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Abstract

Background/Objectives: Older adults are at high risk for adverse outcomes as they transition
from hospital to home. Transitional care interventions primarily focus on care coordination and
medication management and may miss key components. The objective of this study is to examine
the current scope of hospital to home transitional care interventions that impact health-related
outcomes and to examine other key components including engagement by older adults and their
caregivers.

Design: Scoping Review.

Methods: Eligible articles focused on hospital transition to home intervention, measured primary
outcomes post-hospitalization, used randomized controlled trial designs, and included primarily
adults aged 60 and older. Articles included in this review were reviewed in full and all data were
extracted that related to study objective, setting, population, sample, intervention, primary and
secondary outcomes, and main results.

Results: Five hundred sixty-seven records were identified by title. Forty-four articles were
deemed eligible and included. Most common transitional care intervention components were
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care continuity and coordination, medication management, symptom recognition, and self-
management. Few studies reported a focus on caregiver needs or goals. Common modes of
intervention delivery included by phone, in person while the patient was hospitalized, and
in person in the community following hospital discharge. The most common outcomes were
readmission and mortality.

Conclusion: To improve outcomes beyond healthcare utilization, a paradigm shift is required

in the design and study of care transition interventions. Future interventions should explore
methods or novel interventions for caregiver engagement; leverage an interdisciplinary team or
care coordination hub with engagement from underrepresented specialties such as social work and
occupational therapy; and examine opportunities for interventions designed specifically to address
older adult and caregiver-reported needs and their well-being.
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Older adults are at high risk for adverse outcomes as they transition from hospital

to home, including rehospitalization, loss of function,2~* and death.* As a result,

numerous transitional care interventions have targeted this group. Many of these transitional
care interventions contain similar components, primarily focusing on care coordination/
continuity and medication management.>—8 These components have documented efficacy

in reducing healthcare utilization, such as readmissions or hospitalizations.>~11 Although
these are important aspects of improving older adults’ care transitions, they do not
comprehensively address all suboptimal outcomes related to older adult transitions.

To address the range of suboptimal outcomes associated with older adults’ care transitions,
we must address additional aspects documented as issues for older adults and their
caregivers (unpaid, family members, or friends) during the transition. Additional aspects
documented as challenges in prior research include function (e.g., older adults ability to
complete self-care, social, and household activities), engagement (e.g., active participation in
care and interventions), health and well-being, care planning, and education.2-411-14 Naylor
et al. provide a framework for examining important components of transitional care (such as
older adult and caregiver education, engagement, and well-being and continuity of care), but
does not examine how existing interventions address these components.1> Another review
summarizes certain aspects of the interventions, such as pre versus post-discharge contact,
but focuses primarily on outcomes!! and examines only a few prominent transitional care
interventions in-depth.18 Given the complex care needs of transitioning older adults, it is
also important to examine the providers used as interventionists and use of interdisciplinary
care teams.1’

The purpose of this scoping review is to examine the current scope of hospital to home
transitional care interventions, including their mechanisms and ability to mitigate a broad
range of suboptimal outcomes. Information gleaned from this review can help guide future
intervention work to improve outcomes for older adults transitioning from hospital to home.
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In this scoping review, we synthesized transitional care interventions for older adults
transitioning from hospital to home. We selected a scoping review over other types

of reviews because it best aligns with the objective of summarizing the quantity and
characteristics of the literature by design and other key features,® and we followed
guidelines set forth for conducting systematic scoping reviews.1® Specially, we focused on
peer-reviewed, randomized controlled trials (RCTs) to examine the current scope of hospital
to home transitional care interventions that impact health-related outcomes and other key
components including engagement by older adults and their caregivers.

Search strategy

We conducted the review from electronic literature searches of CINAHL, PubMed, and
Scopus to identify peer-reviewed English (because the authors are English literate) original
research studies published between January 2000 and February 2021. These dates were
chosen to focus on most recent transitional care interventions, while including most
prominent models developed in the early 2000s. We chose these databases to achieve a
good representation of medical, health sciences, and social sciences literature. We used

the following search terms: ((“Coordinated-Transitional Care” OR “continuity of care” OR
“care transition” OR “care transitions” OR “hospital to home” OR “transitional care” OR
“discharge plan” OR “discharge planning” OR “Patient Discharge” ) AND ( (“high risk”
OR high-risk OR at-risk OR “chronically ill” OR “medically complex” OR “complex
medical” OR comorbid* OR multimorbid* OR “multiple conditions” ) AND ( outcome or
intervention OR rehospitaliz* ) AND ( geriatric OR senior OR aged OR older OR elder
OR “80 and older” OR gerontolog*) NOT ( (surgical OR surgery OR “skilled nursing” OR
“long-term care” OR “day surgery”).

