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ABSTRACT

CORRESPONDING AUTHOR:

Introduction: Frail older adults frequently experience transitions from hospital to home
due to their complex care needs. Transitional care models (TCMs) are recommended to
tackle adverse outcomes in frail patients. This review summarizes the use of integrated
care components in addressing transitional care from hospital to home, provides an
overview on reported outcomes and describes the impact of identified components on
the outcomes hospital readmission and emergency department visit.
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Methods: This study is part of the European TRANS-SENIOR project. PubMed, CINAHL
and Embase were searched for studies in English, German and Dutch that describe a
TCM for frail older patients including both pre- and post-discharge components.
Results: Seventeen studies, covering 15 TCMs were included. All TCMs describe a personcentred, tailored, pro-active and continuous transitional care service. Components like
a small sized care team, intensive follow-up, shared decision making and informal
caregiver involvement are likely to be associated with reduced hospital readmission
and ED visits. Twenty-seven transitional care outcomes were reported: 19 service
outcomes, six patient outcomes and two provider outcomes.
Conclusion: Heterogeneity in content and outcomes complicates between-study
comparison, yet several components were identified that improved care outcomes.
Patient and provider outcomes should be included in future research.
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INTRODUCTION
Frail older adults represent between 25 and 50 % of the
population 85 years or older [1]. They have a high risk to
be admitted to the hospital due to their complex profile
characterized by multimorbidity, polypharmacy and
biopsychosocial needs [2]. In addition, multimorbidity,
impaired functionality, older age, poor social support
and history of depression increases the risk of hospital
readmissions [3]. Hence, frail older adults frequently
experience care transitions between the hospital and
their home. Besides the risk factors related to hospital
readmission, the transitional care process itself can cause
further harm. Research has shown that poor transitions
can lead to adverse outcomes like poor clinical outcomes,
missed diagnosis or incorrect treatment, dissatisfaction
among patients, inappropriate use of healthcare
services, rehospitalization and mortality [4]. Results of a
prospective cohort study showed that within five weeks
of discharge 19% of patients experienced an adverse
event of which one third was considered preventable [5].
Transitional
care
interventions
have
been
recommended to tackle adverse outcomes in frail older
people with complex care needs. Transitional care is
defined as “a set of actions designed to ensure the
coordination and continuity of healthcare as individuals
transfer between different locations or different levels of
care within the same location” [6, p.4]. Transitional care
models (TCMs) within integrated settings can particularly
benefit frail older patients as they often have various
health care needs and undergo frequent transitions.
Integrated care is defined as “the management and
delivery of health services so that clients receive a
continuum of preventive and curative services, according
to their needs over time and across different levels of the
health system” [7, p.1]. Integrated care aims to improve
patient, care provider and healthcare service outcomes
by increasing the quality of care and decreasing health
care costs. Transitional care is part of integrated care as
it often occurs during longer care episodes and within
long-term chronic disease management [8].
A meta-review including 17 reviews published between
1950 and 2014 identified that included studies provided
limited descriptions of the health system context
and concluded that transitional care interventions in
integrated health system settings have not been well
studied [9]. The reviewers indicated that successful
transition interventions tend to address common aspects
of the care transition including intervention components
before and after hospital discharge, and tailored care
based on individual patient needs. In a recent review
that describes components of TCMs in geriatric patients,
Morkisch et al. [10] added that staffing (multidisciplinary
team), assessing/managing symptoms, educating/
promoting self-management, maintaining relationships
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and fostering collaboration seem to be influential in
reducing readmission rates.
Also Linertová et al. [11] concluded that transitional
care interventions including some type of home care
during follow-up were more successful in reducing
readmissions than those without follow-up [11]. Similarly
Allen et al. [12] suggested that successful transitions
should include both hospital discharge planning and inhome follow-up. The latter review also highlighted the
wide variety of outcomes measured in TCM research.
While hospital readmission and length of stay was
measured in all studies, patient satisfaction was assessed
in only half of the studies, and other patient and family
centred outcomes where scarce. Caregiver satisfaction
was not assessed in any study [12].
Although several reviews have described the impact
of transitional care for older patients on hospital
readmission rates, this is the first review that will focus
on the use of integrated care components in addressing
transitional care for frail older patients from hospital to
home. To describe the use of integrated care components
we will use the SELFIE framework (Sustainable intEgrated
chronic care modeLs for multi-morbidity: delivery,
FInancing, and performancE) by Leijten et al. (2018). The
framework structures relevant concepts of integrated
care for persons with multi-morbidity. Implementation
of TCMs that include integrated care components can
address the complex care needs and improve the quality
of the transition from hospital to home of frail older
patients. This systematic review therefore aims to 1.
identify integrated components used within TCMs from
hospital to home for frail older patients and map these
components to the SELFIE framework, 2. list the service,
patient and provider outcomes measured in the included
studies and 3. map TCM components that effectively
reduce the risk of hospital readmissions and emergency
department (ED) visits for older patients.

METHODS
The systematic literature review was reported following
the PRISMA guideline. The study protocol was registered
in the PROSPRO database (CRD42020208434).

SEARCH STRATEGY
A systematic database search was conducted in PubMed,
Embase and CINAHL to identify eligible studies. The search
strategy was limited to articles in English, German and
Dutch and published between January 2000 and June
2020. Main concepts were defined and synonyms were
searched to create a comprehensive search string. All search
terms used for the electronic databases are available in the
additional file 1. Further studies were included through a
reference list search of the included studies.
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ELIGIBILITY CRITERIA
Intervention studies were eligible if they included
participants of 65 years or older with a frailty profile. This
could be a decline in one or more functional domain(s)
or the presence of one or more chronic disease(s).
Studies were included if they described a TCM focusing
on improving transitional care between the hospital
and the home. The TCMs had to include both a predischarge intervention component in the hospital and
a post-discharge follow-up component to show a clear
link between the hospital and follow-up setting. Finally,
studies had to report at least on hospital readmission or
ED visit rates as an outcome.
Studies with a descriptive or qualitative study
design were excluded, as well as studies describing an
intervention conducted only at the ED or when patients
were not hospitalized. In addition, palliative care
interventions and interventions that focused on other
care transitions than hospital to home were excluded.

SLECTION PROCESS
After removing duplicates, all titles and abstracts were
screened independently by two out of three available
reviewers (ML, AB, EV). In case one of the reviewers scored
the publication as potentially relevant, it proceeded to
the next review stage, where a full-text screening was
performed by one researcher (ML). A second researcher
(AB) supported the full-text screening of uncertain
articles to assess eligibility. In case of disagreement,
publications were discussed with a third reviewer (MD)
to reach consensus. The study selection was performed
using the Rayyan application for systematic reviews [13].

