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INTRODUCTION

Advances in healthcare have led to a growing number of peo-

ple living with chronic illnesses. At the same time, the propor-

tion of older adults in the population is also growing, further in-

creasing the number of those with chronic health problems be-

cause of accumulated exposure to chronic illness risk factors 

over their lifetime [1,2].

Hospitalization rates due to chronic illnesses such as heart fail-

ure, stroke, chronic obstructive pulmonary disease, cancer, hy-

pertension, and diabetes are highest among individuals aged 65 

and over and typically result from an acute change in the health 

status of older adults [3]. Older adults with multiple chronic con-

ditions that require close follow-up and early discharge may be 

prone to an increased risk of re-hospitalization because the de-

cline of cognitive function or physical disabilities [1,3]. Further-

more, when appropriate care or resources are not available in 

the community, older patients will often remain in high-level 

care such as intensive care, exacerbating wait times for others in 

need of a hospital bed [1,3]. Therefore, comprehensive and well-

executed discharge plans including the acceptance of changes in 

functional capacity, reconciliation of medications ordered at ad-

mission and at hospital discharge, coordination of follow-up di-

agnostic tests and appointments, and assessment of community 
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resources are required [2,4]. 

Previous studies have highlighted the concerns related to the 

peri-discharge period [5]. The results showed that approxi-

mately 49% of patients have experienced at least one medical 

adverse event such as medication duplication, confusing follow-up 

instructions, or unnecessary testing [5-7].

Transitions are vulnerable exchange points that contribute to 

unnecessarily high rates of health services use, and they expose 

chronically ill people to lapses in quality and safety [2]. More-

over, transitions can give rise to adverse clinical events resulting 

in patients having serious unmet needs and feeling poor satisfac-

tion with the quality of care they receive [1]. Transitional care 

refers to the multiple transfers that patients make between 

healthcare practitioners and/or care settings during an episode of 

illness [5,6]. Transitional care as a part of integrated care en-

compasses a broad range of services and environments designed 

to promote the safe and timely passage of patients between levels 

of health care and across care settings [2,8] and it can be con-

sidered as a part of prevention of re-hospitalization programs 

within care transition programs in chronic care [4]. Transitional 

care includes pre-hospital discharge planning and immediate 

post-hospital discharge follow-up at the next location of care 

[2,9]. Research has shown that older adults are at high risk for 

negative care outcomes during these transitional periods related 

to the complex organizational practices and culture differences 

among settings [5].

Transition theory is widely used in the field of nursing because 

nursing frequently involve various transitions (e.g., mothering, 

immigration, health and illness, etc.) and it has been welcomed 

and adopted in nursing research, education, and practice [10,11]. 

Transition theory provides an excellent lens through which nurs-

ing can be systematically and comprehensively viewed [12,13]. 

Also, transition theory is particularly applicable for the care of 

aging families because age-related transitions that may result in 

hospitalization of an older adult often precipitate the need for 

nursing care for older individuals [11]. Furthermore, transition 

theory informs nurses on how to better understand the experi-

ence of transitioning from a hospital-to-home or nursing home, 

and how nurses can develop multifaceted interventions to ease 

the transition process for older adults [13]. However, more stud-

ies are needed to review the utility of applying transition theory 

to transitional care for older adults with chronic illnesses.

Nurses play a key role in transitional care as they advocate for 

older patients with chronic illnesses and their families and provide 

direct care on a continual basis [14-16]. To stimulate discussion on 

the transitional care literature, an extensive review of the litera-

ture on transitional care in nursing for older adults with chronic 

illnesses is presented in this article. In addition, the usefulness 

and significance of Meleis’ transition theory is critically compared 

with other conceptual models suggested for chronic care. How to 

improve transitional care in nursing areas is also discussed.

BACKGROUND

1.  The impact of an aging population with chronic 

illnesses on the nursing workforce

With populations increasing in age, many countries are facing 

increased pressure on the allocation of healthcare resources [8]. 

Older adults with chronic illnesses are the fastest growing seg-

ment of the population and are the heaviest healthcare users, 

accounting for up to four times more hospital days than the rest 

of the population [17]. In South Korea, 60.5% of older adults 

aged 65 and over had more than two chronic conditions in 2011 

[18]. Multimorbidity, the occurrence of three or more chronic 

illnesses in one individual, affects over 50% of older adults [9]. 

