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Abstract
Background and Objectives:  Four interventions to improve care transitions between hospital and home or community 
settings for older adults were implemented in Leuven, Belgium over the past 4 years. These complex interventions consist of 
multiple components that challenge their implementation in practice. This study examines the influencing factors, strategies 
used to address challenges in implementing these interventions, and implementation outcomes from the perspectives of 
health care professionals involved.
Research Design and Methods:  This was a qualitative, collective case study that was part of the TRANS-SENIOR research 
network. Authors conducted semistructured interviews with health care professionals about their perceptions regarding the 
implementation. Thematic analysis was used, and the Consolidated Framework for Implementation Research guided the 
final data interpretation.
Results:  Thirteen participants were interviewed. Participants reported major implementation bottlenecks at the organiza
tional level (resources, structure, and information continuity), while facilitators were at the individual level (personal 
attributes and champions). They identified engagement as the primary strategy used, and suggested other important 
strategies for the future sustainability of the interventions (building strategic partnerships and lobbying for policies to 
support transitional care). They perceived the overall implementation favorably, with high uptake as a key outcome.
Discussion and Implications:  This study highlights the strong role of health care providers, being motivated and self-driven, 
to foster the implementation of interventions in transitional care in a bottom–up way. It is important to use implementation 
strategies targeting both the individual-level factors as well as the organizational barriers for transitional care interventions 
in the future.

Keywords:   Barriers, Facilitators, Innovations, Integrated care, Strategies

Background and Objectives
Across Europe, the population of older adults (65  years 
and above) with chronic disease and multimorbidity 
has risen dramatically in recent years (Palladino et  al., 
2019). Moreover, older adults have increased health care 

utilization (Barnett et al., 2012) and are at higher risk of 
care transitions between multiple care settings (Baxter 
et al., 2020). Unfortunately, care transitions are vulnerable 
phases for older adults, who are often confronted with care 
fragmentation and a lack of coordination among health care 
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providers (Coleman, 2003). This leads to compromised pa-
tient outcomes, such as medication errors or more hospital 
readmissions (Scott et al., 2017). To address this challenge, 
the concept of integrated care was encouraged to enhance 
transition and coordination across or within the different 
levels and sites of care sectors (WHO, 2016).

Integrated care approaches (i.e., across different care 
settings, such as hospitals and primary or community care) 
are promising solutions to improve the quality and efficiency 
of care transitions for older adults (Brown & Menec, 2018; 
Goodwin, 2016). In this study, we focus on interventions 
with an integrated care approach that aim to improve the 
care transitions for older adults with chronic diseases be-
tween hospital and home or community settings, which we 
refer to as transitional care interventions (TCIs). Recent 
global forces in health care delivery to enhance transitional 
care for older adults have driven the development and im-
plementation of a plethora of innovative TCIs embedding 
integrated care (Antunes & Moreira, 2011; Deschodt et al., 
2020; Lee et al., 2022). However, although the effectiveness 
of these interventions is promising (Lee et al., 2022), there 
is still an inadequate awareness and understanding of how 
to successfully implement them in practice (Naylor et al., 
2013). Furthermore, studies that comprehensively investi-
gate the implementation (context, strategies, and outcomes) 
of these interventions are limited (de Bruin et  al., 2018; 
Stadnick et  al., 2019). To date, literature has highlighted 
that exploring implementation factors in the context is piv-
otal for implementing complex interventions in health care 
(May et al., 2016). Research has identified multiple factors 
(barriers and facilitators) influencing the implementation of 
integrated care and TCIs for older adults that often behave 
as two sides of the same coin (e.g., insufficient resources 
as a barrier/sufficient resources as a facilitator) depending 
on the context (Fakha et al., 2021; Ling et al., 2012). For 
example, low organizational readiness for change, regula-
tory challenges, failure to target the right population, and 
restricted knowledge on the intervention by implementers 
were key barriers to implement such interventions (Fakha 
et  al., 2021; Maruthappu et  al., 2015), while appointing 
champions to promote the interventions or assigning tran-
sition roles for staff were strong facilitators (Fakha et al., 
2021; Threapleton et al., 2017).

Because of the complexity of implementing interventions 
such as TCIs, various implementation strategies described 
as methods used to improve adoption, implementation, 
and sustainment of interventions in health care practice 
were developed (Proctor et al., 2013). A few examples of 
such strategies include assessing for implementation read-
iness and identifying barriers/facilitators, involving exec-
utive boards, obtaining formal commitments, involving 
patients, expanding roles/shifting tasks, or using an imple-
mentation advisor (Cochrane, 2015; Powell et al., 2015). 
These strategies, especially when tailored to the context, 
can have potentially positive effects on the implementation. 
Yet, their use is either rare or not correct when observed 
in practice, where “we learn as we do” is more likely the 

trend (Powell et al., 2019). Hence, there is an ambiguity on 
how to best embed these interventions in the actual world 
of transitional care practice, whereby even implementation 
strategies that can work in one setting might not in another.