DATA EXTRACTION AND SYNTHESIS
Data was extracted by one reviewer (ML) and checked
by a second reviewer (MD). A data extraction form was
created and tested with two of the included articles.
Adjustments were made as needed. Extracted data
included general study characteristics (year of publication,
study design, objectives), participant characteristics
(age, gender, frailty profile), intervention characteristics
(setting, duration, description of the pre-discharge and
post-discharge intervention components, involved care
providers), characteristics of intervention and control
group (total participants, total participants included in
analysis, loss of follow-up, length of follow up), control
overview (setting and description of usual care or control
care), and outcomes (hospital readmission and ED visit
rate, secondary outcomes, process outcomes).
Data synthesis was conducted using the SELFIE
framework [14]. The framework describes key elements
of integrated care for multi-morbidity by grouping
components around the six adapted WHO core
health systems elements: service delivery, leadership
& governance, workforce, financing, technologies &
medical products, and information & research. The
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components are sorted within the micro (e.g. patient
and multidisciplinary teams), meso (e.g. organizational &
structural development) and macro level (e.g. policy and
political commitment). In the data synthesis the SELFIE
framework was used to map the TCM components
according to the micro level as information on meso and
macro level was rarely reported (Table 2). We applied
the descriptions and examples provided by Leijten et al.
(2018) to map the integrated care components used in
the TCMs. The mapping of components was conducted
by one reviewer (ML) and in case of doubt discussed with
a second reviewer (MD) until consensus was reached.
Extracted data was summarized in four tables. Table
1. captures the study characteristics of the included
studies. Table 2. summarizes the TCM components
mapped to the micro level of the SELFIE framework. Table
3. categorizes all outcome measures by service, patient
and provider outcomes and ranks them to frequency of
reporting. Table 4. provides an overview of the impact of
the TCMs on hospital readmission and ED visits rates. As
reporting the impact of TCMs on hospital readmission
and ED visits was a secondary objective, this review did
not perform a risk of bias assessment.

RESULTS

STUDY SELECTION
The search strategy identified 6221 records. After
removing duplicates, title and abstract of 5566 records
were screened. Of the 176 full-texts that were screened,
13 articles were included [3, 15–26]. An additional four
articles [27–30] were identified by reference list screening
of the included articles, resulting in a total of 17 included
studies (Figure 1).

CHARACTERISTICS OF THE INCLUDED STUDIES
Included studies, published between 2004 and 2019,
were conducted in the United States (n = 8), Australia (n
= 4), Denmark (n = 2), France (n = 1), Singapore (n = 1) and
the Netherlands (n = 1) (Table 1). The total sample size
per study ranged from 107 to 8,936 patients. The mean
age ranged from 75.1 to 82.6 years in the intervention
group and from 74.4 to 82.8 years in the control group
respectively. A total of 15 different TCMs were studied,
as three studies implemented the same TCM in different
study populations [17, 27, 30]. Authors were not
contacted for additional information, however for six
TCMs additional information on methods and intervention
was provided in previous publications [31–36].

DESCRIPTION OF THE TCMS USING SELFIE
FRAMEWORK
Service delivery
All fifteen TCMs (Table 2) provided person-centred and
tailored care. Fourteen models conducted a holistic tailored
assessment, while one focused on providing a detailed
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Figure 1 Overview of the screening and selection process using the PRISMA flow chart.

medication reconciliation review [22]. Self-management
was promoted in 12 out of 15 care models, mostly by
providing education or exercise training for the patient.
The TCM design by Coleman and colleagues encourages
self-management and provides various tailored selfmanagement methods to patients such as helping the
patient to understand medications used, encouraging the
patient or caregiver to make doctor appointments and

rehearsing for upcoming appointments in order to make
sure that needs are clearly articulated and teaching the
patient to understand red flags regarding their health
condition [17, 27, 30]. Informal caregivers were involved
in nine studies by means of education (n = 3), involvement
in care planning (n = 5) or focusing on caregiver burden
during a home visit (n = 1). Checking for treatment
interactions by reviewing medications for patients

COUNTRY

Australia

Netherlands

US

US

Australia

Denmark

US

Denmark

STUDY

Brand (2004)

Buurman
(2016)

Coleman
(2004)

Coleman
(2006)

Courtney
(2009)

Gregersen
(2012)

Huckfeldt
(2019)

Lembeck
(2019)

RCT

Quasiexperimental

Retrospective
design with two
historical cohorts

RCT

RCT

Quasiexperimental

RCT

Quasiexperimental

STUDY DESIGN

/

Safe Transitions
for At Risk Patients
(STAR)

/

Older Hospitalised
Patients’ Discharge
Planning and Inhome Follow-up
Protocol (OHP-DP)

The Care
Transitions
Intervention

The Care
Transitions
Intervention

Transitional
Care Bridge
Intervention

/

TCM NAME

IG:270
CG:267

IG:202
CG1: 4142,
CG2: 4592

IG:233
CG:262

IG:49
CG:58

IG:376
CG:371

IG:158
CG:1235

IG:316
CG:303

IG: 83
CG: 83

SAMPLE
SIZE

IG:82.5
CG:82.2

/

IG:82.6
CG:82.1

IG:78.1
CG:79.4

IG:76.0
CG:76.4

IG:75.1
CG:78.4

IG:79.7
CG:80.0

IG: 77.5
CG: 79.6

MEAN AGE
(YEARS)

(Contd.)

≥65 years
Minimum three out of nine defined medical and social conditions: cognitive and psychiatric disorders, drug
and alcohol abuse, lack of social network, low level of functioning, multiple medications, hospital contacts
in previous six months, falls history, housing conditions that hamper the patient in his daily activities.

≥75 years
With one or more defined conditions: hospital admission in past 30 days, altered mental status or dementia,
fall or syncope, volume depletion, dehydration, acute kidney injury, shortness of breath, generalized weakness,
failure to thrive

≥65 years
Admitted to the orthopaedic department
Primary diagnosis of hip fracture

≥65 years
Admitted with a medical diagnosis
At least one risk factor for readmission: ≥75 years, multiple admissions in previous 6 months, multimorbidity,
living alone, lack of social support, moderate to severe functional impairment, history of depression

≥65 years
Community-dwelling
Admitted for nonpsychiatric condition
No documentation of dementia
No plans to enter hospice
At least one of 11 diagnoses: stroke, congestive heart failure, coronary artery disease, cardiac arrhythmias,
chronic obstructive pulmonary disease, diabetes mellitus, spinal stenosis, hip fracture, peripheral vascular
disease, deep venous thrombosis, and pulmonary embolism

≥65 years
Community-dwelling
At least one of nine diagnoses: congestive heart failure, chronic obstructive pulmonary disease, coronary
artery disease, diabetes mellitus, stroke, medical and surgical back conditions (predominantly spinal
stenosis), hip fracture, peripheral vascular disease, and cardiac arrythmias

≥65 years
At least 48 hours admitted to internal medicine
At risk for functional decline risk score based on the Identification of Seniors at Risk Hospitalized Patients score

≥65 years
Inpatient stay >24 hours
At least one risk criteria: admission in past six months, two or more actively treated comorbidities, admitted
because of chronic heart failure

INCLUSION CRITERIA
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Australia

US

US

US

US

Australia

US

France

Singapore

Lim (2013)

Naylor (2004)

Ornstein
(2011)

Parry (2009)

Rebello
(2017)

Shakib (2016)

Simpson
(2019)

Villars (2013)

Wee (2014)

Retrospective
cohort study

Quasiexperimental
before and after
design

Matched casecontrol study

Retrospective casecontrol study

Retrospective
analysis of
a clinical
demonstration

RCT

Pre-post design

RCT

RCT

STUDY DESIGN

Aged Care
Transition

/

Bundled Help
(Hospital Elder Life
Program)

Multidisciplinary
Ambulatory
Consulting Service
(MACS)

The PILL program

The Care
Transitions
Intervention

/

Discharge planning
and home followup protocol

Post- Acute Care
(PAC) Intervention

TCM NAME

US = United States, RCT = Randomised controlled trial.

