
450          An Official Publication of the Society of Hospital Medicine Journal of Hospital Medicine    Vol 12  |  No 6  |  June 2017

BRIEF REPORT

Perceptions of Hospital-Dependent Patients  
on Their Needs for Hospitalization
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In the United States, older adults account for a significant 
proportion of hospitalizations, and a subset become hospi-
tal-dependent, for reasons that are unclear. We conducted a 
qualitative study to explore these individuals’ perspectives 
on their need for hospitalizations. Twenty patients hospital-
ized at an academic medical center underwent semistruc-
tured qualitative interviews. Criteria for selection included 
age 65 and older, at least three hospitalizations over six 
months, admission to the medical service at the time of the 
study, did not meet criteria for chronic critical illness, was 
not comfort measures only, and did not have a conservator. 

Interviews were audiotaped, transcribed, and inductively an-
alyzed. The major themes derived were the necessity and in-
evitability of hospitalizations (“You have to bring me in here”), 
feeling safe in the hospital (“It makes me feel more secure”), 
patients hospitalized despite having outside medical and 
social support (“I have everything”), and inadequate goals-
of-care discussions (“It just doesn’t occur to me”). Results 
suggested that candid discussions about health trajectories 
are needed to ensure hospitalization is consistent with the 
patient’s realistic health priorities. Journal of Hospital Medi-
cine 2017;12:450-453. © 2017 Society of Hospital Medicine

In the United States, patients 65 years old or older account-
ed for more than one third of inpatient stays and 42% of 
inpatient care spending in 2012.1 Despite the identification 
of risk factors, the implementation of an array of interven-
tions, and the institution of penalties on hospitals, a subset 
of older adults continues to spend significant time in the  
hospital.2,3

Hospital dependency is a concept that was only recently 
described. It identifies patients who improve while in the 
hospital but quickly deteriorate after leaving the hospital, 
resulting in recurring hospitalizations.4 Although little is 
known about hospital-dependent patients, studies have ex-
plored patients’ perspectives on readmissions.5,6 Neverthe-
less, it remains unclear whether there are individuals for 
whom frequent and prolonged hospitalizations are appropri-
ate, and whether there are undisclosed factors that, if ad-
dressed, could decrease their hospital dependency. We con-
ducted an exploratory study to ascertain hospital-dependent 
patients’ perspectives on their needs for hospitalizations. 

METHODS
Study Design
This study was approved by the Yale University Institutional 
Review Board. From March 2015 to September 2015, Dr. 

Liu conducted semistructured explorative interviews with 
patients on the medical units of an academic medical center. 
Dr. Liu was not directly involved in the care of these patients. 
An interview guide that includes open-ended questions was 
created to elicit patients’ perspectives on their need for hos-
pitalizations, health status, and outside-hospital support. 
This guide was pilot-tested with 6 patients, whose tran-
scripts were not included in the final analysis, to assess for 
ease of understanding. After the pilot interviews, the ques-
tions were revised, and the final guide consists of 12 ques-
tions (Supplemental Table).

Recruitment
We used predetermined criteria and a purposeful sampling 
strategy to select potential study participants. We identified 
participants by periodically (~once a week) reviewing the 
electronic medical records of all patients admitted to the 
medicine service during the study period. Eligible patients 
were 65 years old or older and had at least 3 hospitalizations 
over the preceding 6 months. Patients were excluded if they 
met our chronic critical illness criteria: mechanical ventila-
tion for more than 21 days, history of tracheotomy for failed 
weaning from mechanical ventilation,7 presence of a conser-
vator, or admission only for comfort measures. Participants 
were recruited until no new themes emerged.

Data Collection
Twenty-nine patients were eligible. We obtained permission 
from their inpatient providers to approach them about the 
study. Of the 29 patients, 26 agreed to be interviewed, and 3 
declined. Of the 26 participants, 6 underwent pilot interviews, 
and 20 underwent formal interviews with use of the finalized 
interview guide. The interviews, conducted in the hospital 
while the participants were hospitalized, lasted 17 minutes 
on average. The interviews were transcribed and iteratively 
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analyzed. The themes that emerged from the initial inter-
views were further explored and validated in subsequent 
interviews. Interviews were conducted until theoretical sat-
uration was reached and no new themes were derived from 
them. Demographic information, including age, sex, ethnic-
ity, and marital status, was also collected.

