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The transition from home to a nursing home can be stressful and traumatic for both older persons and
informal caregivers and is often associated with negative outcomes. Additionally, transitional care in-
terventions often lack a comprehensive approach, possibly leading to fragmented care. To avoid this
fragmentation and to optimize transitional care, a comprehensive and theory-based model is funda-
mental. It should include the needs of both older persons and informal caregivers. Therefore, this study,
conducted within the European TRANS-SENIOR research consortium, proposes a model to optimize the
transition from home to a nursing home, based on the experiences of older persons and informal
caregivers. These experiences were captured by conducting a literature review with relevant literature
retrieved from the databases CINAHL and PubMed. Studies were included if older persons and/or
informal caregivers identified the experiences, needs, barriers, or facilitators during the transition from
home to a nursing home. Subsequently, the data extracted from the included studies were mapped to the
different stages of transition (pre-transition, mid-transition, and post-transition), creating the TRANSCIT-
model. Finally, results were discussed with an expert panel, leading to a final proposed TRANSCIT model.

The TRANSCIT model identified that older people and informal caregivers expressed an overall need
for partnership during the transition from home to a nursing home. Moreover, it identified 4 key
components throughout the transition trajectory (ie, pre-, mid-, and post-transition): (1) support, (2)
communication, (3) information, and (4) time.

The TRANSCIT model could advise policy makers, practitioners, and researchers on the development
and evaluation of (future) transitional care interventions. It can be a guideline reckoning the needs of
older people and their informal caregivers, emphasizing the need for a partnership, consequently
reducing fragmentation in transitional care and optimizing the transition from home to a nursing home.

� 2020 The Authors. Published by Elsevier Inc. on behalf of AMDA e The Society for Post-Acute and
Long-Term Care Medicine. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).
Transitional care is defined as the integration of a set of actions
designed to ensure the coordination and continuity of care as a patient
makes a transition within or between health care setting(s) or health
care providers.1,2 A common care transition experienced by older per-
sons and informal caregivers is the relocation from home to a nursing
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home. This transition can be divided into 3 phases.3 The first phase is
the pre-transition phase in which a possible move to a nursing home is
discussed, a transition decision is made, and a nursing home is
chosen.4e7 The mid-transition is the time on the waiting list of the
chosen nursing home, which ends on the day the older person
relocates.6e8 The third phase is the post-transition phase, which focuses
on the adjustment and acceptance of the new living situation.4,6e8

Despite this being a complex and precarious transitional pathway,
interventions aiming at improving the transition from home to a
nursing home often solely focus on one phase of the transition pro-
cess.9 Furthermore, recent evidence suggests that transitional care
interventions and theories primarily concentrate on the transition
from and to the hospital.10,11
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Fig. 1. TRANSCIT model. The model presents the 3 phases in transitional care (the pre-
transition, mid-transition, and post-transition phase). Additionally, it identifies the
interrelated and interdependent key components of information, communication,
support, and time. Finally, the authors identified an overall need for a partnership
throughout the transition from home to a nursing home.
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A comprehensive and theory-based framework of the transition
process from home to a nursing home is lacking, possibly leading to
fragmented care. This has a significant impact on older persons and
informal caregivers, who are the center of this transition.12 For older
persons, it can lead to complications such as deterioration of pre-
existing conditions and falls.10,13,14 Informal caregivers, conversely,
are confronted with feelings of guilt, sadness, and failure.15e17

Therefore, developing a comprehensive model is crucial. The model
should identify key components to avoid fragmentation and optimize
care. Additionally, it should include the care needs of older persons
and informal caregivers as these are associated with better quality and
active participation in transitional care.18e20 Therefore, this article
proposes amodel to optimize transitional care from home to a nursing
home.

Methods

Three steps were taken to construct the model: (1) a review of the
literature; (2) mapping of identified needs; and (3) preliminarily
validation of the model.