Exacerbations of chronic illnesses are the primary cause of over 

one-third of hospital admissions and potentially complicate an-

other 35% of in-patient stays [3].

Older adults transitioning between hospital units often experi-

ence inconsistent nursing care and more adverse care incidents 

such as nosocomial infections, delirium, falls, and medication 

errors [5]. Kanak and colleagues [19] surmise that minimizing 

transitions during hospitalization can result in improved quality of 

care, shorter hospital stays, and lower overall costs. Improving 

the quality of care of older adults during healthcare setting tran-

sitions may help to decrease these readmission statistics [16]. 

Moreover, when the transition involves a move from the hospital 

to the patient’s home, evidence suggests that the intervention 

should start prior to discharge, possibly as early as during ad-

mission [20]. Assessment of discharge readiness, discharge 

preparation and education, and community resource coordination 
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should be considered as significant nursing interventions that 

should be provided to support a patient and family through the 

hospital-to-home or nursing home transition process [4].

2.  Meleis’ transition theory and other conceptual 

models in chronic care 

Transitions is defined as a passage from one fairly stable state 

to another fairly stable stage and it is a process triggered by a 

change and is characterized by different stages, milestones, and 

turning points [11]. These changes or transitions can be assisted 

or managed by nurses. Transitions are central to the nursing 

discipline as nurses are often the primary health professionals 

that handle transitional encounters with patients and their fami-

lies. These transitional periods are commonly periods of instabil-

ity that are precipitated by situational, developmental, or health-

related illness changes [10].

Meleis’ transition theory is widely applicable and provides a 

comprehensive guide that considers cultural and social diversity. 

It was developed from multiple studies among very diverse 

groups of people during many types of transitions. Transition 

types are subdivided into developmen tal (changes in the life cy-

cle), situational (change in roles), health/illness (change from a 

healthy condition to an illness condition), and organizational 

(change in the social, political, and/or economic environment) 

[11]. This theory is based on four key concepts, which are 

characterized as follows: nature (type, patterns, and properties 

of transition), transition conditions (process facilitators or inhibi-

tors and related to the person, the community, and so ciety), 

patterns of response (process indicators and outcome of the 

transition, conductors of the nursing therapeutics), and thera-

peutic interventions in nursing [13]. Transition theory provides a 

framework for understanding the complexity of the post-hospital 

transition experience on older individuals, their families, and 

their support systems [13]. This theory conceptualizes transition 

as both a process and an outcome and provides a theoretical 

construct for the development of nursing therapeutics that meet 

the individual needs of patients and families [10]. Because aging 

is characterized by multiple changes in the physical and cognitive 

function, and roles of older individuals and those within their so-

cial networks, transition theory is particularly applicable in the 

care of aging families [13]. Age-related transitions that result in 

hospitalization often precipitate the need for nursing care for both 

older individuals and their families [11]. 

Hospitalization of an older adult potentially creates a multidi-

mensional transition experience for the individual, family mem-

bers, and social supports [4]. Daves et al. [21] tested transition 

theory by applying it to the experiences of family members while 

moving their older relatives to nursing homes. They concluded 

that the 3 domains of transition theory (nature of transitions, 

transition conditions, and patterns of response) could be helpful 

in explaining the range of factors that circumscribe each individ-

ual’s transition and the various experiences that individuals en-

counter. There were a few studies using Meleis’ transition theory 

for critically ill patients in Korea [22,23]. However, transition 

theory should be evaluated as being clear, simple to understand, 

and easily generalizable to various types of transitions.

In addition to transition theory, several conceptual models 

guide transitional care in older adults with chronic illnesses. 

