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Abstract

Background: Care transitions of older persons between multiple care settings are frequently hampered by various
issues such as discontinuous care delivery or poor information transfer among healthcare providers. Therefore,
several innovations have been developed to optimize transitional care (TC). This review aims to identify which
factors influence the implementation of TC innovations.

Methods: As part of TRANS-SENIOR, an international innovative training and research network focusing on enhancing
or avoiding care transitions, a scoping review was conducted. The five stages of the Arksey and O’Malley framework
were followed. PubMed/MEDLINE, EMBASE, and CINAHL were searched, and eligible studies published between years
2000 and 2020 were retrieved. Data were extracted from the included studies and mapped to the domains and
constructs of the Consolidated Framework for Implementation Research (CFIR) and Care Transitions Framework (CTF).

Results: Of 1537 studies identified, 21 were included. Twenty different TC innovations were covered and aimed at
improving or preventing transitions between multiple care settings, the majority focused on transitions from hospital
to home. Key components of the innovations encompassed transition nurses, teach-back methods, follow-up home
visits, partnerships with community services, and transfer units. Twenty-five prominent implementation factors (seven
barriers, seven facilitators, and eleven factors with equivalent hindering/facilitating influence) were shown to affect the
implementation of TC innovations. Low organizational readiness for implementation and the overall implementation
climate were topmost hindering factors. Similarly, failing to target the right population group was commonly reported
as a major barrier. Moreover, the presence of skilled users but with restricted knowledge and mixed attitudes about the
innovation impeded its implementation. Among the eminent enabling factors, a high-perceived advantage of the
innovation by staff, along with encouraging transition roles, and a continuous monitoring process facilitated the
implementation of several innovations. Other important factors were a high degree of organizational networks,
engaging activities, and culture; these factors had an almost equivalent hindering/facilitating influence.
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Conclusions: Addressing the right target population and instituting transition roles in care settings appear to be
specific factors to consider during the implementation of TC innovations. Long-term care settings should
simultaneously emphasize their organizational readiness for implementation and change, in order to improve
transitional care through innovations.

Keywords: Implementation, Innovation, Care transitions, Transitional care, Long-term care, Factors, Older persons

Contributions to the literature

� Our study identifies a set of significant factors that influence

the implementation of innovations specific to transitional

care, which diminishes the existing gap in implementation

literature and offers guidance to long-term care organiza-

tions in future endeavors for enhancing this type of care for

older persons.

� The current findings provide a dynamic and different

perspective by addressing the interorganizational aspect of

implementing transitional care innovations across multiple

long-term care settings.

� The methodology used illustrates the possibility of

combining multiple implementation research frameworks to

enable a rich and comprehensive study of the influencing

factors on implementing transitional care innovations.

Background
Innovations in transitional care (TC) are often imple-
mented to ensure an optimal continuity of healthcare
delivery for older persons who transfer between multiple
care settings. Older persons aged 65 years and above are
at high risk of adverse events during care transitions due
to the prevalence of chronic diseases and multimorbidity
[1–7]. Care transitions of older persons are frequently
hampered by a diversity of issues, such as, but not
limited to, fragmented care, medication errors, or poor
communication among healthcare providers [7, 8].
Consequently, the delivery of proper TC for the older
population is not always achieved.
There appears to be an urgent need to innovate in

order to alleviate the augmented demand for long-term
care (LTC) services and promote better and safer care
transitions. Based on the World Health Organization’s
concept of LTC, we adapted its definition to fit the use
throughout this article as “LTC refers to the provision of
continuous care activities performed by formal and/or
informal/family caregivers to ensure that older persons
with or at risk of a significant ongoing loss of intrinsic
capacity can maintain a level of functional ability con-
sistent with their basic rights, fundamental freedoms,
and human dignity; also it can be achieved through: (a)
optimizing the older person’s trajectory of intrinsic

capacity, (b) compensating for a loss of capacity by pro-
viding the environmental support and care necessary to
maintain functional ability at a level that ensures well-
being; and can be provided in settings, such as but not
limited to: nursing and residential care facilities, assisted
living facilities, or private/own home” [9]. To that end,
multiple evidence-based TC interventions, models, or
programs also referred to as “innovations” have been de-
veloped with the goal to improve or prevent transitions
between different settings [2]. According to existing lit-
erature, we defined the following terms to be used
throughout this article: “improve care transitions”—to
provide and enhance the transitional care and services
delivered during physical relocations of older persons
from one care setting to another, with a view to creating
optimal benefit as a result of the care transition; “prevent
care transitions”—to provide the care and services
needed in order to avert an unnecessary or avoidable
physical movement of older persons between two care
settings or more [2, 5, 7]. The Transitional Care Model
and Coleman’s Care Transitions Intervention are exam-
ples of interventions designed to improve care transi-
tions from hospital to home [2]. Key components of
these interventions include appointing a transition coach
or nurse, encouraging patient self-management, and
planning hospital discharge [10–12]. While other inter-
ventions [13] aim to prevent care transitions from nurs-
ing home to hospital through the use of specific
advanced care planning tools, alternative interventions
focus on providing acute care at home to prevent transi-
tions from home to hospital [14]. The successful
implementation of these interventions has been shown
to enhance the quality of care, control costs, reduce
hospital readmission rates, and ultimately meet patient
needs [2, 15]. However, while innovation in TC is
encouraged as a solution, its implementation is often
difficult and unsuccessful.
The success or failure of the implementation of any

innovation within a healthcare setting is usually influ-
enced by multiple factors recognized as either barriers
or facilitators [16]. These factors can be linked to either
the innovation characteristics, individual professionals,
patients and caregivers, organizational structure, or the
environmental context [16, 17]. Nevertheless, other fac-
tors related to the actual process and activities under-
taken to implement an innovation such as the planning,
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execution, and evaluation methods are as crucial [17].
Similarly, attempts to implement innovations in TC are
frequently affected by multiple factors. Among the bar-
riers are limited organizational resources, absence of an
implementation climate, complexity of the innovations,
and low leadership engagement [18, 19]. Conversely, fa-
cilitators include the adaptability of innovations, a high
relative advantage of the innovation as perceived by
users, and the existence of robust external organizational
partnerships [14, 19].
However, to the best of our knowledge, no overview

exists on barriers and facilitators that influence the im-
plementation of innovations for preventing or improving
care transitions for older persons. Thus, there is a need
to explore and map the available evidence on these im-
plementation factors. The main research question of the
current study is the following: What are the barriers and
facilitators that influence the implementation of TC in-
novations for older persons in long-term care settings?
A secondary question is whether the literature captured
the perspectives of older persons and informal or family
caregivers on the innovation’s implementation and over-
all experience, and if so, what was reported as feedback.

