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A B S T R A C T   

Background: Despite the breadth and diversity of research and policies on care transitions, research studies often 
report similar components that affect the quality and safety of care, including communication across professional 
groups and care settings, transfer of information, coordination of resources or training of healthcare personnel. In 
this article, we aim to deepen our understanding of care transitions by proposing a heuristic research framework 
that takes into account the components and factors influencing the quality and safety of care transitions in 
diverse settings. 
Methodology: Using a pragmatic qualitative narrative meta-synthesis of empirically grounded research studies (N 
¼ 13) involving 31 researchers from seven countries (Australia, Canada, Denmark, Germany, the Netherlands, 
Norway and the UK), we conducted a thematic analysis to identify the components analysed in the included 
studies. We then used these components to create a framework for researching care transitions. 
Results: Our narrative synthesis found that the quality and safety of care transitions are influenced by a range of 
patient-centred, communicative, collaborative, cultural, competency-based, accountability-based and spatial 
components. These components are encompassed within a broader set of dimensions that require careful 
consideration: (1) the conceptualising of the care transition notion, (2) the methodology for researching care 
transitions, (3) the role of patients and carers in care transitions, (4) the complexity surrounding care transitions, 
(5) the boundaries intertwined in care transitions and (6) care transition improvement interventions. These six 
dimensions constitute an analytical framework for planning and conducting research on care transitions in 
diverse settings. 
Conclusion: The proposed six-dimensional framework for researching quality and safety in care transitions offers 
a roadmap for future practice and policy interventions and provides a starting point for planning and designing 
future research.   

1. Introduction 

1.1. Background 

Care systems have historically been configured around discrete areas 
of specialised practice as a result of the persistence of professional and 
organisational boundaries (Waring et al., 2015). These boundaries 
include those between different care professionals (e.g. doctors, nurses 
and social workers), between care settings (e.g. primary, acute and so
cial care), and even between economic sectors (e.g. public, private and 
voluntary sectors). In other words, patient care is typically provided 
within a multitude of transitions across care settings. For instance, 

patient care may involve initial diagnosis in a primary or acute care 
setting, acute provision of care in a hospital setting and provision of 
follow-up care and rehabilitation in a community setting. A closer look 
at the typical care pathway shows that care is organised in a manner 
involving even more transitions, handovers and passage points as caring 
responsibilities are transferred between clinicians, teams and wards. 
Notwithstanding the subtle technical differences between these various 
forms of transition, research increasingly recognises that such transi
tions can easily complicate care processes, creating bottlenecks or pinch 
points that often occur in the form of communication and coordination 
problems, resulting in fragmented and unsafe care (Aase et al., 2017a). 
This phenomenon has led to calls for more patient-centred and 
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integrated ways of working, wherein services are organised around and 
with the patient rather than through professional silos or in distinct 
organisational settings. 

With regard to the study of patient safety, it is noteworthy that until 
recently, most international policies and research were equally con
cerned with identifying and ameliorating risks within care settings, such 
as in an operating theatre or emergency room. Despite the growing 
recognition of the importance of handovers and transitions within care 
organisations (Arora and Johnson, 2006; Catchpole et al., 2007; Cohen 
and Hilligoss, 2010; McFetridge et al., 2007), especially in terms of the 
need for improved inter-professional communication (Manser and Fos
ter, 2011), there has been comparatively less attention given to the 
transitions that occur between organisations. 

Although the underlying intent of human factors and systems 
thinking is to locate the safety of human behaviour in its inner and outer 
contexts, there has been a tendency to apply this thinking in relatively 
bounded ways, focusing on what might be termed the clinical micro- 
system (Mohr et al., 2004). There is usually some recognition of wider 
system factors, such as resource management or culture, but the focus 
has been on making improvements at the level of the individual or team 
or to departmental performance, often in the form of non-clinical skills, 
such as communication and decision making (Vincent, 2010). When 
these ideas are expanded to the realm of inter-team or 
inter-departmental working, such as care transitions, emphasis is usu
ally on improved communication and decision making, for instance, 
regarding care transition procedures. In other words, the primary locus 
often remains on the individual and group within a given setting, not on 
the setting and its influence on the individual and group. A better un
derstanding of the sources of (and threats to) quality and safety across 
care transitions is thus needed. Given the relatively limited amount of 
literature on care transitions between healthcare organisations and care 
settings, this paper aims to support future research and theory on care 
transitions by analysing exemplar studies and proposing a novel heu
ristic framework. 