First, the Transitional Care Model (TCM) is advanced nurse 

practitioners-led, multidisciplinary approach to care for older 

adults with multiple chronic conditions [2]. The TCM includes 

comprehensive in-hospital patient assessment, active engagement 

of patients and their family, and continuity of medical care be-

tween hospital and community follow-up in partnership with the 

patient and family [5]. A second hospital-to-home model is the 

Care Transitions Intervention  (CTI) which is part of the Care 

Transitions Program  is designed to encourage older patients and 

their caregivers to assert a more active role during care transi-

tions [15]. This care transitions model include a hospital visit, 

followed by a home visit, and three follow-up calls. The nurse 

coach meets the patient in the hospital, visits the patient at home 

48-72 hours after discharge, and performs three follow-up tele-

phone calls [24]. A third model Better Outcomes for Older Adults 

through Safe Transitions (Project BOOST) was developed by the 

Society of Hospital Medicine [17] and was designed to help re-

duce unplanned hospital readmissions and improve information 

flow between inpatient and outpatient providers. This model pro-

vides resources to optimize the hospital discharge process and 

minimize many of the problems incurred by older patients dis-

charged from the hospital [5,17]. The final model is the Chronic 

Care Model (CCM) is a physician-designed, patient-centered, 
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systems approach for providing safe and effective care to older 

adults with chronic diseases and fluctuating health statuses. The 

CCM includes both care coordination and case management, and 

has been applied most frequently in outpatient clinic settings [17]. 

These conceptual models regarding chronic care are utilized in a 

variety of settings that include hospital-to-home (CTI, TCM, and 

BOOST), outpatient clinic-to-home (CCM). These models pro-

mote patient-centered care and report reduced hospital readmis-

sions and reduced overall healthcare costs [5]. Nevertheless, 

these models are mostly focused on one specific transition period 

and expensive to apply to medical settings. Especially, BOOST 

and CCM are both physician-led models. On the other hand, 

Meleis’ transition theory as a nurse-led framework extensively 

used to explain health and illness transitions such as the recovery 

process, hospital discharge, and diagnosis of chronic disease. 

The literature shows that transition theory in nursing practice 

has been used with diverse groups of people including geriatric, 

psychiatric, and maternal populations as well as family caregiv-

ers, menopausal women, Alzheimer patients, immigrant women, 

individuals with chronic illness, new nurses, and others 

[10,13,23]. In addition, Meleis et al. [10] developed this middle 

range theory based largely on qualitative research. Long-term 

changes in health and illness create a process of transition, 

linked to shifts in self-care ability [1]. Nurses working alongside 

their patients can help them identify changes forced by illness 

and seek new possibilities from disruptive experiences. Under-

standing transition enables nurses to move towards a more holis-

tic approach to the provision of care.

3.  Significances of transitional care in chronically ill 

older adults

Transitional care is a broad term for care interventions that 

promote the safe and timely transfer of patients between levels of 

care and across care settings [2]. Coleman and Berenson [15] 

proposed transitional care should cover admission, transfer, and 

discharge procedures. The main goal of transitional care is opti-

mal patient care and safety [14]. 

Older patients over the age of 75 utilize approximately 25% of 

all hospital encounters [25,26]. The rate of hospitalization for 

adults over the age of 65 has shown an upward trend over the 

past 30 years, while rates of all other age groups have signifi-

cantly declined [25]. Transitions such as the hospitalization of an 

older adult ultimately affect people who live within multifaceted 

family systems. In addition, frail older patients with complex 

healthcare problems appear to be a group particularly at risk for 

adverse events during the periods of health-illness transitions 

across medical locations and providers [13]. 

The physical and mental health of older adults may deteriorate 

after hospital discharge. They may experience changes in their 

treatment regimen and discontinuities during their transitions. The 

type and incidence of adverse events reported in the literature re-

late to adverse drug events, procedure related events, diagnostic 

test follow-up errors, nosocomial infections, and falls. Ineffective 

care processes, poor communication, and deficient documentation 

represent the major risk factors associated with these adverse 

events [6,8,25]. According to prior studies [5,14,23,25], poor 

transitional care led to serious complications including hospital re-

admission and increased emergency treatment. Poor outcomes 

may be attributable to duplicated, omitted, or incomplete care 

provision. During the discharge and home recovery transition 

periods, in particular, patients and family caregivers often strug-

gle to redefine their self-concepts, resume prior roles, and em-

ploy the new knowledge and skills required to manage condition-

associated changes in health [25]. Nurses are often the primary 

providers of interventions that support patients and families dur-

ing these vulnerable periods.