Methods
This scoping review follows the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses exten-
sion for Scoping Reviews (PRISMA-ScR) checklist [20]
(see Additional file 1). The review was conducted ac-
cording to the five stages described by the Arksey and
O’Malley framework [21] and the enhancements pro-
posed by Levac et al. [22].

Stage 1: identifying the research question
This scoping review is guided by the following question:
What are the barriers and facilitators that influence the
implementation of TC innovations for older persons in
long-term care settings?

Stage 2: identifying relevant studies
Initially on July 25, 2019, a systematic search of three da-
tabases was conducted: PubMed/MEDLINE, EMBASE,
and CINAHL; an update was run on March 10, 2020.
Four main concept terms were used in the search:
implementation; care transition; innovation; and older
persons. To formulate the search strings, relevant
keywords and synonyms were identified for each concept
term in addition to the controlled vocabulary terms
(such as MeSH headings in PubMed/MEDLINE). The
search strategy was discussed by the authors as well as
reviewed by an information specialist. Reference lists of
articles that fulfilled the inclusion criteria were searched
to identify additional papers. The final search strategy is
available (see Additional file 2).

Stage 3: study selection
Literature published in any language between January 1,
2000, and March 10, 2020, was retrieved.
Original research studies were included. Articles were

eligible for inclusion if (a) target population (participants
or receiver of care) were all or if the majority were older
persons aged 65 years and above (also referred to as
patients, older adults, frail older adults, elderly) with
long-term care needs and at risk of care transitions; (b)
focused on the transfer and physical movement of older
persons between two or more care settings with at least
one setting providing long-term care; (c) implemented
an innovation within a care setting to prevent or im-
prove care transitions; (d) reported on the barriers and
facilitators that influenced the implementation process
of the innovation; (e) stated the perspectives of the older
persons, family, informal caregivers, and/or healthcare
providers on the innovation.
After the removal of duplicates, the first author (AF)

screened the titles and abstracts for eligibility. In order
to increase reliability, the second author (LG) screened a
random selection of 10% of the total records for titles
and abstracts [23]. Both reviewers then compared their
assessment decisions and resolved any differences
through discussion and when necessary through consult-
ation with the author (BdB). In the next phase, the two
authors (AF, LG) independently screened and discussed
100% of the full texts of those articles deemed eligible
[23, 24]. The Preferred Reporting Items for Systematic
Reviews and Meta-analyses (PRISMA) flowchart [25]
was used to report the study selection process.

Stage 4: charting the data
Development of the data charting forms
A data charting form consisting of two parts was devel-
oped. Data charting form—part 1 comprised the follow-
ing: title; authors; year; country; study aim; design and
methodology; population; setting; innovation description;
duration and phase of implementation; presence of bar-
riers and/or facilitators to innovation implementation;
reported themes of barriers and/or facilitators to the im-
plementation of the innovation; perspectives of older
persons, family, or informal caregivers and/or providers
on the innovation; and reported implications of the
innovation. Data charting form—part 2 was devised to
map barriers and facilitators as identified in the studies
to the Consolidated Framework for Implementation Re-
search (CFIR) [26] and the Care Transitions Framework
(CTF) [27].
The CFIR is composed of five domains: (i) intervention

characteristics; (ii) outer setting; (iii) inner setting; (iv)
characteristics of individuals; (v) process, and 39 stan-
dardized constructs and subconstructs [26]. This frame-
work helps researchers identify the factors (i.e., barriers
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and facilitators) that influence the implementation of in-
novations [28]. Moreover, specific constructs from the
CTF [27] were selected and used in supplement to the
CFIR (see Additional file 3). The CTF is an adaptation of
the CFIR, whereby it incorporates all the CFIR constructs
in addition to new ones, which are mostly relevant to
transitional care.

Testing of data charting forms and the charting process
Both forms were tested initially on two articles, and then
results were discussed critically within the research team.
It was agreed to include additional elements to describe
further the innovations’ features in data charting form 1.
In the data charting, the implementation factors and
themes were extracted from the included articles and then
mapped to the CFIR’s relevant domains, constructs, and
the selected CTF constructs using the CFIR codebook
[29]. Subsequently, the CFIR rating rules were used to de-
termine each factor’s influence as negative: a barrier, or
positive: a facilitator [30]. Two authors (AF, TvA) charted
data independently from five randomly selected articles.
Disagreements on mapping factors to CFIR/CTF con-
structs were resolved between the two authors leading to
a consensus. Afterwards, author AF completed the full
data charting for all the included articles.

Stage 5: collating, summarizing, and reporting the results
The data charted were synthesized as follows:

a. Description of included studies: classification of the
studies into four groups according to the care
transition pathways of each TC innovation;
included the author(s), year of publication, country,
objective, population, design, and methods.

b. Description of the TC innovations: classification of
the innovations into four groups according to the
specific care transition pathways; included the
target population, key components, and the CFIR
domains influencing their implementation.

c. Barriers and facilitators to implementation of TC
innovations: the frequency of the reported factors
identified as barriers and/or facilitators to the
implementation was calculated based on their
presence in the number of studies.

d. Perspectives of older persons, family, or informal
caregivers: a narrative description of the feedback
on the overall experience, satisfaction with, or views
on the implementation of the TC innovation.

Results
Study selection
Initially, 1537 studies were identified, and 21 were in-
cluded in the final stage. The flowchart for the selection
process is depicted in Fig. 1.

Study characteristics
The 21 studies included described the implementation
of 20 different TC innovations (see Table 1). Almost half
of the studies (N = 11, 52%) originated from the USA,
and five were from Europe. The majority of the studies
were process evaluations and were performed during or
post the implementation of a TC innovation to examine
the influencing factors. Most studies used qualitative re-
search methods, and 11 utilized a preselected evaluation,
implementation, or quality-related framework, tool,
model, or instrument to guide data collection such as in-
terviews and/or data analysis.
Study populations across all studies were comprised of

multiple healthcare professionals and providers. Only six
studies included older persons or family/informal care-
givers and explored their perspectives on the TC innova-
tions [36, 37, 41, 44, 46, 47].

Key features of the TC innovations
Sixteen innovations focused on improving care transi-
tions for older persons, while four focused on preventing
transitions. TC innovations were classified into groups
according to the care transition pathways (see Table 2).

