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AbstrACt
Introduction Many hospitalised older adults experience 
delayed discharges due to increased postacute health 
and social support needs. Transitional care programmes 
(TCPs) provide short- term care to these patients to 
prepare them for transfer to nursing homes or back 
to the community with supports. There are knowledge 
gaps related to the development, implementation and 
evaluation of TCPs. The aims of this scoping review 
(ScR) are to identify the characteristics of older patients 
served by TCPs; criteria for transfer, components and 
services provided by TCPs; and outcomes used to 
evaluate TCPs.
Methods and analysis The study involves six- step 
ScR and is informed by a collaborative/participatory 
approach whereby stakeholders engage in the 
development of the research questions, identification 
of literature, data abstraction and synthesis; and 
participation in consultation workshop. The search 
for scientific literature will be done in the Medline, 
PsychINFO, Emcare and CINAHL databases; as 
well, policies and reports that examined models of 
transitional care and the outcomes used to evaluate 
them will be reviewed. Records will be selected if 
they involve community dwelling older adults aged 65 
years or older, or indigenous persons 45 years or older; 
and presented in English, French, Dutch and German 
languages. Records will be screened, reviewed and 
abstracted by two independent reviewers. Extracted 
data will be analysed using descriptive statistics 
and a narrative analysis, and organised according to 
Donabedian’s model of structure (characteristics of 
older adults experiencing delayed discharge and served 
by TCPs), process (TCP components and services) and 
outcome.
Ethics and dissemination This ScR does not require 
ethics approval. Dissemination activities include 
integrated knowledge translation (KT) (consultation with 
stakeholders throughout the study) and end- of- grant KT 
strategies (presentations at national and international 
conferences; and publication in peer- reviewed 
interdisciplinary journal).

IntroduCtIon
Many older adults live with multiple complex 
health issues, compounded by risk factors 
related to social determinants of health that 
adversely affect their overall quality of life.1 
Due to an exacerbation of these conditions or 
other acute events such as falls, older adults 
are often admitted to tertiary care hospitals.2 
However, when there are insufficient health 
and social supports to meet their postacute 
care needs, many hospitalised older adults 
cannot be discharged once treatments are 
completed.2 In a recent systematic review 
of 64 studies, Landeiro and colleagues esti-
mated that on average, 29% of hospitalised 
older adults experience delayed discharges.3 
Delayed discharges from acute care hospitals 
is a global phenomenon,3 and have presented 
a critical challenge for many healthcare 
systems for several decades.2 4 5 In Canada, 
patients who experience delayed discharges, 
but no longer require the intensity of services 
provided in hospitals, are designated as ‘alter-
nate level of care’ (ALC).6 In Ontario, the 
proportion of hospital beds occupied by ALC 
patients reached 14.8% in 2016–2017.7

Delayed discharges significantly reduce 
patient flow, leading to emergency department 

strengths and limitations of this study

 ► The study takes a collaborative and participatory ap-
proach involving multidisciplinary and multi- sectoral 
partners also including family caregivers.

 ► It will include both scientific and grey literature in 
English, Dutch, German and French languages.

 ► The study will only synthesise data related to older 
adults who experience delayed discharge and are 
served by transitional care programmes.
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overcrowding, cancellation of outpatient elective surgeries, 
and poor coordination of community care resources.3 8 In 
addition to systemic challenges, delayed discharges also 
lead to psychological distress in older adults and their care 
partners, presented in the form of depressive,8 anxiety 
and stress symptoms.9 10 Furthermore, while waiting for 
an appropriate discharge location, older adults may expe-
rience generalised deconditioning and iatrogenic compli-
cations, such as poor nutritional status, delirium, falls 
and infection; as well as social isolation.3 11 In addition, 
some hospitals charge a daily copayment to patients with 
prolonged delayed discharge, which may place a substantial 
financial burden on some.10

The lack of appropriate community care resources 
contributes to the system- wide issue of delayed discharges, 
preventing older adults from getting the right care, at 
the right time, and in the right setting. Transitional care 
programmes (TCPs) have been developed to provide short- 
term, low intensity, restorative care to these patients in a 
variety of settings such as hospitals, nursing homes or other 
assisted living facilities.8 TCP are meant to enhance func-
tion of older adults by providing health and social care 
prior to their return to a final destination such as nursing 
home or back to the community with supports. In turn, 
TCPs address the individual and health system impact of 
delayed discharges.12 13 Current descriptions and reported 
effectiveness vary across healthcare contexts and countries, 
making it difficult for clinical and policy decision makers 
to determine which TCP model works, for whom, and what 
support is required for their implementation.

