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Transitional care has been defined as a set of actions designed to
ensure the coordination and continuity of health care as patients
transfer between different locations or different levels of care in
the same location. Transitional care, which primarily concerns the
relatively brief time interval that begins with preparing a patient to
leave one setting and concludes when the patient is received in
the next setting, poses challenges that distinguish it from other
types of care. Many transitions are unplanned, result from unan-
ticipated medical problems, occur in “real time” during nights and

on weekends, involve clinicians who may not have an ongoing
relationship with the patient, and happen so quickly that formal
and informal support mechanisms cannot respond in a timely
manner. This article describes the challenges involved in and po-
tential solutions for improving the quality of transitional care.
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As national awareness of medical errors and quality de-
ficiencies that occur within particular care settings

continues to rise (1), an expanding evidence base points to
similar problems that occur during care transitions. Tran-
sitional care has been defined as a set of actions designed to
ensure the coordination and continuity of health care as
patients transfer between different locations or different
levels of care in the same location (2).

Although a comprehensive review of this literature is
beyond the scope of this article, we used the following
search terms in MEDLINE (1990 to present) to identify
the most relevant articles: transitional care, care transition,
care coordination, care transfer, continuity of care, and hospi-
tal discharge. Most articles retrieved are predominantly
descriptive and focus on patient’s care needs during tran-
sitions. Few provide evidence-based suggestions for physi-
cians; however, a consensus conference attempted to iden-
tify key roles for the sending and receiving care team (3),
and a recent report details best practices for transitional
care in managed care organizations and includes programs
in which physicians have substantial roles (4). In contrast,
controlled studies show compelling evidence that manage-
ment of transitional care by advance practice nurses can
reduce rates of rehospitalization for patients with conges-
tive heart failure and for older patients with complex care
needs (5–10).

Quantitative evidence increasingly indicates that pa-
tient safety is jeopardized during transitional care. Medica-
tion errors pose a significant threat to patients undergoing
transitions (11–14). Receiving care in multiple settings of-
ten means that patients obtain medications from different
prescribers (15). Rarely do clinicians have complete infor-
mation with which to monitor the entire regimen ade-
quately, much less intervene to reduce discrepancies, du-
plications, or errors. Forster and colleagues found that 19%
of patients discharged from the hospital experienced an

associated adverse event within 3 weeks (16); 66% of these
were adverse drug events. Another study examined 30-day
posthospital care patterns in a nationally representative sample
of Medicare beneficiaries. Between 12% and 25% of all care
patterns were categorized as complicated, requiring the pa-
tient’s return to a higher-intensity care setting (17).

Qualitative studies have consistently shown that pa-
tients and their caregivers are unprepared for their role in
the next care setting, do not understand essential steps in
the management of their condition, and cannot contact ap-
propriate health care practitioners for guidance. Many patients
and caregivers are frustrated by having to perform tasks that
their health care practitioners have left undone (18–22).

CHALLENGES TO IMPROVING THE QUALITY OF

TRANSITIONAL CARE

Challenges to improving the quality of care transitions
occur at multiple levels. The barriers to improving transi-
tional care are discussed in depth elsewhere (23).

Since many transitions are urgent and unplanned, pa-
tients are largely unprepared for what transpires and are
often uncertain about their role. Those in institutional set-
tings often adapt to the environment by becoming depen-
dent and complacent while their needs are being addressed;
however, upon discharge to home, patients and family
members are abruptly expected to assume a self-manage-
ment role in the recovery of their condition, with little
support or preparation.

No longer does one practitioner typically take respon-
sibility for orchestrating the core functions of the sending
and receiving teams during a care transition. This is exac-
erbated by a growing national trend wherein practitioners
limit the scope of their practice to a single setting (24, 25).
Furthermore, many of the professionals involved in transi-
tional care have never practiced in the settings to which
they are sending patients. Accordingly, they are often un-
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