Moreover, there is limited knowledge on the partic-
ular implementation of TCIs focusing on older adults 
with chronic diseases moving between hospital and home 
or community settings. A thorough study of all of the key 
aspects of implementation is still lagging behind in this 
field of care. Hence, there is merit to closely investigate this 
implementation in the real-life context and to obtain an 
in-depth understanding on what are the practical issues or 
guarantors of success.

The Case: Four Transitional Care Interventions
In 2018, a government-led pilot project was launched in 
Leuven, within the Flemish region of Belgium, which aimed 
to improve integrated care for people with chronic diseases 
(Integreo, 2018). The main objectives were to improve the 
outcomes of population health, improve patient and pro-
vider experiences, and achieve better cost efficiency (Goderis 
et al., 2020). Within this project, four interventions focused 
on transitional care. This collective retrospective case study 
investigates the implementation of these four TCIs: (a) in-
termediate care center, (b) envelope action/medication rec-
onciliation, (c) caring neighborhood teams, and (d) chronic 
heart failure care program for enhancing care transitions 
of older adults with chronic disease between hospital and 
home or community settings (Zorgzaam Leuven, 2018). The 
four TCIs were created in reference to guidance provided 
by the government on integrated care; however, the specific 
components of each of the interventions were developed 
from an assessment of the local care needs of the population 
in Leuven. The needs assessment was a result of discussions 
and consensus among a multidisciplinary team in the region, 
including general practitioners (GPs), homecare organiza-
tions, hospitals, social/community services, and a community 
pharmacists’ network who agreed on the local care needs 
and designed the interventions accordingly (Winter, 2020).

This study aimed to qualitatively examine the four cases 
from an implementation science perspective, informed by 
the viewpoints of project coordinators and health care 
professionals involved in the implementation of the TCIs. 
The main study objective was to examine three key imple-
mentation aspects: (a) to explore which factors influenced 
the implementation of the TCIs, (b) to identify if any imple-
mentation strategies were used to implement the TCIs, and 
(c) to report on the implementation outcomes of the TCIs 
and the overall success.

Research Design and Methods
Study Design and Case Selection
This study used a qualitative collective case study research 
design (Crowe et al., 2011; Yin, 2009). We selected a case 
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study design with an interpretative and constructivist ap-
proach in order to obtain a naturalistic and an in-depth 
understanding of a complex and context-dependent issue 
(implementation of TCIs) as perceived by health care 
professionals (Crowe et al., 2011; Stake, 1995). Cases were 
defined as the four TCIs. For each case, data were collected 
using interviews to explore various implementation aspects 
from the perspectives of project coordinators and health 
care professionals.

Intervention Selection and Description

An initial meeting with the project coordinators of the 
overarching integrated care pilot project led to the identi-
fication and selection of the interventions, which were fo-
cused on transitional care for older adults between hospital 
and home or community settings, implemented in Leuven. 
Table 1 describes each intervention based on information 
retrieved from the official project website and documents 
provided by the project coordinators (Zorgzaam Leuven, 
2018).

Participants

First, we identified the key contacts within the overarching 
integrated care project, who helped us determine the TCIs 
cases and directed us to the core project coordinators of 
these specific interventions. The project coordinators were 
particularly knowledgeable and played a critical role in 
developing and implementing the four TCIs (Hamilton 
& Finley, 2019; Palinkas et  al., 2015). These project 
coordinators were interviewed then asked to suggest ad-
ditional potential candidates using the snowball sampling. 
We ensured the inclusion of participants with either an 
in-depth knowledge of the TCIs’ implementation and/or 
those who were involved in delivering the interventions di-
rectly (Hamilton & Finley, 2019). We invited 24 candidates 
for interviews by e-mail and sent a study information doc-
ument and consent forms. Saturation was determined as 
reached when new interviews became redundant and pro-
vided little new information (Guest et al., 2016).

Data Collection

Interviews
We conducted individual semistructured interviews using 
an interview guide (in the Dutch language) with questions 
and prompts specific to either project coordinators or health 
care professionals (Hamilton & Finley, 2019). We devel-
oped the questions with the aid of published frameworks 
and concepts on implementation factors, strategies, and 
outcomes. Hence, we used the Consolidated Framework for 
Implementation Research (CFIR) interview tool in order to 
obtain perspectives on the implementation of the TCIs; for 
the complete interview guide, see Online Supplementary 

Material Section 1 (CFIR, 2022b; Damschroder et  al., 
2009; Powell et  al., 2015; Proctor et  al., 2011). The 
guide was tested prior to use among the research team, 
and two masters-level student researchers performed the 
interviews between February and April 2021, with either 
of the authors (A. Fakha or M. Leithaus) also present as 
observers. The interviews (lasting an average of 55  min) 
were conducted online using a data-protected video con-
ferencing tool then recorded and transcribed verbatim. 
Transcripts were translated into English by the students 
who are native Dutch language speakers and checked by 
author M. Leithaus as the Dutch-speaking researcher. Then, 
all transcripts were entered into NVivo (QSR International 
Software) for coding and analysis.