Description of the four groups of TC innovations
Care transitions from hospital to home settings were the
focus of ten TC innovations. Improving care transitions
was the main aim of these innovations with common
goals to reduce hospital readmissions, lower healthcare
costs [31, 34–36, 39, 40], enhance older persons’ quality
of life [18, 32, 33] and satisfaction [34, 39], and scale
down the need for institutional care [38]. Mostly, these
innovations targeted older persons with chronic and
complex conditions discharged from hospital, requiring
long-term care at home, and who were at higher risk of
readmission.
The common component across the innovations was

the existence of a healthcare professional with a “transi-
tion role,” such as a transition nurse, health coach, care
coordinator, social worker, or community nurse. The
role served to ameliorate the transition journey from
hospital to home by primarily providing follow-up, de-
veloping individualized care plans, and coordinating
care.
Care transitions from hospital to intermediary care

places to a final destination were the focus of four TC
innovations. These innovations aimed to improve care
transitions with common objectives, such as reducing
the length of hospital stays, relieving hospital bed-
blocking, and preventing inappropriate admission to
residential aged care [42, 43]. All four innovations were
designed for older persons who concluded an episode of
acute care at hospital but were unfit to transfer to home
or another final long-term care destination. The creation
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of “transition intermediary care places” such as transfer
beds hosted within a residential care facility or commu-
nity setting was the notable component across these
innovations [41–44]. Hence, the four TC innovations
allowed extra time to organize a more personalized ar-
rangement for the long-term care final destination for
older persons.
Care transitions from hospital or home to nursing/resi-

dential care facility were the focus of two TC innova-
tions. The goal of these innovations was to improve care
transitions with the objective to enhance information
transfer between hospitals and nursing facilities and
promote continuity of care. The essential aspect of both
innovations was the provision of “transition advice &
support” to nursing facility staff. This was enabled
through the arrangement of community geriatric ser-
vices and a psychiatric community nurse [45, 46].
Care transitions from nursing facility or home to

hospital were the focus of four TC innovations. These
innovations aimed to prevent care transitions. Hence,
the main objectives were the provision of a value-based
and patient-centered high-quality care [14], as well as
the reduction and prevention of avoidable hospitalizations

[47, 48], and reducing the frequency of transfers to acute
hospital care [49]. The unique component of all four inno-
vations was “transition care management in place.”

Barriers and facilitators to the implementation of TC
innovations
Factors reported in the 21 studies could be mapped to
61 CFIR&CTF constructs, out of which 19 were reported
as barriers only, 8 as facilitators only, and 34 as both
barriers and facilitators. Among these 34 factors, 15 were
reported as having both influences concurrently in the
same study. The reporting frequency, presented as num-
ber of studies, for the barriers and facilitators influencing
the implementation of the transitional care innovations
as mapped to the CFIR&CTF constructs is shown in
Fig. 2.
The most commonly reported domains impacting im-

plementation were process (20 studies) and inner setting
(19 studies), while factors in the outer setting were least
reported (12 studies). Twenty-five factors were reported
by at least five studies (25%) and therefore were consid-
ered the most prominent ones. Among these factors, we
distinguished seven factors as predominant barriers and

Fig. 1 PRISMA flowchart of study selection process
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Fig. 2 Frequency of reported barriers and facilitators to TC innovations implementation, mapped to CFIR&CTF (61 constructs). The asterisk(*)
represents factors cited by at least 5 studies (25%) as a barrier and/or facilitator; the caret(^) denotes factor as a predominant barrier or facilitator;
total number of studies is 21
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seven as predominant facilitators. The remaining 11 fac-
tors showed a nearly equivalent direction of influence as
impeding and facilitating (i.e., indistinguishable). Here we
use “predominant” when a factor was clearly and more
frequently reported as either a barrier or facilitator, judged
by whether at least two thirds of the total number of stud-
ies reporting this factor reported it as a barrier or facilita-
tor. Nevertheless, this does not directly imply that these
factors are the most important, but it conveys that they
are very likely to affect the implementation of TC innova-
tions in either direction of influence. The main findings
describing the most prominent factors are presented
below, and Fig. 3 provides an overall summary.

Factors—predominantly barriers
Targeted groups
A mismatch between the TC innovation components and
the intended profile of the recipients, older persons, was
evident to affect its implementation as indicated in nine
studies [14, 18, 31, 32, 34–36, 43, 47]. Five studies re-
ported that unclear eligibility criteria of the TC innovation
often impeded the identification of older persons that
could benefit from it [14, 18, 32, 35, 47]. Another four
studies stated that TC innovations were unable to meet

the specific care needs of the targeted older persons due
to the high frailty and complex conditions of the recipi-
ents, confirming an incompatible fit [31, 34, 36, 43].

Complexity
The intricacy of the TC innovation design and the diffi-
culty of putting it into action were reported mutually in
five studies [14, 31, 36, 38, 39]. Two studies cited that the
necessity to involve multiple homecare service providers
[14] and informal caregivers [31], and the absence of bun-
dled care payment methods [14] led to difficulty in imple-
menting TC innovations in home settings. Healthcare
providers perceived that TC innovations with complex
and extensive processes [39], unstandardized or detailed
protocols [36], and hard to understand and use tools and
checklists [38] affected the implementation negatively.

Readiness for implementation: available resources
Low staffing levels [43, 44, 46] and a lack of dedicated staff
[14] were common impeding factors to the implementa-
tion of TC innovations. Similarly, staff turnover [38, 47, 49]
plus losing key team members [39] and major program
staff and contact persons [40] affected the implementation
negatively. This led to increased costs and weakened

Fig. 3 Overview of the factors influencing the implementation of TC innovations
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relationships between organizations involved in imple-
menting a TC innovation [40]. Heavy workloads [38, 47,
49], time constraints [39, 46], and work schedule pressure
[46] also hindered implementation and sometimes led to
less staff engagement [38]. Limited availability of needed
resources such as equipment and care service provisions
[18], as well as financial constraints [47] or a lack of fund-
ing [37, 40], were notable barriers to implementation.
Moreover, three studies indicated that an inadequate train-
ing and education offered to providers and staff hindered
their ability to implement new TC innovations [36, 42, 47].

Continuity
A disrupted information flow, communication, or
relationship between multiple healthcare providers and
across organizations was described as cumbersome and
impeding to the implementation of TC innovations [14,
18, 32, 34, 42, 46]. Four studies reported that an insuffi-
cient, inconsistent, or discontinuous patient information
exchange between different organizations often led to
delays in coordination of services and care planning,
which was the essence of some TC innovations [14, 18,
34, 42]. Furthermore, the inefficient communication and
difficulties in maintaining steady working relationships
among the TC innovation program staff and, for ex-
ample, the hospital or nursing home staff were barriers
to the implementation [32, 46].

Implementation climate: relative priority
The existence of multiple quality improvement initia-
tives and projects within the organization often hindered
the efforts to implement new TC innovations concur-
rently [33]. Moreover, alternate quality improvement
projects posed competition to the introduction of new
TC innovations [39] and sometimes a mix of confusion
and doubts among the staff on their need [47]. Overall,
staff described change fatigue as a main barrier to
endorsing new transitional care activities, as well as
leadership sometimes failing to actively endorse new tran-
sitional care programs [32, 33]. Two studies indicated that
major organizational changes also created different prior-
ities among staff and a reduced capacity and motivation to
implement new TC innovations [38, 49].