Table 1 Study characteristics of included studies.

COUNTRY

STUDY

IG:4132
CG:4132

IG1: 222,
IG2: 168
CG:/

IG:148
CG:148

IG:252
CG:1008

IG:100
CG:100

IG:44
CG:42

IG:532
CG:628

IG:118
CG:121

IG:311
CG:287

SAMPLE
SIZE

IG:79.2
CG:79.1

IG:81.8
CG:/

/

IG:77.0
CG:77.0
(median years)

IG:74.5
CG:74.4

IG:80.5
CG:82.8

IG:81.1 CG:/

IG:76.4
CG:75.6

IG:76.5
CG:76.8

MEAN AGE
(YEARS)

At least one of the following criteria: ≥65 years, multimorbidity, ≥ five medications, impaired mobility or
functional decline, impaired self-care skills, poor cognitive status, catastrophic injury, chronic illness, living
alone or poor social support, multiple hospitalizations or ED visits in last six months

Hospitalized in the Special Alzheimer Acute Care Unit
At least one of the emergency room re-hospitalization risks: severe disruptive BPSD, change of living
arrangement related to BPSD, exhaustion of the principal caregiver, discharge with anosognosia while living
alone in the community

≥65 years
At least one risk factor for ADL impairment, vision and/or hearing impairment, or dehydration

≥65 years
Two or more chronic conditions
At least two MACS clinic visits

≥65 years
Acute admission and discharged home
Lived in rural or highly rural area
Patients fulfilling one or more defined risk factors were prioritized: ≥75 years, polypharmacy, cognitive
impairment, congestive heart failure

≥65 years
Community-dwelling
Admitted for nonpsychiatric condition
No documentation of dementia
No plans to enter hospice
At least one of 11 diagnoses: stroke, congestive heart failure, coronary artery disease, cardiac arrhythmias,
chronic obstructive pulmonary disease, diabetes mellitus, spinal stenosis, hip fracture, peripheral vascular
disease, deep venous thrombosis, and pulmonary embolism

Not reported

≥65 years
Community-dwelling
Heart failure diagnosis
Being alert and oriented

Admitted to acute ward for over 48 hours,
Discharged home
Expected to live at least one month post discharge
Requiring community services at discharge
Mobility or self-care management problem OR fulfilling two or more defined factors: living alone, taking
care of other at home, using community services before admission

INCLUSION CRITERIA
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NAMED COORDINATOR

MULTI-DISCIPLINARY TEAM

COORDINATION TAILORED TO COMPLEXITY

INDIVIDUALIZED CARE PLANNING

SHARED DECISION-MAKING

CONTINUITY

TREATMENT INTERACTION

INFORMAL CAREGIVER INVOLVEMENT

PRO-ACTIVE

SELF-MANAGEMENT

TAILORED

PERSON-CENTRED

x

x

x

x

Courtney (2009)

Naylor (2004)

Rebello (2017)

Wee (2014)

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

RN or MSW

PILL pharmacist

APN

RN

GNP

x

x

x

x

x

x

x

x

x

Buurman (2016)

Gregersen (2012)

Huckfeldt (2019)

Lembeck (2019)

Lim (2013)

Ornstein (2011)

Shakib (2016)

Simpson (2019)

Villars (2013)

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

/

Geriatrician or NS or ELS

/

NP

Allied health staff or nurse

PN

HHN

/

CCRN

CDNC

CORE GROUP
/

ELNS, RN, CNA, PT, OT, ST

/

NP, PCP, inpatient care team

/

PN, MN, DN

HHN, geriatrician, nurse

geriatrician, physio- therapist, nurse

CCRN, RN, geriatrician

CDNC, GP

RN/MSW, project director, clinician leader

PILL pharmacist, Pill program manager

APN, physicians

RN, physio-therapist

/

COVERAGE & REIMBURSEMENT
x

x

x

x

FINANCIAL INCENTIVES
OUT OF POCKET COSTS

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

CDNC = chronic disease nurse consultant, CCRN = community care registered nurse, RN = registered nurse, APN = advanced practice nurse, NP = nurse practitioner, NS = nurse specialist, GNP = geriatric nurse
practitioner, HHN = Home health nurse, MN = municipal nurse, PN = project nurse, DN = Discharging nurse, ELNS = elder life nursing specialist, ELS = elder life specialist, CNA = certified nursing assistant, PT = physical
therapist, OT = occupational therapist, ST = speech therapist, MSW = medical social worker, EMR = electronic medical record.

Table 2 TCMs mapped to the micro level of the SELFIE framework.

x

Brand (2004)

Studies with a non-significant impact on hospital readmissions and/or ED visits

x

Coleman (2004 & 2006), Parry (2009)

Studies with a significant impact on hospital readmissions and/or ED visits

EMRS & PATIENT PORTALS

TECHNOLOGIES &
INFORMATION
MEDICAL PRODUCTS & RESEARCH

E-HEALTH TOOLS

FINANCING

ASSISTIVE TECHNOLOGIES

WORKFORCE

REMOTE MONITORING

LEADERSHIP &
GOVERNANCE

INDIVIDUAL LEVEL DATA

SERVICE DELIVERY

INDIVIDUAL RISK PREDICTION

1
1
1
1
1
1

Change in minutes per day before to after discharge

New fracture

Time to first ED visit

Complicated posthospital episode

Average Number of readmissions following discharge from index admission

Case-mix index

13

1

Provider feedback

Reported process outcome

1

Caregiver burden

76%

6%

6%

6%

12%

12%

12%

29%

59%

6%

6%

6%

6%

6%

6%

6%

6%

12%

12%

12%

18%

18%

18%

24%

35%

35%

53%

100%

% OF REPORTED
STUDIES

2004

N/A

N/A

N/A

2004

2004

2013

2004

2004

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

2006

2004

2004

2004

2013

2004

2004

2004

2004

2004

2004

FIRST REPORTED
STUDY YEAR

APAC = Asia-Pacific (including Australia), EU = Europe, US = United States, N/A = not applicable, GP = general practitioner, ED = emergency department.

Table 3 Outcome measures categorized by service, patient, provider and process outcomes and ranked based on frequency of reporting.

Process outcomes

Provider outcomes

1

1

Minutes per day among patients receiving municipal services

2

1

Proportion of preventable readmissions

Personalized health goal

2

Rehospitalization for same diagnosis as index hospitalization

Patient satisfaction

2

Time to first unplanned re-hospitalization

2

2

Total number of hospital days

2

3

Discharge destination

Functional status

3

Other community service use

Activities of daily living

3

GP visits

5

4

Health care cost

Health related Quality of life

6

Total intervention cost

10

6

Average length of hospital stay

Mortality

9

ED visits

Patient outcomes

17

Hospital readmission

Service outcomes

# OF STUDIES
REPORTED

OUTCOME VARIABLE

CATEGORY

2019

2011

2013

2009

2014

2016

2016

2013

2019

2011

2016

2004

2004

2009

2019

2019

2019

2009

2016

2019

2016

2019

2019

2013

2017

2019

2019

2019

LAST REPORTED
STUDY YEAR

7

1

0

1

1

1

0

1

3

1

1

1

1

0

0

0

0

2

2

1

1

1

0

3

5

3

4

8

US

3

0

0

0

0

1

2

1

4

0

0

0

0

1

1

1

1

0

0

1

1

1

1

0

0

1

1

4

EU

CONTINENT

3

0

1

0

1

0

0

3

3

0

0

0

0

0

0

0

0

0

0

0

1

1

2

1

1

2

4

5

APAC
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IG: 10
CG: 10

Rebello (2017)

IG: 15.6***
CG: 27.7

IG1: 24.03
IG2: 23.58
CG: 28.98

***= p ≤ .001, **= p ≤ .01, *= p ≤ .05, OR = Odds Ratio, (n) = number.

Table 4 Impact of TCMs on hospital readmission and ED visit outcomes.