Data Analysis

We conducted a combined thematic analysis, starting with 
an inductive and then a deductive approach and following 
a six-step methodology (Braun & Clarke, 2006). This 
data-driven analysis with an interpretative and construc-
tivist approach served the objective of building knowledge 
about and understanding the implementation of the TCIs 
from the perspectives of individuals involved in the pro-
cess. Authors (A. Fakha and M. Leithaus) analyzed the data 
supported by NVivo; see Table 2 for steps of the inductive 
analysis and Online Supplementary Material Section 2 for 
illustrations of the coding. All transcripts were combined 
together, and the pooled data were used as one main unit of 
analysis to allow a collective data analysis and not a com-
parative one among the cases (Yin, 2009).

The second stage of the analysis followed a deductive 
approach and involved mapping data within the themes 
only pertaining to the influencing factors to the CFIR’s 
domains/constructs, using the CFIR’s codebook; see Online 
Supplementary Material Section 3 for the description of 
the CFIR constructs (CFIR, 2022a). This provided a fur-
ther classification and interpretation of the findings on the 
implementation factors.

Ethical Considerations

The study was approved by the Ethics Committee Research 
UZ/KU Leuven (approval number MP017284), and an in-
formed consent form was obtained from each participant.

Results
Participants’ Characteristics
Thirteen participants (five project coordinators and eight 
health care professionals) were interviewed as the fol-
lowing: four (Case A), two (Case B), five (Case C), and 
three (Case D). One participant was involved as a pro-
ject coordinator in both Cases A  and B, and hence was 
interviewed twice. The participants were almost equally 
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distributed between men and women; and their professions 
included pharmacists, GPs, nurses, physiotherapists, and 
cardiologists. All participants were located and working 
across the various care organizations relevant to each 
TCI implementation (Case). Table 3 provides a break-
down of the participants’ professional backgrounds and 
demographics.

Overview

Our thematic analysis yielded eight themes reflecting 
the three implementation aspects studied (implemen-
tation factors, strategies, and outcomes) for the four 
interventions combined. The relevant themes for each as-
pect are described later, see Online Supplementary Material 
Section 4 (Supplementary Figure 1) for listing of themes. In 
addition, a total of 28 codes were identified for the entire 
sample and across all themes; see Online Supplementary 
Material Section 2 (illustrations of the coding) for the indi-
vidual codes and count per each theme.

Aspect I–Implementation Factors

Four themes describing the factors influencing the im-
plementation of the TCIs emerged. By mapping the data 
within these themes to the CFIR domains/constructs, we 
obtained a clearer vision on the influencing factors, which 
were found across all the CFIR’s domains. Key barriers 
were linked to the inner setting (organizational level), while 
main facilitators belonged to the characteristics of the 
individuals and the process of engaging. Table 4 presents 
the corresponding influencing factors as per the CFIR for 
each theme, along with the supporting quotes.

Theme one: Significant barriers at the organizational level
According to participants, the implementation of the 
interventions was mainly hindered by a lack of organiza-
tional resources. They reported that the shortage of staff 
(e.g., nurses), heavy workloads, and insufficient time for 
care providers to perform their usual work duties plus 
new tasks exerted an extra pressure to implement the 
interventions (Table 4, quotes 3, 4). Moreover, participants 
indicated that low available funds for the implementation 
led them to operate with existing organizational budgets 
and resources (Table 4, quotes 5, 6). They reported that 
the budget provided by the government to care organiza-
tions and project coordinators was below the requirements 
to support the implementation of the interventions. This 
led to a lack of funds to hire more staff or pay overtime 
hours for existing staff in order to support the implemen-
tation. Correspondingly, one participant implied that not 
every organization could fulfill the structural demands as-
sociated with implementing a specific intervention. This 
was seen in Case D, in which large organizations had better 
capacity to implement versus smaller ones (Table 4, quote D

es
cr

ip
ti

on
 

C
as

e 
A

: I
nt

er
m

ed
ia

te
 c

ar
e 

ce
nt

er
 

C
as

e 
B

: E
nv

el
op

e 
ac

-
ti

on
/m

ed
ic

at
io

n 
re

co
n-

ci
lia

ti
on

 
C

as
e 

C
: C

ar
in

g 
ne

ig
hb

or
ho

od
 t

ea
m

s 
C

as
e 

D
: C

hr
on

ic
 h

ea
rt

 f
ai

lu
re

 c
ar

e 
pr

o-
gr

am
 

O
th

er
 f

ea
tu

re
s

U
se

 o
f 

th
e 

“S
iil

o 
ap

pl
ic

at
io

n,
” 

a 
di

gi
ta

l 
co

m
m

un
ic

at
io

n 
to

ol
 d

ev
el

op
ed

 a
nd

 u
se

d 
am

on
g 

ca
re

 p
ro

vi
de

rs
 w

it
hi

n 
th

e 
ce

nt
er

 
an

d 
ou

ts
id

e,
 w

hi
ch

 e
na

bl
ed

 c
on

ti
nu

ou
s 

co
m

m
un

ic
at

io
n 

flo
w

 t
o 

ar
ra

ng
e 

ca
re

.