Analysis
Interviews were digitally recorded and transcribed. Inde-
pendently, two investigators used Atlas Ti software to analyze 
and code the interview transcriptions. An inductive approach 
was used to identify new codes from the data.8 The coders 
then met to discuss repeating ideas based on the codes. When 
a code was identified by one coder but not the other, or when 
there was disagreement about interpretation of a code, the 
coders returned to the relevant text to reach consensus and to 
determine whether to include or discard the code.9 We then 
organized and reorganized repeating ideas based on their con-
ceptual similarities to determine the themes and subthemes.9

RESULTS
Twenty patients participated in the formal interviews. Par-
ticipants’ baseline characteristics are listed in Table 1, and 
four dominant themes, and their subthemes and exemplary 
quotations, are listed in Table 2.

Perspectives on Hospital Care
Participants perceived their hospitalizations as inevitable 
and necessary for survival: “I think if I haven’t come to the 
hospital, I probably would have died.” Furthermore, partic-
ipants thought only the hospital had the resources to help 
them (“The medications they were giving me … you can 
get that in the hospital but not outside the hospital”) and 
sustain them (“You are like an old car, and it breaks down 
little by little, so you have to go in periodically and get the 
problem fixed, so you will drive it around for a while”).

Feeling Safe in Hospital. Asked how being in the hospital 
makes them feel, participants attributed their feelings of 
safety to the constant observation, the availability of provid-
ers and nurses, and the idea that hospital care is helping. As 
one participant stated, “Makes me feel safer in case you go 
into something like cardiac arrest. You are right here where 
they can help you.”

Outside-Hospital Support. Despite multiple hospitaliza-
tions, most participants reported having social support (“I 
have the aide. I got the nurses come in. I have my daughter 
…”), physical support, and medical support (“I have all the 
doctors”) outside the hospital. A minority of participants 
questioned the usefulness of the services. One participant 
described declining the help of visiting nurses because she 
wanted to be independent and thought that, despite recur-
rent hospitalizations for physical symptoms, she still had the 
ability to manage her own medications.

Goals-of-Care Discussion. Some participants reported inad-
equate discussions about goals of care, health priorities, and 
health trajectories. In their reports, this inadequacy included 

not thinking about their goals, despite continued health de-
cline. One participant stated, “Oh, God, I don’t know if I had 
any conversation like that. … I think until it is really brought 
to the front, you don’t make a decision really if you don’t have 
to.” Citing the value of a more established relationship and 
deeper trust, participants preferred having these serious and 
personal discussions with their ambulatory care clinicians: 
“Because I know my doctor much closer. I have been with 
him for a number of years. The doctors in the hospital seem to 
be nice and competent, but I don’t know them.”

TABLE 1. Characteristics of Participants (n = 20)

Characteristic n (%)a

Age, y

   Mean (SD)

   65-74

   75-84

   >85

81 (6)

2 (10)

10 (50)

8 (40)

Women 12 (60)

Race/ethnicity

   White

   Black

17 (85)

3 (15)

Marital status 

   Married

   Widowed

   Single

10 (50)

9 (45)

1 (5)

Mean (SD) medications, n 16 (6)

Residence before admission

   Home

   Skilled nursing facility

   Assisted living facility 

16 (80)

3 (15)

1 (5)

Location after hospital discharge

   Home 

   Skilled nursing facility

12 (60)

8 (40)

Mean (SD) length of stay per admission, d 7.1 (6)

Mean (SD) hospitalizations in past 12 months, n 6 (4)

Principal diagnosis for current admission

   COPD/asthma exacerbation

   CHF exacerbation

   Urinary traction infection

   Pneumonia

   Other

5 (25)

4 (20)

3 (15)

2 (10)

6 (30)

Chronic condition

   CAD/CHF/cardiomyopathy

   Atrial fibrillation

   Hypertension

   Diabetes

   Chronic kidney disease

   COPD

   Depression

   Stroke/transient ischemic attack

   Cancer except nonmelanoma skin cancers

14 (70)

10 (50)

15 (75)

13 (65)

11 (55)

9 (45)

5 (25)

3 (15)

3 (15)

aExcept where indicated otherwise.