1.2. The problem of care transitions between healthcare organisations 

The literature has established that transitions between hospitals and 
community care settings pose a significant challenge in terms of quality 
and safety (e.g., Coleman et al., 2004; Greenwald et al., 2007; Kripalani 
et al., 2007). In the hospital discharge literature, for example, Forster 
et al. (2003) conducted a major telephone survey involving 400 patients. 
They found that nearly 20% reported some form of adverse event 
following discharge from the hospital to the community; 6% of these 
adverse events were preventable, and 6% were ameliorable. Studies 
have highlighted a number of common threats to the quality and safety 
of hospital discharge associated with the management of medicines; 
provision of appropriate health and social care; incomplete tests and 
scans; fitting and use of home adaptation; and risks of falls, infections or 
sores (Glasby, 2003; Laugaland et al., 2012, 2014; Tierney et al., 1993; 
Waring et al., 2016). The underlying sources of these threats range from 
the factors related to patient conditions or co-morbidities to the quality 
of assessment of patient needs, availability of specialist resources in the 
community and other organisational and cultural factors (Storm et al., 
2014; Laugaland, 2015; Waring et al., 2016). 

Care transitions other than hospital discharge (e.g., at the point of 
admission to a hospital) are seldom reported in the literature. In 
contrast, there has been extensive literature on handover or hand-off (e. 
g., ambulance to emergency department [ED], ED to surgical or internal 
medicine ward and post-operative handovers), and the number of 
studies continue to grow. However, these studies are often limited to 
communication issues and to the use of checklists and protocols as 
improvement tools (Manser, 2013; Manser and Foster, 2011). 

Independent of the type of care transition in question, the current 
quality and safety challenges could have comprehensive consequences 
for a patient. Such consequences include increased mortality, morbidity 

and adverse events; treatment delays; a need for additional health ser
vices and tests; preventable readmissions to hospital; emotional and 
physical pain; or dissatisfaction with care coordination (Russell et al., 
2013). 

Evidence shows that a range of strategies are needed to ensure the 
quality and safety of care transitions. In the literature, both large- and 
small-scale interventions have been assessed at different levels and in 
different target groups, including people within a specific geographical 
area, those with a particular disease or disability and people with spe
cific care needs (World Health Organization, 2016). Despite some pos
itive results, the literature on care transitions has identified several flaws 
in the evidence base, such as possible selective reporting; heterogeneity 
in intervention types, patient populations enrolled and outcomes 
measured; limited descriptions of implementation processes; and failure 
to report important contextual aspects that may have influenced the 
success or failure of the care transition strategy being studied (Rennke 
et al., 2013). 

Knowledge in the field of care transitions is characterised by frag
mentation and standardisation. By fragmentation, we mean that 
knowledge is dispersed over different disciplines, research communities, 
theoretical concepts and scientific journals, with little opportunities for 
collaboration. By standardisation, we mean that knowledge is concerned 
with a limited number of areas or measures to address care transitions 
(e.g., communication tools, handover protocols and professional roles). 

As such, in studying care transitions, there is a need for a more ho
listic approach that recognises the role of individuals and teams in their 
local environmental context, the influence of wider system dynamics 
and the persistence of social and cultural factors that condition and 
transpose these system dynamics. Apart from focusing on proximal 
factors influencing care transitions – such as actions, conditions or 
triggers seen as primary or immediate elements – research must also 
focus on distal factors, including the underlying or system-level issues 
that are commonly mentioned when participants explain the outcome of 
a care transition. These are the persistent or cross-cutting issues that 
impact the quality and safety of care transitions by exerting a contextual 
influence on care transition planning and timing, referral processes, 
resource constraints or organisational demands (Laugaland et al., 2014; 
Waring et al., 2016). 

Thus, there is a need for a heuristic model or an analytical framework 
to investigate the contextual, organisational and sociocultural aspects of 
care transitions. In this paper, we aim to address this need by proposing 
a framework based on empirical findings gathered from seven countries 
and analysed to establish a distinct conceptual foundation and a road
map for researching care transitions. This position paper aims to 
determine how the quality and safety of care transitions across care 
settings are understood and how improvement efforts reflect particular 
assumptions about the nature of these transitions. By examining this 
growing field of study, we also propose implications for future research. 

