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Abstract
Background  Promoting safe and efficient transitions of care is critical to reducing readmission rates and associated 
costs and improving the quality of patient care. A growing body of literature suggests that transitional care (TC) 
programs are effective in improving quality of life and reducing unplanned readmissions for several patient groups. 
TC programs are highly complex and multidimensional, requiring evidence on how specific practices and system 
characteristics influence their effectiveness in patient care, readmission reduction and costs.

Methods  Using a systematic review and a configurational approach, the study examines the role played by system 
characteristics (size, ownership, professional skills, technology used), the organizational components implemented, 
analyzing their combinations, and the potential economic impact of TC programs.

Results  The more organizational components are implemented, the greater the likelihood that a TC program will 
be successful in reducing readmission rates. Not all components have the same effect. The results show that certain 
components, ‘post-discharge symptom monitoring and management’ and ‘discharge planning’, are necessary but not 
sufficient to achieve the outcome. The results indicate the existence of two different combinations of components 
that can be considered sufficient for the reduction of readmissions. Furthermore, while system characteristics are 
underexplored, the study shows different ways of incorporating the skill mix of professionals and their mode of 
coordination in TC programs. Four organizational models emerge: the health-based monocentric, the social-based 
monocentric, the multidisciplinary team and the mono-specialist team. The economic impact of the programs 
is generally positive. Despite an increase in patient management costs, there is an overall reduction in all post-
intervention costs, particularly those related to readmissions.

Conclusions  The results underline the importance of examining in depth the role of system characteristics and 
organizational factors in facilitating the creation of a successful TC program. The work gives preliminary insights into 
how to systematize organizational practices and different coordination modes for facilitating decision-makers’ choices 
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Introduction
Healthcare systems around the world are paying pro-
grammatic attention to reducing hospital readmission 
rates. They are considered an indicator of quality of care 
[1] and a common burden on healthcare systems, with 
reduced readmissions potentially reducing costs and 
improving quality of care. While some readmissions 
are unavoidable, due to the natural course of disease or 
worsening of chronic conditions, readmissions also occur 
because of suboptimal quality of care or poor communi-
cation between different care settings. Hospital readmis-
sions have long been of interest to researchers, and even 
more so in the last 15 years, when specific policies and 
strategies have been focused on reducing readmission 
rates [2]. For example, several countries have introduced 
both financial or non-financial incentives to reduce read-
missions, which may take the form of bonuses or penal-
ties such as a reduction in reimbursement to the hospital 
or the introduction of publication and transparency of 
readmission rates [3]. Along with these policies, there has 
been an increasing focus on the components that occur at 
the point of transition from hospital to home, as this is a 
vulnerable period of discontinuity and an area of emerg-
ing costs, even more so today and in the future given an 
ageing population with more long-term needs [4].

Promoting a safe and efficient transition of care is criti-
cal to reducing readmission rates and associated costs 
and ultimately improving the quality of patient care. It is 
therefore important to reduce the number of avoidable 
hospital admissions and to implement integrated dis-
charge programs that can ensure continuity of care after 
hospital discharge [5–6].

The concept of continuity of care emerges in response 
to the implementation of hospital discharge planning; 
although this concept is present in the literature, it is 
“more often assumed than defined” [7].

A transitional care intervention is a process of care 
under the umbrella of continuity of care [8] together 
with discharge planning interventions. Transitional care 
began to be discussed in the 1980s and is a process of 
care that consists of support services rather than follow-
up activities that begin before hospital discharge in the 
post-hospital setting [6]. It can be defined as “a broad 
range of time-limited services designed to ensure con-
tinuity of care, prevent avoidable poor outcomes in vul-
nerable populations, and promote the safe and timely 
transfer of patients from one level of care to another or 
from one type of setting to another“ [8]. The definition of 

transitional care isn’t specific about the events that mark 
the beginning and end of transitional care, but it is typi-
cally outlined in terms of support services, follow-up and 
other activities that range from pre-hospital discharge 
to post-hospital settings. This is a very different concept 
from pure discharge planning, which is limited to a hos-
pital stay and a discharge event. These two concepts can 
be identified graphically as shown in Fig. 1.