Inclusion criteria

We included articles that met the following criteria: focused on hospital (non-1CU) transition
to home or discharge planning intervention for hospitalized individuals going home,
measured primary outcomes post-hospitalization, used randomized controlled trial (RCT)
designs, and included primarily adults aged 60 and older.

We excluded articles that met the following criteria: were a narrative review, meta-analysis,
commentary, secondary analysis, protocol, or pilot or feasibility study, did not report data
on primary/main outcome, and did not include any direct contact with the older adult and/or
caregiver. We also excluded programs designed specifically for individuals recovering from
stroke or hip fracture, as these programs focused on recovery from acute events with specific
treatment programs not applicable for a more general medical population of older adults.
We did not exclude studies focused on prevalent comorbidities in the older adult population,
such as heart failure or chronic obstructive pulmonary disease (COPD), as many transitional
care interventions for older adults have been designed to consider management of these
comorbidities. Care transition interventions for older adults with heart failure and COPD
have similar characteristics to those focusing on a general medical population, which makes
them relevant to the present research questions.
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Data extraction and synthesis

Risk of bias

Results

We reviewed eligible articles in full and extracted data related to study objective, setting,
population, sample, intervention component, primary and secondary outcomes, and main
results. Given the focus of the review on intervention components, we extracted information
on type or mode of intervention delivery, purpose of each contact, the focus of the content
delivered during intervention contacts, frequency and duration of contact, who delivers the
intervention, who receives the intervention, and level of caregiver involvement.

In order to synthesize study characteristics, we summarized the study setting, target

age group, population health conditions, and sample characteristics (age, race, sex). We
synthesized content delivered in each intervention into components of transitional care,
using prior research as a guide for organizing the data.1> We categorized level of caregiver
involvement by 1) had no described involvement in the intervention, 2) were involved in
older adult components of the intervention, and/or 3) received specific attention to their
own needs or goals. We summarized intervention follow-up with older adults and caregivers
by frequency and mode (e.g., phone, home visit). We also summarized types of healthcare
professional or other professional/volunteer involved in the intervention, as well as primary
and secondary outcomes associated with each intervention.

We used the ROBIS tool to identify concerns in the review process and judge risk of bias in
this review.20 We categorized concerns in the review process into: article eligibility criteria,
identification and selection of articles, data collection and study appraisal, and synthesis and
findings.20 In summary, we defined the objectives of the review and eligibility criteria prior
to review. Therefore, concern regarding specification of eligibility criteria was low.2% Two
authors (DL and NW) were involved in article identification and selection. We used several
databases, a variety of search terms, and additional methods (e.g., bibliography review)

to identify articles for potential inclusion. Therefore, concern regarding identification and
selection was low.29 We determined relevant article characteristics for data extraction and
synthesis prior to conducting the review. We also assessed risk of bias formally. Therefore,
concerns regarding data collection and appraisal were low.20 Last, the synthesis included
all articles that were determined eligible by authors (DL and NW) using pre-determined
criteria. The pre-determined plan for synthesis of results adequately addressed the research
questions of the review. Therefore, the concerns regarding synthesis and findings were
low.20 Given that concerns in conducting a review, outlined above, were addressed and
selected publications were relevant to the authors’ research questions, overall risk of bias in
this review was considered low.20

Search results

We identified 567 records by title through searching CINAHL, PubMed, and Scopus (Figure
1). We identified 17 additional articles through other sources (e.g., bibliography review).
After removing duplicates, DL and NW screened 511 articles by abstract. Four hundred
twenty-seven were deemed ineligible per inclusion and exclusion criteria, and we reviewed
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the remaining 84 articles in full. We excluded 40 articles after full-text review, most
commonly due to not being an RCT, not reporting primary outcomes in the article, not
focusing on inpatient to home transition, and the majority of the sample not being older
adults. Forty-four articles were deemed eligible and included in this review (Figure 1).