METHODS

The material for this article was derived from electronic data-

bases: Cumulative Index of Nursing and Allied Health Literature, 

MEDLINE, and Science Direct and a search of literature pub-

lished since 1970. Additionally, relevant literature published in 

English was found using the terms “transitional care”, “transition 

of care”, “continuity of care”, “transition”, and “chronic care” in 

combination with the terms “aging”, “older”, and “older adults”. 

Titles and abstracts from the searches were first screened for 

their relevance to the discussion’s aim, and then any publications 

deemed relevant were examined for inclusion in this article. We 

read and reread articles to elicit their relevance to transitional 

care for older adults with chronic illnesses.
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DISCUSSION 

1.  Importance of healthy transitions for chronically ill 

older adults

Nursing Science has become proactive in the study healthy 

transitions [10]. A healthy transition that has received consider-

able attention is the move from hospital-to-home [26]. Nursing 

interventions for complex healthcare transitions have been ex-

amined recently [14,23,25]. The transition from having indepen-

dence to requiring professional help to manage daily self-care 

may bring upon various types of distress and vulnerability in an 

individual. To accept the professional support needed in such sit-

uations, a healthy transition is vital [15].

Older patients typically leave the hospital with residual recov-

ery needs and often must elicit the support of family, friends, or 

formal resources to optimize transition outcomes [8]. Better un-

derstanding of the evolving needs of older patients in the early 

and later stages of transition is needed. It may assist in identify-

ing older patients who are at risk for or are already experiencing 

an unhealthy home recovery transition and developing time-ap-

propriate interventions that address the complexity of individual 

patients and their families is necessary [23]. The frequency of 

early hospital readmissions increase when patients are discharged 

to an inappropriate setting, are prematurely discharged, when 

caregivers are excluded from the discharge plan, and when pa-

tients are inadequately prepared to resume self-care [26]. Es-

tablishing an effective process of transitioning patients from one 

setting to another or from one provider to another will lead to 

improved outcomes and satisfaction [6]. The extent and conse-

quences of poor transitions for older individuals are temporary 

disability, psychological stress, and sometimes death [2]. There-

fore, to improve care transitions, a shift in emphasis from pro-

vider-centered to patient-centered care is required. 

It is critical that nurses identify healthy transition outcomes to 

facilitate research on transitions and the evaluation of clinical in-

terventions. Three indicators of healthy transition such as sub-

jective well-being, role mastery and well-being of relationships 

appear relevant across all types of transitions [13]. Thus, it is 

appropriate to assess these indicators periodically throughout the 

transition and not simply at the end of the transition period.

2.  Effects of the transitional care program using meleis’ 

transition theory on improving patient outcomes

Transitional care is clearly capable of reducing hospital read-

mission rates and costs [15]. Preventive home visits, chronic 

disease self-management, caregiver support, transitional care, 

and comprehensive inpatient care can improve patients’ quality of 

life and functional autonomy [16]. Positive outcomes of these in-

terventions include fewer unplanned readmissions, longer median 

event-free survival reduced mortality rates, and lower health-

care costs [7,19,27].

Geary and Shumacher [28] presented an interesting look at the 

integration of transition theory with concepts of complexity sci-

ence. They argued that the complexity of many transition situa-

tions encountered by nurses today is better described when the 

theories are integrated. Integration encourages recognition that 

transition effects are widespread and include patients, caregivers, 

healthcare providers, and the healthcare system [28]. Moreover, 

structured post-discharge follow-up of recently hospitalized older 

adults may be more effective if it is driven by individual patient 

assessment rather than condition-specific protocols [14].

Several studies using transition theory have focused on the 

experience of caregivers. One study [12] was an extensive re-

view of the literature to examine the transitions encountered by 

patients with cancer and their caregivers. The intent was to de-

velop a more focused intervention and better allocation of re-

sources to assist caregivers during this change. Research find-

ings have shown that involvement of an advanced practice nurse 

or social worker significantly improves transitional care out-

comes. Interventions that include assessment of older adults for 

discharge readiness and structured follow-up interventions may 

be particularly beneficial in identifying those that are at-risk for 

poor home-recovery transition outcomes [2,5,16]. Telehealth in-

terventions that incorporate inclusion of mobile technologies such 

as Facebook, tablets, and mobile videoconferencing such as 

Skype may provide assistance in post-discharge support.