2. Methods 

2.1. Design 

Our paper is a pragmatic narrative meta-synthesis of 13 empirically 
grounded research studies on care transitions (Table 1). It is pragmatic 
in the sense that the primary research studies included in this synthesis 
paper were identified and selected based on their inclusion in an inter
national collaborative project that convened research teams from 
around the world to share their learnings on quality and safety in care 
transitions (Aase et al., 2017b). Each study in the abovementioned 
collaborative work was included in order to gain, either theoretically or 
empirically, a new understanding of care transitions; the inclusion of 
each study was based on the current track record of the corresponding 
researchers in their respective fields. Moreover, the studies were located 
within the broader literature on quality and safety in care transitions, 
with the aim to identify, develop and contribute new knowledge. Given 
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that this paper does not include a thorough or systematic review of the 
literature, it should be regarded as a pragmatic position paper. 

The diversity of research designs and the breadth of findings of the 
13 primary studies made standardised data extraction and evidence 
review impractical. As such, a qualitative narrative meta-synthesis was 
adopted (Thomas and Harden, 2008). This approach more easily ac
commodates different theoretical traditions, research methodologies 
and empirical findings, with the aim of identifying emergent and 
cross-cutting themes. Specifically, thematic narrative synthesis is an 
inductive approach wherein the research findings and themes from in
dividual studies are organised into descriptive and analytical themes 
that both build on and elaborate new conceptual links between the 
findings of these individual studies. 

2.2. Analysis 

We read and re-read each study to identify (1) the underpinning 
conceptual understanding and operational definition of care transitions, 
(2) the theoretical framing in the broader literature on quality and 
safety, (3) the methodological orientation, (4) the substantive empirical 
focus, (5) the main empirical findings and analysis and (6) the recom
mendations for policy and practice. Through this process, we identified 
overarching or aggregate descriptive and analytical themes that served 
as the foundations of the proposed heuristic framework. For example, all 
of the primary studies described in different but complementary ways 
the importance of boundaries, although with varying degrees of theo
retical grounding. Similarly, nearly all of the primary studies high
lighted the importance of patient-centred care, which also showed 
varying degrees of significance. By conducting a review across and 
within the studies, we developed the heuristic themes. We then collected 

and reviewed these themes through an iterative process that involved 
drafting and sharing written interpretative summaries, deliberating 
ideas and elaborating cross-cutting themes. This process led to an early 
collection of themes that were related back to the existing literature on 
care transitions to understand how these themes confirm, challenge and 
contribute to the existing theories and debates. A preliminary outline of 
these themes was described in an edited collection that resulted from the 
international collaboration (Aase et al., 2017b), which we subsequently 
revised and expanded, resulting in the heuristic care transitions frame
work presented in this paper. 

3. Results 

In our analysis, we identified six distinct themes common among the 
included primary papers. These themes indicate the complexity of 
researching the quality and safety of care transitions, and they constitute 
the building blocks of a possible analytical framework for care transi
tions. The themes are as follows: (1) conceptualisation, (2) methodol
ogy, (3) the role of patients and carers, (4) complexity, (5) boundaries 
and (6) improvement interventions. 

3.1. Difficulty of conceptualising care transitions 

In our analysis of the primary papers as well as in the broader 
literature within the field, there were numerous diverse terms and 
concepts used to describe and analyse care transitions. Prominent syn
onyms or adjacent concepts include handover, integrated care, care 
coordination, transitional care, handoff, transfer, patient journey and 
patient pathway (see Table 1). Thus, there is a lack of conceptual clarity 
and no globally accepted definition of care transitions (Aase et al., 

Table 1 
The primary studies and their qualifications for inclusion.  

Authors Country Care transition type Care transition 
concept 

Study method(s) Main empirical theme(s) 

Laugaland, Dyrstad & Aase Norway Acute admissions to hospital, 
discharge from hospital to 
community care 

Transitional care Observations, 
interviews 

Recruitment processes, data 
collection strategies 

Bragstad & Foss Norway Discharge from hospital to 
community care 

Transitions Questionnaire Instrument development, post- 
discharge outcomes 

Scott UK General admissions and discharge Care transitions Documents, survey, co- 
design 

Patient experiences of safety, 
feedback 

Dyrstad & Storm Norway Acute admissions to hospital, 
discharge from hospital to 
community care 

Transitional care Observations, 
interviews 

Next-of-kin perspective: advocacy, 
information brokering, support 

Marshall UK In-hospital transitions at stroke 
units 

Patient (bed) moves Observations, 
interviews 

Empathetic care, emotional processes 

Scott, Flynn, Chan & Sujan UK, Canada Pre-hospital emergency transitions Handover, transitions Case study, 
improvement project 

Handover improvement 
interventions, patient and family 
involvement 

Storm Norway Hospital admissions and discharge Transitional care Observations, 
interviews 