Our preliminary discussions with stakeholders (including 
clinical and policy decision makers, as well as caregivers 
of patients admitted to TCPs in Ontario) have identified 
knowledge gaps about how to best develop, implement and 
evaluate TCPs, including the patients they should serve, the 
resources they require, the services they should deliver and 
the methods that should be used to evaluate them. In this 
paper, we set out the protocol for a scoping review (ScR) 
to examine the literature on TCPs to identify knowledge 
required to support older adults who no longer require 
acute care services, but who are unable to transition directly 
home. Specifically, this review seeks to answer the following 
four research questions:
1. What are the characteristics of older patients served 

by TCPs?
2. What are the criteria used to transfer patients from 

hospital to TCPs, and from TCPs to other care loca-
tions?

3. What care components and services are provided by 
TCPs?

4. What patient, caregiver and health system outcomes 
have been used to evaluate TCPs?

MEthods And AnAlysIs
A ScR is most suited to address our questions because 
it is ‘a form of knowledge synthesis that addresses an 
exploratory research question aimed at mapping key 

concepts, types of evidence, and gaps in research related 
to a defined area of study or clinical practice by systemati-
cally searching, selecting and synthesizing existing knowl-
edge’.14 ScRs can include varied types of studies, policy 
documents and grey literature that are typically excluded 
from systematic reviews. We will follow the ScR method-
ology framework outlined by Arksey and O’Malley15 and 
refined by Levac et al,16 Colquhoun et al,14 and Daudt et 
al,17 and the Preferred Reporting Items for Systematic 
Review and Meta- Analysis Protocols extension for ScRs 
statement (see online supplementary appendix A).18 The 
ScR framework includes six steps.

step 1: identify research questions
In collaboration with our stakeholders, we identified four 
research questions, listed previously.

step 2: identify relevant literature
As per recommendations for ScRs, our search will be as 
comprehensive as possible, covering both scientific and grey 
literature.14–17 Based on the aims of the review, following key 
words and Medical Subject Headings terms were included 
in the search: aged, indigenous persons and TCP. A compre-
hensive search strategy was developed in conjunction with 
a health sciences librarian on our team and subsequently 
refined in consultation with stakeholders and the research 
team. The strategy was validated by ensuring the retrieval 
of a key set of relevant studies. We searched OVID Medline, 
Embase, PsychINFO and Emcare; as well as EBSCO CINAHL. 
Final searches were completed in May 2019, and we antici-
pate completion of the review processes by December 2019. 
For full Medline search strategy, see online supplementary 
appendix B. In addition to bibliographic database searching, 
we will conduct a thorough search of grey literature such 
as community and policy reports, government or public 
agency publications, and practice guidelines. This will be 
done by searching Google Advanced and websites of both 
government and private agencies that fund, report and eval-
uate TCPs. We will also review the reference lists of included 
studies and consult stakeholders and experts to help iden-
tify additional literature. Bibliographic information will be 
managed using EndNote X8. Systematic de- duplication will 
be carried out using the Bramer method for Endnote users.19 
Records will be imported into Covidence, a web- based appli-
cation for screening and data extraction.20

Patient and public involvement
This ScR study does not involve patient participation. 
However, our stakeholders include family caregivers, who 
are involved in the development of the research ques-
tions, identification of literature, data extraction and 
synthesis; and participation in consultation workshop.

step 3: study selection
Inclusion criteria
We will include all published and unpublished literature 
reporting any quantitative, qualitative, mixed or multi-
method research, as well as policies and reports related to 
the TCPs. Articles in English, French, Dutch and German 
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languages will be included. Acknowledging that persons 
from indigenous communities experience complex health 
conditions at younger ages than others,21–23 we will include 
literature involving community dwelling older adults 65 years 
of age or older, or indigenous persons 45 years or older,22 so 
as to acquire relevant literature related to the care needs of 
ageing indigenous persons.24 We will include all literature 
that examined models of transitional care and the outcomes 
used to evaluate them.

We will use the a priori inclusion criteria to screen 
the citations by two independent reviewers. First, we will 
screen the titles and abstracts, followed by full- text review 
of the selected articles using Covidence. To ensure reli-
ability between reviewers, we will conduct training before 
commencing screening, followed by weekly teleconfer-
ence to discuss any ongoing concerns. In case of disagree-
ment between the reviewers in the selection process, other 
team members will be consulted to form a consensus.