Setting and Sample characteristics

The majority of the studies were conducted in the USA, Australia, Denmark, and China
(supplemental Table S1). Studies commonly focused on individuals with heart failure,
multiple chronic illnesses, and/or other readmission risk factors. Sample sizes, mean age,
race/ethnicity, and sex are summarized for each study in supplemental Table S1.

Transitional care intervention components

Components included in each intervention are mapped in Figure 2 by number

of studies in this review. We used the studies included in this review as

a guide for defining each component (Supplemental Table S2), while using

prior research on transitional care components as a supporting framework.1°

As shown in Figure 2, the majority of the studies included aspects of care

continuity and coordination as a part of their intervention (24/44).21-44 Several

studies included aspects of medication management (15/44),21-2527,29-31,34-36,44-46
symptom recognition and care seeking (11/44),21:22,2526,30,32,34,37,38,47.48 ge|f-management
(11/44)'22,25,32,34,38,43,45,47—50 older adult engagement (10/44)’22,25,29,33,34,41—43,51

disease management (10/44),26:31-33,39,42,43,46.48,52 and/or older adult education
(9/44)26,28,30,31,33,37,39,43.47.48 i, their interventions. A few studies also included aspects
of community and social services (8/44),22:24.31,3542.44,51.53 fynction (6/44),24:31:36,50,53,54
exercise (7/44),55-%1 nutrition (4/44),2462-64 home environment and accessibility
(4/44),2428.31.53 nsychological and emotional support (3/44),30:38.49 and/or caregiver
education (2/44).31.33

Caregiver involvement

The majority of studies did not describe caregiver involvement in the intervention
(29/44).22-24,26,27,30,32,35,36,38-45,47,50,52,53,55-61,64 Other studies (14/44) reported involving
caregivers in older adult components of the intervention (i.e., components that

were designed for the older adult, but the caregiver was invited or encouraged to
join).21,28,29,33,34,37,46,48,49,51,54,62,63 On|y a few studies reported a focus on caregiver needs
in the interventions, described as either assessing caregiver goals or values (3/44)29.3351
and/or assessing caregiver competency and providing training to caregivers (2/44).31:33

Modes and frequency of intervention contacts

The modes and frequency of intervention contacts are represented in Table 1. Modes of
intervention delivery included by phone (24/44),21:22,25.28,30-34,37,38,40-44,48-50,54,56-58 i
person while the older adult was hospitalized (27/44),22:23.26,27,29-33,37,40-51,54,55,57,58,62,64
in person in the community (29/44),23-2531-37,39-44,46,50,52-54,56,57,59-64 an in person in
the outpatient setting (2/44).26:35 A majority of the studies reported using a combination

of delivery modes (27/44),22:23.25,26,30-35,37,38.40-44,46 48-50,54,56-58,62-64 \yith 15 studiies
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reporting using two modes?2:23.25.26,30,34,35,46,48,49,56,58,62-64 3 12 reporting using three
modes.31-33,37,40-44,50,54,57 Severa] studies reported using only one mode of intervention
delivery (17/44).21.24,27-29,36,38,39,45,47,51-53,55,59-61 Those studies that reported using only
one mode of intervention delivery used either the phone (3/17),21:28:38 in person while

the older adult was hospitalized (6/17),272945:47.51.55 or in person in the community
(8/17).24:36,39,52,53,59-61 An additional finding of this review was that no studies reported
using information technologies such as electronic health records, patient portals, or mobile
health applications as intervention modes. Two studies had older adults maintain a personal
health record, which was a physical document they could use to track their own care and
preferences.25:34

Intervention contact post discharge ranged from only once21:28:30.52 tg 32 contacts.51
The majority of studies (25/44)%2-25.28,30-34,37,39-44,46,48,49,54,56-58,62 jncluded both pre-
and post-discharge contact. Seven of the studies included in this review had only

pre- or at-discharge intervention contact,27-29:45:47.51,53,55 and twelve of the studies

had only post-discharge intervention contact.21:26.35.36.38,50,52,59-61.63,64 post discharge
contact duration ranged from one week to two years post-discharge. A large majority

of the studies included intervention contact within 1 month of hospital discharge
(37/44).21-26,28,30-44,46,48-50,52,54,56-64 Tyyenty studies included intervention contact in
months 2 and 3,24:26,31-33,35-38,42,46,48,49,56-61.64 Njjne studies included intervention contact
in months 4-6,23:26,32,42,46,56,57,61.62 On|y two studies included intervention contact
between 7-24 months,26:32