1. A literature review was performed based on 2 assumptions.
First, studies were included that explored the experiences of
older persons and/or informal caregivers, (in)advertently
identifying their needs throughout the transition process.
Second, these needs were formulated as barriers/facilitators or
problems.4 The assumptions guided the search string, which
used the key terms experiences, needs, barriers/problems, older
person/dementia, transition, (nursing) home, and synonyms
hereof. The CINAHL and PubMed databases were used, and the
bibliographies of the included articles were searched for
additional references. Publications were included when pub-
lished in 2000 or later and when they identified the needs of
older persons and/or informal caregivers during the transition
from home to a nursing home.

2. Articles matching the inclusion and exclusion criteria were
thoroughly read and analyzed by the lead author and discussed
within the research team. Each need cited in the included ar-
ticles was extracted to a separate file, leading to a list of iden-
tified needs. The articles were read until no new needs were
identified. Next, the list of needs was mapped onto the pre-,
mid-, or post-transition phases. Second, per phase, the needs
were categorized thematically focusing on commonalities be-
tween these needs. Based on these commonalities, the key
components were identified. Thewhole process was conducted
by the first author and verified by the second author. Finally, we
looked at all the needs together to see if overall themes could
be identified throughout the transition from home to a nursing
home. As a result, the TRANSCIT model was developed. This
whole process was regularly discussed and verified by the
research team.

3. Experts in research and practice preliminarily validated the
TRANSCIT model at 3 separate meetings. First, the model was
presented to the research team encompassing a professor in
care of older persons, a professor in long-term care environ-
ments, a professor in quality of care, a postdoctoral researcher
in long-term care innovation, and an associate professor in
health care and well-being. Moreover, approximately 15 re-
searchers and (associate) professors in aging and long-term
care, as well as around 20 PhD students and professors from
an international transitional care network, preliminarily vali-
dated the model at a colloquium meeting. Finally, 16 experts in
practice were found through the network of the research team.
They were different professionals from care organizations, a
coordinator of palliative care, a representative of the Dutch
Alzheimer’s Society, a patient representative, and a lecturer and
a physician in geriatrics. Fidelity and recognizability were
verified by probing questions of the first author (L.G.). For
instance, “Do you recognize the key components and their
persistence throughout each transition phase?” and “Are there
components missing?” This led to a constructive discussion
and the proposed TRANSCIT model.
Results

The proposed TRANSCIT model was developed to optimize the
transition (Figure 1). TRANSCIT is the abbreviation for TRANsition
Support, Communication, Information, and Time. The model, identi-
fying the 4 key components and an overall need for a partnership
throughout the transition process, is based on the thematic analysis of
20 articles (Supplementary Material 1). The final model was prelimi-
narily validated and approved by the experts in research and practice,
who agreed with the key components and the overall need identified.
The TRANSCIT Model

The TRANSCIT model was structured according to the 3 transition
phases (pre-, mid-, and post-transition).6e8 The model identified the
overall need for a partnership throughout the transition process,
which is reflected in all 4 key components identified: support,
communication, information, and time. A detailed description of the
TRANSCIT model is provided in Table 1.
Key Components

The 4 key components identified are interrelated and interde-
pendent. For instance: effective communication is necessary to pro-
vide good information and offer support. However, effective
communication and good information require an adequate amount of
time.4,21



Table 1
The Needs of Older Persons and Informal Caregivers Throughout the Transition From Home to a Nursing Home

Pre-transition Phase

Key factors There is an expressed need for .
Information (In)formal and personalized information on the transition (decision) process.

Information about the health care system and financing.
Information on the dementia process and health declines of older persons.
Information on the perspectives of family members and health care professionals to make a shared decision.
Information on care alternatives/different nursing homes and how to access them.
Recommendations and information on the future nursing home (eg, visiting nursing home).
Information on the registration process of the nursing home.