IG: 15.6***
CG: 27.7

IG1: 13.31
IG2: 13.19
CG: 16.07

Villars (2013)

Wee (2014)

IG: 16.8
CG: 28.4

Simpson (2019)

Shakib (2016)

IG: 9.3**
CG: 31.0

IG: 6.8
CG: 16.7

Parry (2009)
IG: 13
CG: 15

IG: 15.7
CG: 16.6

IG: 30
CG: 26

IG: 18.3
CG1: 14.3
CG2: 14.6

Ornstein (2011)

Naylor (2004)

IG: 10.0***
CG: 21.3

IG: 11
CG: 10

Lembeck (2019)

Lim (2013)

IG: 5.9
CG1: 4.9
CG2: 5.9

Huckfeldt (2019)

IG: 37.9**
CG: 51.6

IG: 20.9
CG: 38.1

IG: 25
CG: 28

IG: 56
CG: 54

IG: 27
CG: 26

Gregersen (2012)

IG: 13
CG: 12

IG: 22.0**
CG: 46.7

Courtney (2009)

IG: 25.6
CG: 31.0

IG: 8.3*
CG: 11.9

Coleman (2006)

IG: 16.7*
CG: 22.5

IG: 22.9 *
CG: 32.0

IG: 13.5 **
CG: 22.0

IG: 8.9
CG: 13.8

Coleman (2004)

IG: 31.3
CG: 25.3
IG: 33.5
CG:29.0

IG: 36.1
CG: 36.1

Buurman (2016)

Brand (2004)

IG: 21
CG: 23.9

IG: 104 (n)*
CG: 162 (n)

1 YEAR

IG: 5.0
CG1: 2.9
CG2: 3.2

LESS THAN 1 MONTH

5–6 MONTHS

ED VISITS (%)
2–3 MONTHS

LESS THAN 1 MONTH

1 MONTH

HOSPITAL READMISSION (%)

IG: 19.3***
CG: 32.0

IG: 10.8
CG: 15.5

IG: 7
CG: 20
OR = 0.30
(.12–.75)

IG: 10.9
CG1: 7.2
CG2: 7.9*

IG: 11.0
CG: 14.2

1 MONTH

IG: 10.8
CG: 15.5

IG: 16
CG: 26

IG: 18.3*
CG: 25.7

IG: 8.4
CG: 8.4

2–3 MONTHS

IG: 46.3*
CG: 57.9

IG: 6
CG: 6

IG: 28.5
CG: 46.5

IG: 37.1
CG: 36.0

IG: 21.7
CG: 18.1

5–6 MONTHS
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was conducted in all but one TCM. One study provided
additional training to educate their coordinators on the
interaction of heart failure and common comorbidities in
older patients [21]. Continuity of care was provided in all
TCMs, either by follow-up at home (n = 11), by telephone
calls (n = 2) or outpatient clinic follow-up (n = 2). Eight TCMs
offered intensive follow-up after discharge by combining
two approaches: providing at least one home visit and
telephone follow-up (n = 7) or conducting an outpatient
clinic visit and telephone follow-up (n = 1). Follow-up after
discharge was often provided timely within 24–96 hours
[3, 16, 17, 19, 20, 21, 22, 24, 25, 27, 30].

Leadership and governance
Shared decision making to create an individualized care
plan was part of seven TCMs. Mostly the patients and
the families were involved in the process (n = 5), while
two studies included the families only. Fourteen TCMs
provided individual tailored care by assessing patient
needs and planning appropriate follow-up care, whereas
Simpson et al. [24] used a standardized set of ‘Hospital
Elder Life Program’ (HELP) protocols that were delivered
to the patient at the hospital and at home.
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in the immediate post-discharge period [29]. Providing
financial structures that give enough flexibility to the
provider are often stressed as important for integrated
care programmes [19, 29].

Technologies and medical products
Electronic medical records (EMRs) were used in five TCMs to
facilitate communication between health care providers.
In two studies the EMRs were additionally used to inform
the study coordinator about new patient admissions [22,
29]. Several assistive technologies were used to facilitate
the TCMs. Two studies included assistive technologies that
promoted the patients’ ability to participate in the followup care at home by providing a pedometer to report steps
and distance in a diary [3] and audiotaping the patients’
teaching sessions in order for patients and caregivers
to review the tapes with provided recorders throughout
the intervention [21]. One study used an algorithm
to create a list of evidence-based recommendations
for each patient by using a web-based database that
covered all documented patient information [23], while
another study promoted professional communication by
including the nurse practitioner contact information in
the hospital-wide text paging system [29].

Workforce
A coordinator was named in 12 TCMs. While three
TCMs mentioned several professional profiles that
may assume coordination [24, 26, 28], other included
studies specified a nurse (n = 8) or a pharmacist (n =
1) as coordinator. Coordinators responsibilities typically
consisted of overseeing the discharge planning at the
hospital, collaborating with physicians and other care
providers, conducting follow-up visits/calls, addressing
patient/caregivers concerns and organizing care services
if needed. In addition to the coordinator, 11 models
mentioned a core group of professionals who had clearly
defined responsibilities and were mainly involved in
providing transitional care. The core group consisted
out of various professionals including nurses (n = 9),
GPs (n = 2), geriatricians (n = 3), physiotherapists (n = 2),
physician (n = 1), pharmacist (n = 1) therapist (n = 1) and
clinician leader (n = 1). Nine TCMs specifically mentioned
that a multidisciplinary team was involved in delivering
transitional care to the patient.
While most studies specified the additional workforce
needed in order to deliver the TCM components, the
funding mechanisms of additional workforce was rarely
reported.

Financing
The micro level of the SELFIE framework asks for the
description of coverage and reimbursement structures of
the TCMs. Only one included study reported on this topic.
The coordinators of the PAC program had the flexibility to
purchase services for patients with a dedicated budget

Information and Research
Thirteen TCMs shared individual healthcare data to
effectively plan continuity of care of older patients. Out
of those, ten TCMs shared medical information with the
patient’s GP. Individual risk prediction was fulfilled by all
as each TCM used the collected data to organize proactive care and early treatment of identified risk factors.