The majority of care transition interventions used nurses as interventionists
(28/44),24-26,28,30-44,46-48,50-52,56-58 \jth 17 of those studies using nurses with additional
training, such as specific transitional care training and specialty training (e.g., community
care, cardiology).25:26.28,30,31,33,34,37,39-42,44,46,48,50,58 Of the seven studies that included
physicians in the intervention, three included the primary care physician,31:35:36 three
included a specialist such as a cardiologist,27-2%:53 and one included both.26 Other roles
included in the interventions were Dieticians (5/44),2448.62-64 physical/Physio Therapists
(6/44),2455,57.59-61 gncial Workers (4/44),21:31.40.53 pharmacists (3/44),23:3145 Occupational
Therapists (3/44),24:5354 3 Community Health Worker (1/44).22 One study reported using
community volunteers.*% Only nine studies reported including interdisciplinary teams
(including more than one discipline) to implement the intervention.24:26:31,35,36,40,48,53,57

Readmission or hospitalization was the most common outcome assessed

in studies included in this review (33/44)%1-44.46-48,50.53,54,56,57,64 (Taple 2).

Many studies reported efficacy in reducing incidence of readmission or
hospitalization (17/44).23-26,28,29,31,33-35,38,40,41,47,48,56,57 Other common outcomes
included mortality (23/44),21.23.24,26-33,35,37,38,42,44,46-48,50,53,62.64 ity of

life (24/44),23.24,26-28,32,33,37-42,44,45,47,50,51,55,56,58,60,61.63 and functional status

(14/44).24,26,27,32,33,35,39,46,53,54,60,62-64 Sevseral reported significant improvements in
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mortality (7/44).26:31.3346-48,62 and quality of life (8/44),26.33.37:41,42,51,56.58 \yhile only one
study was efficacious in improving functional status.26

Discussion

The results of this scoping review support that, while many interventions designed for older
adults transitioning from hospital to home share common components, transitional care
interventions remain heterogenous. There are a few key components that are commonly
targeted, including care continuity and coordination, medication management, and symptom
recognition and care seeking. As a result, these components often emerge as focal

areas for transitional care interventions.>’ However, newer evidence reveals additional
important components, including older adult and caregiver engagement, education, and
well-being.2-15:65.66 Fyture research should explore mechanisms of incorporating these
components into interventions for older adults transitioning from hospital to home and how
to leverage related outcomes.

The lack of involvement of caregivers in care transition interventions reveals an important
challenge in addressing older adult and caregiver needs. For instance, there is a high
prevalence of older adults requiring help from caregivers with self-care, complex medical
tasks, and medication management, and caregivers themselves often experience poor health,
economic, and well-being outcomes.%” When caregivers are involved in care transition
interventions, it is rarely for the purpose of assessing and addressing their caregiving needs,
more often it is focused on the older adult’s needs. This is problematic as increasing
evidence highlights the important role caregivers play in helping older adults transition from
hospital to home.13:65:66 |ndeed, many states have recognized the importance of involving
caregivers in care transitions by passing the Caregiver Advise, Record, and Enable (CARE)
Act. This Act mandates hospitals to 1) ask patients if they want to identify a caregiver, 2)
notify that identified caregiver of the patient’s discharge, and 3) provide instruction to the
caregiver on tasks to be performed in the home post discharge.58 Future research should
explore methods to increase caregiver engagement and their potential influence on health
and functional outcomes for the older adult. This work could provide a foundation to help
hospitals meet the CARE act mandates and ultimately, better support older adults’ transition
from hospital to home.

