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As a priority area of the Canadian government, home care is heavily relied on to support an
integrated, accessible, and sustainable health system. VHA Home Healthcare is a large home
care agency in Ontario, Canada. Home care provides services that span personal support,
nursing, physical and occupational therapy and more to assist people in remaining in their homes
and community. Although home care is associated with delayed and reduced hospital use, some
home care recipients will require hospital admission. Unplanned hospital admissions in Ontario
account for CAD 1.2 billion in healthcare spending. However, to date, little attention has been
paid to the unique needs of clients receiving home care and experiencing a transition to and from
the hospital. The proposed study aimed to answer the following research questions:

1)What is the experience of home care clients transitioning from home to hospital and back home
and having their home care services resumed?

2)What are opportunities and recommendations to better support home care clients transitioning
to and from the hospital?

Our study used a descriptive qualitative design by conducting individual interviews and applying a
patient journey mapping approach. Patient journey mapping involved identifying the clients’
experience, their touch points across the system, pain points and facilitators. A total of 7 clients
and caregivers participated in 12 interviews across two phases. We analyzed the data using
qualitative content analysis, and aggregated findings visually depicted the journey on a map. Our
results demonstrated that participants experienced hospital admissions as challenging, whether
planned or unplanned. Pain points involved having an adverse outcome while in the hospital,
including missed or delayed care, attempting to seek additional information to fill knowledge
gaps, and sensing not being listened to. Once discharged, clients reported managing multiple
service providers and agencies for exacerbated care needs and receiving inconsistent and limited
information when in the community. Participants described the system and individual facilitators
that mitigated the pain points. These involved having consistent and supportive coordinators and
providers in the community before and after the discharge home, having a discharge plan, and
accessing an interprofessional team when hospitalized. At a personal level, many participants
relied on past professional and personal experience when advocating and navigating the health
care system. Self-advocacy skills were essential to ensure that participants had a quality care
transition. Our study has several important implications. Notably, patient journey mapping is an
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effective tool to diagram the home care client journey. Findings also indicate that clients and
caregivers often mitigate poor outcomes using advocacy skills and personal and professional
experiences. To this end, we can learn from client journeys and leverage clients’ lived
experiences to design interventions targeting pain points during care transitions.