REPORTED OUTCOMES
Twenty-seven different outcomes were measured within
the included studies (Table 3). The outcomes hospital
readmission (n = 17), mortality (n = 10), ED visits (n = 9),
length of stay (n = 6) and total intervention costs (n = 6)
were most frequently reported. Over the past 20 years
(2004–2019) in all three continents (US, EU & APAC) these
core outcomes have been consistently used to study the
impact of TCMs. A difference is visible in cost outcomes
including health care costs and total intervention costs
as both are mainly reported in studies conducted in the
US while no European studies reported cost outcomes.
Service outcomes are more frequently reported
compared to patient and provider outcomes, as out of
the ten most frequent reported outcomes, eight are
service outcomes and two are patient outcomes namely
mortality (n = 10) and health related quality of life (n = 5).
Provider outcomes, such as caregiver burden (n = 1) and
provider feedback (n = 1), are rarely reported.
Finally, 13 out of 17 articles reported on process
outcomes and mostly measured adherence to the total
intervention protocol or single intervention components.
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IMPACT ON HOSPITAL READMISSION AND ED
VISIT OUTCOMES
The implementation of five TCMs resulted in a significant
reduction in hospital readmissions or ED visits [3, 17, 21,
22, 26, 27, 30] (Table 4). Four TCMs significantly reduced
hospital readmissions at different post-discharge
measurement moments namely at 15 days [26], at one
month [17, 26, 27], at three months [17, 27, 30], at five to
six months [3, 17, 26], and at one year after discharge [21].
Three TCMs showed significantly lower ED visit rates
at one month after discharge [22, 26], at three months
after discharge [17] and at six months after discharge
[26].

SELFIE COMPONENTS USED IN EFFECTIVE TCMS
The SELFIE concepts service delivery, leadership &
governance, workforce and information & research are
described in the five TCMs that had a significant impact
on hospital readmissions and ED visits (Table 2). Several
components that are part of the SELFIE concepts such
as Informal caregiver involvement, shared decision
making intensive post-discharge care continuity and
involvement of a project coordinator appear frequently
in the five TCMs.
Informal caregivers were involved in all five models.
Shared decision making processes involving informal
caregivers was promoted in four out of five TCMs.
Additionally four out of five TCMs provided intensive
continuity of care by conducting at least two postdischarge follow-up methods such as a home visit and
an additional telephone call. A coordinator with a nursing
background was named in four effective TCMs, while
one TCM defined a pharmacist as coordinator. Further,
a small core group of professionals was defined in four
TCMs. The use of technology is limited as only one TCM
worked with an EMR system and assistive technologies
were implemented in two TCMs.
Among the ten TCMs that did not show an impact
on hospital readmission and ED visits, the SELFIE
components informal caregiver involvement, shared
decision making and intensive continuity of follow-up care
were sparingly used. Informal caregiver involvement was
used in four out of ten TCMs and shared decision making
and intensive continuity of follow-up care were provided
in three out of ten TCMs. Noticeably, the involvement
of a multidisciplinary care team was described more
frequently in eight out of ten TCMs.

DISCUSSION
In this systematic review including 17 studies and
covering 15 TCMs, we summarize the integrated care
components used, provide an overview on reported
outcomes and describe the impact of TCM components
on readmission and ED visit outcomes.
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Our first objective to summarize intervention
components indicates that all reviewed TCMs cover
the SELFIE concepts of service delivery, leadership &
governance, workforce and information & research.
The concept of service delivery is best described in the
included studies as all TCMs offered a person-centred,
tailored, pro-active and continuous transitional care
service by including pre-discharge and post-discharge
components. Moreover, a broad range of health care
professionals were involved in conducting the TCMs as
the models either defined a coordinator (n = 12) and/or a
core group (n = 9) and/or specified that the intervention
was conducted in a multidisciplinary team (n = 9).
Noticeable variations across the TCMs were identified in
the involvement of the caregivers, the shared decision
making process, and the intensity of follow-up care.
Financing structures were rarely specified. Moreover, the
use of technologies and medical products was scarce.
We observe a meaningful difference between TCMs
in terms of the intensity of post-discharge follow-up
provided. Eight TCMs conducted an intensive follow-up of
combining a home visit or an outpatient clinic visit with a
telephone follow-up, of which four were able to show a
signification reduction in hospital readmission or ED visits
for frail patients [3, 17, 21, 26, 27, 30]. This confirms the
conclusion of Morkisch et al. [10] that high intensity postdischarge follow-up is important to create impact. The
researchers rated the intervention intensity of included
trials by using a qualitative assessment and found
that high intensive interventions were associated with
reduced hospital readmission rates. The combination
of follow-up types was one of the seven parameters
included in the qualitative assessment [37].
Self-management was promoted in 12 TCMs by
providing education or exercise trainings for patients,
but a detailed description of what the self-management
component entails was rarely provided. Leijten et al. [14]
pointed out that self-management should be tailored
to an individual starting point as multi-morbid patients
may find self-management demanding. Additionally
patient knowledge and motivation are important for
successful self-management [19]. Hence, it is crucial
for care providers to have a holistic understanding of
the frail patient in order to individually assess selfmanagement abilities and to provide education, support
and encouragement as needed.
Another crucial aspect of successful TCMs is to define
a coordinator [3, 10, 12]. Reviewed studies mostly named
a professional with a nursing background as coordinator
[3, 15, 16, 17, 19, 20, 21, 27, 29, 30] and two TCMs
appointed nurse coordinators with a master training
[17, 21, 27, 30]. Moreover, six TCMs mentioned that they
provided additional education for coordinators and three
TCMs stated that their coordinators were experienced
in geriatric care. Leijten et al. [14] also highlighted that
clear understanding of roles and responsibilities is critical