 
 

H
om

e 
ca

re
 n

ur
se

–r
ol

e 
as

 h
ea

rt
 f

ai
lu

re
 p

a-
ti

en
t 

ed
uc

at
or

  
St

ru
ct

ur
ed

 t
ra

ns
it

io
na

l p
ro

to
co

l t
o 

gu
id

e 
po

st
di

sc
ha

rg
e 

ca
re

  
D

ev
el

op
m

en
t 

of
 a

 d
is

ch
ar

ge
 c

he
ck

lis
t 

in
 

th
e 

ho
sp

it
al

’s
 E

H
R

 s
pe

ci
fic

 f
or

 h
ea

rt
 

fa
ilu

re
 p

os
td

is
ch

ar
ge

 f
ol

lo
w

-u
p 

ca
re

  
E

-l
ea

rn
in

g 
co

ur
se

 f
or

 G
Ps

 o
n 

he
ar

t 
fa

ilu
re

 
m

an
ag

em
en

t 
 

A
ut

om
at

ed
 d

ia
gn

os
ti

c 
an

d 
qu

al
it

at
iv

e 
au

di
ts

 in
 G

Ps
’ E

H
R

 t
o 

im
pr

ov
e 

ch
ro

ni
c 

he
ar

t 
fa

ilu
re

 c
as

e 
fin

di
ng

N
ot

es
: C

O
V

ID
-1

9 
= 

co
ro

na
vi

ru
s 

di
se

as
e 

20
19

; E
H

R
 =

 e
le

ct
ro

ni
c 

he
al

th
 r

ec
or

d;
 G

P 
= 

ge
ne

ra
l p

ra
ct

it
io

ne
r.

a T
he

 d
ev

el
op

m
en

t a
nd

 im
pl

em
en

ta
ti

on
 o

f t
he

 T
C

Is
 w

er
e 

in
it

ia
te

d 
in

 2
01

8 
an

d 
co

nt
in

ue
d 

un
ti

l a
t l

ea
st

 2
02

1 
w

he
n 

th
is

 s
tu

dy
 w

as
 c

on
du

ct
ed

. A
ll 

fo
ur

 in
te

rv
en

ti
on

s 
w

er
e 

co
or

di
na

te
d 

by
 a

 c
or

e 
te

am
 o

f p
ro

je
ct

 c
oo

rd
in

at
or

s 
fr

om
 

w
it

hi
n 

th
e 

di
ff

er
en

t 
or

ga
ni

za
ti

on
s 

in
vo

lv
ed

 a
cr

os
s 

th
e 

in
te

rv
en

ti
on

s 
in

 t
he

 r
eg

io
n 

an
d 

no
t 

on
e 

pr
im

ar
y 

or
ga

ni
za

ti
on

 p
er

 in
te

rv
en

ti
on

.

Ta
b

le
 1

. 
C

o
n

ti
n

u
ed

http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnac128#supplementary-data
http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnac128#supplementary-data
http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnac128#supplementary-data
http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnac128#supplementary-data
http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnac128#supplementary-data


456� The Gerontologist, 2023, Vol. 63, No. 3

1). Furthermore, the absence of an integrated health in-
formation technology (HIT) platform within and between 
different care organizations compromised the communica-
tion among teams and the exchange of patients’ medical in-
formation during care transitions (Table 4, quotes 2, 7, 8). 
Participants also identified another barrier to implementa-
tion in the outer setting of the implementing organizations. 
The presence of multiple and misaligned governmental 
health care policies (federal or regional) and a fragmented 
financing structure for integrated care services impeded 
a smooth implementation of the interventions (Table 4, 
quotes 9, 10).

Theme two: Power of committed individuals–“the key 
triggers and facilitators”
Across the cases, the presence of a triad of highly motivated, 
committed, and self-driven care providers who initiated the 
implementation with a bottom–up approach was perceived 
as a big facilitator (Table 4, quote 11). Participants 
emphasized that the implementers’ strong willpower, 
combined with their great enthusiasm to improve care for 
older adults with complex care needs was necessary to the 
implementation of the interventions (Table 4, quotes 14, 
15). In addition, the existing work relationships among 
GPs, nurses, social workers, and other providers, along 
with supportive community resources, enabled a smooth 
implementation (Table 4, quotes 12, 13). Correspondingly, 
participants reported that engaging the right individuals 
(key stakeholders, champions, and innovation participants) 
was critical to the implementation (Table 4, quotes 16–19). 
In addition, participants highlighted that the champions of 
the TCIs played a key role in achieving buy-in for imple-
mentation through being present at implementation sites 

and leveraging their internal connections. These champions 
created awareness about the interventions, motivated 
care providers, and convinced them to adopt it. Similarly, 
involving the key stakeholders and players, such as 
pharmacists’ representatives in Case B or large GP practices 
in Case C, facilitated the implementation, according to 
participants’ viewpoints (Table 4, quote 20).

