noted that primary medical institutions often face
issues such as drug shortages and flawed drug procurement mechanisms, and they are eager for the inclusion of

traditional Chinese medicine.
H1: “In community hospitals, it’s just injections and intravenous infusions. Serious illnesses can’t be treated at all.”

H2: “Oh dear, our community hospital seems to be on the verge of going out of business. The blood pressure measuring
machine in the community is so intimidating that it shows over 200 every time! I wonder if it could be replaced with
a new one?. When I went there to buy medicine before, there was no medicine I wanted to buy”.

H3: “When we fall ill, we actually also want to receive treatment at community hospitals. They are closer, but there is
still a difference compared to big hospitals”.

H4: “.If there were people practicing traditional Chinese medicine in the community hospital, we wouldn’t have to go
back and forth and run around.”

H6: “The community hospital only prescribes medicine for one week. Since we can’t go out in winter, can we prescribe
medicine for one or two months?”

Subtopic 4 the Demand for Medical Insurance Protection
A few patients noted that due to the heavy use of medications and frequent hospitalizations, they faced high expenses,

while medical insurance reimbursement was inadequate.

H2: “The reimbursement from medical insurance is not very generous either. Just this medicine costs a huge sum of
money each time. Last time I was hospitalized for surgery, I stayed for many days and spent tens of thousands of yuan”.

H4: “The family is borrowing money everywhere. The medical insurance doesn’t cover much either. It’s basically all out
of pocket. The medicine is not reimbursed either. This expense is really huge”.

HS8: “My family is from the countryside. The most worrying thing is the money for buying medicine! The expensive pills
for my waist, I cannot bear to take them every day. Only when the pain is unbearable do I break off half a tablet and
swallow it. The money I save has to be used to buy medicine for my heart, so it cannot be covered by medical insurance.”
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Discussion
Accurately Assessing Post-Discharge Transitional Difficulties and Systematically
Enhancing the Support System

The results of this study indicate that elderly patients with comorbidities face predicaments related to support systems when
transitioning from hospital to home during the post-discharge period. This is mainly reflected in the patient’s reduced social
circle, potential safety hazards in the home environment, and multiple negative psychological emotions, etc. Notably,
approximately 21.4% of elderly individuals in urban China live in a state of social isolation.”* Having withdrawn from the
labor market, the elderly lose their work-related roles and access to various social resources,25 which in turn leads to
insufficient daily social interaction. Additionally, the inherent characteristics of comorbidities mean these patients are highly
dependent on family care—a situation that significantly increases their risk of feeling self-reproach and guilt toward
caregivers.”® Fan Yingzhu et al*” further confirmed that 218 elderly patients with comorbidities exhibited relatively high
psychological vulnerability, linked to factors such as marital status and social support. Moreover, life-related concerns can
exacerbate this psychological burden. Liu Linfeng’s research also demonstrated a positive correlation between social isolation
and fear of falling among elderly patients.*® Collectively, inadequate social and psychological support leaves patients anxious
about their daily activities post-discharge, undermining their confidence in the transition and ultimately impairing their quality
of life during this period. Connie et al*® conducted a review of transitional care model applications in hospital-to-home
transitions for elderly patients with multiple chronic conditions. Their findings indicated that such models enhanced patients’
discharge satisfaction and improved their quality of life during the transitional period. In terms of psychological interventions,
approaches like mindfulness techniques®® entail dynamic monitoring of patients’ psychological state changes during the
transition by nursing teams. This practice not only enhances patients’ psychological flexibility and fosters an optimistic
mindset but also alleviates negative emotions at discharge. Therefore, clinically, it is recommended that a multidimensional
assessment of patients’ transitional challenges—encompassing comorbidities, psychological status, social support, and home
environment—be performed prior to discharge. Subsequently, personalized guidance should be provided targeting patients’
identified weaknesses to deliver comprehensive support and care.

Currently, home-based care remains the primary form of elderly care in China. However, in most regions, there exists
a prominent contradiction characterized by a mismatch between supply and demand, coupled with insufficient provision
of elderly care facilities. Specifically, elderly patients with comorbidities have a strong demand for home-based care,
while simultaneously facing high safety risks in the home setting'*—these risks manifest as potential hazards during their
daily activities. Furthermore, home environments often lack essential safety protection measures, such as anti-slip
modifications and handrail installations. Concurrently, inadequate support for household chores (eg, grocery shopping
and cooking) not only impedes the elderly’s ability to maintain or improve their daily living skills but also poses latent
threats to their safety and health. Against this backdrop, formulating tailored discharge plans and implementing refined
home-based care post-discharge can effectively enhance patients’ post-discharge quality of life and strengthen their self-
care capabilities. Therefore, it is recommended that the government conduct regular assessments of rural patients’ home
living conditions. For patient families with poor home environments and high safety risks, targeted age-friendly
modifications should be implemented to facilitate their smooth transition from hospital to home.