Leithaus et al. International Journal of Integrated Care DOI: 10.5334/ijic.6447

for all people involved, which is supported by defining a
coordinator who facilitated communication for providers
between both settings and provided a safety net for
patients and informal caregivers to address concerns.
Hence, a small sized care team which is tailored and
educated for the needs of the target population is best
suited to provide transitional care for frail older patients.
GPs were involved in ten TCMs by means of sharing
discharge plans, planning follow-up appointments for
patients, sharing recommendations, giving advice or
supporting the implementation of recommendations.
Involving GPs in the transitional care process and sharing
individual level data like discharge plans is recognized
as important for successful continuity of care. However,
several reviews have identified the high workload and
lack of integrated computer systems as a challenge for
fully involving GPs [12, 38].
Technologies and medical products were scarcely
used within the reviewed TCMs, as five TCMs included
EMRs in their models and four studies included assistive
technologies. While EMR systems provide a digital version
of patient charts and enhance up-to-date information
sharing within the same setting, electronic health records
(EHRs) aim to facilitate communication between health
care settings and to provide a holistic view of the patients’
health [39]. Most reviewed TCMs worked with the EMRs
within the hospital setting. One TCM described their
efforts to improve documentation between hospital staff
and primary care providers by having a nurse practitioner
as liaison person in the hospital that documented patient
details during hospitalization in both EMR systems as
each setting was using a different system [29]. However,
none of the reviewed TCMs described the use of EHRs
between hospital and home care setting, which clearly
confirms the need to create a stronger digital link
between settings and providers.
Nine TCMs involved informal caregivers in their
intervention design and five TCMs specifically involved
informal caregivers in the shared decision making
process. Informal caregivers were included in discussing
the patients’ health situations with practitioners and
patients. Involving informal caregivers in developing care
plans is common for older frail patients and becomes
central when patients are less able to participate in the
discussions [40]. Leijten et al. [14] points out that informal
caregiver involvement is desirable whenever possible, but
also states that caregiver burden should be considered.
While most TCMs involved informal caregivers, only one
study reported on caregiver burden [28]. This confirms
that the gap identified in the review of Allen et al. [12] is
still present and that a patient and family centred focus
in future studies is urgently needed.
As a second objective the review provides an overview
of outcomes reported within the included studies. A
total of 27 outcomes were reported, from which 19 are
categorized as service outcomes, six as patient outcomes
and two as provider outcomes. While service outcomes
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were frequently reported, less attention was paid to
patient and provider outcomes. This may be due to the
fact that patient outcomes such as health related quality
of life and patient satisfaction and provider outcomes
such as caregiver burden are qualitative in nature and
hence can be hard to measure as they require tailored
tools to quantitatively scale them [41]. However, where
data collection is feasible, paying equal attention to all
three categories, namely, service, patient and provider
outcomes can lead to a comprehensive assessment and
provide a holistic view of the transitional care program.
Finally, We observed similarities in terms of integrated
care components in the five TCMs that significantly
impacted readmission or ED visit rates. Our findings
suggest that intensive follow-up care, informal caregiver
involvement, shared decision making and a small care
team with a defined care coordinator increase the success
of transitional care for frail older patients. Noticeable,
four effective TCMs did not work with EMRs, suggesting
EMRs not to be a necessary perquisite. A similar finding
is stated by Leijten et al. [14] and Kansagara et al. [9],
however the need for more technology development
which is user-friendly and care process supportive is
stressed. Moreover, the results clearly state a need to
involve patients and caregivers in the TCM design through
shared decision making as it allows to meet their needs
and develop a care plan most beneficial to them [12].
Some limitations need to be addressed. Potential
relevant studies might have been missed as no clinical
trial databases were searched and no citation search
was performed. However, a comprehensive search string
was developed and references of all included papers
were systematically checked. In addition, two TCMs
that are included in this systematic review provide a
very limited description of their intervention. This has
complicated the data extraction, interpretation and
mapping of components. We also observed that hospital
readmission was reported as both planned, unplanned or
a combination of both. The heterogeneity identified in the
study demographics, methods and outcomes reported
was also the reason why we did not perform a metaanalysis. Next, this review focused on mapping outcomes
of studies at least reporting on hospital readmission and
ED visit outcomes and did exclude qualitative studies
providing valuable insights such as patient and provider
experiences. The list of outcomes might therefore be
incomplete. Finally, future reviews focusing solely on
the effectiveness of TCMs should conduct a risk of bias
assessment to consider the reported effects.
To conclude, findings of this systematic review
suggest that a TCM which includes multi-components
namely pre-discharge and intensive post discharge
follow-up components can reduce hospital readmission
and ED visits. Components like shared decision making,
involvement of informal caregiver and a small tailored
care team with a defined coordinator can increase the
success of TCMs. However, the detected heterogeneity in
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TCMs as well as poor reporting of the meso and macro
level and missing details of reporting in the micro level of
the SELFIE framework allows no generalized conclusion.
Future research should focus on strong methodological
designs providing detailed reporting on TCM components
and stronger and more process evaluations in order to
understand the impact of individual components within
these multilevel complex interventions and therefore to
define clear recommendations for practice. Moreover,
gaps in patient and provider outcome measures have been
identified and need a stronger focus in future research.

Erica de Vries
Department of Health Services Research, Maastricht University,
NL; Living Lab in Ageing and Long-Term Care, Maastricht, the
Netherlands
Geert Goderis

Health & Primary Care, KU Leuven, BE
Johan Flamaing

orcid.org/0000-0003-3749-5433

Gerontology and Geriatrics, Department of Public Health &
Primary Care, KU Leuven, BE; Division of Gerontology and
Geriatrics, University Hospitals Leuven, BE
Hilde Verbeek

ADDITIONAL FILES

orcid.org/0000-0001-5303-2290

Academic Center for General Practice, Department of Public

orcid.org/0000-0002-3740-5162

Department of Health Services Research, Maastricht University,
NL; Living Lab in Ageing and Long-Term Care, Maastricht, the
Netherlands

The additional files for this article can be found as follows:

Mieke Deschodt

orcid.org/0000-0003-1560-2277

Gerontology and Geriatrics, Department of Public Health &

• Supplementary File 1. Electronic search terms per
database. DOI: https://doi.org/10.5334/ijic.6447.s1
• Supplementary File 2. PRISMA 2020 Checklist. DOI:
https://doi.org/10.5334/ijic.6447.s2

REVIEWERS

Primary Care, KU Leuven, BE; Competence Center of Nursing,
University Hospitals Leuven, BE

REFERENCES
1.

Clegg A, Young J, Iliffe S, Rikkert MO, Rockwood K. Frailty
in elderly people. The Lancet. 2013; 381(9868): 752–62.

Josefien van Olmen, TT Professor Quality of Integrated
Care, Spearhead Research Public Health & Primary Care,
University of Antwerp, Belgium.
Dr Justine Tomlinson, School of Pharmacy and Medical
Sciences, University of Bradford, UK.

Available from: https://pubmed.ncbi.nlm.nih.gov/23395245/.
DOI: https://doi.org/10.1016/S0140-6736(12)62167-9
2.

Nwadiugwu MC. Frailty and the Risk of Polypharmacy in
the Older Person: Enabling and Preventative Approaches.
Journal of aging research. 2020; 2020: 6759521. DOI:
https://doi.org/10.1155/2020/6759521

FUNDING INFORMATION

3.

Courtney M, Edwards H, Chang A, Parker A, Finlayson
K, Hamilton K. Fewer emergency readmissions and
better quality of life for older adults at risk of hospital

This project has received funding from the European
Union’s Horizon 2020 research and innovation
programme under the Marie Skłodowska-Curie grant
agreement No 812656.

readmission: a randomized controlled trial to determine
the effectiveness of a 24-week exercise and telephone
follow-up program. Journal of the American Geriatrics
Society. 2009; 57(3): 395–402. Available from: https://
pubmed.ncbi.nlm.nih.gov/19245413/. DOI: https://doi.
org/10.1111/j.1532-5415.2009.02138.x

COMPETING INTERESTS

4.

The authors have no competing interests to declare.

5.

Laugaland K, Aase K, Barach P. Addressing Risk Factors for
Transitional Care of the Elderly – Literature review. 2011.
Forster AJ, Murff HJ, Peterson JF, Gandhi TK, Bates DW.
The incidence and severity of adverse events affecting
patients after discharge from the hospital. Annals of

AUTHOR AFFILIATIONS

Internal Medicine. 2003; 138(3): 161–7. Available from:
https://pubmed.ncbi.nlm.nih.gov/12558354/. DOI: https://

Merel Leithaus

orcid.org/0000-0002-3458-3318

Academic Center for Nursing and Midwifery, Department of

doi.org/10.7326/0003-4819-138-3-200302040-00007
6.

World Health Organization. Transitions of care. Geneva:

Public Health & Primary Care, KU Leuven, BE; Department of

World Health Organization; 2016. Available from: https://

Health Services Research, Maastricht University, NL

apps.who.int/iris/handle/10665/252272.

Audrey Beaulen

orcid.org/0000-0002-0108-8273

7.

World Health Organization. Integrated Health Services

Department of Health Services Research, Maastricht University,

– What and Why? World Health Organization; 2008.

NL; Living Lab in Ageing and Long-Term Care, Maastricht, the

Available from: https://www.who.int/healthsystems/

Netherlands

service_delivery_techbrief1.pdf.

Leithaus et al. International Journal of Integrated Care DOI: 10.5334/ijic.6447

8.