Theme three: Imperfect fit between interventions’ 
components and older adults’ profile
The interventions’ design and elements at times mismatched 
the care needs and characteristics of the target population 
of older adults, which in turn impeded the implementation 
(Table 4, quote 21). From the participants’ point of view, 
the patient identification criteria of some interventions 
(Cases C and D) or the ability to accommodate their com-
plex medical and psychosocial needs was difficult (Table 4, 
quotes 22, 23). Nevertheless, it was indicated that some-
times the older adults’ insufficient knowledge on how an 
intervention works (Case B), their low information tech-
nology (IT) competences, or insufficient awareness of the 
interventions’ components posed challenges to the imple-
mentation (Table 4, quotes 24, 25).

Theme four: Disruption of implementation by COVID-19
Participants reported how the coronavirus disease 2019 
(COVID-19) pandemic disrupted the implementation of the 
interventions in various ways. Mainly, there were difficulties 
in communication among care providers, which was prob-
lematic in managing and implementing the interventions 
(Table 4, quotes 26, 27). Furthermore, during COVID-19 
the numbers of older persons enrolled in the interventions 
were much lower such as in Case D, so that home education 

Table 2.  Six Steps of Inductive Thematic Analysis (Braun & Clarke, 2006)

Steps Description 

1. Familiarizing with the data Authors (A. Fakha and M. Leithaus) read through the full transcripts in order to familiarize them-
selves with the data and obtain an overall preliminary understanding of the content, alongside 
taking important notes.

2. Generating initial codes The lead researcher (A. Fakha) started the inductive coding of all transcripts by first generating ini-
tial codes from the data, then collating the relevant extract data under each code. Simultaneously, 
M. Leithaus independently cocoded all the same transcripts. After rounds of coding, A. Fakha 
and M. Leithaus reviewed and compared the codes along with the coded data extracts, and minor 
disagreements were discussed and resolved.

3. Searching for themes Following four rounds of coding and adjustments, A. Fakha developed an initial set of potential 
summary themes.

4. Reviewing themes A. Fakha and M. Leithaus jointly reviewed the themes in relation to both the codes and the entire 
data set in an iterative way until both agreed on the final themes and their meaningfulness. Then, 
they developed a thematic map to provide an overview of the analysis.

5. Defining and naming themes The research team developed, discussed, and agreed on a clear description, detailed summary anal-
ysis, and naming of each theme.

6. Producing the report The research team produced a final report summarizing the key analysis results with selected 
quotes from the data, which they aligned it with the existing literature on implementation science 
concepts.
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of the chronic heart failure program patients was discon-
tinued (Table 4, quote 28). As seen in Case C, by contrast, 
the implementation of this intervention was accelerated 
during the pandemic in light of an urgent need for creating 
a sense of community, delivering medications to homes, 
providing support, and making formal agreements with 
hospitals on discharge policies (Table 4, quote 29).

Aspect II–Implementation Strategies

Theme five: Engagement as a significant 
implementation strategy used
Bringing all key actors together, creating knowledge ex-
change collaborations, capitalizing on existing health care 
providers’ unions, and identifying early adopters were seen 
as the main engaging activities that supported the imple-
mentation of the four TCIs. In Case A, project coordinators 
indicated that health care providers in the hospital and in-
termediate care center, home care nurses, and pharmacists 
were actively engaged and brought together to establish 
working agreements for the intervention.

“A moment with healthcare providers from the hospital 
and the center and another one from home setting and 
nurses from the center. It was really a moment that they 
were engaged of making these agreements, which is very 
important.” (Project Coordinator, Case A)

Furthermore, project coordinators explained how they 
ensured the buy-in and active participation of health care 
providers by communicating the processes required for the 
interventions and demonstrating the benefit.

“I started to explain this action and always with the 
nurse or the head nurse of the department and then try 

to convince them or make them see the benefit of it.” 
(Project Coordinator, Case B)
“We actually just set up these processes and then 
communicated them to the doctors. They were very 
happy that there was a process and noticed immediately 
that it went well. So it didn’t really take much effort 
to get people on board. The team spirit was there from 
the start … especially with the doctors that went very 
smoothly.” (Project Coordinator, Case A)

Utilizing the existing health care providers’ unions was 
another way to bring together all interested parties and key 
stakeholders (e.g., pharmacists’ associations and home care 
organizations), leading to higher engagement in developing 
protocols for implementing interventions such as in Case 
D. Moreover, the implementation of interventions, for ex-
ample in Cases A and B, was supported by collaborating 
and engaging with the university hospital in Leuven, which 
helped project coordinators exchange expertise and know-
ledge. Similarly for Case C, it was reported how the im-
plementation of caring neighborhood teams was driven 
by ensuring a bottom–up cooperation and involvement. 
Therefore, primary health care providers with an already 
innovative idea were identified and invited to take lead in 
implementing the intervention.