The modes of intervention contact also vary across interventions. Most common modes
identified in this review were by phone, in home, or in hospital/clinic. Some have suggested
that in home contact is an important aspect, 1% while others used telephone only contact

and had success.?128:38 However, there is evidence supporting the importance of both

pre and post hospital contact.1® If not carefully considered in terms of other aspects of

the system (e.g., other tools, people involved, environments, etc.) mode of delivery can
have unanticipated consequences for transitional care outcomes, as well as intermediary
outcomes such as communication and team dynamics.®9 It is important to further examine
potential consequences of different modes of delivery in future work. An additional finding
of this review is that information technologies such as electronic health records, patient
portals, or mobile health applications appear to be underutilized as modes of intervention
contact for care transition interventions. Therefore, further reviews should focus on use of
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technologies in interventions for older adults transitioning from hospital to home to inform
future intervention research. There may be opportunities to expand the use of information
technologies, especially with the increased use of telehealth since COVID-1970 and funding
initiatives focused on improving healthcare quality through health information technology.’?

This review also reveals that the duration and frequency of the interventions contact vary,
with some trends, such as most common contact occurring from 1-3 months post-discharge,
after which contact becomes uncommon. The focus on shorter duration could be potentially
problematic for older adults that experience transitions as occurring over a longer period of
time as they attempt to integrate new functional limitations and self-management routines
into their daily lives.26566 There may be opportunities for bridging short-term interventions
from one set of providers to those delivering more long-term interventions. These may
require bridging multiple providers along the continuum of care including the hospital,
primary care, and community pharmacy. Further research is necessary to examine most
appropriate duration and frequency of intervention contact for these groups and which
providers would be best positioned to affect important short versus long-term outcomes.!
Further, it is important to examine how interventions could be stratified or tailored to match
specific needs of certain groups of older adults and caregivers, such as by intensity, duration,
or modality.

Interdisciplinary teams are relatively uncommon in delivery of the care transition
interventions. Use of team-based care appears more common during pre-discharge contact,
with post-discharge contact commonly conducted by a single profession or other trained
individual or volunteer. Some studies suggest that intentional transitional care delivered by
a multidisciplinary team leads to a reduction in healthcare costs and an improvement in
patient outcomes (e.g., length of stay),”2 and this could be especially important for older
adults with complex care needs. Teams in healthcare have also been shown to improve
patient satisfaction’3 and provider outcomes such as increased job satisfaction.”# Further
exploration of how teams can be effectively leveraged throughout the care transition process
will be important to achieving optimal quality and safety outcomes. It will also be important
to further explore the most prominent roles in post-discharge care, as there was significant
variability in our review. Nurses with and without additional training are commonly utilized
and cited as having knowledge and capabilities in many of the important transition care
components. However, it is important to consider why some roles are less represented and
explore potential contributions of additional disciplines, such as social work or occupational
therapy.

Last, we found that the majority of RCTs for older adults transitioning from hospital to
home focus on a similar limited set of outcomes, readmission or rehospitalization, mortality,
and quality of life. The most common outcomes are related to utilization and mortality,
which has been triggered by financial penalties for hospital readmissions.”® This finding is
consistent with the need to select outcomes that show impact of an intervention to important
stakeholders and healthcare systems to enable widespread adoption and sustainability.
However, in some cases, readmission may not be a negative outcome, but instead a rational
choice to prevent other adverse outcomes including death as exemplified by research in heart
failure patients.”>76 Some studies have examined other important metrics for older adults,
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such as function, quality of life, and psychological well-being, 2-411-14 put it is important
to further prioritize these metrics in intervention and study designs, such as by including
them as a primary outcome and considering how the intervention should be designed to
impact these metrics. Given the critical role of caregivers in care transition quality and
safety,13:65.66 fyture research on transitional care interventions should employ methods for
caregiver engagement, examine caregiver outcomes, and investigate whether caregiver and
older adult outcomes are related. There is also an opportunity to examine newer payment
models that could include caregiver engagement, older adult function, and safety issues

as important outcomes of care transitions.’ For instance, shared savings programs and
Medicare advantage plans promote time spent on improving care quality and coordination to
help address the broad range of suboptimal outcomes.”®

First, only RCTs that were published in English were included. Second, our review was
limited to databases of peer-reviewed journals, and thus, did not include ‘grey’ literature.
Third, choice of inclusion and exclusion criteria could be considered a limitation, such

as excluding transitional care interventions for hip fracture and stroke patients. These
populations may be important subjects for further review. Lastly, a formal quality appraisal
was not conducted, as scoping reviews aim to provide an overview of a topic and identify
gaps in knowledge and implications for future research agendas.