Markle-Reid M, Valaitis R, Bartholomew A, Fisher K,

176(3): 302–9. Available from: https://pubmed.ncbi.

Fleck R, Ploeg J, et al. An integrated hospital-to-home

nlm.nih.gov/26882111/. DOI: https://doi.org/10.1001/

transitional care intervention for older adults with

jamainternmed.2015.8042

stroke and multimorbidity: A feasibility study. Journal of

9.

14

17. Coleman EA, Smith JD, Frank JC, Min S, Parry C, Kramer

Comorbidity. 2020; 10: 2235042X1990045. Available from:

AM. Preparing patients and caregivers to participate in care

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7177995/.

delivered across settings: the care transitions intervention.

DOI: https://doi.org/10.1177/2235042X19900451

Journal of the American Geriatrics Society. 2004; 52(11):

Kansagara D, Chiovaro JC, Kagen D, Jencks S, Rhyne

1817–25. Available from: https://agsjournals.onlinelibrary.

K, O’Neil M, et al. So many options, where do we start?

wiley.com/doi/abs/10.1111/j.1532-5415.2004.52504.x?si

An overview of the care transitions literature. Journal of

d=nlm%3Apubmed. DOI: https://doi.org/10.1111/j.1532-

Hospital Medicine. 2016; 11(3): 221–30. Available from:

5415.2004.52504.x

https://pubmed.ncbi.nlm.nih.gov/26551918/. DOI: https://
doi.org/10.1002/jhm.2502
10. Morkisch N, Upegui-Arango LD, Cardona MI, Van Den

18. Gregersen M, Mørch MM, Hougaard K, Damsgaard EM.
Geriatric intervention in elderly patients with hip fracture in
an orthopedic ward. Journal of injury & violence research.

Heuvel D, Rimmele M, Sieber CC, et al. Components of

2012; 4(2): 45–51. Available from: https://www.ncbi.

the transitional care model (TCM) to reduce readmission

nlm.nih.gov/pmc/articles/PMC3426900/. DOI: https://doi.

in geriatric patients: a systematic review. BMC Geriatrics.
2020; 20(1). Available from: https://pubmed.ncbi.nlm.nih.

org/10.5249/jivr.v4i2.96
19. Huckfeldt PJ, Reyes B, Engstrom G, Yang Q, Diaz S, Fahmy

gov/32917145/. DOI: https://doi.org/10.1186/s12877-020-

S, et al. Evaluation of a Multicomponent Care Transitions

01747-w

Program for High‐Risk Hospitalized Older Adults. Journal of

11. Linertová R, García-Pérez L, Vázquez-Díaz JR, Lorenzo-

the American Geriatrics Society. 2019; 67(12): 2634–42.

Riera A, Sarría-Santamera A. Interventions to reduce

Available from: https://agsjournals.onlinelibrary.wiley.com/

hospital readmissions in the elderly: in-hospital or home

doi/abs/10.1111/jgs.16189. DOI: https://doi.org/10.1111/

care. A systematic review. Journal of Evaluation in Clinical
Practice. 2011; 17(6): 1167–75. Available from: https://

jgs.16189
20. Lembeck MA, Thygesen LC, Sørensen BD, Rasmussen

pubmed.ncbi.nlm.nih.gov/20630005/. DOI: https://doi.

LL, Holm EA. Effect of single follow-up home visit on

org/10.1111/j.1365-2753.2010.01493.x

readmission in a group of frail elderly patients – a Danish

12. Allen J, Hutchinson AM, Brown R, Livingston PM. Quality

randomized clinical trial. BMC Health Service Research.

care outcomes following transitional care interventions for

2019; 19(1): 751. Available from: https://pubmed.ncbi.nlm.

older people from hospital to home: a systematic review.

nih.gov/31653219/. DOI: https://doi.org/10.1186/s12913-

BMC health services research. 2014; 14(1): 346. Available

019-4528-9

from: https://pubmed.ncbi.nlm.nih.gov/25128468/. DOI:
https://doi.org/10.1186/1472-6963-14-346
13. Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid

21. Naylor MD, Brooten DA, Campbell RL, Maislin G,
McCauley KM, Schwartz JS. Transitional care of older
adults hospitalized with heart failure: a randomized,

A. Rayyan—a web and mobile app for systematic

controlled trial [corrected] [published erratum appears in

reviews. Systematic Reviews. 2016; 5(1). Available from:

J AM GERIATR SOC 2004 Jul; 52(7): 1228]. Journal of the

https://systematicreviewsjournal.biomedcentral.com/

American Geriatrics Society. 2004; 52(5): 675–84. Available

articles/10.1186/s13643-016-0384-4. DOI: https://doi.

from: https://pubmed.ncbi.nlm.nih.gov/15086645/. DOI:

org/10.1186/s13643-016-0384-4

https://doi.org/10.1111/j.1532-5415.2004.52202.x

14. Leijten FRM, Struckmann V, Van Ginneken E, Czypionka

22. Rebello KE, Gosian J, Salow M, Sweeney P, Rudolph

T, Kraus M, Reiss M, et al. The SELFIE framework for

JL, Driver JA. The Rural PILL Program: A Postdischarge

integrated care for multi-morbidity: Development and

Telepharmacy Intervention for Rural Veterans. The Journal

description. Health Policy. 2018; 122(1): 12–22. Available

of Rural Health. 2017; 33(3): 332–9. Available from: https://

from: https://pubmed.ncbi.nlm.nih.gov/28668222/. DOI:

onlinelibrary.wiley.com/doi/abs/10.1111/jrh.12212. DOI:

https://doi.org/10.1016/j.healthpol.2017.06.002
15. Brand CA, Jones CT, Lowe AJ, Nielsen DA, Roberts CA,

https://doi.org/10.1111/jrh.12212
23. Shakib S, Dundon BK, Maddison J, Thomas J, Stanners M,

King BL, et al. A transitional care service for elderly chronic

Caughey GE, et al. Effect of a multidisciplinary outpatient

disease patients at risk of readmission. Australian Health

model of care on health outcomes in older patients with

Review. 2004; 28(3): 275–84. Available from: https://

multimorbidity: A retrospective case control study. PLoS

pubmed.ncbi.nlm.nih.gov/15595909/ DOI: https://doi.

ONE. 2016; 11(8). Available from: https://pubmed.ncbi.nlm.

org/10.1071/AH040275

nih.gov/27537395/. DOI: https://doi.org/10.1371/journal.

16. Buurman BM, Parlevliet JL, Allore HG, Blok W, van
Deelen BA, Moll van Charante EP, et al. Comprehensive

pone.0161382
24. Simpson M, Macias Tejada J, Driscoll A, Singh M, Klein M,

Geriatric Assessment and Transitional Care in Acutely

Malone M. The Bundled Hospital Elder Life Program—HELP

Hospitalized Patients: The Transitional Care Bridge

and HELP in Home Care—and Its Association With Clinical

Randomized Clinical Trial. JAMA Internal Medicine. 2016;

Outcomes Among Older Adults Discharged to Home

Leithaus et al. International Journal of Integrated Care DOI: 10.5334/ijic.6447

Healthcare. Journal of the American Geriatrics Society.

15

33. Paquin AM, Salow M, Rudolph JL. Pharmacist Calls to

2019; 67(8): 1730–6. Available from: https://agsjournals.