“The early adopters, who are the people already working 
on things and who are the quickest to get involved or 
who want to take the lead. And so, we brought them 
together to say, this is what we want to do, we are going 
to start up neighborhood teams … do you want to co-
operate and are you prepared to set up a neighborhood 
team in your area together with us? So, that is how we 
approached it.” (Project Coordinator, Case C)

Table 3.  Description of the Participants

Cases 

Participantsa 

Organization type 
Time of involve-
ment in the TCI Profession (N, gender)

Case A  
Intermediate care center

Project coordinators: Pharmacists (3W) Community pharmacists’ providers’ net-
work

Approximately 
3 months

HCP: Homecare nurse (1M) Homecare organization
Case B  
Envelope action/medica-

tion reconciliation

Project coordinators: Pharmacist (1W) Community pharmacists’ providers’ net-
work

Average of 3 yearsb

HCP: Pharmacist (1W)

Case C  
Caring neighborhood 

teams

Project coordinators: Physiotherapist (1W) Hospital Average of 3 yearsb

HCP: Physiotherapist (1M), GP (2M), Policy 
advisor welfare and care (1W)

Primary care group practice, GP group 
practice, Government administration 
for Leuven city

Case D  
Chronic heart failure 

care program

Project coordinators: GP (1M) GP group practice Average of 3 yearsb

HCP: Cardiologist (1M), Nurse (1M) Hospital

Notes: W = woman; M = man; HCP = health care professional; GP = general practitioner; TCI = transitional care intervention.
aAll participants are White, of European origin (race).
bTime of involvement in each intervention could be variable but is presumable to be an average of 3 years, between year 2018 when the development and imple-
mentation of the interventions started, and until at least 2021 when this study was conducted.
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Also, the appointment of a reference person with a fa-
cilitator role for the intervention was perceived a manner 
to drive the implementation and help resolve arising issues.

“… that is really very important in implementation that 
there is a person … the person of that intervention …” 
(Project Coordinator, Case B)

Theme six: Implementation guided by overarching project 
plans and protocols
Participants explained how a formal implementation blue 
print for the interventions was lacking and instead a ge-
neral project plan existed. This plan was developed for all 
interventions combined and in collaboration with health 
care providers and organizations involved; however, it was 
modified since its initiation and was not followed exactly 
as it should be.

“Now, of course, that plan is evolving and in the mean-
time it is already four years old. So, we no longer im-
plement exactly what was in the original plan at the 
time, but we do implement the broad outlines.” (Project 
Coordinator, Case A)

Protocols, guidance documents, and training plans 
were developed to support the implementation. However, 
participants noted that health care providers implementing 
the interventions did not always adhere to the exact pro-
ject plans or their predefined responsibilities but rather 
implemented them in a more intuitive manner.

“So there was like a protocol to make sure the opera-
tion or implementation would be good.” (Project coor-
dinator, Case A)
“… and then a protocol was drawn up. This is how 
the care should be for heart failure patients, and these 
are everyone’s responsibilities.” (Project Coordinator, 
Case D)

Theme seven: Imperative elements and suggestive 
strategies for future sustainability of the interventions
Participants recommended a number of strategies for the 
future sustainment of the implementation of the four TCIs. 
First, securing sufficient and continuous funding for the 
interventions was expressed as crucial to maintain the re-
sources (e.g., staff and HIT) needed for implementation.

“There is always a financing side to sustainability.” 
(health care professional [HCP], Case C)
“… so more funding, more resources, more staff for the 
primary care areas … and better means of communi-
cation … better e-health possibilities integrated in the 
medical files …” (Project Coordinator, Case D)

Second, involving the government and vouching for sup-
portive policies for providers of transitional care (e.g., re-
imbursement structures) was seen as another key strategy.

“I think the general lesson is that around transition of 
care, the government should be a real partner of care 
providers to make this possible. I  think that is a pre-
condition. I feel that is still not enough. I also think that 
the region should be given the freedom to experiment 
and that sufficient financial resources should be made 
available to make this possible.” (Project Coordinator, 
Case A)

Third, building strategic partnerships, making formal 
agreements, and instituting the interventions within large 
health care organizations were indicated as highly needed.

“I think a broader partnership is needed. I  say if you 
want a home care worker at the table locally, then that 
also has to be coordinated supra-locally and that is why 
in the future we are going to have a real partner consul-
tation with the strategic partners, where we can make 
agreements with the management level of home care 
services … of umbrella organizations of residential care 
centers about how their staff can be involved.” (HCP, 
Case C)

Fourth, ensuring the presence of motivated implementers 
(e.g., champions of the interventions) that lobby continu-
ously for the interventions to keep it going on, as well as 
building a team capacity with the right skills, was indicated 
as instrumental for sustainability.

“I think first of all you have to have a permanent team 
that coordinates everything and that can fill in and 
handle everything perfectly. And to ensure continuity, 
who know what they are doing.” (HCP, Case D)

The last strategy suggested was to consistently monitor 
the implementation of the interventions and to obtain con-
vincing data on patient outcomes in order to demonstrate 
the interventions’ benefits and help sustain it.