A growing body of literature suggests that transitional 
care (TC) programs are effective in improving quality of 
life, reducing mortality and unplanned readmissions for 
several patient groups, and have the potential to gener-
ate cost savings by reducing readmissions and improving 
outpatient management [9–12].

Several papers and systematic reviews have shown that, 
compared with usual care, transitional care services for 
patients discharged from hospitals reduce overall health 
system costs and have an impact on hospital readmission 
rates, quality of life and cost-effectiveness [13–15]. The 
effects of transitional care on quality of life and rehos-
pitalization may vary in effectiveness depending on the 
components or intensity [8, 16].

TC programs are highly complex and multidimen-
sional. First, they are characterized by multiple compo-
nents that can be combined in different configurations 
depending on the context and available resources. TC 
programs may share certain components but may also 
include distinctive elements. The choice of components 
and their combination is important in designing an effec-
tive program. Second, the system in which the program is 
developed can significantly impact its success. A TC pro-
gram produces its clinical results through organizational 
factors and the characteristics of the patient to whom the 
component is delivered [17–18].

Emerging research has begun to explore the influence 
of specific practices on the effectiveness of transitional 
care programs [19] Despite these relevant contribu-
tions, there is a lack of a comprehensive approach that 
combines organizational practices with clinical evidence 
to support those wishing to implement a TC program. 
A decision-maker wishing to implement a TC program 
is faced with several open questions, such as: what type 
(and number) of components should be implemented? 
Which categories of professionals should be involved and 
how should they be coordinated? Which patient profiles 
will benefit most from the component? Under what cir-
cumstances is TC cost-effective?

in TC implementation. While there is evidence that TC programs also have economic benefits, the quality of economic 
evaluations is relatively low and needs further study.

Keywords  Transitional care program, Components, Healthcare management, Readmissions reduction, Hospital 
re-admissions, Economic evaluation, System



Page 3 of 13Landi et al. BMC Health Services Research           (2024) 24:46 

These are important gaps, as there are strong pres-
sures on health systems to improve the choice of value 
for money components from multiple directions and the 
implementation of a TC program requires several organi-
zational decisions. Many studies have reported results on 
individual components of a TC program [16], but there 
is a lack of systematization of the different combinations 
of organizational practices that can help decision-mak-
ers choose the most appropriate model for their specific 
case. Furthermore, skills and social relations can be cru-
cial to the realization of TC benefits. Thus, the choice of 
skills and the type of professional involvement need to be 
studied in addition to the type of component.

The present paper aims to answer these questions in 
a systematic way for the first time. Using a systematic 
review and a configurational approach, it examines the 
role of system characteristics (size, ownership, profes-
sional skills, technology used), the components imple-
mented (TC components) and the choice of target patient 
in creating a successful TC program. It also assesses the 
potential economic benefits in terms of cost savings or 
cost-effectiveness of TC programs from the perspectives 
of health organization, third payer and society.

Method
Design and setting
This study is a systematic review of TC programs that 
focus on organizational levers and economic domains. 
According to Donabedian (1966), the program produces 
its clinical outcomes by always acting through organiza-
tional factors and characteristics of the client to whom 
the component is delivered [17]. The main organizational 
factors analyzed are the system characteristics and the 
components implemented.

The system characteristics consider the structural vari-
ables of organized agencies (such as a hospital or provider 
network), including elements such as size, ownership, 
professional skill mix involved, type of technology used, 
and ancillary care service across the care continuum, 
which are able to affect processes and produce desirable 
or undesirable outcomes. Transitional care (TC) systems 
can also have two primary settings: the hospital from 
which the patient is discharged and community-based 
settings such as nursing homes, family homes, or the 
household where the patient arrives.

The components refer to the direct or indirect clinical 
processes and related activities or components through 
which the program is delivered. To analyze this level 
accurately, we build on the Ideal Transition in Care 

Fig. 1  Continuity of care vs. transitional care process. Adapted from Holland et al. 2007
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framework, which maps the different possible activities 
of TC and positions them across the continuum of care 
from hospital to home [16]. The framework proposes 10 
domains (see Table 1). Success in reducing readmissions 
is associated with the number of components included 
in the TC component [16]. Furthermore, using logistic 
regression, they found that not all domains were associ-
ated with the same effect on reducing readmissions. The 
individual domains most associated with reducing read-
missions were monitoring and managing symptoms after 
discharge, using social and community support, and edu-
cating patients to promote self-management.