In this study, when elderly patients experienced sudden discomfort at home, they were unable to quickly assess their
condition and were unsure whether to prioritize contacting community doctors, emergency centers, or their children. This
“helplessness when seeking assistance” directly revealed a critical flaw in the post-discharge emergency support system
for elderly patients. Studies have confirmed that wearable smart devices, underpinned by big data,®' hold significant
application value. These devices can monitor the physical health of elderly patients in real time; when abnormalities are
detected, health data is automatically synchronized to family emergency assistance apps and the community medical and
health service platform. This not only effectively addresses gaps in home care but also helps reduce medical costs and
improve patients’ quality of life. However, the current application of wearable smart devices still has notable limitations,
such as inadequate design adaptability for the elderly, insufficient accuracy of health data monitoring technologies, and
weak ecological integration between devices, community medical services, and family terminals.’! These issues prevent
such devices from fully exerting their intended effects. Therefore, future research should focus on further optimizing
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device design and related technologies, as well as improving the ecological collaboration mechanism. This will enable
more effective application of wearable smart devices in the context of elderly patient care in China, fundamentally
addressing the predicament of the post-discharge emergency support system and enhancing patients’ discharge readiness.

Establish a Multidisciplinary Medical Team and Develop a “Comorbidity-Oriented”

Transitional Discharge Guidance System

This study found that the pre-discharge needs of elderly patients with comorbidities remain insufficiently addressed,
primarily in four areas: electronic monitoring equipment, diet for multiple conditions, exercise guidance, and medication
guidance. This result not only reflects the unique needs of the elderly comorbid population but also reveals weaknesses in
current discharge information and guidance services. Elderly patients with comorbidities require long-term, continuous
condition monitoring. With advancing age, they often experience declines in physiological functions and cognitive
abilities, making it difficult to retain complex treatment and care information. They thus need repeated emphasis and
guidance from medical staff, and have high demands for the operational accuracy of electronic monitoring devices (such
as blood glucose meters and blood pressure monitors) as well as clear interpretation of their data. Furthermore, studies
have shown that dietary or exercise recommendations tailored to a single disease are unsuitable for their “multi-
morbidity” characteristic, often leading to issues such as conflicting dietary plans and unclear exercise intensity.**>>
A multidisciplinary medical team—comprising professionals such as physicians, nurses, dietitians, and rehabilitation
therapists—can meet patients’ needs through a multidimensional approach.** During hospitalization, medical staff can
provide specialized instruction and training on the home use of electronic devices. Dietitians can develop personalized
meal plans based on patients’ specific conditions (with clear dietary requirements and contraindications), while physi-
cians evaluate the plans’ impact on disease management. Nurses are responsible for educating patients and their families.
Based on patients’ comorbidities and physical limitations, rehabilitation therapists design safe and effective home
exercise regimens, with physicians monitoring the exercises’ effects on their conditions to ensure safety.

It is worth noting that patients with comorbidities are affected by the interactions between multiple systemic diseases and
take a wide range of medications with complex dosing frequencies, making them vulnerable to the risks of missed doses or
incorrect administration. After discharge, the lack of medication supervision and guidance from medical staff increases their
medication burden and impairs their ability to self-manage medications.> This leads to a heightened demand for pre-discharge
medication management, which aligns with the findings of Zhao Linbo et al.*® Currently, most guidance primarily relies on
written and verbal education, lacking personalized explanations regarding drug interactions and the identification of adverse
reactions.’” The 2024 Expert Consensus clearly states that establishing multidisciplinary medication clinics for the elderly is
a key measure to ensure rational drug use, and it plays a significant role in developing and optimizing the full-process
management pathway for elderly patients on multiple medications. The core concept of such clinics is to adopt a “holistic
approach” and conduct comprehensive assessments of elderly patients with comorbidities.*® As an emerging form of medical
service, it is still in its early stages of development in China, and most patients remain unfamiliar with it.

Therefore, in future clinical practice, efforts should be made to strengthen the training of medical professionals such as
clinical pharmacists and physicians, and establish geriatric polypharmacy clinics. Medical staff can jointly participate in the
management and guidance of polypharmacy for elderly patients with comorbidities, thereby improving the quality and safety
of medication management during the patients’ transitional period after discharge. Building on this, a multidisciplinary team
should be further established to provide comprehensive, continuous, and personalized discharge guidance tailored to patients’
comorbidities. Through diverse methods such as illustrated manuals, video demonstrations, and on-site drills, patients’
retention of information can be enhanced. Meanwhile, the guidance plan should be dynamically adjusted in response to
changes in patients’ conditions, ultimately facilitating a smooth transition for patients from hospital to home.