According to Naylor and Keating [2], the evidence suggests 

that nurses play pivotal roles in ensuring that successful care 

transition occurs. Most interventions in transitional care should 

be designed to facilitate smoother, safer, and more efficient 

transitions from the hospital to home or nursing home [27]. In 
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addition, transitional care interventions should be developed and 

evaluated for high-risk populations. 

3.  Nursing roles in the transition process through 

chronic illness trajectories

Older adults with chronic illnesses and family care providers 

frequently report unmet transitional care needs as they leave the 

hospital [2,15,16]. Namely, many older patients are discharged to 

their home following a hospitalization without proper home-care 

supervision [3]. Current hospital-based discharge planning pro-

cesses typically address the immediate relocation needs of the 

patient within the confines of individual admission [6,8]. These 

services often occur in isolation and are often ineffective because 

older patient’s health-illness transitions are complex, have pro-

found effects on the individual and their families [7,28]. Further-

more, older patients encountered common post-discharge diffi-

culties in their home setting include; increased dependence on 

others to meet personal and self-care needs; greater reliance on 

others to perform household tasks; difficulty with reading medi-

cation labels and basic medication management; lack of informa-

tion on appropriate support services and how to engage them; 

unmet informational needs; poor understanding of symptom con-

trol; social instability; and coping issues including psychological 

distress such as anxiety, depression, loneliness and hopelessness 

[26,27]. Therefore, transitional care programs are needed dur-

ing these vulnerable periods.

There are several reasons why transitions are important in 

nursing. First, nurses spend a great deal of their clinical time 

caring for individuals who are experiencing one or more changes 

in their lives that affect their health [1,9]. Second, patients tend 

to leave hospitals earlier and continue their recovery and rehabil-

itation transition at home. The reasons for this early discharge 

include the benefits of technology, insurance-driven policies re-

lated to hospitalization and discharge, and the increasing costs of 

healthcare. The transition to recovery is somewhat more pro-

tracted, and patients need expert and competent care until they 

complete their recovery transition. When patients and their fam-

ilies are not cared for during these transitions, they may experi-

ence complications and possible readmission [26]. Lastly, the in-

crease in the aging population creates a different set of health-

care challenges that require more long-term care from nurses 

[2]. Nurses are expected to help older patients and families cope 

with the multiplicity of changes including physical, geographical, 

spatial, emotional, and mental challenges.

Older adults become particularly susceptible to poor outcomes 

when transitioning from the acute care setting because they are 

often discharged with ongoing care demands that exceed those 

that preceded the hospitalization [25,27]. Therefore, nurses 

should conduct transitional care according to transition phases 

such as hospitalization, at discharge, and after discharge.

Specifically, to implement successful transitions it is important 

for nurses to 1) work in partnership with older patients and their 

family caregivers; 2) be aware of the pressures the family care-

givers are experiencing and attempt to minimize whenever pos-

sible; 3) ensure that both patients and family caregivers are well-

informed; 4) enable patients to maintain autonomy over their in-

dependence and decision-making when possible; and 5) ensure 

that patients and family caregivers are emotionally supported.

4. Implications and future directions in nursing

1) Nursing education

Changes in treatment plans may increase the risk of medica-

tion errors at home; therefore, effective communication between 

patients, family care providers, and the healthcare team is nec-

essary at the time of discharge [2,13,23]. Better understanding 

of a patient’s pre-admission self-care practices may assist the 

bedside nurse in developing clear discharge instructions that 

clarify new or changing elements of care.

Besides the family members who are actively involved in pro-

viding care, direct care workers are typically the ones who know 

the consumer best. They are also most likely to interact with the 

patient during multiple stages and places along the transitional 

care continuum. 

Finally, there is a need to educate patients and their families 

about transitions of care. This will provide them with the infor-

mation and tools necessary to understand their health conditions 

and care options, and to make decisions that reflect their per-

sonal values and preferences [5,13].

In nursing education, professional curriculum should be sys-

tematically disseminated before newly trained professionals engage 
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in transitional care. Furthermore, importance of transitional care 

for vulnerable population should be understood in undergraduate 

nursing education system through outcome-based curriculum.