To confirm and enrich previous findings, this paper has 
adopted a configurational approach to analysis, which 
allows variables to be treated as combining rather than 
competing to produce an outcome [16, 20]. TC programs 
are complex constructs with multiple dimensions that 
often, but not necessarily, interact with each other. A 
TC program may use multiple and diverse implementa-
tion strategies with different combinations of domains. 
Therefore, the idea that some specific domains have an 
independent net effect on the likelihood of success of a 
TC program, independent of the use of other domains, is 
challenged by the causal complexity of the outcome.

Several clinical trials use the readmission rate as the 
primary outcome to evaluate the effectiveness of TC, 
and health systems around the world are paying pro-
grammatic attention to reducing hospital readmission 
rates [1]. Indeed, fewer unplanned readmissions have 
the potential to reduce costs and improve the quality 
of care. We conduct the analysis using qualitative com-
parative analysis (QCA). This is a case-oriented method 
for studying complex phenomena that originated in the 
comparative social sciences and has been proposed as a 
useful method for synthesizing evidence in systematic 
reviews of multidimensional health components [21–22]. 
Based on Boolean algebra, QCA allows asymmetric and 
equifinal solutions for a given outcome, identifying com-
plex (i.e. non-linear, non-additive) causal patterns that 
variable-oriented methods may miss. This methodology 
also allows us to find necessary or sufficient areas to be 
implemented to create a successful TC program.

Finally, adopting the TC program also raises the issue 
of assessing its economic impact and cost-effectiveness. 
The Drummond 10-point scale [23] was used to assess 
the quality of the studies and the main findings.

Data extraction
The article selection process follows the phases of a sys-
tematic review and is visually conceptualized in the 
Prisma diagram in Fig. 2.

Studies examining the effects of TC that were published 
in the English language were identified through elec-
tronic bibliographic databases and manual research from 

1994 through January 2021. The databases consulted 
were PubMed/MEDLINE, Scopus, Web of Science, and 
CINAHL using the same algorithm (“transitional care” 
OR “transition care” OR “care transition program” OR 
“transitional discharge model”) AND (“hospital* readmis-
sion” OR “hospital* re-admission”) AND cost*.

The reference population was the entire population, 
except for oncology and end-of-life patients, patients 
with mental disorders, neonatal and pediatric patients, 
and veterans. The intervention is the implementation of 
transitional care models compared to standard care. The 
outcome measures of interest are readmissions and costs. 
The study designs allowed are RCTs and observational 
studies. Therefore, studies were included for full-text 
review if, after reading the abstract, they met the inclu-
sion criteria reported below: (i) the primary objective was 
to evaluate the efficacy of a transitional care intervention 
to reduce readmission rate during the discharge from the 
hospital to home; (ii) analyses primary empirical data. 
Furthermore, we stated the following exclusion criteria: 
(i) neonatal and pediatric patients; (ii) primary medicine; 
ii) oncologic and end of life patients; (iii) mental disor-
der; (iv) veteran patients; (v) pharmaceutical compliance; 
(vi) costing studies describing costs only; (vii) discussion 
papers, letters or commentaries.

Using this approach, 854 studies were initially located, 
and their titles were examined. Of these 854 records, 
after the removal of duplicates, 700 abstracts were read 
by two reviewers. After screening the abstracts, 244 
entire articles were examined further. Of these, 206 arti-
cles did not meet the eligibility criteria. Finally, 38 articles 
remained as fully meeting the eligibility criteria. CL and 
MM developed the search strategy. MM conducted the 
initial screening of titles and abstracts. Full-text screen-
ing was performed by all authors. Authors held regular 
meetings to discuss discrepancies. Disagreements were 
resolved through discussion and consensus. Data extrac-
tion was conducted by MM and SL independently. Any 
discrepancies were resolved through consultation with 
CL.