NOTE: Abbreviations: CAD, coronary artery disease; CHF, congestive heart failure; COPD, chronic obstructive 
pulmonary disease; SD: standard deviation.
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DISCUSSION
Participants considered their hospitalizations a necessity and 
reported feeling safe in the hospital. Given that most already 
had support outside the hospital, increasing community ser-
vices may be inadequate to alter participants’ perceived hospi-
tal care needs. On the other hand, a few participants reported 
declining services that might have prevented hospitaliza-

tions. Although there has been a study of treatment refusal 
among older adults with advanced illnesses,10 not much is 
known about refusal of services among this population. In-
vestigators should examine the reasons for refusing services 
and the effect that refusal has on hospitalizations. Further-
more, although it would have been informative to ascertain 
clinician perspectives as well, we focused on patient perspec-

TABLE 2. Older Adults’ Perspectives on Their Need for Hospitalizations

Subthemes
Theme 1. Perspectives about hospital care
Participants express their hospital care needs and their reasons for seeking hospital care and for experiencing multiple hospitalizations

Subtheme 1.  
Need for hospital care

“I think if I haven’t come to the hospital, I probably would have died”—A1, 85-year-old Caucasian man

“If I break down and can’t breathe, then you have to bring me in here, and they got to do all these stuff when I come in to the hospital”—A3, 86-year-old African 
American woman

Subtheme 2.  
Why hospital care

“When I am sick at home, I feel like I don’t want to go to the hospital, but if I have to go to the hospital I have to go because I want to get over this feeling … so I know I 
have no choice ... they give me something over there to fix me up a little”—A17, 85-year-old Caucasian man

“The medications they were giving me to see if they were working, you can get that in the hospital but not outside the hospital—that’s why my doctors outside tell me 
to get into the emergency room”—A15, 78-year-old Caucasian man

“They have all things in the hospital that I don’t have at home, you know, so I can’t take no x-ray at home, I have to come into the hospital and do it, you know—all the 
doctors come in here to see me, they can’t come in my house, so they see me in hospital”—A3, 86-year-old African American woman

Subtheme 3.  
Why multiple hospitalizations

“Well, it gets better when I come to the hospital … say I go home and stay about a month, and the same thing happens to me again, and then I come back to the 
hospital again and they put me on the medication again. And then it holds me up for about a month again, then I would be back in”—A3, 86-year-old African American 
woman

“Well, I have a lot of chronic problems, they are probably related to my age, like the heart and the kidney … and so you are like an old car, and it breaks down little by 
little, so you have to go in periodically and get the problem fixed, so you will drive it around for a while and something else would break down, and you go and get it 
fixed”—A8, 85-year-old Caucasian woman

No Subthemes
Theme 2. Feeling safe in hospital
Participants describe their feelings about hospital safety

 “Just being around them makes you feel safer, makes me feel safer in case you go into something like cardiac arrest. You are right here where they can help you”—
A18, 75-year-old African American woman

“It makes me more secure knowing that there are people who can help cure me”—A6, 84-year-old Caucasian man

“It makes me feel more secure. Well, I feel that I am in good hands, that they can take care of me and do things that I can’t do”—A7, 78-year-old Caucasian woman

Subthemes

Theme 3. Recurrent hospitalizations despite having support outside hospital
Participants describe their perspectives on their out-of-hospital experiences—the social and 
physical support they may or may not receive, their medical care, and why they decline home support

Subtheme 1. 
 Home social and physical  
support

“My youngest daughter carries me through this whole thing … she knows all the medications, all the illnesses, all the doctors. She makes all my appointments, she 
does all that stuff. She goes with me to all the appointments”—A15, 78-year-old Caucasian man

“I have everything. I have the aide. I got the nurses come in. I have my daughter and my daughter-in-law”—A4, 89-year-old Caucasian woman

Subtheme 2.  
Ambulatory medical care

“I have a heart doctor, I have an eye doctor, I have a chest doctor whatever you call it, I have all the doctors”—A3, 86-year-old African American woman

“I have a nurse who comes usually at least once a week … I will continue to see her until I am well enough that I won’t need her … I have seen her many times, so 
she understands my case”—A7, 78-year-old Caucasian woman