Competency: professional, system, job 
tasks and functions 

Bishop & Waring UK Discharge from trauma orthopaedic 
unit 

Care transitions Observations, 
interviews 

Knowledge brokering roles, practices, 
collective interaction 

Rapport, Braithwaite, 
Mitchell, Westbrook & 
Churruca 

Australia Transitions for people with chronic 
conditions and for older people 

Transitional care, care 
coordination 

Documents, system 
reform samples 

Care coordination programmes: 
chronic conditions, older people 

Østergaard, Madsen, 
Petersen & Siemsen 

Denmark Various in-hospital handover types Handover Action research design 
process 

Handover design elements: 
leadership, team roles, training 

De Bont & Zwart Netherlands Transitions between hospital and 
primary care centres 

Patient transitions, 
transitional safety 

Team reflection 
approach, interviews 

Care transition safety programme, 
evidence-based reflexivity 

Heskestad & Aase Norway Transitions between primary and 
secondary care providers 

Transitional care Observations Educational programme elements, 
inter-organisational knowledge 
transfer 

Groene, Pimperl & 
Hildebrandt 

Germany Health services integration across 
primary and secondary care 

Integrated care Documents, system 
reform sample 

Best practice model, population-based 
integrated care 

Note: N ¼ 13. Source: Aase et al. (2017b). The basis for the international collaborative project on care transitions involved twin projects conducted in Norway (‘Quality 
and safety in the transitional care of the elderly’; Research Council Norway No. 204637) and in the UK (‘An ethnographic study of knowledge sharing across the 
boundaries between care processes, services and organisations: the contributions to safe hospital discharge’; National Institute for Health Research, Health Services 
and Delivery Program). Thus, more studies were presented from these countries (five from Norway and four from the UK) than from other countries. 
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2017a). 
In an effort to achieve some conceptual clarity and in consultation 

with our international collaborators, we treat care transitions as a broad 
and collective term free from specific preconceptions. Specifically, care 
transitions is defined and operationalised to encompass a wide view on 
inter-professional and inter-organisational interactions related to pa
tient movements across care settings. The care transition concept is 
positioned somewhere between clinical handovers (between teams or 
shifts) on one end of a continuum (Østergaard et al., 2017) and inte
grated care on the other end (Groene et al., 2017). It recognises that 
handovers and associated forms of inter-professional communication 
and collaboration are essential features of effective care and invariably 
contribute to care transitions. However, these concepts do not neces
sarily entail the transition of care between care settings, and they may 
include the transfer of care responsibilities between teams or shifts in a 
relatively bounded space or location. A care transition, therefore, refers 
more explicitly to the passage of patients and their care from one setting 
to another. It is closely related to transitional care, although distinct 
from it given that care transitions broadly describes the movement of 
care provision from one setting to another, whilst transitional care de
scribes a particular package (e.g., specific measures) or mode of care (e. 
g., care of older patients) to support or enhance continuity before, 
during and after movement. That is, transitional care is the specific 
package of support offered during a care transition. 

Advancing a broad and collective approach to care transitions affects 
how we view quality and safety in care transitions. The accomplishment 
of high-quality and safe care transitions thus relies upon the coordina
tion of multiple professionals working within and across multiple care 
processes, settings and organisations, each group with its own distinct 
ways of working, profile of resources and modes of organising. Based on 
our thematic analysis, the following description forms the basis for our 
framework for quality and safety in care transitions: 

Quality and safety in care transitions encompass patient-centred, 
communicative, collaborative, cultural, competency-based, account
ability-based and spatial components to ensure interaction among the 
patients and carers, the healthcare professionals and the organisations as 
patients move across care settings. 

By patient-centred we mean the inclusion of the unique perspective 
(knowledge and experience) of the patients and carers in all phases of 
care transitions. By communicative we mean the shared understanding of 
medical histories and plans for future care, wherein specialists might 
have different insights. By collaborative we mean the reconciled and 
mutually coordinated efforts of all stakeholders involved in care tran
sitions. By cultural we mean the distinct meanings, values, assumptions 
and beliefs that guide care transition practices. By competency-based we 
mean the distinct professional knowledge of clinical job tasks, functions 
and systems related to care transitions. By accountability-based we mean 
the institutional socio-legal roles and responsibilities of different spe
cialists involved. Finally, by spatial we mean the structure of different 
geographical locations (home, hospital and community) that require 
different transportation means to facilitate care transitions. 