In Supplementary Table 1 there is a table summarizing 
the main results of the study included [11, 24–54].

Results
Main results
The increase in interest in TC programs is evident by the 
fact that more than half of the studies were published 
after 2014 (Supplementary Image 1). The majority of 
studies were implemented in the United States and, in 
particular, after 2010, the year in which the Patient Pro-
tection and Affordable Care Act was signed. The remain-
ing studies on TC were conducted in China (six studies) 
and Australia (two studies), and Iran (one study), while 
studies in the European context appear to be absent.
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The main outcomes achieved by TC programs were 
shorter hospital stays, significantly longer time to first 
readmission, and reductions in readmission rates at 30, 
60, and 180 days. The review confirms a positive associa-
tion between TC programs and the two main outcomes: 
readmission rates and costs. Specifically, 26 out of 38 
studies reported a positive association between TC and 
a reduction in readmission rates (30 days). Twenty-one 
studies included costs in their analysis, and all but two 
showed a reduction in healthcare costs for the TC group.

System characteristics
In all the papers analyzed, the system component was 
examined in a limited way. Some studies reported the 
typology of the structure (e.g. regional hospital, aca-
demic hospital), size (number of beds), ownership (e.g. 
for-profit, non-profit, American safety net hospital or 

non-Medicaid recipients or alliances), but none explicitly 
highlighted the link between these characteristics of the 
system and the success of the component.

More attention was paid to the presentation of the skill 
mix of the professionals involved: 25 out of 38 reported 
in detail on the skills and the different roles that were 
played in the TC programs. The most common pro-
fessionals were advanced practice nurses (nurses with 
superior competence and experience) [24], nurse care 
managers (those responsible for supporting patients), 
community nurses (community health nurses with a 
focus on communities) (i.e. [25–27] and other profes-
sionals with high social skills, such as social workers, 
patient navigators (those responsible for helping patients 
with the logistics of navigating a complicated system to 
optimize post-discharge care) [28], transition naviga-
tors, transition coaches (whose role is to “encourage the 

Fig. 2  PRISMA diagram—Information flow chart of the different steps of the systematic review
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patient and carer to take a more active role in care transi-
tions, provide continuity across settings and ensure that 
the patient’s needs are met regardless of the care set-
ting”) [29]. Four organizational models seem to emerge, 
depending on the professionals involved and the mode of 
coordination between them.

Two are monocentric, with one professional in charge 
of coordinating the whole TC process. Depending on the 
skill mix of the professional in charge of the process, this 
model can have two different declinations. In one model, 
the professional in charge has high medical/health skills 
or is a ‘master prepared nurse’ [24], as is the case with 
advanced practice nurses, nurse care managers and com-
munity nurses, whereas in the second model, the indi-
vidual in charge has high social skills, as is the case with 
social workers, patient navigators, transition navigators 
or transition coaches [37–39].

The health-based, monocentric model relies on the 
medical competence of the transition manager. For exam-
ple, it is reported the importance of the advanced prac-
tice nurse ability to educate patients and families about 
symptoms, demonstrate appropriate self-management 
strategies, and improve communication between patients 
and healthcare providers to ensure patient adherence to 
the treatment plan led to the success of a TC program 
[11]. In this model, it is essential to have a person with 
high medical skills in the specific area as well as patient 
management skills. For example, nurses were selected 
from among those with several years of experience in 
cardiac surgery and practice in a structured communi-
cative environment that included several meetings with 
surgeons and with patients and their families [25].

The social-based monocentric model is based on the 
social and cultural competence of the person charged 
with transitioning. For example, the patient navigators 
are ‘uniquely effective’ after discharge because they are 
able to engage vulnerable patients by connecting them 
to a network of community resources - as they are ‘lay 
people from the community who share the patient’s lan-
guage and culture’ [37]. In the same vein, some authors 
identified the transition navigator-a social worker- as 
a resource capable of understanding and overcoming 
patients’ various environmental barriers [38]. They are 
able to assist patients in keeping in touch with the health 
system, outpatient providers, social services, and com-
munity resources by reporting on the patients’ social and 
health needs and ensuring continuity of care.