Give Full Play to the “Medical Consortium” Model and Improve Continuous Care

Services
In this study, some respondents expressed a strong demand for accessible medical services, eager to receive continuous
care such as follow-up visits and home check-ups. For various reasons—including the significant urban-rural disparity in

Patient Preference and Adherence 2025:19 hetps: 3667



Wu et al

healthcare, particularly for patients residing in rural areas—many develop a reliance on medical staff during hospitaliza-
tion. Combined with functional impairments caused by their conditions, they often worry about post-discharge accidents
like falls, which increases the risk of readmission.*® Currently, community hospitals face limitations such as a narrow
service radius, scarce medical resources, and weak diagnostic capabilities. Meanwhile, tertiary general hospitals may be
less accessible to rural patients due to long distances and complex consultation procedures. This imbalance in the
distribution and allocation of medical resources hinders patients from accessing comprehensive, continuous care. As
a key model for integrating regional medical resources, the “county-level medical consortium” can facilitate seamless
transitions for patients with comorbidities from hospital to home by uniting tertiary hospitals, secondary hospitals,
community health service centers, and other institutions.*” Before discharge, tertiary hospitals should take the lead in
clarifying the core care responsibilities that communities need to undertake. After discharge, community hospitals within
the consortium provide seamless follow-up, extending standardized in-hospital care to the home setting through home
visits and other means, thereby eliminating the “post-discharge care gap.” Thus, moving forward, it is advisable for the
government to refine healthcare policies and strengthen the foundational role of primary medical institutions. Clinically,
leveraging the “medical consortium”, a “hospital-community-family” linkage model should be established, along with an
information management platform and telephone consultation system for transitional care of elderly patients with
comorbidities. This would form a closed-loop service, ensuring the continuity and targeting of transitional care,
supporting patients in safely transitioning from hospitalization to home, and enhancing the efficiency of continuous
care services. Additionally, this study found that some elderly patients with comorbidities face significant medical and
economic burdens. Hospitals should pay greater attention to patients’ financial challenges—for instance, by establishing
special funds for patients from low-income families and providing financial subsidies—to alleviate their economic
pressure.

Relevance for Clinical Practice

Medical institutions should enhance the personalization of discharge planning, strengthen post-discharge communication,
and provide guidance on the transfer of care responsibilities to alleviate patients’ sense of uncertainty. Community health
service institutions need to engage in transitional management proactively, establish a seamless follow-up system from
hospital discharge to community integration. Furthermore, leveraging Xinjiang’s regional characteristics, pilot programs
for integrated transitional care combining medical and elderly care services could be developed, integrating medical,
rehabilitation, and social support resources to effectively mitigate transitional risks for patients.

Study Limitations

First, this study exclusively incorporated the perspectives of patients and did not include insights from other key
stakeholders. This decision was based on the core analytical focus of the research—"“Discharge Transition Challenges
and Service Needs from the Patient’s Perspective”—which aims to thoroughly examine patients’ subjective experiences
and perceptions. Although nursing staff, community healthcare providers, and hospital transition teams are relevant to the
topic, their viewpoints constitute an “external observational dimension” that diverges from the primary objective of this
study. Including these perspectives concurrently could dilute the analytical focus and hinder an in-depth exploration of
patient-centered experiences. Therefore, future studies may benefit from a multi-stakeholder approach, incorporating
input from family members and healthcare professionals, thereby enabling a more comprehensive understanding of
discharge transition dynamics.

Second, The sample size of this study was 12 patients, drawn solely from two general hospitals in Xinjiang, this
restricts the generalizability of the findings, as they cannot account for variations across medical institutions of different
tiers in Xinjiang (eg, primary care facilities and specialized hospitals) or between urban and rural settings.Therefore,
future studies should aim to expand the sample size and recruit participants from diverse regions and hospitals.This
approach will strengthen the representativeness of the sample and thereby improve the generalizability of the research
findings.Future research can also explore different core transitional stages, such as patients’ adaptation period upon
admission and long-term rehabilitation period.

3668 https: Patient Preference and Adherence 2025:19



Wu et al

Thirdly, the predicaments and needs of patients with comorbidities may undergo complex changes across different
transitional stages.The present study only included interviews with patients during the post-discharge transition period,
and the fact that interviews were conducted in winter may introduce certain potential confounding effects on the research
findings.Future research could employ longitudinal qualitative designs to conduct in-depth analyses of dynamically
evolving challenges and service needs.

Finally, elderly patients often exhibit characteristics such as memory impairment and reduced logical thinking speed.
During interviews, this may lead to difficulties in clearly recalling details related to disease diagnosis and treatment, as
well as logical inconsistencies when responding to questions—ultimately resulting in the loss of key information.
Therefore, there is a potential risk of memory bias in the data collected.

Conclusions

This study, through interviews with elderly patients with comorbidities, identified that they face multiple challenges
during the post-discharge transition period and have numerous unmet needs. Clinically, a transitional multidisciplinary
medical team should be established to accurately assess the transitional predicament of patients before their discharge,
improve the support system, strengthen the management of polypharmacy, formulate a transitional discharge guidance
plan, and construct a “hospital-community-family” tripartite linkage model, in order to improve the quality of life of
patients during the transitional period after discharge.
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