3.2. Methodological challenges 

As a subject of enquiry, care transitions are approached from many 
research, improvement and policy perspectives: from group psychology 
and human factors to social and political theories, from applied process 
re-engineering projects to exploratory ethnographic studies and from 
large-scale policy innovations to local improvement initiatives. The 
included primary studies illustrate this diversity (see Table 1), from an 
observational study exploring the emotional processes of patients 
involved in care transitions at a stroke unit (Marshall, 2017) to the 
design and evaluation of a care transition programme between hospitals 
and primary care centres (De Bont and Zwart, 2017). 

The inherent variability in empirical focus, from the micro-process of 
decision making to the broader organisational and cultural factors, poses 
methodological challenges in research and practice. In particular, the 
best approach to gather evidence for the analysis of care transitions to 
illuminate the multitude of issues involved and to ultimately achieve 
service improvement remains unclear. By drawing from their experi
ences in an observational study on complex care transitions for frail 
older patients across multiple stakeholders, Laugaland et al. (2017) 
proposed 10 methodological challenges as well as recommendations 
related to recruitment processes and data collection priorities. Addi
tionally, Bragstad and Foss (2017) described their lessons from devel
oping a survey instrument—the Discharge of Elderly 
Questionnaire—which targets the experiences of patients and their 
carers, and they offered broad recommendations for those interested in 
conducting survey research on care transitions. The variability of com
ponents and contextual issues surrounding care transitions most often 
warrants fierce prioritisations in the research design, with different ex
pectations or preferences for evidence amongst research disciplines, 
professional groups, service leaders and patient and carer groups. 
Possible remedies include increased multidisciplinary research initia
tives, meta-analyses and large-scale research programmes on care 
transitions. Common recommendations among the included papers are 
the use of both quantitative and qualitative perspectives, which are 
beneficial to research and practice, and – more importantly – the use of 
mixed-methods designs that can potentially offer greater breadth and 
depth in understanding care transitions. That is, research needs to bring 
to light the lived care transition experiences from the perspective of 
patients, carers and professionals. These experiences of quality and 
safety can then be located in their immediate or proximal context of 
interacting social actors and human factors and – in turn – in the context 
of distal factors consisting of broader socio-cultural, organisational and 
regulatory dynamics. Paying attention to the methodological and 
theoretical aspects of any one of these dimensions is illuminating and 
important in its own right, but it is arguable that only by integrating 
lines of evidence and understanding from across these dimensions can 
the components influencing the quality and safety of care transitions be 
adequately understood. 

3.3. Distinct role of patients and carers 

A major finding of our analysis is the endorsement and support for 
better involvement of patients and carers in care transition processes. 
The primary papers included in our synthesis study powerfully 
demonstrate in different ways the roles that patients and carers can play 
in creating and sustaining quality and safety in care transitions. 
Healthcare professionals often have a limited viewpoint on and insight 
into the entirety of the care system and processes involved in care 
transitions. In short, they operate in spatial, temporal and professional 
silos. In contrast, patients and carers have a unique perspective 
regarding receiving and providing information about care processes 
across these silos and boundaries. 

Scott (2017) described how patients understand safety in care tran
sitions differently from clinicians and how they can be involved in their 
own safety. Dyrstad and Storm (2017) detailed the prominent role of 
carers in complex care transitions for older patients, highlighting the 
contributions of the former through advocacy, information brokering 
and support. Aase et al. (2017a) supported the use of patient journeys by 
documenting the stories of Eva and Thelma, elderly patients with hip 
fractures and with additional diagnoses and co-morbidities who were 
reliant on a number of medications and care services. Their stories shed 
light on common issues, such as communication and information ex
change, multiple actors and professional boundaries as well as different 
coordination and collaboration challenges. Despite these exemplary 
accounts and the increasing body of literature (e.g., Bate and Robert, 
2007; O’Hara et al., 2019), there are still challenges related to valuing 
and incorporating the experiences of patients and carers into the 

K. Aase and J. Waring                                                                                                                                                                                                                         



Applied Ergonomics 89 (2020) 103228

5

planning, organisation and improvement of care transitions. Care tran
sitions reinforce the need for patient and carer involvement as they offer 
a unique perspective regarding these transitions, and this perspective is 
often unknown to clinicians and managers. 