Aspect III–Implementation Outcomes

Theme eight: A satisfactory and quick-start 
implementation
Participants regarded the implementation as favorable, and 
indicated that the implementation started rather quickly 
and smoothly with noticeable enthusiasm and collabora-
tive work, see Table 5.

Adoption of the interventions by the health care 
providers was high initially, and many were easily con-
vinced, attracted, and open to adopting the new practices, 
although it slowed as time passed. The adoption was high 
among the pharmacists and also providers with a younger 
age who were more willing to adopt new innovations. 
Participants indicated that developing an intervention from 
within; and by the health care providers of each community, 
created a sense of group feeling and promoted its adoption.

Appropriateness of the intervention’s components to 
the care needs of the target population of older adults was 
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sometimes not achieved, according to the participants. For 
example, in Case C, the neighborhood caring team’s in-
tervention provided overarching services to various target 
groups in the community, which might not fit the specific 
needs of each group. Participants noted that health care 
providers tend to presume the needs of the older adults and 
decide on their behalf. However, in some instances, health 
care providers were keener to involve and ask the older 
adults for their needs and then helped them to acquire it.

The interventions were perceived as of high “accepta-
bility” and added value to the older adults. Participants in-
dicated that older adults were satisfied and felt supported 
and acknowledged with the care services provided by the 
interventions.

“Fidelity” to the interventions’ core components has 
changed across the implementation, whereby some were 
performed in the same manner and as originally planned, 
but some interventions’ components were no longer 
delivered or were adapted according to the local context 
(i.e., community needs such as in Case C).

Discussion
Findings revealed that the prominent implementa-
tion barriers of the four TCIs were linked to the organ-
izational setting and included insufficient resources and 
funding, a small structure with low capacity, suboptimal 
internal work networks and communication, and discon-
tinuous information exchange between care providers. On 
the other hand, the project coordinators and health care 
providers’ great motivation and commitment, as well as 
strong beliefs and favorable attributes to initiate and drive 
the implementation, were facilitators. Also, the presence of 
champions for the TCIs fostered the process further. In this 
study, strategies used to implement the interventions were 
limited yet largely focused on engaging the right people, 
such as early adopters, key actors, and existing partners. 
Participants suggested other key strategies are needed (e.g., 
monitoring and lobbying for transitional care policies) to 
continue the implementation of the four TCIs in the fu-
ture. Overall, participants perceived the implementation 
outcomes as favorable, as indicated by quick and high 
adoption, as well as general acceptability, yet participants 
also reported variable appropriateness of the interventions’ 
components to the needs of the older adults.

The current results are in line with our previous work 
on factors influencing the implementation of TCIs in ge-
neral, as reported in a scoping review (Fakha et al., 2021). 
However, unlike the scoping review, in this case study, we 
found a clear distinction implying that key barriers belonged 
to the organizational setting while facilitators were linked 
to the characteristics of individuals and the implementation 
process (engaging). Similarly, Lutz et  al. (2020) showed 
that health care providers’ willingness, commitment, and 
ownership were enablers for the implementation of TCIs. 
Our results were further mirrored in a systematic review Ta
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on implementing integrated care interventions, which 
identified factors at organizational and health care system 
levels (e.g., limited staffing capacity, poor communication, 
and restrictions in funding reimbursement systems) as im-
plementation barriers (Sadler et al., 2019). In contrast with 
this, however, it was seen in other studies on the imple-
mentation of TCIs that individual-level factors behaved 
more as barriers or had a mixed influence (Fakha et  al., 
2021; Geerligs et al., 2018). Another important barrier in 
this study was the lack of coordinated and well-structured 
national health policies to support the implementation of 
the four TCIs. Likewise, this resonates with recent evidence 
from Belgium indicating that its current federal govern-
ment structure, health care financing system, and lack of 
digital system/data sharing among providers hinders the 
implementation of care integration in general (Danhieux 
et al., 2021). One factor we missed in this study was leader-
ship which was not pointed out explicitly as a crucial factor 
to the implementation, as frequently recognized in the lit-
erature (Fakha et al., 2022). Perhaps this could be because 
the project coordinators and health care professionals saw 
themselves as the leaders and facilitators of the four TCIs, 
hence driving through the implementation accordingly.

Our analysis deduced that engagement was the major 
implementation strategy used, although it was performed 
intuitively, and without any previous decision. It is most 
likely that the strategies used came habitually to project 
coordinators and health care providers and were outside 
their awareness of growing evidence indicating the essen-
tial role of using implementation strategies to put new 
interventions in practice. Nonetheless, these strategies coin-
cide with known ones (e.g., facilitation, conducting educa-
tion/training meetings, and obtaining work commitments) 
being used in the implementation of other TCIs (Toles et al., 
2021). At the same time, in this study, there was no local 
needs assessment, identification of barriers and facilitators 
beforehand, or development of monitoring systems, which 
are commonly recommended implementation strategies 
(Powell et al., 2015).