Knowledge and beliefs about the intervention
The older persons’ misconceptions about the TC
innovation together with a limited awareness of its
specific services and goals, as well as a low perceived
value, affected the enrolment process and implementa-
tion [31, 33, 36]. Moreover, some older persons
expressed privacy concerns over aspects of the innova-
tions, such as home visits by care providers, and hence
viewed it as a disruption with a little value [33, 35, 36].
Similarly, mixed knowledge and beliefs surrounding

the innovation [38], confusion on the innovation’s dir-
ection [36], and not knowing what is expected [44, 47]
by healthcare providers were reported as hindrances to
the implementation. One study cited that care home
staff believed that the new intervention would make
them highly liable and accountable [45], whereas in
another study, staff saw that a mind shift is required or
implementation is impeded [46].

Planning
Two studies indicated that following a less organized im-
plementation plan with a low-quality and feasibility vi-
sion impeded the execution of a TC innovation [33,
39].While another four studies cited that the lack of
clear initiation workflows and specific protocols [14, 47],
as well as an absence of early induction and explanation
of the innovation [35, 44], led to early missteps and con-
fusion in rolling out the TC innovations [35, 47].

Factors—predominantly facilitators
Relative advantage
Four studies reported that the benefits and usefulness of-
fered by a TC innovation facilitated its implementation [35,
38, 44, 46]. Healthcare providers stated that TC innovations
with certain supportive tools, such as compiling an older
person’s information during transitions between settings,
helped staff work more efficiently and thereafter enhanced
the implementation [44]. In addition, an improved quality
of information transfer and communication between com-
munity and nursing home settings offered by one TC inno-
vation’s features was perceived as advantageous by staff
[46]. Moreover, the implementation of a TC innovation was
facilitated when managers observed incremental benefits
such as improved healthcare staff practice and skills [38].

Evidence strength and quality
Proven effectiveness and solid evidence on the TC innova-
tion’s ability to ensure positive outcomes enabled its
implementation [35, 39, 40]. Outcomes such as low re-
admission rates [40] and better patient satisfaction [39]
resulting from a TC innovation led to a high buy-in from
the healthcare providers [40] and a convinced leadership
[35], which consequently supported the implementation.

Information technology (IT) and health information
technology (HIT) resources: HIT systems
The presence of supportive electronic health information
systems enhanced the implementation of TC innovations
by enabling better communication, shared information
documentation, and patient care management across set-
tings [18, 36, 38, 48]. Notably, the incorporation in pa-
tients’ electronic files of either a TC innovation-specific
checklist [38] or signaling the involvement of a TC man-
ager in the care management [18] facilitated the adoption.
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Role
Defining clear roles and responsibilities for the key TC
innovation implementing team members facilitated the
implementation [35]. Three studies reported that key
staff played a critical role in implementation, through
adhering to the application of the innovation’s specific
activities [31, 32], providing regular support, and serving
as a liaison and communication channel between differ-
ent care settings and caregivers [47].

Transition roles: frontline staff
Five studies reported that the presence of frontline staff
with a designated transition role facilitated the execution of
a TC innovation [31, 35, 42, 44, 47]. A role directly at-
tached to the innovation, such as transition care staff [42],
advanced practice nurses [31], or a clinical nurse consultant
[44], was vital to implement the core components of the
innovation by being in direct contact with older persons
and able to identify and manage their transition care needs.

Reflecting and evaluating—measurement capability and
data availability
Regular communication and feedback between staff on
the progress of implementing TC innovations, such as
sharing successful outcome measures, fostered more
leadership support for continuing the implementation
[38–40]. Furthermore, ensuring a continuous monitoring
of the innovation’s effectiveness and overall performance
as well as quality and safety for patients allowed for
timely adaptations in the implementation process, to-
gether with maintaining its continuity [14, 35, 38].

Factors—indistinguishable barriers/facilitators
Eleven factors across four domains were highly reported,
however with an overall nearly equivalent influence as
both impeding and facilitating the implementation of a
TC innovation.

Cosmopolitanism
Although five studies reported that pre-existing partner-
ships, the establishment of new external networks, or
sharing of practices between various healthcare organi-
zations enabled a faster and better implementation of
TC innovations [14, 40–42, 46], four studies indicated
poor interorganizational relationships and unwillingness
to collaborate as evident barriers [33, 40, 45, 48].

External policy and incentives
The presence of external unsupportive laws and regula-
tions, as well as the discontinuity of national funding
schemes, showed a negative influence on the implemen-
tation of TC innovations in four studies [14, 35, 40, 46].
Conversely, another four studies cited that favorable
extrinsic legislative changes [41, 49] or the availability of

governmental sponsorship for new TC innovations were
facilitators [36, 42].

Networks and communications
A challenging team formation with an absence of
regular, effective, and clear communication among the
members impeded the implementation, as cited in seven
studies [14, 32, 34, 43, 46–48]. In contrast, suggested fa-
cilitators included established interdisciplinary teams
[39], strong coordination [33], or cooperative working
relationships across team members [35, 36, 48].

Culture
Progressive [33], innovative [32], flexible [40], or problem-
solving [35, 49] organizational norms and values with em-
phasis on patient-centered care [32] fostered implement-
ing new TC innovations. In contrast, a mismatch in
cultures between healthcare organizations or the presence
of traditional and resistant to change values was shown to
hinder the implementation [35, 43, 46, 47, 49].

Readiness for implementation (leadership engagement;
access to knowledge and information)
Insufficient involvement and a limited support from
existing leadership along with a lack of interest in imple-
menting a new TC innovation affected the process nega-
tively [32, 37, 39, 43, 47]. Likewise, failing to provide the
required information and initial training to staff on a
new TC innovation hindered its implementation [14, 37,
44]. In contrast, a high organizational commitment and
sustained leadership [35, 38, 41, 49], and ensuring the
access to knowledge and mentoring on the TC
innovation, facilitated the implementation [35, 38, 42].

Skills, competencies, and other personal attributes
Six studies indicated that a lack of staff expertise, know-
ledge capacity, and skills, along with insufficient educa-
tional levels, often delayed or ultimately hindered the
implementation of TC innovations [14, 36, 38, 43, 45,
46]. Conversely, another six studies suggested that staff
with a wide experience in long-term care and possessing
clinical and technical skills [31, 32, 35, 44, 47, 48], as
well as high critical attributes [47], were a great source
of implementation facilitation. Similarly, low motivation
levels and frustration among the staff [36, 38] or patient’s
poor health literacy [34] and no acknowledgement of care
needs [31] impeded implementation; yet a high motivation
for change had a positive influence [31, 46, 49].

Engaging: key stakeholders, innovation participants,
organizations, and external context
The challenge to involve actively and early on the key
healthcare professionals, patients, family, and external
providers in addition to low levels of training and
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induction activities impeded the implementation of vari-
ous TC innovations [14, 31, 33, 39–45]. However, a con-
tinuous engagement of healthcare providers [36] and the
patient [39, 44], alongside stimulating external collabora-
tions [46] or ensuring family inclusion in care goals
setting [42], fostered the implementation. Similarly, exer-
cising team-building efforts [14, 39], gaining an early buy-
in and support from key staff [32, 38, 48], and advertising
the TC innovation well [35] were essential facilitators.