3.4. Complexity surrounding care transitions 

All of the papers included in our narrative synthesis describe the 
different aspects of complexity surrounding care transitions, from the 
context of improving handover in emergency care transitions in British 
Columbia (Scott et al., 2017) to the transitional care issues related to 
system-level reforms and programmes for people with chronic condi
tions and older people in the Australian healthcare system (Rapport 
et al., 2017). Due to their complexity, care transitions have been 
described in many ways; sometimes care transitions are recognised as 
being embedded within and as a product of the complex systems of care 
that characterise most, if not all, healthcare systems. The included pa
pers show healthcare as a complex adaptive system characterised by 
variability, non-linearity and complex interactions, which collectively 
place extraordinary demands on the stakeholders involved to ensure the 
quality and safety of care transitions. Take, for example, emergency 
pre-hospital care, which often involves many transitions within a short 
period of time and numerous stakeholders (Scott et al., 2017), such as a 
community care worker visiting a patient in their home, the emergency 
services call handler, a rapid response unit, an individual paramedic, an 
ambulance crew, the patient’s family and the ED staff. In such a sce
nario, multiple aspects could influence the quality and safety of patient 
care, ranging from the communication between the actors involved to 
the role of the patient and family members. 

Complexity can be experienced at the horizontal level of the care 
transition journey, such as in the pre-hospital care example above, as 
well as in terms of non-linear, parallel and recursive processes. In other 
care transition settings, such as care coordination for people with 
chronic conditions or for older people, complexity can be seen in the 
way care transitions involve many false stops, dead ends and revolving 
doors (Rapport et al., 2017). However, by placing care transitions in the 
wider, system-level context, it becomes possible to understand the ver
tical dimensions, such as the interaction between local teams, work 
routines, organisational policies and procedures, funding systems and 
regulatory pressures. This vertical positioning further supports the need 
for research to address the proximal and distal factors that influence 
quality and safety at multiple levels, namely, from the clinical 
micro-system to the meso- and macro-care system. Such complexity is 
exacerbated by contemporary policy expectations for enhanced vertical 
and horizontal integration across healthcare, social care and public 
health. Our collection of primary papers sheds light on both the hori
zontal and vertical complexities of care transitions. 

3.5. Boundary issues 

Our synthesis paper supports the idea that care systems are both 
characterised by and complicated by organisational and professional 
boundaries. Such boundaries are consistently shown to influence and 
inhibit the types of inter-professional and inter-organisational work that 
is integral to the delivery of high-quality and safe care transitions 
(Waring et al., 2015). This boundary issue is tightly coupled with the 
complexity surrounding care transitions, and our analysis documents 
the distinct and important role of boundaries inherent in this 
complexity. The persistence of a diverse set of social, cultural and 
institutional boundaries – for instance, the boundaries of professional 
competencies and knowledge brokering activities across professional 
groups during care transitions – are presented in several of the included 
papers (Bishop and Waring, 2017; Storm, 2017). 

In summary, our analysis highlights how the quality and safety of 
care transitions is influenced by at least four overlapping types of 
boundaries. Organisational boundaries can be seen in the extensive 

number of units and service providers involved in the provision of care 
(e.g., ED, surgery, orthopaedics, nursing homes and community-based 
services), each of which has a distinct boundary in terms of its care re
sponsibilities and purpose; distinct funding, resources and governance 
arrangements; and organisational identity. Knowledge boundaries are 
related to differences in the underlying knowledge or expertise that 
define and influence the organisation and provision of care. Such 
boundaries can be seen, for example, in the challenges related to un
derstanding medical histories and in planning future care, wherein 
different specialists have different insights, and problems can arise from 
miscommunication. This scenario is often associated with the need for 
improved communication or information exchange, but it can also apply 
to more tacit and less explicit forms of knowledge that separate or isolate 
areas of health and care (Waring et al., 2014). Knowledge boundaries 
are often embedded within professional boundaries in terms of the insti
tutional socio-legal roles and the responsibilities of the different spe
cialists involved; such boundaries determine who can do what. 
Furthermore, cultural boundaries are found in the distinct meanings, 
values, assumptions and beliefs that guide the professional practices of 
care transitions. Importantly, our synthesis demonstrates how these 
boundaries overlap and pre-suppose each other, that is, organisational 
boundaries tend to overlap or reinforce professional boundaries, and 
professional boundaries in turn align with cultural and knowledge 
boundaries. At the same time, these boundaries are not interchangeable 
and must be recognised and analysed as distinct domains that influence 
the quality and safety of care transitions. 

3.6. Expanding the toolbox of improvement interventions 

Many of the efforts made to improve the quality and safety of the 
current care transition practices are patterned on those of other high- 
performing industries and sectors. Such efforts focus on the level of an 
individual or a team, especially the development and implementation of 
guidelines and checklists. More specifically, there has been considerable 
interest in communication and the application of communication tools; 
there has also been interest in building on the improvements realised in 
clinical handovers (Coleman et al., 2006). These improvements range 
from the use of face-to-face or inter-professional handover checklists to 
electronic communication systems that work across primary, secondary 
and community care settings. It remains the case, however, that limited 
understanding of the complexity of care transitions has resulted in the 
use of interventions that are typically operationalised within care set
tings and at the level of the individual or of a small group. As such, they 
are not always well suited to quality and safety improvement across care 
settings and at the level of the care system. Overall, this synthesis of the 
included primary studies conducted in diverse healthcare settings doc
uments how improving the quality and safety of care transitions requires 
identifying strategies and interventions that are explicitly targeted at the 
horizontal and vertical complexities of care transitions. 