2) Nursing practice

Creating an effective healthcare team starts with facilitating a 

readiness to accept the culture of teamwork and ensuring all 

members possess the necessary knowledge, skills, and atti-

tudes. To be effective, all members of the transitional care team 

must go beyond their own area of expertise to be more skilled in 

interdisciplinary teamwork [27,28]. This requires cooperative 

efforts to enhance communication, willingness to compromise, 

and recognition particularly, that communication between pa-

tients, family members, and all members of the interdisciplinary 

team is critically important to the success of transitional care 

[28]. The need to communicate and coordinate more effectively 

is increasingly supported by advances in technology, including 

the use of electronic hospital records [29]. Although technologies 

improve communication, access to these tools does not guaran-

tee their appropriate or meaningful use. Much is yet to be 

learned, and standards of use need to be established to optimize 

the use of medical technologies. In the future, we need to be 

concerned about these health related technological issues. 

To extend coverage and provide needed services to a broader 

range of diverse populations such as people with mental illness or 

cognitive impairment will require expanding the scope of prac-

tice. Moreover, the transitional care interventions that are im-

plemented will need to be tailored to meet multiple dimensions of 

diversity including functional age; chronological age; racial, eth-

nic, and cultural identity; gender identity and sexual orientation; 

and socioeconomic status [10,13,25]. 

Most importantly, the ideals of a cooperative and interdisci-

plinary approach to transitional care need to be carefully recon-

ciled with the risks and responsibilities of effective and ethical 

patient care. This issue requires further consideration as innova-

tive practices of transitional care move forward. In order to de-

velop interventions that promote healthy hospital-to-home tran-

sitions, there is a need to investigate if the care needs and prob-

lems experienced at different phases of the home recovery tran-

sition vary.

3) Nursing research 

There is an absence of literature on the hospital-to-rehabilita-

tion and post-rehabilitation transition experiences of older adults; 

therefore, there are extensive opportunities for research growth 

in this area [29,30]. The higher rates of dependency observed in 

older adults with chronic illnesses should encourage research on 

the post-hospitalization transitions of older adults who reside in 

assisted living facilities [27,30]. 

The field of transitional care research is still in infancy. The 

role of nurses working in collaboration with other healthcare pro-

viders and family members needs to be emphasized in future 

projects. Finally, studies aimed at translating the findings of best 

practices in healthcare environments, including home, hospital, 

adult day care, and long-term care, are needed.

4) Future directions

The successful implementation of transitional care involves a 

new way of providing healthcare that will require the participation 

of multiple stakeholders in the process. In turn, these stakehold-

ers represent several pathways through which effective models of 

transitional care can be adopted and enhanced. To recognize and 

become engaged in the process, there must be something in the 

provision of transitional care that stakeholders perceive as rele-

vant and beneficial [26,27]. Identified needs such as information, 

resources, or culturally relevant services will need to be ad-

dressed, and there will be a need to build on existing strengths 

such as community trust or collaborative organizational culture.

The concepts embodied in transitional care represent a paradigm 

shift in the delivery of healthcare [30]. As such, the adoption of its 

principles and program components will likely be an evolutionary 

process. Incremental change efforts take time and energy, dedi-

cated leadership and staffing, and committed political support, the 

intensity of which will fluctuate over time [25,26]. To continue to 

advance effective models of transitional care, it will be critical to 

engage and mobilize multiple levels of individual and organizational 

stakeholders to develop collaborative relationships and implement 

effective mechanisms for the coordination of service delivery. 

CONCLUSIONS

With the increasing older adult population and the growing in-
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cidences of chronic and end-stage disease rates among those 

aged 65 and older, monitoring care transitions will remain a 

challenge. Nurses in key roles across the myriad of healthcare 

settings will help assure seamless care transitions for their older 

adult patients.

Transitional care is particularly important for people experi-

encing serious or chronic illnesses including mental illnesses. 

Encouraging family members to become active and informed 

participants in the planning and execution of transitional care has 

several benefits. Transition theory can provide a more appropri-

ate theoretical fit for the healthcare system because of its inher-

ent consideration of the diversities in patients and its basis in re-

search among various groups of people in transition.

Using Meleis’ transition theory as a framework for the devel-

opment and implementation of clinical and educational ap-

proaches, nurses can play an important role in the health and 

well-being of older patients with chronic illnesses and their fam-

ily caregivers. Nurses in different practice settings can assist 

patients in making a healthy transition toward a sense of mastery 

over their illness and constitute a significant resource in the 

healthcare available to older individuals.