Perspectives of older persons, family, or informal
caregivers on TC innovations
Six studies reported on the overall perception of the older
persons and/or their caregivers regarding the transitional
care innovation being implemented. Often the feedback
was not specific to the implementation aspect, but rather
on the innovation’s components, benefits, and satisfaction.
Some components of the TC innovations, such as medica-
tion management, were perceived as a challenge for pa-
tients [37], whereas a transition role, such as a care
coordinator [36], clinical nurse consultant [44], or commu-
nity psychiatric nurse [46], was perceived as highly valu-
able and beneficial. In addition, the provision of clear
information and expectations from the TC innovation was
seen as highly satisfactory [44, 47]. Three studies reported
that older persons and their caregivers had a mixed experi-
ence with the innovation as either satisfying or devaluing,
thus sometimes feeling that the components do not fit or
meet their care transition needs or wishes [36, 41, 44].

Discussion
Our study identified an interplay of 25 main factors that
acted as barriers and facilitators during the implementa-
tion of diverse transitional care innovations. Fourteen fac-
tors presented with a predominant direction of influence.
The important barriers were linked to the organization’s
implementation readiness and climate, targeted older
populations, process planning, and users’ knowledge. The
significant enabling factors were the innovation’s high
relative advantage, transition roles of professionals, and
evaluation of the implementation process. Furthermore,
we could not distinguish a clear-cut direction for the influ-
ence of other key factors. By large, the current findings are
in line with previous research and theories suggesting that
a range of interrelated factors existing at multiple levels
determine the success of the implementation of innova-
tions [50, 51].
Our results indicate that certain factors related to the

implementation process and intervention characteristics
appear to be specific to transitional care innovations.
While the roles of middle managers [52, 53] and cham-
pions [54, 55] were indicated as facilitators to implement-
ing general healthcare or long-term care (LTC)
innovations, transition roles of frontline staff in LTC were

key in facilitating the adoption and execution of TC inno-
vations. Moreover, awareness of existing barriers in de-
signing and tailoring TC innovations to the target
population was seen as lacking across many of the studies
we reviewed. This could be explained by the specific pro-
file and care transition needs of older persons that seem
to be overlooked when developing innovations. Even
though the components of some TC innovations entailed
the involvement of both older persons and caregivers in
the development of care plans, a mismatch of needs oc-
curred. As presented elsewhere, it is highly important to
ensure patient engagement in codesigning processes or
evaluations of care improvement initiatives such as TC in-
novations [56, 57]. Moreover and in our attempt to an-
swer the second research question, this review found only
few studies that took the perspectives of transitional care
recipients into account, while examining the implementa-
tion of TC innovations. The role of the older persons and
thereby the consideration of their wishes and needs in the
implementation process appear to be limited. Hence, the
older persons and/or their informal or family caregivers’
reflection on the actual implementation challenges are
understudied, since the providers’ perspectives are often
those sought after.
Furthermore, the specific context and characteristics

of LTC organizations play an integral role in imple-
menting innovations [58–62]. Correspondingly, our
results indicated that the LTC organizational culture,
implementation climate, readiness for implementation,
implementation process, the individuals’ skills and at-
tributes, and internal communication dynamics have a
major impact on the uptake of several TC innova-
tions. This provides further evidence regarding the
theory on organizational readiness for change (ORC)
by Weiner [63], which explains that fostering the
organization’s capacity, commitment, and efficacy to
change are notable drivers in creating readiness and
ultimately enhance implementation. Similarly, our re-
sults affirm the work of Attieh et al. [64], in which
five core theoretical components of ORC were identi-
fied including the organizational dynamics, change
process, innovation readiness, institutional readiness,
and personal readiness. Our results indicate that lack-
ing resources often hindered the implementation of
various TC innovations, and that the organizational
culture had a prominent yet mixed influence on
bringing about a change. According to Weiner [63],
organizational resources and culture are among the
contextual factors that can affect the organizational
capacity and readiness for change. This review also
identified that the individuals’ skills, knowledge, per-
ceived attitudes, and designated roles were prominent
factors in implementing an innovation. This is evident
as per Holt’s et al. [65] and Weiner’s [63] concepts of
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change efficacy, which explain that individuals in an
organization with a high shared collective capability
and confidence to implement new tasks successfully
can enhance the organizational readiness for change.
In addition, our findings on the importance of implementa-
tion climate explained by the individuals’ relative priority to
implement a TC innovation within an organization as well
as their motivation levels relate to the organizational
change commitment [63, 65, 66]. Lastly, the literature indi-
cated that organizational leadership and internal communi-
cation dynamics are instrumental in generating readiness
for change, as was mirrored in our results [63, 66].

Future recommendations
Research
Prospective studies on the degree of influence of each
identified barrier and facilitator on the implementation
of a TC innovation are needed. This will enable the
development of tailored implementation strategies by
addressing the prioritized factors. Furthermore, focusing
on the older person’s perspective when studying the im-
plementation process of TC innovations is required.
This will alleviate the discontinuous and problematic
care transitions for the older population.

Policy and practice in transitional care
Future implementation of TC innovations can benefit
from a preassessment of the key components that under-
pin an LTC organization’s readiness for change by using
established ORC measurement instruments [67]. Overall,
these measures can offer an initial support for LTC orga-
nizations to better prepare for implementing innovations
by reducing blinded change efforts. Simultaneously, LTC
organizations can leverage their readiness for implement-
ing change by, for example, adopting the concept of
innovation management as reflected in A.T. Kearney’s
House of Innovation [68]. This framework invites organi-
zations to start with an innovation strategy and build an
innovative and open culture. In addition, organizations
must manage the innovation’s process in an integrated
and continuous manner from idea conception to imple-
mentation, as a way to avoid inefficiencies and ensure
timely positive outcomes. Bates et al. [58] emphasized the
power to create successful innovative healthcare environ-
ments by making innovation a strategic priority. Hence-
forth, we recommend LTC organizations bolster their
innovation readiness and management, whereby they
encourage among professionals an incessant mindset of
“change is the norm.” Nevertheless, this readiness should
be fostered across the continuum of care spanning mul-
tiple LTC settings, given the nature of TC. In addition,
transition roles or implementation support practitioners
[69] should be instituted to better operationalize innova-
tions in TC.