Conclusions

Current care transition interventions share some key limitations in addressing important
care transition outcomes, such as function and engagement among older adults and their
caregivers. To improve outcomes beyond healthcare utilization, a paradigm shift is required
in the design and study of care transition interventions. Future interventions should explore
methods or novel interventions for caregiver engagement; leverage an interdisciplinary
team or care coordination hub with involvement from underrepresented specialties such as
social work and occupational therapy; and examine opportunities for interventions designed
specifically to address older adult and caregiver-reported needs and their well-being. This
review also reveals important considerations for providers and organizations as to whether
existing measures to improve older adult transitions are optimally positioned to address their
target healthcare utilization and patient outcomes.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Key points
. Older adult care transition interventions have limitations.
. Interventions should consider caregivers, interdisciplinary teams, and older

adult and caregiver-reported needs and well-being.
Why does this matter?

A care transition intervention paradigm shift is needed to comprehensively improve older
adults’ care.
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PRISMA Flow Diagram of Search Strategy and Study Selection.
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Figure 2.
Map of Transitional Care Components by Number of Studies in Review.
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Duration and frequency of intervention contact.

Table 1.
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Table 2.

Primary and Secondary Outcomes by Outcome Domains.

Page 20

exercise

Qutcome Subdomain Qutcome details Outcomes, No. | Positive, No. (%)
domain
Total 208 83 (40)
Healthcare 7 37 (48)
utilization
Readmission or All-cause, disease-specific, and/or nonelective 45 24 (53)
hospitalization readmission. Some included planned readmissions.
Length of stay Including time to discharge home 5 3 (60)
Physician follow-up Contact with a physician (e.g., PCP, GP), GP 5 4 (80)
satisfaction with transition/ communication processes
Outpatient visit Occurrence of outpatient visits 6 4 (67)
Emergency service Emergency department or urgent care 11 0 (0)
utilization
Institutionalization Long-term care admission 2 0 (0)
Use of social services Meals-on-wheels, home nursing care, private care 3 2(67)
Health and 116 36 (31)
well-being
Mortality Death and time to death 26 8 (31)
Quality of life Assessment of Quality of LIfe (AQoL), EQ-5D-3L, 25 8 (33)
Minnesota Living with Heart Failure Questionnaire
(MLHF), St. George's Respiratory Questionnaire
(SGRQ), Eurogol Scale (EQ-5D), life satisfaction
Nutritional status Body weight, BMI, energy, dietary intake, Mini 5 3(60)
Nutritional Assessment (MNA)
Physical function Muscle/hand-grip strength, Six Minute Walk 13 6 (46)
Test6MWD, Timed up and go (TUG), 30-s chair-to-
stand, stability and balance, Cumulated Ambulation
Score (CAS)
Functional status Activities of daily living (ADL), Instrumental 14 1(7)
activities of daily living (IADL), mobility, Barthel
Index
Physical activity Physical Activity Scale for the Elderly (PASE) 1 1(100)
questionnaire
Cognitive function Mini-Mental State Examination (MMSE) 3 0 (0)
Self-rated health Also perceived health 5 3(60)
Falls Includes self-reported falls, fall risk, fall efficacy 4 1(25)
Psychological well-being Depression, anxiety, psychosocial adjustment to 12 2(17)
illness, stress, self-efficacy, social support
Blood tests Serum albumin, cholesterol, hemoglobin, lymphocyte | 2 0(0)
count
Heart failure self-care Maintenance, management, confidence, and 2 2 (100)
knowledge
Constipation As measured by tools like the Constipation 1 0 (0)
Assessment Scale (CAS)
Heart functioning Resting heart rate, left ventricular ejection fraction, 2 0 (0)
blood pressure
Health-related lifestyle Understanding of and adherence to diet, medications, 1 1(100)
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QOutcome Subdomain Qutcome details Outcomes, No. | Positive, No. (%)
domain
Quality of 15 10 (67)

Care
Prescribing appropriateness Criteria were developed according to the most 1 0 (0)
frequent medications prescribed to older adults and
the most frequent medical conditions for which older
adults consulted their general practitioners
Quality of care Includes quality of care transition 2 2 (100)
Cost of care 3 2 (67)
Satisfaction with care Includes satisfaction with discharge, care, education, 8 5 (63)
medications, referral
Discharge preparedness 1 1 (100)
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