CONFLICTS OF INTEREST

There are no conflicts of interest.

REFERENCES 

1. Ambrosio L, Senosiain Garc a JM, Riverol Fern ndez M, Anaut 

Bravo S, Diaz De Cerio Ayesa S, Ursua Sesma ME, et al. Living 

with chronic illness in adults: A concept analysis. Journal of Clini-

cal Nursing. 2015;24(17-18):2357-2367. 

http://dx.doi.org/10.1111/jocn.12827

2. Naylor M, Keating SA. Transitional care: Moving patients from 

one care setting to another. The American Journal of Nursing. 

2008;108(9 Suppl):58-63. 

http://dx.doi.org/10.1097/01.NAJ.0000336420.34946.3a

3. Levit K, Wier L, Stranges E, Ryan K, Elixhauser A. HCUP facts 

and figures: Statistics on hospital-based care in the United States, 

2007. Rockville, MD: Agency for Healthcare Research and Qual-

ity; 2009.

4. Allen J, Hutchinson AM, Brown R, Livingston PM. Quality care 

outcomes following transitional care interventions for older people 

from hospital to home: A systematic review. BMC Health Services 

Research. 2014;14:346. 

http://dx.doi.org/10.1186/1472-6963-14-346

5. Enderlin CA, McLeskey N, Rooker JL, Steinhauser C, D'Avolio D, 

Gusewelle R, et al. Review of current conceptual models and 

frameworks to guide transitions of care in older adults. Geriatric 

Nursing. 2013;34(1):47-52. 

http://dx.doi.org/10.1016/j.gerinurse.2012.08.003

6. Adili F, Higgins I, Koch T. Older women and chronic illness: 

Transitioning and learning to live with diabetes. Action Research. 

2013;11(2):142-156. 

http://dx.doi.org/10.1177/1476750313477157

7. Kripalani S, Jackson AT, Schnipper JL, Coleman EA. Promoting 

effective transitions of care at hospital discharge: A review of key 

issues for hospitalists. Journal of Hospital Medicine. 2007;2(5): 

314-323. http://dx.doi.org/10.1002/jhm.228

8. Godfrey M, Townsend J. Older people in transition from illness to 

health: Trajectories of recovery. Qualitative Health Research. 

2008;18(7):939-951. 

http://dx.doi.org/10.1177/1049732308318038

9. American Geriatrics Society Expert Panel on the Care of Older 

Adults with Multimorbidity. Guiding principles for the care of older 

adults with multimorbidity: An approach for clinicians. Journal of 

the American Geriatrics Society. 2012;60(10):E1-E25. 

http://dx.doi.org/10.1111/j.1532-5415.2012.04188.x

10. Meleis AI, Sawyer LM, Im EO, Hilfinger Messias DK, Schu-

macher K. Experiencing transitions: An emerging middle-range 

theory. Advances in Nursing Science. 2000;23(1):12-28. 

http://dx.doi.org/10.1097/00012272-200009000-00006

11. Meleis AI. Transitions theory: Middle-range and situation-specific 

theories in nursing research and practice. New York, NY: Springer 

Publishing Company; 2010.

12. Blum K, Sherman DW. Understanding the experience of caregiv-

ers: A focus on transitions. Seminars in Oncology Nursing. 2010; 

26(4):243-258. http://dx.doi.org/10.1016/j.soncn.2010.08.005

13. Im EO. Transitions theory: A trajectory of theoretical development 

in nursing. Nursing Outlook. 2011;59(5):278-285. 

http://dx.doi.org/10.1016/j.outlook.2011.03.008

14. Parry C, Mahoney E, Chalmers SA, Coleman EA. Assessing the 

quality of transitional care: Further applications of the care transi-

tions measure. Medical Care. 2008;46(3):317-322. 

http://dx.doi.org/10.1097/MLR.0b013e3181589bdc

15. Coleman EA, Berenson RA. Lost in transition: Challenges and op-

portunities for improving the quality of transitional care. Annals of 

Internal Medicine. 2004;141(7):533-536. 