Strengths and limitations
We consider the combined use of CFIR and CTF a
methodological asset for conducting this review, espe-
cially in the process of data extraction and mapping of
factors. The CFIR provided an intricate yet systematic
way to understand the interconnectedness of the numer-
ous factors. The inclusion of constructs from the CTF
was found vital in detecting factors specific to care tran-
sitions. On the other hand, we acknowledge that differ-
ent or additional factors could have been found had we
chosen to use another framework.
This review has some limitations. First, it is subject to

publication bias, since we only included articles pub-
lished in peer-reviewed journals and excluded gray lit-
erature, preregistries, and policy documents. Second,
even though we used an extensive search strategy to
identify relevant studies on implementing TC innova-
tions, we might have missed some potentially relevant
papers, as the aim of innovations in LTC is not always
clearly described. Third, not all records were screened
by two persons; only a random selection of 10% of the
initial total records was screened by a second reviewer
for titles and abstracts. Though agreement seemed satis-
factory, we cannot fully rule out that some relevant
sources could have been missed. Fourth, we did not per-
form critical appraisal for the included studies, even
though it is not mandatory in scoping reviews’ method-
ology, it could have added to the interpretability of the
findings.

Conclusions
A diversity of factors impact the implementation of TC
innovations; these include the innovation’s complexity,
relative advantage and evidence strength, organizational
readiness for implementation, individuals’ knowledge
and beliefs, and the implementation process planning
and evaluation. To ensure implementation potential, TC
innovations need to address the right older target popu-
lation, and transition roles for staff should be developed
as key steps. LTC organizations can benefit from collab-
orating and leveraging concurrently their readiness for
change along with adopting innovation management in
order to succeed in implementing TC innovations.
Furthermore, minimizing the confusion around how
implementing innovation works holds the potential to
improve care transitions for older persons.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13012-021-01087-2.

Additional file 1. PRISMA-ScR checklist. This file describes a checklist of
items that are covered and reported in this scoping review as per the
PRISMA-ScR.

Fakha et al. Implementation Science           (2021) 16:21 Page 22 of 24

https://doi.org/10.1186/s13012-021-01087-2
https://doi.org/10.1186/s13012-021-01087-2


Additional file 2. Search strategy for electronic databases. Microsoft
Word Document (.docx). This file includes the search strategy for the
databases PubMed/MEDLINE, EMBASE, & CINAHL.

Additional file 3. Consolidated Framework for Implementation Research
& Care Transitions Framework constructs description. This file provides
the description and definitions of the CFIR constructs and the constructs
selected and used from the CTF.

Abbreviations
TC: Transitional care; LTC: Long-term care; PRISMA-ScR: Preferred Reporting
Items for Systematic Reviews and Meta-Analyses extension for Scoping Re-
views; PRISMA: Preferred Reporting Items for Systematic Reviews and Meta-
analyses; CFIR: Consolidated Framework for Implementation Research;
CTF: Care Transitions Framework; IT: Information technology; HIT: Health
information technology; ORC: Organizational readiness for change

Acknowledgements
The authors thank Dr. Ramon Daniels for providing feedback on the
discussion section of the manuscript.

Authors’ contributions
AF developed the study and search strategy, performed the database search,
screened all the retrieved records and full-text articles, charted, analyzed, and
interpreted the data, and wrote the manuscript. LG screened the retrieved
records for abstract and title and all the full-text articles, and edited the
manuscript. BdB coordinated the study, participated in developing the search
strategy, resolved record screening disagreements, revised the data charting
forms, interpreted the data, and edited the manuscript. TvA cosupervised the
study, charted the data from five articles, interpreted the data, and edited
the manuscript. HV supervised the study, advised in developing the search
strategy, interpreted the data, and edited the manuscript. JH advised on the
overall study concept and edited the manuscript. All authors read and
approved the final manuscript.

Funding
The current project is part of the research program TRANS-SENIOR Innovative
Training Network funded by the European Union (more information is
available on https://www.trans-senior.eu/). This project has received funding
from the European Union’s Horizon 2020 research and innovation program
under the Marie Skłodowska-Curie grant agreement No. 812656.

Availability of data and materials
Data generated and analyzed during this study are avaliable from the
corresponding author on reasonable request.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Department of Health Services Research, Faculty of Health, Medicine and
Life Sciences, CAPHRI Care and Public Health Research Institute, Maastricht
University, Maastricht, The Netherlands. 2Living Lab in Ageing and
Long-Term Care, Maastricht, The Netherlands. 3Department of Public Health
and Primary Care, Academic Centre for Nursing and Midwifery, KU Leuven,
Kapucijnenvoer 35, 3000 Leuven, Belgium.

Received: 9 October 2020 Accepted: 1 February 2021

References
1. Naylor MD, Aiken LH, Kurtzman ET, Olds DM, Hirschman KB. The care span:

the importance of transitional care in achieving health reform. Health Aff
(Millwood). 2011;30(4):746–54.

2. 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. Geriatr Nurs. 2013;34(1):47–52.

3. Marengoni A, Angleman S, Melis R, Mangialasche F, Karp A, Garmen A, et al.
Aging with multimorbidity: a systematic review of the literature. Ageing Res
Rev. 2011;10(4):430–9.

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 Serv Res. 2014;14:346.

5. Coleman EA. Falling through the cracks: challenges and opportunities for
improving transitional care for persons with continuous complex care
needs. J Am Geriatr Soc. 2003;51(4):549–55.

6. Coleman EA, Boult C. American Geriatrics Society Health Care Systems C.
Improving the quality of transitional care for persons with complex care
needs. J Am Geriatr Soc. 2003;51(4):556–7.

7. Hirschman KB, Hodgson NA. Evidence-based interventions for transitions in
care for individuals living with dementia. Gerontologist. 2018;58(Suppl 1):
S129–40.

8. Britton MC, Ouellet GM, Minges KE, Gawel M, Hodshon B, Chaudhry SI. Care
transitions between hospitals and skilled nursing facilities: perspectives of
sending and receiving providers. Jt Comm J Qual Patient Saf. 2017;43(11):
565–72.

9. WHO. World report on ageing and health. Luxembourg: World Health
Organization; 2015.

10. Naylor MD, Brooten DA, Campbell RL, Maislin G, McCauley KM, Schwartz JS.
Transitional care of older adults hospitalized with heart failure: a
randomized, controlled trial. J Am Geriatr Soc. 2004;52(5):675–84.

11. Coleman EA, Parry C, Chalmers S, Min SJ. The care transitions intervention:
results of a randomized controlled trial. Arch Intern Med. 2006;166(17):1822–8.

12. Jack BW, Chetty VK, Anthony D, Greenwald JL, Sanchez GM, Johnson AE,
et al. A reengineered hospital discharge program to decrease
rehospitalization: a randomized trial. Ann Intern Med. 2009;150(3):178–87.

13. Ouslander JG, Bonner A, Herndon L, Shutes J. The interventions to reduce
acute care transfers (INTERACT) quality improvement program: an overview
for medical directors and primary care clinicians in long term care. J Am
Med Dir Assoc. 2014;15(3):162–70.