According to our study, the individuals’ realm of per-
sonality, attributes, beliefs, and cognition was a distinguish-
able facilitator to the implementation. The underlying key 
lever here was their continuing motivation coupled with 
a strong intention to bring about the change (behave dif-
ferently to implement the four TCIs) in order to achieve 
expected outcomes. Our results confirm and expand the 
existing evidence regarding the role of human agency in 
changing behavior, as explained by various social cognitive/
behavioral theories (Bandura, 2001; Michie et al., 2011). 
Notably, it was established that motivation is essential to 
both instigate and direct behavior, especially new beha-
vior (Schunk & DiBenedetto, 2020). As per Michie et al.’s 
behavior system, motivation sits at the core and in be-
tween the individual’s capability (physical, psychological) 
and opportunity (all factors outside the individual, i.e., 
context) and can directly induce behavior (Michie et  al., 

2011). Therefore, it is of no surprise that implementing new 
interventions, such as TCIs, should involve considering this 
behavior system and choosing strategies to leverage the 
individual’s motivation and capability (Michie et al., 2013). 
Hence, focusing on the internal factors of individuals has a 
high potential to achieve a target behavior and thus imple-
ment new interventions.

Even though individual factors appear promising for 
enabling a successful implementation, individuals are 
often part of a whole organization. Organizational factors 
(mainly unavailability of resources) are frequently re-
ported, or better “blamed” as we saw in our study, for 
hindering the implementation of new interventions in 
transitional care. This rhetoric of organizational barriers 
necessitates further exploration. The concept of “organ-
izational adaptation” is relevant, whereby organizations 
can rearrange their existing capabilities (e.g., operational 
capacity, infrastructure, and financial resources) to imple-
ment a new intervention (Lengnick-Hall et al., 2020). As 
an example, a hospital wanting to incorporate a transi-
tion care nurse (considered a TCI) can do minimal adap-
tation by changing the job duties/description of a present 
frontline nurse without a new hire. This relates to looking 
inside organizations for slack resources–a cushion of extra 
staff, time, and space–that goes usually underassessed but 
can actually be used for implementing a new intervention 
(Mallidou et al., 2011). Organizations can be more dynamic 
in utilizing their capabilities to implement change by con-
tinuously reflecting/tweaking their inefficient work routines 
or taking low-cost initiatives (e.g., form new alliances be-
tween hospitals and homecare services in one region to en-
hance care transitions; Karali et  al., 2018). Nonetheless, 
these strategies are ultimately linked to the presence of 
individuals within the organization who also possess dy-
namic and influential capacities sufficient to foster change.

Strengths and Limitations
The present study has some limitations. Selection bias can 
play a role, however, the sampling methods used allowed us 
to obtain insights from the core individuals involved who 
were the closest to the implementation process. The number 
of participants and their occupations as interviewed per 
case was not evenly distributed, yet we chose to combine the 
data in one unit of analysis. Also, if more information on 
the participants’ age and length of time in each profession 
were available, it could have added to the interpretation of 
the findings. We note that the representation of diversity 
in a study sample is important. Therefore, if participants 
of other ethnicities were included, there might have been 
more diverse viewpoints presented, other elucidations to 
data patterns, and possibly better generalization of the 
results. The retrospective data collected were based on 
self-reporting and reflection, which could be subject to per-
sonal recall biases. Nevertheless, our study’s strength lies in 
providing a broad and in-depth understanding of how the 
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implementation of TCIs occurs in real-life, using an imple-
mentation science approach.

Implications for Practice and Research
Given both the lack of insight about the influencing factors 
and the absence of a deliberate selection of implementation 
strategies prior to implementing the four TCIs, we hereby 
propose recommendations to implement TCIs using imple-
mentation science concepts.

(1) Understand the context early on―Prior to any im-
plementation effort, a thorough assessment of the contex-
tual factors is vital and gives a heads-up to implementers. 
Checking what can hinder/enable the implementation 
in a specific context can help capture the complexity of 
the settings involved, especially in transitional care. This 
allows implementers to understand the capabilities and 
opportunities existing in their current context, and whether 
a new TCI has a chance to be implemented.

(2) Use implementation strategies―Choosing strategies 
from the various available taxonomies can guide the 
implementers on how to best implement a TCI (Powell 
et al., 2015). Specific strategies must be carefully selected 
according to their effectiveness as well as the ability to ad-
dress the relevant influencing factors.

(3) Empower the people and forge partnerships―
Implementing TCIs is a team activity and requires leveraging 
the personal factors of the individuals involved. Knowing 
what motivates, activates, and inspires the individuals and 
offering it to them can support the implementation of a 
new TCI. Also, creating partnerships is nevertheless critical 
in transitional care; involving the key actors necessary for 
implementing a TCI can only propel the process.

(4) Research―First, future studies should examine more 
bottom–up initiatives of implementing TCIs performed 
with an intuitive implementation approach. This would 
allow comparison of such studies with planned pilots and 
trials. Second, developing implementation strategies tai-
lored to TCIs and testing its effectiveness in practice is 
needed.
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