In concrete terms, those in charge of TC must direct 
patients to the specialists or services they need to inte-
grate various treatments by coordinating them. Gen-
erally, they start identifying suitable patients for the 
component to participate in the TC program as soon as 
possible after admission, involving them in advance to 
anticipate their needs at discharge and conducting daily 

transition meetings with any clinical specialists to coordi-
nate the provision of components tailored to their needs. 
Then they usually perform a structured needs assessment 
by identifying modifiable environmental barriers to facil-
itate early discharge planning and prioritization of ser-
vices. After discharge, they perform a structured phone 
call to assess symptoms that require additional manage-
ment, review medications, strengthen education, confirm 
follow-up appointments, and resolve pending items (e.g., 
test results, services domiciliary). Once this is done, they 
examine any new or worsening symptoms during phone 
calls, review medications, provide advance guidance, and, 
if necessary, monitor the patient through further and 
more frequent phone calls.

Then there are two polycentric models in which the 
responsibility for the TC process is shared among several 
professionals in a polycentric management. These can be 
developed in two different ways: (i) by a multidisciplinary 
team (i.e., [40–43, 26] or (ii) by a mono specialist team 
(i.e., two nurses, two patient navigators, two social work-
ers) (i.e., [34, 44–45]. To address the multidimensional 
needs of the frail population (medical, social, psycho-
logical, functional), the multidisciplinary team is usually 
composed of professionals such as a medical specialist, a 
nurse, a social worker, and a pharmacist. Each person has 
different roles; for example, the physician conducts the 
multidimensional assessment, the pharmacist is respon-
sible for identifying and adhering to medication therapy 
[28], and social workers usually assess the patient’s living 
situation and activities of daily living and home care with 
carers. The components of the team integrate and coor-
dinate with each other mainly at two specific moments: 
a kick-off meeting for a multidimensional patient assess-
ment and periodic monitoring meetings to discuss the 
different cases. A mono specialist team is based on the 
participation of specific professionals, and the same com-
ponent steps described above for the monocentric model 
are distributed among the team.

Component
Only three out of 38 studies implemented all dimensions 
of the ITC framework [11, 24, 30], but it is interesting to 
note that 30 out of 38 studies implemented at least five of 
the 10 dimensions.

The most implemented dimension was “Monitor-
ing and Managing Symptoms after Discharge” followed 
by “Discharge Planning” and “Follow-up with Outpa-
tient Providers.” It is interesting to observe that the least 
importance was attributed to “Advance Care Planning,” 
followed by “Complete Communication of Information” 
and “Availability, Timeliness, Clarity, and Organization of 
Information.”

The types and number of components were com-
pared with the ability of the TC program to reduce 
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readmission. The study was considered successful when 
the readmission rate at 30 and 60 days was statisti-
cally (p-value < 0.001) decreased. There is an association 
between the number of components implemented and 
the probability of success. The studies showing a statisti-
cally significant reduction in readmission had an average 
number of components of 7.5 versus 4.5 (p < 0.000).

Using QCA, we found different possible combina-
tions (called configurations) of components leading to 
readmission reduction. First, we ran a necessary condi-
tion analysis, considering consistency the criterion for 
a condition to be necessary for an outcome and setting 
the threshold at 0.9. As Table 2 shows, “Monitoring and 
Managing Symptoms after Discharge” and “Discharge 
Planning” are necessary conditions for a TC program to 
be successful. This means that the result does not occur 
in their absence; therefore, they are important enough 
to be a necessary part of the program, regardless of the 
component combinations present. Next, sufficient con-
figurations were obtained. The results indicate that two 
different combinations of components lead TC programs 
to reduce readmissions (see Supplementary Table 2 for 
the extensive Qca analysis).

The first combination, together with the necessary 
components, includes “Coordinating Care Among Team 
Members.” The second comprises “Educating Patients, 
Promoting Self-Management” and “Enlisting Help of 
Social and Community Support.” While maintaining the 
principle that implementing as many components While 
maintaining the principle that implementing as many 
components as possible is the first choice, when such an 
approach is not feasible, the results show that there are 
two different recipes with a low number of components 
sufficient for achieving the outcome.