14. Brody AA, Arbaje AI, DeCherrie LV, Federman AD, Leff B, Siu AL. Starting up
a hospital at home program: facilitators and barriers to implementation. J
Am Geriatr Soc. 2019;67(3):588–95.

15. Parker E, Zimmerman S, Rodriguez S, Lee T. Exploring best practices in
home health care. Home Health Care Manag Pract. 2013;26(1):17–33.

16. Grol R, Wensing M. What drives change? barriers to and incentives for
achieving evidence-based practice. Med J Aust. 2004;180:S57–60.

17. Grol R, Wensing M, Bosch M, Hulscher M, Eccles M. Theories on
implementation of change in healthcare. In: Grol R, Wensing M, Eccles M,
Davis D, editors. Improving patient care: the implementation of change in
health care. 2nd ed. Oxford: Wiley; 2013. p. 18–39.

18. Couture M, Sasseville M, Gascon V. Facilitators and barriers to implementing
transitional care managers within a public health care system. J Gerontol
Soc Work. 2016;59(4):364–77.

19. Zamora Z, McCall B, Patel L, Biese K, Lamantia M, Platts-Mills T, et al.
Implementation of a web-based system to improve the transitional care of
older adults. J Nurs Care Qual. 2012;27(2):182–9.

20. Tricco AC, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, et al. PRISMA
extension for scoping reviews (PRISMA-ScR): checklist and explanation. Ann
Intern Med. 2018;169(7):467–73.

21. Arksey H, O'Malley L. Scoping studies: towards a methodological framework.
Int J Soc Res Methodol. 2005;8(1):19–32.

22. Levac D, Colquhoun H, O'Brien KK. Scoping studies: advancing the
methodology. Implement Sci. 2010;5:69.

23. McDonagh M, Peterson K, Raina P, Chang S, Shekelle P. Avoiding bias in
selecting studies. In: Methods guide for comparative effectiveness reviews.
Agency for Healthcare Research and Quality; 2013. https://effectivehealthca
re.ahrq.gov/sites/default/files/pdf/methods-guidance-bias_methods.pdf.
Accessed 20 Aug 2019.

24. Stoll CRT, Izadi S, Fowler S, Green P, Suls J, Colditz GA. The value of a
second reviewer for study selection in systematic reviews. Res Synth
Methods. 2019;10(4):539–45.

25. Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred reporting
items for systematic reviews and meta-analyses: the PRISMA statement.
J Clin Epidemiol. 2009;62(10):1006–12.

Fakha et al. Implementation Science           (2021) 16:21 Page 23 of 24

https://www.trans-senior.eu/
https://effectivehealthcare.ahrq.gov/sites/default/files/pdf/methods-guidance-bias_methods.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/pdf/methods-guidance-bias_methods.pdf


26. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC.
Fostering implementation of health services research findings into practice:
a consolidated framework for advancing implementation science.
Implement Sci. 2009;4:50.

27. Dy SM, Ashok M, Wines RC, Rojas SL. A framework to guide implementation
research for care transitions interventions. J Healthc Qual. 2015;37(1):41–54.

28. Kirk MA, Kelley C, Yankey N, Birken SA, Abadie B, Damschroder L. A
systematic review of the use of the consolidated framework for
implementation research. Implement Sci. 2016;11:72.

29. CFIR data analysis tools, codebook template. CFIR Research Team Center for
Clinical Management Research. 2020. https://cfirguide.org/tools/tools-and-
templates/. Accessed 15 Sept 2019.

30. CFIR data analysis tools, rating rules. CFIR Research Team Center for Clinical
Management Research. 2020. https://cfirguide.org/tools/tools-and-templa
tes/. Accessed 01 Sept 2019.

31. Bradway C, Trotta R, Bixby MB, McPartland E, Wollman MC, Kapustka H, et al.
A qualitative analysis of an advanced practice nurse-directed transitional
care model intervention. Gerontologist. 2012;52(3):394–407.

32. Hung D, Leidig RC. Implementing a transitional care program to
reduce hospital readmissions among older adults. J Nurs Care Qual.
2015;30(2):121–9.

33. Hung D, Truong Q, Yakir M, Nicosia F. Hospital-community partnerships to
aid transitions for older adults: applying the care transitions framework.
J Nurs Care Qual. 2018;33(3):221–8.

34. McNeil D, Strasser R, Lightfoot N, Pong R. A “simple” evidence-based
intervention to improve care transitions for frail patients with complex
health conditions: why didn’t it work as expected? Healthc Q. 2016;
19(2):67–72.

35. Naylor MD, Feldman PH, Keating S, Koren MJ, Kurtzman ET, Maccoy MC,
et al. Translating research into practice: transitional care for older adults.
J Eval Clin Pract. 2009;15(6):1164–70.

36. Nurjono M, Shrestha P, Ang IYH, Shiraz F, Yoong JS, Toh SES, et al.
Implementation fidelity of a strategy to integrate service delivery: learnings
from a transitional care program for individuals with complex needs in
Singapore. BMC Health Serv Res. 2019;19(1):177.

37. Parrish MM, O'Malley K, Adams RI, Adams SR, Coleman EA. Implementation
of the care transitions intervention: sustainability and lessons learned. Prof
Case Manag. 2009;14(6):282–93.

38. Rosstad T, Garasen H, Steinsbekk A, Haland E, Kristoffersen L, Grimsmo
A. Implementing a care pathway for elderly patients, a comparative
qualitative process evaluation in primary care. BMC Health Serv Res.
2015;15:86.

39. Williams MV, Li J, Hansen LO, Forth V, Budnitz T, Greenwald JL, et al. Project
BOOST implementation: lessons learned. South Med J. 2014;107(7):455–65.

40. Xiang X, Robinson-Lane SG, Rosenberg W, Alvarez R. Implementing and
sustaining evidence-based practice in health care: the Bridge Model
experience. J Gerontol Social Work. 2018;61(3):280–94.

41. Everink IH, van Haastregt JC, Maessen JM, Schols JM, Kempen GI. Process
evaluation of an integrated care pathway in geriatric rehabilitation for
people with complex health problems. BMC Health Serv Res. 2017;17(1):34.

42. Masters S, Halbert J, Crotty M, Cheney F. What are the first quality reports
from the transition care program in australia telling us? Australas J Ageing.
2008;27(2):97–102.

43. Plochg T, Delnoij DM, van der Kruk TF, Janmaat TA, Klazinga NS.
Intermediate care: for better or worse? process evaluation of an
intermediate care model between a university hospital and a residential
home. BMC Health Serv Res. 2005;5:38.

44. Renehan E, Haralambous B, Galvin P, Kotis M, Dow B. Evaluation of a
transition care cognitive assessment and management pilot. Contemp
Nurse. 2013;43(2):134–45.