step 4: data extraction
All studies and reports that meet inclusion criteria will be 
charted by two independent reviewers using Covidence. The 
data extraction form will be piloted on five studies, to ensure 
consistency. As described by Arksey and O’Malley, charting 
is an iterative process,15 therefore, any changes to the form 
deemed necessary will be made in consultation with the team 
prior to the extraction of all articles. Data to be extracted 
include: publication type (eg, journal article or grey liter-
ature), study type (eg, quantitative, qualitative, or mixed), 
study characteristics/setting, TCP patient characteristics (eg, 
demographic and clinical characteristics), models of TCP 
(eg, components and services provided), criteria and strate-
gies used to transfer patients across care locations, transitional 
care practice guidelines and types of healthcare providers 
involved in the TCP. We will also extract patient, caregiver and 
health system outcomes, barriers and facilitators to, as well as 
challenges in, providing effective transitional care services.

step 5: synthesis and presentation of results
The results of the current review will be presented in 
the context of each objective, using two strategies: (1) 
a numerical overview of the amount and type of the 
included literature; and (2) a narrative synthesis and 
mapping of the results.14 16 17 The narrative mapping exer-
cise will be foundational for generating a framework to 
inform the implementation and evaluation of TCPs. The 
framework will be organised into three sections, consistent 
with Donabedian’s structure- process- outcome model.25 
We define structures as characteristics that are within 
the healthcare team, organisation, or patient that influ-
ence the design, implementation and/or effectiveness 
of TCPs. Examples of such characteristics are health or 
clinical characteristics of patients admitted to TCPs; and 
the material and human resources needed for the imple-
mentation of TCPs. Processes refer to the components of 
care (eg, comprehensive geriatric assessment) provided 
to patients admitted to TCPs; healthcare team members’ 
practices (eg, case conferences, inter- professional 

communication); and patients’ behaviours (eg, engage-
ment in self- care) or actions with their surroundings, 
including team members. Outcomes involve any specified 
indicators of quality of care for the patients (eg, improved 
physical function), caregivers (eg, reduced burden), and 
the healthcare system (eg, patient flow across settings, 
mortality) in the context of TCPs.

We will summarise the various types of TCPs identified 
in the literature that are established to address the concern 
related to delayed hospital discharges. We will also describe 
and summarise the results of evaluation of different TCPs 
that are reported in grey literature. If the data are available, 
our analyses will attempt to identify the effects of sex (ie, 
biological attributes) and gender (ie, socially constructed 
roles) on TCP admission, length of stay, and services 
received. We will also examine how living in rural or remote 
communities may influence one’s ability to access TCPs. 
The analysis will be conducted by the investigator members 
of the team in collaboration with representatives of the 
knowledge users and stakeholder groups.

step 6: consultation and knowledge translation
Consistent with the principles of the collaborative/participa-
tory approach to research, we formed the research team to 
include different stakeholder groups (researchers, family care-
giver, clinical and policy decision makers). The stakeholder 
groups were involved in focusing the research question and 
selecting the methodology. In addition, we will engage them 
in the data abstraction, analysis of the data, and interpretation 
of findings. This will be facilitated through regularly sched-
uled meetings and communication. Lastly, we will employ 
both integrated knowledge translation (KT) and end- of- grant 
KT strategies26 inviting stakeholder groups to participate in 
dissemination of the findings (through presentations to local 
clinical and policy audiences and preparation of manuscripts 
and policy briefs). The overarching goal of our KT plan is to 
build a robust evidence base to support the development of 
person- centred and integrated care and service delivery, to 
promote optimal functioning and improvement in the quality 
of life of older adults and their caregivers. Once data are anal-
ysed, we will hold a stakeholder consultation workshop to 
present preliminary findings to the team to solicit feedback 
on the final content before broader dissemination and end- 
of- grant KT activities. End- of- grant KT activities will include 
the development of fact sheets, evidence briefs, and reports 
targeted at specific audiences; conference presentations and 
publication of results in peer- reviewed journals.

EthICs And dIssEMInAtIon
This ScR does not require ethics approval. Our team 
comprises researchers, clinicians, caregivers and represen-
tatives from the healthcare system at local, regional, and 
provincial levels, who are all target users of our findings. 
Thus, we begin this project with the support and commit-
ment of numerous knowledge users, who are keen to use 
and disseminate our findings. Upon study completion, 
we will disseminate reports targeted at specific audiences. 
In addition, our knowledge user members are affiliated 
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with local, provincial, national and international research 
networks, clinical- care organisations and stakeholder 
groups. Therefore, we will also disseminate findings to 
and through these organisations, benefiting from their 
existing KT mechanism and platforms. Scientific findings 
from the review will be presented at national and interna-
tional conferences and published in peer- reviewed inter-
disciplinary journal.

One of the key strengths of this project is the collabo-
rative and participatory approach to research undertaken 
by our highly skilled team that also includes family care-
givers and multidisciplinary and multi- sectoral partners 
from across Ontario. The considerable experience of our 
team members, and the unique perspectives and prior-
ities they bring to this project ensure that the research 
findings will meaningfully impact the development and 
implementation of effective TCPs.
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