Some of the included papers in our analysis offer novel insight into 
the approaches and interventions specifically developed to address the 
horizontal and vertical dimensions of care transitions. The Transitional 
Incident Prevention Program described by De Bont and Zwart (2017) 
shows the potential contribution of reflexive discussion to gaining better 
understanding and improving the safety of care transitions. Here, the 
horizontal dimensions of shared understanding and collaborative 
working practices among general practitioners and hospital doctors 
were improved through direct personal communication and by 
strengthening their informal relationships. Horizontal coordination 
through inter-professional and inter-organisational dialogue was further 
developed by Heskestad and Aase (2017), who described the potential 
benefits of the Meeting Point intervention in supporting knowledge 
exchange. Taking a broader system-wide perspective by addressing 
vertical coordination, Groene et al. (2017) described how the Healthy 
Kinzigtal model developed in Germany can provide a potential solution 
in the form of system-level governance and responsibility for care 
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transitions. This model takes a socio-economic perspective on care 
transitions, providing incentives and capacity for providers and pur
chasers to overcome the fragmentation in care delivery. 

4. Discussion 

Our synthesis of empirically-based research studies formed the basis 
of the proposed six-dimensional framework (conceptualisation, meth
odology, patient and carer focus, complexity, boundaries and improve
ment interventions) for researching quality and safety in care 
transitions. The framework offers a roadmap for planning, designing and 
conducting research studies on care transitions, and it provides direction 
for future research and policy interventions. 

4.1. Application of the care transition framework 

Our suggested framework for care transition research is empirically 
grounded in a set of primary research studies conducted in different 
countries with different contextual and clinical settings. These studies 
vary in different ways, from involving pre-hospital acute settings to 
highlighting long-term care for people with chronic conditions, from 
studying micro-level emotional processes to macro-level integrated care 
models and from being patient focused to nation focused (Table 1). 
Thus, the framework should not be interpreted as generic in any sense 
but rather as a motivational and directional compass when expanding 
the theoretical and methodological perspectives of care transitions. 
Nevertheless, our pragmatic synthesis suggests that the crux of the 
matter regarding the quality and safety of care transitions extends 
beyond national or local considerations, indicating that most healthcare 
contexts have something in common that renders care transitions 
challenging. 

Based on our synthesis, we arrived at a set of learning points or 
recommendations related to the six dimensions in our care transitions 
framework: 

4.1.1. Conceptualisation 
In conducting research on care transitions, there is a need to clarify 

in advance which components of the care transition concept the study 
seeks to understand and/or influence. We suggest that the following 
components are relevant to quality and safety in healthcare: patient 
centeredness, communication, collaboration, culture, competence, 
accountability and spatiality. 

4.1.2. Methodology 
When planning a research study on care transitions, decisions con

cerning proximal (e.g., relevant practices, geographic locations, actors 
involved and care transition components) and distal (e.g., contextual 
factors, cultural issues and institutional configurations) factors must be 
established. Possible methodological remedies include the use of 
multidisciplinary, mixed methods and/or multi-component improve
ment approaches. 

4.1.3. Patients and carers 
There is a pressing need for care transition studies that focus on how 

the experiences of patients and carers can be captured and used in a way 
that is meaningful and beneficial for improvements. A useful remedy is 
the utilisation of patient journeys or patient stories to depict care tran
sition variability and complexity. 

4.1.4. Complexity 
Care transitions should be regarded as complex processes that take 

place within complex systems. Understanding the proximal and distal 
factors and the horizontal and vertical complexities of care transition 
processes is necessary to advance the research field. Variability, non- 
linearity, interactions and adaptability are key research concepts that 
capture such complexity. This ultimately results in the need for a deep 

understanding of care transition work processes, organisational policies 
and procedures, funding systems and regulatory practices and pressures. 

4.1.5. Boundaries 
Understanding the nature of different types of boundaries is key to 

advancing the research on care transitions. Collective involvement in 
knowledge work, opportunities for cross-boundary interaction during 
daily practices and development of collective trust are vital issues in this 
respect. Brokering as a means to reduce the challenges in care transitions 
boundaries should be acknowledged across healthcare settings. 