45. Sutton E, Dixon-Woods M, Tarrant C. Ethnographic process evaluation of a
quality improvement project to improve transitions of care for older people.
BMJ Open. 2016;6(8):e010988.

46. Van Mierlo LD, Bootsma-Van der Wiel A, Meiland FJ, Van Hout HP, Stek ML,
Droes RM. Tailored mental health care after nursing home admission:
improving transfers of people with dementia with behavioral problems. An
explorative study. Aging Ment Health. 2015;19(10):902–11.

47. Ersek M, Hickman SE, Thomas AC, Bernard B, Unroe KT. Stakeholder
perspectives on the optimizing patient transfers, impacting medical quality,
and improving symptoms: transforming institutional care (OPTIMISTIC)
project. Gerontologist. 2018;58(6):1177–87.

48. Hirschman KB, Shaid E, Bixby MB, Badolato DJ, Barg R, Byrnes MB, et al.
Transitional care in the patient-centered medical home: lessons in
adaptation. J Healthc Qual. 2017;39(2):67–77.

49. Rask KJ, Hodge J, Kluge L. Impact of contextual factors on interventions to
reduce acute care transfers II implementation and hospital readmission
rates. J Am Med Dir Assoc. 2017;18(11):991.e11–5.

50. Geerligs L, Rankin NM, Shepherd HL, Butow P. Hospital-based interventions:
a systematic review of staff-reported barriers and facilitators to
implementation processes. Implement Sci. 2018;13(1):36.

51. Nilsen P. Making sense of implementation theories, models and frameworks.
Implement Sci. 2015;10:53.

52. Birken SA, DiMartino LD, Kirk MA, Lee SY, McClelland M, Albert NM.
Elaborating on theory with middle managers’ experience implementing
healthcare innovations in practice. Implement Sci. 2016;11:2.

53. Birken SA, Lee SY, Weiner BJ, Chin MH, Chiu M, Schaefer CT. From strategy
to action: how top managers’ support increases middle managers’
commitment to innovation implementation in health care organizations.
Health Care Manage Rev. 2015;40(2):159–68.

54. Bonawitz K, Wetmore M, Heisler M, Dalton VK, Damschroder LJ, Forman J,
et al. Champions in context: which attributes matter for change efforts in
healthcare? Implement Sci. 2020;15(1):62.

55. Palmer JA, Parker VA, Barre LR, Mor V, Volandes AE, Belanger E, et al.
Understanding implementation fidelity in a pragmatic randomized clinical
trial in the nursing home setting:a mixed-methods examination. Trials. 2019;
20(1):656.

56. Boaz A, Robert G, Locock L, Sturmey G, Gager M, Vougioukalou S, et al.
What patients do and their impact on implementation. J Health Organ
Manag. 2016;30(2):258–78.

57. Bombard Y, Baker GR, Orlando E, Fancott C, Bhatia P, Casalino S, et al.
Engaging patients to improve quality of care: a systematic review.
Implement Sci. 2018;13(1):98.

58. Bates DW, Sheikh A, Asch DA. Innovative environments in health care:
where and how new approaches to care are succeeding. Health Aff
(Millwood). 2017;36(3):400–7.

59. Bunn F, Goodman C, Corazzini K, Sharpe R, Handley M, Lynch J, et al.
Setting priorities to inform assessment of care homes’ readiness to
participate in healthcare innovation: a systematic mapping review and
consensus process. Int J Environ Res Public Health. 2020;17(3).

60. Nieboer AP, Strating MM. Innovative culture in long-term care settings: the
influence of organizational characteristics. Health Care Manage Rev. 2012;
37(2):165–74.

61. Verleye K, Gemmel P. Innovation in the elderly care sector: at the edge of
chaos. J Manage Marketing Healthc. 2011;4(2):122–8.

62. Williams I. Organizational readiness for innovation in health care: some lessons
from the recent literature. Health Serv Manage Res. 2011;24(4):213–8.

63. Weiner BJ. A theory of organizational readiness for change. Implement Sci.
2009;4:67.

64. Attieh R, Gagnon MP, Estabrooks CA, Legare F, Ouimet M, Roch G, et al.
Organizational readiness for knowledge translation in chronic care: a review
of theoretical components. Implement Sci. 2013;8:138.

65. Holt DT, Helfrich CD, Hall CG, Weiner BJ. Are you ready? How health
professionals can comprehensively conceptualize readiness for change.
J Gen Intern Med. 2010;25(Suppl 1):50–5.

66. Attieh R, Gagnon MP, Estabrooks CA, Legare F, Ouimet M, Vazquez P, et al.
Organizational readiness for knowledge translation in chronic care: a Delphi
study. BMC Health Serv Res. 2014;14:534.

67. Gagnon MP, Attieh R, Ghandourel K, Legare F, Ouimet M, Estabrooks CA,
et al. A systematic review of instruments to assess organizational readiness
for knowledge translation in health care. PLoS One. 2014;9(12):e114338.

68. Riel A. Innovation managers 2.0: which competencies? European
Conference on Software Process Improvement 2011.

69. Albers B, Metz A, Burke K. Implementation support practitioners—a
proposal for consolidating a diverse evidence base. BMC Health Serv Res.
2020;20(1):368.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Fakha et al. Implementation Science           (2021) 16:21 Page 24 of 24

https://cfirguide.org/tools/tools-and-templates/
https://cfirguide.org/tools/tools-and-templates/
https://cfirguide.org/tools/tools-and-templates/
https://cfirguide.org/tools/tools-and-templates/

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Stage 1: identifying the research question
	Stage 2: identifying relevant studies
	Stage 3: study selection
	Stage 4: charting the data
	Development of the data charting forms
	Testing of data charting forms and the charting process

	Stage 5: collating, summarizing, and reporting the results

	Results
	Study selection
	Study characteristics
	Key features of the TC innovations
	Description of the four groups of TC innovations
	Barriers and facilitators to the implementation of TC innovations
	Factors—predominantly barriers
	Targeted groups
	Complexity
	Readiness for implementation: available resources
	Continuity
	Implementation climate: relative priority
	Knowledge and beliefs about the intervention
	Planning

	Factors—predominantly facilitators
	Relative advantage
	Evidence strength and quality
	Information technology (IT) and health information technology (HIT) resources: HIT systems
	Role
	Transition roles: frontline staff
	Reflecting and evaluating—measurement capability and data availability

	Factors—indistinguishable barriers/facilitators
	Cosmopolitanism
	External policy and incentives
	Networks and communications
	Culture
	Readiness for implementation (leadership engagement; access to knowledge and information)
	Skills, competencies, and other personal attributes
	Engaging: key stakeholders, innovation participants, organizations, and external context

	Perspectives of older persons, family, or informal caregivers on TC innovations

	Discussion
	Future recommendations
	Research
	Policy and practice in transitional care

	Strengths and limitations
	Conclusions
	Supplementary Information
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