Economic evaluation
Twenty-one studies reported an economic analysis. 
Overall, the quality of the retrieved studies, as assessed 
through the Drummond 10-item scale [23] was medium 
to low (see Supplementary Table 3).

Four of these [31–34] carried out a cost-utility 
analysis or cost-benefit analysis, and 17 reported a 

cost-consequence analysis. The majority of the studies 
were conducted alongside randomized controlled trials 
or quasi-experimental studies. Only three studies under-
took decision modeling analysis [31, 33, 35].

The majority of studies reported the expenditure and 
possible cost savings in a descriptive manner. The main 
goal of this kind of work was to monitor whether the 
component reduced hospital readmissions and conse-
quently direct health-care costs, thereby demonstrating 
the net financial benefit of investing in TC programs. The 
cost measurements were not always accurately described 
(e.g., hours of nursing time, number of physician visits, 
lost workdays, gained life years), but only the aggregate 
were reported.

Fourteen out of 15 cost-consequences analyses found 
a positive impact on costs. Cost-consequences analysis 
studies aimed to show the net financial benefit of invest-
ing in TC programs. Therefore, they often compared the 
savings obtained thanks to TC by reducing readmission 
rates and emergency visits, that is, the reduction of the 
direct health-care costs in the component group versus 
that of the control group and then adding the program 
costs.

NFB = [(CG costs − TC costs) × N patients in TC pro-
gram] − Program costs.

NFB = Net financial benefit.
TC costs = mean $ per Time (days, months) health-care 

direct costs in the component group.
CG costs = mean $ per Time (days, months) health-care 

direct costs in the control group.
If the TC program costs are equal or less then the sav-

ings obtained, it will be considered the right choice from 
an economic point of view. Even though not all the stud-
ies reported the program costs in the analysis, their 
inclusion is important to define the financial impact; 
for example, a TC program was probably effective in 
reducing the costs of hospital stays and emergency care 
attendance, but when the costs of the program were con-
sidered, the net gain in public health-care costs was not 
significant [48].

A full economic evaluation indicates that the imple-
mentation of a TC program is cost-effective or cost-
benefiting [31, 32, 34]. Comparing two ways of managing 
TC programs: (nurse) home visits and (only) telephone 
calls. Both approaches aim to strengthen patient self-
care ability and confidence through regular monitoring 
and education [31]. Home visits enable the care team 
to educate patients and caregivers more effectively on 
medication use and side effects. Home care provides 
face-to-face communication, resulting in more effective-
ness, but it can be costly. Only one study provided a cost-
effectiveness analysis of home visits and telephone calls 
and reported the differential benefits [31]. While both 
were cost-effective with respect to the control group, 

Table 2  Configurations of interventions leading to an effective 
TC program in terms of readmission at 30 and 60 days (see 
complete analysis in supplementary material)

Necessary 
interventions

Intervention 1 Interven-
tion 2

Conf. 1 Monitoring and Man-
aging Symptoms after 
Discharge
Discharge Planning

Coordinating Care 
Among Team 
Members

Conf. 2 Educating Pa-
tients, Promoting 
Self-Management

Enlisting Help 
of Social and 
Community 
Supports
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they showed that telephone calls are more cost-effective, 
particularly over a longer period (84 days vs. 28 days). 
Their results raise the hypothesis that in the short run 
(28 days), home visits can be the better option, whereas 
for longer periods (84 days) telephone calls are the most 
cost-effective strategy. The incremental cost-effectiveness 
ratio of call versus home was £3,538 per quality-adjusted 
life year gained at 84 days [31].

Where studies reported analysis on subpopulations 
according to risk strata, the cost reductions were con-
centrated in the patients at highest risk. One study found 
that TC was associated with a downward trend in costs in 
the 6 months following discharge in all but the lowest risk 
stratum, while the magnitude increased with clinical risk 
[36]. However, this cost difference reached statistical sig-
nificance only for the highest risk (average monthly cost 
difference $970, chi-square = 14.94, P < 0.001) [34]. Syn-
thesizing the evidence, a positive return on investment 
for TC is much more likely if intelligently targeted toward 
higher-risk patients (see appendix B).