“I have a good doctor and if one is not available for whatever reason, there is always someone taking over for him. I have been with the same doctor for 25 years, and I 
have had the same cardiologist for about 20 years, so that makes a difference, and both are very caring”—A8, 85-year-old Caucasian woman

Subtheme 3.  
Feels home care is declining  
or services are not helping

“They told me that I could have the visiting nurse come in and put my pills out because I take about 16 pills a day. And I refuse. I said I know just where everything is … 
and I said the visiting nurse would just upset me because they don’t know where things are”—A9, 89-year-old Caucasian woman

“I saw one, and that was the only one that came in every other day that wrap my leg. And to me, that was ridiculous because, as I said, they didn’t wrap it the way it 
should have been wrapped anyway. So you get discouraged, so why are you doing this. All you are doing is giving government money”—A12, 80-year-old Caucasian 
woman

Subthemes

Theme 4. Goals-of-care discussions
Participants express reasons for not having conversations about goals of care and
identify the clinicians with whom they would prefer to have such conversations

Subtheme 1.  
Reasons for not having  
healthcare goals

“Can I tell why I don’t want to talk to them, because usually it just doesn’t occur to me”—A11, 87-year-old Caucasian man

“I noticed that our intern has been hitting my wife with those questions a little bit, hasn’t been particularly at me directly. Usually we have too much other stuff to worry 
about”—A16, 77-year-old Caucasian man

“Oh, God, I don’t know if I had any conversation like that. I don’t know, I think until it is really brought to the front, you don’t make a decision really if you don’t have 
to”—A19, 75-year-old Caucasian woman

Subtheme 2.  
With whom to have 

conversations about 

healthcare goals

“Because I know my doctor much closer. I have been with him for a number of years. The doctors in the hospital seem to be nice and competent, but I don’t know 
them”—A1, 85-year-old Caucasian man

“Well, I have a primary doctor. He knows mostly about me, and that’s who I would talk to … because you don’t have any relationship with [providers in the hospital]. When 
you see [a primary care provider] for 20 years, you have a relationship”—A7, 78-year-old Caucasian woman

“Yeah, my primary doctor, I don’t do nothing without consulting him first. I trust [providers in the hospital], don’t get me wrong, but I will tell my primary doctor things 
that I won’t tell the new ones”—A4, 89-year-old Caucasian woman
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tives because less is known on this topic.
Some participants noted their lack of discussion with their 

clinicians about healthcare goals and probable health trajec-
tories. Barriers to goals-of-care discussion among this highly 
vulnerable population have been researched from the per-
spectives of clinicians and other health professionals but not 
patients themselves.11,12 Of particular concern in our study is 
the participant-noted lack of discussion about health trajec-
tories and health priorities, given the decline that occurs in 
this population and even in those with good care. This inade-
quacy in discussion suggests continued hospital care may not 
always be consistent with a patient’s goals. Patients’ desire to 
have this discussion with their clinicians, with whom they 
have a relationship, supports the need to involve ambulato-
ry care clinicians, or ensure these patients are cared for by 
the same clinicians, across healthcare settings.13,14 Whoever 
provides the care, the clinician must align treatment with 
the patient’s goal, whether it is to continue hospital-level 
care or to transition to palliative care. Such an approach also 
reflects the core elements of person-centered care.15

Study Limitations
Participants were recruited from the medicine service at a 
single large academic center, limiting the study’s generaliz-
ability to patients admitted to surgical services or commu-
nity hospitals. The patients in this small sample were En-
glish-speaking and predominantly Caucasian, so our findings 
may not represent the perspectives of non-English-speaking 
or minority patients. We did not perform statistical analysis 
to quantify intercoder reliability. Last, as this was a qualita-
tive study, we cannot comment on the relative importance 
or prevalence of the reasons cited for frequent hospitaliza-
tions, and we cannot estimate the proportion of patients who 
had recurrent hospitalizations and were hospital-dependent.

Implication
Although quantitative research is needed to confirm our find-
ings, the hospital-dependent patients in this study thought 
their survival required hospital-level care and resources. From 
their perspective, increasing posthospital and community sup-
port may be insufficient to prevent some hospitalizations. The 

lack of goals-of-care discussion supports attempts to increase ef-
forts to facilitate discussion about health trajectories and health 
priorities between patients and their preferred clinicians. 
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