4.1.6. Interventions 
Communication or handover interventions centred on points of 

interaction within discrete care settings can certainly enhance the 
quality and safety of care transitions, but these interventions have a 
limited capacity to address and ameliorate the broader distal factors that 
influence and shape care transitions. Improvement interventions, 
therefore, must build on the clinical micro-system and address the 
system-wide and socio-cultural factors associated with the diverse 
boundaries that characterise complex care transitions. Intervention 
bundles that include care transition components beyond the communi
cative and micro level are thus necessary. 

4.2. Future research 

Moving beyond the care transitions framework, our synthesis paper 
has also revealed more generic research needs in order to improve the 
quality and safety of care transitions. More specifically, we suggest a set 
of topics that could serve as starting points in planning and designing 
future research: 

� Patient- and carer-centred approaches: Given the distinct role of pa
tients and their carers in care transitions, there is a need to investi
gate the different roles they can play in planning and decision- 
making processes, as well as the role they play as a medium for 
communication and knowledge exchange. Participatory approaches 
and patients and/or carers as co-researchers should serve as useful 
points of reference (e.g., Ellins et al., 2012).  
� Expansion in the methodology used to map patient movements: As a 

patient is often the only point of continuity and consistency across 
the complex care pathway, there is a need for more extensive inte
gration of different methods that consistently map patient move
ment. Current approaches, such as patient tracking, shadowing, 
storytelling and diaries, should be applied in care transition research 
to a greater extent (e.g., Waring et al., 2014). Exploiting such a 
methodology requires sufficient time and resources and warrants 
new forms of analysis. 
� Stakeholder involvement in shared responsibility: Care transition plan

ning and coordination require the involvement of all relevant 
stakeholders. The existing literature on care transitions (e.g., Glasby, 
2003) consistently recommends the importance of shared and 
multidisciplinary decision making. However, this practice is easier 
said than done, especially when meetings and decisions conflict with 
organisational and spatial boundaries. We therefore call for re
searchers to identify new forms of stakeholder involvement in order 
to acknowledge the central involvement of patients and carers as 
well as to define the incentives and professional and cultural drivers 
of shared responsibility. Examples of such research include the study 
on the presence of carers during hospital admissions or discharge 
(Dyrstad and Storm, 2017) or the study on joint meeting arenas 
among hospital and primary care healthcare personnel, patients and 
carers (Heskestad and Aase, 2017).  
� Bridging interventions: A multitude of measures and interventions are 

suitable to address the complexity of care transitions across stake
holders, organisations, professionals and patient groups. Research 
identifying the effect of care transition measures should focus on the 
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establishment of bridging interventions, that is, multicomponent and 
multidisciplinary interventions involving relevant stakeholders (e.g., 
Coleman et al., 2006).  
� Investigation of the vertical dimension of care transitions: As mentioned 

previously, we need to further investigate how care transitions are 
influenced by upstream organisational and system factors. This 
means that research needs to integrate, for example, regulatory, 
economic, political and cultural adversity as drivers of quality and 
safety in care transitions in order to identify the characteristics of 
vertical integration. Key issues in research focusing on care transi
tions’ vertical dimensions include system-based care models, trans
lational research, programme evaluation and transnational studies. 

4.3. Limitations 

We acknowledge that the pragmatic meta-synthesis presented in this 
position paper has a number of limitations. First, the synthesis draws 
upon a relatively small selection of primary papers derived from a pre- 
existing collaborative project. As such, it does not represent a system
atic review of the existing evidence base. That said, the authors did 
consult the wider literature when developing this collaborative project, 
and in different ways, each of the included contributions engages with 
the wider literature in its respective field. 

Second, and as a consequence of the first, this paper does not directly 
include research conducted within the US healthcare system. It should 
be noted that numerous prominent studies and interventions in the field 
have been produced by US-based research teams. These authors and 
teams were invited to participate in our collaborative project, but they 
were unavailable; nevertheless, their ground-breaking works were 
routinely used as key reference points in shaping our thematic analysis. 

Finally, and as discussed in this paper, overlap and tension exist 
between the concept of care transitions and the terms associated with 
handover and hand-off. Without intending to present one as more 
important than the other, and recognising that handover-type in
teractions are inherent to care transitions, we have endeavoured to 
distinguish between these concepts by focusing on the differences in 
terms of focus and scale. That is, handovers (and the like) tend to focus 
on interaction and communication between care providers at the point 
of transferring responsibilities, whereas care transitions focus on the 
passage or transfer of a patient between care settings. 
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