Discussion
Past and current policies and strategies [1–3] have 
focused increasingly on the components of the transi-
tion from hospital to home. This is a vulnerable period 
of discontinuity and an area of emerging costs [5–6]. The 
promotion of safe and efficient transitions of care is cen-
tral to the reduction of readmission rates and associated 
costs and, ultimately to the improvement of the quality 
of patient care [11]. Therefore, it is important to reduce 
avoidable hospital admissions by implementing inte-
grated discharge programmes that can ensure continuity 
of care after hospital discharge [4].

The present study has highlighted the importance of 
examining the role of organizational levers (system char-
acteristics and TC organizational components) in facili-
tating creating a successful TC program. It also gathers 
key evidence on implementing TC programs’ economic 
impacts and benefits. In this light, the results of the sys-
tematic literature review are discussed in three areas: the 
role of TC components and their combinations in reduc-
ing readmissions, the evidence on system characteristics, 
and the evidence on economic benefits.

Previous literature has mainly analyzed individual 
organizational components of TC programs [13] and 
concluded that multiple elements are relevant for signifi-
cant improvements in quality of care and reductions in 
readmission rates [56]. Our results show that (i) the abil-
ity to reduce readmissions is associated with the num-
ber of components included in the TC program, and (ii) 
not all components are equally important in influencing 
readmissions.

The results of this review confirm the association 
between the number of components and the ability to 

reduce readmission rates [16]. Studies with significant 
reductions in readmission rates had almost twice the 
number of components of other studies. The novelty of 
the present work is that the configuration analysis makes 
it possible to find the necessary conditions (compo-
nents) and the combinations of components that, when 
implemented together, reduce readmissions. The analysis 
shows the existence of necessary conditions that need to 
be implemented in any TC program, namely “monitor-
ing and management of symptoms after discharge” and 
“discharge planning”. They show that close clinical moni-
toring of a discharged patient for active symptoms is nec-
essary to ensure an effective process. Discharge planning 
is also necessary, emphasizing the importance of identi-
fying patient needs before discharge and implementing 
components before discharge.

These components alone are not sufficient; they need to 
be combined with other components to lead to an effec-
tive TC program in terms of readmission rates. There are 
two possible configurations. The first focuses specifically 
on the coordination of team members, and the other 
concentrates resources on patient education and engag-
ing social and community support. Following the con-
figuration approach, the two combinations can be seen 
as two alternative ways of achieving the same outcome. 
Identifying alternative ways of achieving good outcomes 
can be useful when decision-makers are faced with a lack 
of resources and cannot implement all 10 components.

Both combinations are a way of responding quickly 
to possible setbacks in health status. The first builds its 
responsiveness by allocating resources to improve com-
munication and optimise the flow of information, such 
as medical records, between all professionals involved 
in the patient’s care. The second bases its responsiveness 
on empowering the patient and creating a home environ-
ment that is well-suited to supporting the patient’s care 
in order to limit relapses. The success of this combina-
tion may be due to the fact that patients have better self-
advocacy regarding their condition and are better able to 
manage their condition at home.

System characteristics are underexplored in stud-
ies on TC interventions. As the results show, there was 
little attention to the system in the studies under review. 
None of the studies focused on the relationship between 
the system and outcomes in terms of size, type of struc-
ture, skill mix, and technology used to implement the TC 
program - elements that could be crucial to the program’s 
success. Not to mention that, unlike other interventions, 
in TC programs it is possible to have more than one sys-
tem at a time (i.e. the hospital and the family or nursing 
home, etc.), potentially increasing the complexity and the 
importance of understanding the characteristics of these 
agencies that may influence TC effectiveness. In view of 
the relevance that system characteristics can have on TC 
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effectiveness, this is an important gap in the literature 
that must be addressed in future studies. Some interest-
ing evidence was found regarding the skill mix and the 
mode of coordination among professionals.