http://dx.doi.org/10.7326/0003-4819-141-7-200410050-00009

16. Coleman EA, Parry C, Chalmers S, Min SJ. The care transitions 

intervention: Results of a randomized controlled trial. Archives of 

Internal Medicine. 2006;166(17):1822-1828. 

http://dx.doi.org/10.1001/archinte.166.17.1822

17. Society of Hospital Medicine. Overview project BOOST  implemen-



927

http://dx.doi.org/10.4040/jkan.2015.45.6.919 www.kan.or.kr

Transitional Care for Older Adults with Chronic Illnesses as a Vulnerable Population: 
Theoretical Framework and Future Directions in Nursing

tation toolkit [Internet]. Philadelphia, PA: Author; 2014 [cited 

2015 July 29]. Available from: http://www.hospitalmedicine.org/

AM/Template.cfm?Section=Home&TEMPLATE=/CM/HT-

MLDisplay.cfm&CONTENTID=27659.

18. Jeong YH, Ko SJ, Kim EJ. A study on the effective chronic disease 

management. Sejong: Korea Institute for Health and Social Af-

fairs, 2013 November. Report No.: Research Paper 2013-31-19.

19. Kanak MF, Titler M, Shever L, Fei Q, Dochterman J, Picone DM. 

The effects of hospitalization on multiple units. Applied Nursing 

Research. 2008;21(1):15-22. 

http://dx.doi.org/10.1016/j.apnr.2006.07.001

20. Weiss ME, Piacentine LB, Lokken L, Ancona J, Archer J, Gresser 

S, et al. Perceived readiness for hospital discharge in adult medical-

surgical patients. Clinical Nurse Specialist. 2007;21(1):31-42. 

21. Davis JD, Tremont G, Bishop DS, Fortinsky RH. A telephone-

delivered psychosocial intervention improves dementia caregiver 

adjustment following nursing home placement. International Journal 

of Geriatric Psychiatry. 2011;26(4):380-387. 

http://dx.doi.org/10.1002/gps.2537

22. Son YJ, Suh YO, Hong SK. Experiences on transfer of critically ill 

patients from intensive care units to general wards: Focus group 

interview on nurses' view. Journal of Korean Academy of Funda-

mentals of Nursing. 2009;16(1):92-102. 

23. Son YJ. Development and effects of the collaborative transitional 

care program for continuity of care in patients transferred to gen-

eral wards from ICUs. Journal of Korean Clinical Nursing Re-

search. 2009;15(3):143-155. 

24. The Care Transitions Program. Health care services for improving 

quality and safety during care hand-offs [Internet]. Auroa, CO: 

Author; 2015 [cited 2015 July 29]. Available from: http://care-

transitions.org/.

25. Piraino E, Heckman G, Glenny C, Stolee P. Transitional care pro-

grams: Who is left behind? A systematic review. International 

Journal of Integrated Care. 2012;12:e132. 

26. Preyde M, Brassard K. Evidence-based risk factors for adverse 

health outcomes in older patients after discharge home and assess-

ment tools: A systematic review. Journal of Evidence-Based Social 

Work. 2011;8(5):445-468. 

http://dx.doi.org/10.1080/15433714.2011.542330

27. Mistiaen P, Francke AL, Poot E. Interventions aimed at reducing 

problems in adult patients discharged from hospital to home: A 

systematic meta-review. BMC Health Services Research. 2007; 

7:47. http://dx.doi.org/10.1186/1472-6963-7-47

28. Geary CR, Schumacher KL. Care transitions: Integrating transi-

tion theory and complexity science concepts. ANS Advances in 

Nursing Science. 2012;35(3):236-248. 

http://dx.doi.org/10.1097/ANS.0b013e31826260a5

29. Fex A, Flensner G, Ek AC, S derhamn O. Health-illness transi-

tion among persons using advanced medical technology at home. 

Scandinavian Journal of Caring Sciences. 2011;25(2):253-261. 

http://dx.doi.org/10.1111/j.1471-6712.2010.00820.x

30. Laugaland K, Aase K, Barach P. Interventions to improve patient 

safety in transitional care-a review of the evidence. Work. 

2012;41(Suppl 1):2915-2924. 

http://dx.doi.org/10.3233/wor-2012-0544-2915