Older Adults with Cognitive Difficulties After Discharge in a

onlinelibrary.wiley.com/doi/10.1111/jgs.15979. DOI:

Tertiary Veterans Administration Medical Center: A Quality

https://doi.org/10.1111/jgs.15979

Improvement Program. Journal of the American Geriatrics

25. Villars H, Dupuy C, Soler P, Gardette V, Soto ME, Gillette

Society. 2015; 63(3): 571–7. Available from: https://

S, et al. A follow-up intervention in severely demented

pubmed.ncbi.nlm.nih.gov/25732548/. DOI: https://doi.

patients after discharge from a special Alzheimer

org/10.1111/jgs.13315

acute care unit: impact on early emergency room

34. Parry C, Coleman EA, Smith JD, Frank J, Kramer AM. The

re-hospitalization rate. International Journal of Geriatric

Care Transitions Intervention: A Patient-Centered Approach

Psychiatry. 2013; 28(11): 1131–40. DOI: https://doi.

to Ensuring Effective Transfers Between Sites of Geriatric

org/10.1002/gps.3932

Care. Home Health Care Services Quarterly. 2003; 22(3): 1–17.

26. Wee SL, Loke CK, Liang C, Ganesan G, Wong LM, Cheah
J. Effectiveness of a national transitional care program in

Available from: https://pubmed.ncbi.nlm.nih.gov/14629081/.
DOI: https://doi.org/10.1300/j027v22n03_01

reducing acute care use. Journal of the American Geriatrics

35. Reuben DB, Inouye SK, Bogardus ST, Baker DI, Leo-

Society. 2014; 62(4): 747–53. DOI: https://doi.org/10.1111/

Summers L, Cooney LM. MODELS OF GERIATRICS

jgs.12750

PRACTICE; The Hospital Elder Life Program: A Model of

27. Coleman EA, Parry C, Chalmers S, Min SJ. The care

Care to Prevent Cognitive and Functional Decline in Older

transitions intervention: results of a randomized

Hospitalized Patients. Journal of the American Geriatrics

controlled trial. JAMA Internal Medicine. 2006; 166(17):

Society. 2000; 48(12): 1697–706. DOI: https://doi.

1822–8. Available from: https://pubmed.ncbi.nlm.
nih.gov/17000937/. DOI: https://doi.org/10.1001/
archinte.166.17.1822
28. Lim WK, Lambert SF, Gray LC. Effectiveness of

org/10.1111/j.1532-5415.2000.tb03885.x
36. Smith KL, Ornstein K, Soriano T, Muller D, Boal J. A
Multidisciplinary Program for Delivering Primary Care to
the Underserved Urban Homebound: Looking Back, Moving

case management and post‐acute services in older

Forward. Journal of the American Geriatrics Society. 2006;

people after hospital discharge. Medical Journal of

54(8): 1283–9. Available from: https://pubmed.ncbi.nlm.

Australia. 2003; 178(6): 262–6. Available from: https://

nih.gov/16914000/. DOI: https://doi.org/10.1111/j.1532-

pubmed.ncbi.nlm.nih.gov/12633482/. DOI: https://doi.

5415.2006.00835.x

org/10.5694/j.1326-5377.2003.tb05191.x
29. Ornstein K, Smith KL, Foer DH, Lopez-Cantor MT,

37. Verhaegh KJ, Macneil-Vroomen JL, Eslami S, Geerlings SE,
De Rooij SE, Buurman BM. Transitional Care Interventions

Soriano T. To the hospital and back home again: a

Prevent Hospital Readmissions For Adults With Chronic

nurse practitioner-based transitional care program

Illnesses. Health Affairs. 2014; 33(9): 1531–9. Available

for hospitalized homebound people. Journal of the

from: https://pubmed.ncbi.nlm.nih.gov/25201657/. DOI:

American Geriatrics Society. 2011; 59(3): 544–51.
Available from: https://pubmed.ncbi.nlm.nih.

https://doi.org/10.1377/hlthaff.2014.0160
38. Storm M, Siemsen IMD, Laugaland KA, Dyrstad DN, Aase

gov/21391944/. DOI: https://doi.org/10.1111/j.1532-

K. Quality in transitional care of the elderly: Key challenges

5415.2010.03308.x

and relevant improvement measures. International

30. Parry C, Min S-J, Chugh A, Chalmers S, Coleman EA.

Journal of Integrated Care. 2014; 14(2). Available from:

Further Application of the Care Transitions Intervention:

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4027895/.

Results of a Randomized Controlled Trial Conducted in

DOI: https://doi.org/10.5334/ijic.1194

a Fee-For-Service Setting. Home Health Care Services

39. HealthIT.gov. What are the differences between

Quarterly. 2009; 28(2–3): 84–99. Available from: https://

electronic medical records, electronic health records,

pubmed.ncbi.nlm.nih.gov/20182958/. DOI: https://doi.

and personal health records? [webpage on the

org/10.1080/01621420903155924

internet]2019. Available from: https://www.healthit.gov/

31. Buurman BM, Parlevliet JL, van Deelen BAJ, de

faq/what-are-differences-between-electronic-medical-

Haan RJ, de Rooij SE. A randomised clinical trial on

records-electronic-health-records-and-personal.

a comprehensive geriatric assessment and intensive

40. Pel-Littel RE, Snaterse M, Teppich NM, Buurman BM,

home follow-up after hospital discharge: the Transitional

Van Etten-Jamaludin FS, Van Weert JCM, et al. Barriers

Care Bridge. BMC health services research. 2010; 10:

and facilitators for shared decision making in older

296-. Available from: https://pubmed.ncbi.nlm.nih.

patients with multiple chronic conditions: a systematic

gov/21034479/. DOI: https://doi.org/10.1186/1472-6963-

review. BMC Geriatrics. 2021; 21(1). Available from: https://

10-296

researchinformation.amsterdamumc.org/en/publications/

32. Ho TH, Caughey GE, Shakib S. Guideline Compliance in
Chronic Heart Failure Patients with Multiple Comorbid
Diseases: Evaluation of an Individualised Multidisciplinary

barriers-and-facilitators-for-shared-decision-making-in-olderpat-3. DOI: https://doi.org/10.1186/s12877-021-02050-y
41. Loehnert S. About Statistical Analysis of Qualitative

Model of Care. PLoS ONE. 2014; 9(4):e93129. Available

Survey Data. International Journal of Quality, Statistics,

from: https://pubmed.ncbi.nlm.nih.gov/24714369/. DOI:

and Reliability. 2010; 2010: 1–12. DOI: https://doi.

https://doi.org/10.1371/journal.pone.0093129

org/10.1155/2010/849043

Leithaus et al. International Journal of Integrated Care DOI: 10.5334/ijic.6447

16

TO CITE THIS ARTICLE:
Leithaus M, Beaulen A, de Vries E, Goderis G, Flamaing J, Verbeek H, Deschodt M. Integrated Care Components in Transitional Care
Models from Hospital to Home for Frail Older Adults: A Systematic Review. International Journal of Integrated Care, 2022; 22(2): 28,
1–16. DOI: https://doi.org/10.5334/ijic.6447
Submitted: 11 October 2021

Accepted: 15 June 2022

Published: 29 June 2022

COPYRIGHT:
© 2022 The Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0
International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original
author and source are credited. See http://creativecommons.org/licenses/by/4.0/.
International Journal of Integrated Care is a peer-reviewed open access journal published by Ubiquity Press.