As outlined in the findings, four organizational models 
emerge the health-based monocentric, the social-based 
monocentric, the multidisciplinary team and the mono-
specialist team. The monocentric model places empha-
sis on the health or social competence of one individual 
overseeing the transition. These models are clearly cat-
egorised into health-focused and social-focused mod-
els. The two polycentric models, characterised by shared 
responsibility for the transition care process among sev-
eral professionals, focus on the team’s ability to manage 
complex situations, which may require either a diverse 
set of skills within the team or, conversely, the involve-
ment of several professionals with similar skills to effec-
tively meet the patient’s needs. The choice of model 
should, therefore be guided by considerations such as 
the type of patient and the nature of the system in which 
transitions take place.

The type of patient is intertwined with disease charac-
teristics; for example, acute vs. chronic pathologies may 
influence model selection. Highly complex clinical situ-
ations may warrant a health-based monocentric model, 
while multidisciplinary clinician-led teams become rel-
evant in cases involving multiple medical disciplines. 
The multidisciplinary team is beneficial in addressing 
the multidimensional needs of fragile populations across 
medical, social, psychological and functional domains. 
Conversely, a social monocentric model may be appro-
priate for patients whose care is closely linked to navigat-
ing the healthcare system, outpatient providers, social 
services and community resources. Patient characteris-
tics, including socioeconomic status and low health lit-
eracy, may create environmental barriers or hinder the 
understanding of health information. In particular, a 
significant proportion of super-utilisers are of low socio-
economic status, suggesting that the choice of model may 
be biased towards a social monocentric approach. In the 
case of complex diseases, the integration of social aspects 
with highly qualified medical professionals may lead to 
a multidisciplinary team. There is little or no informa-
tion in the studies on the characteristics of the system 
in which the transition takes place. It may be important 
to consider not only the characteristics of the healthcare 
institution overseeing the discharge but also those of the 
institutions that care for the patient during the transi-
tion, such as the family, community hospitals or nurs-
ing homes. Ultimately, the model choice will depend on 
several factors, including the economic implications of 
the skill mix involved. This review highlights the need 
for further research to better identify the advantages and 
disadvantages of specific models in different settings.

From an economic perspective, TC programs are a 
potentially cost-saving and cost-effective strategy, but 
the evidence with a full economic evaluation is limited, 
and the quality of economic evaluations is generally low, 
so more research is needed. In addition, recent articles 
have shown a tendency to select patients for a TC pro-
gram not according to specific pathology but according 
to their resource use - the so-called super-utilizers [55], 
who are higher-risk patients with multiple comorbidities, 
complex medical needs, and higher readmission rates. 
Although super-utilizers represent a small percentage of 
the total patient population, they often account for half 
of the nation’s total healthcare expenditure, so the abso-
lute risk reduction and potential financial benefit of addi-
tional TC surveillance may be even more significant.

Despite the contributions made, the results need to be 
interpreted in the light of a number of limitations. The 
review was limited to studies published in English, which 
may introduce a language bias. Relevant studies pub-
lished in other languages may have been overlooked. In 
conducting this systematic literature review, it is impor-
tant to acknowledge the lack of direct involvement of 
patients, members of the public, or representatives of 
patient advocacy groups in the research process. Patient 
and public involvement (PPI) was not incorporated into 
the design, conduct or interpretation of this review. The 
study is a first attempt to assess the economic, organi-
zational impact of the intervention, and the extensive 
engagement required for robust PPI was beyond the 
scope of the project. Future studies can incorporate PPI 
to improve the relevance, particularly of studies on sys-
tem characteristics and organizational components of TC 
programs.

Conclusions
Implementation of TC programs has received promis-
ing attention in terms of improving health outcomes 
the reduction of hospital unplanned readmission rates 
and costs, but systematic evidence on the organizational 
levers that can affect the success of these health programs 
is low [19]. The results of the present work indicate that 
much can be learned by focusing on organizational fac-
tors affecting the TC program results. Implementation 
of these complex programs requires several organiza-
tional choices, such as the types and the number of TC 
elements to be implemented, the professional skills to 
be involved, the types of patients to be involved, and the 
technological tools to be used. The complexity of TC pro-
grams can be studied using a configurational approach 
[21–22]. Further studies can use this approach to define 
different recipes for effective TC programs. This study 
gives preliminary insights to systematize organizational 
levers that can facilitate decision-makers’ choice of the 
most suitable model for their specific case.
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