Communication Older persons, family, informal caregivers, and health care professionals to be included and involved in a shared decision process.
A shared and constructive decision regarding the move.
Older persons to feel in control and be involved in the transitional care plan. The older person needs autonomy.
A health care professional to initiate and guide the transition process.
Communication on expectations and perceptions of the transition.
Communicating on the conflicting emotions and stigma surrounding an admission.
Expressing insecurities and anxieties regarding the transition.
Acknowledging/understanding the sense of loss and grief some patients experience with leaving their home.
Older persons and informal caregivers to acquire communicative skills (eg, on assertive communication).

Support Emotional support during the transition process.
Older persons and informal caregivers to be supported by, ideally, a network (family and health care professionals).
Older persons to be supported in the decision rather than making the decision.
Support from family and health care professionals to make a shared decision to transition.
Informal caregivers to receive confirmation a transition is necessary.
Practical support with decision making.
Informal caregivers to receive support taking on new roles: info seeking, advocating, navigating.
Support to process insecurities.

Time Timeliness
A health care professional to coordinate care.
To feel prepared and in control during the transition process.

A care plan
A timely transitional care plan.
A crisis plan to be in place.
To know the right time for placement.

Mid-transition

Key factors There is an expressed need for .
Information Older person/informal caregivers 4 Health care professional at a nursing home

Information on the habits and course of life of the older person.
Information on the needs of both the older person and informal caregivers.
Information on the family situation of the older person.
Information on the process of admission and the items required for the move.
Detailed information on the habits and regulations of the nursing home.

Nursing home 4 Home care
Information on the situation at home and medical information.
Information on the profile of the older person, how he/she fits in the nursing home.

Day of the move
Information on what is needed to be prepared for the admission process.

Information on what happens on moving day.
Communication Communication between the different health care professionals involved to efficiently prepare for the move

(a partnership between home care and nursing home care).
To communicate and share experiences with peers.
Communication on the negative feelings regarding the health care system.
Older persons and informal caregivers to be included in the admission process.
Day of the move
Communication on the experience of the older person’s first day in the nursing home.
A formal introduction between the older person/informal caregivers and health care professionals/other residents.

Support Informal caregivers to receive support in the adaptation to their new roles as advocates for the older person.
Support during the grieving process.
Support from friends or peers and family members who have had a similar experience.
Support for informal caregivers when informing the older person on the planned move.
Day of the move
Support or help from family and friends on the day of the move.
A warm welcome.
The establishment of a sense of home for the older person.
Immediate support on arrival at the nursing home.

Time A transition plan
A checklist to plan the actual transition.

Timeliness
Time to pack belongings.
Updates regarding the place on the waiting list. The waiting time needs to be acceptable.
Time to anticipate the move and accept the proposed place in the nursing home.
To prepare and plan the admission procedure. Administrative work or other preparations should be done beforehand.

Day of the move
Time to unpack.
Health care professionals to make time to offer support and information.

(continued on next page)
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Table 1
(continued)

Post-transition

Key factors There is an expressed need for .
Information Older person/informal caregivers 4 Health care professionals

Information on the role of the informal caregiver and the health care professional in the nursing home.
Information on how to be active in the life and care of the older person.
Information on the daily routine of the nursing home.
Information on the routine, expectations, and preferences of the older person and informal caregivers.
Informal caregivers to receive information on the daily life, routines, care, and health of the older person.

Health care professionals 4 Older person/informal caregivers
Information on the habits and regulations of the nursing home.

Nursing home 4 Home care
Information on the transition pathway and critical points of the care transition.

General
Navigating and self-care skills.
Training to build a relationship with health care professionals.

Communication Communication with the informal caregiver and staff about the experience of the older person living in the nursing home.
Informal caregivers to be recognized as a care partner where each other’s roles are clear and where they are encouraged to be involved in care.
To be heard by health care professionals (questions, opinions, and expectations are taken seriously).
Older persons to feel in control.
Positive interaction and relationship with health care professionals.
A regular contact person at the nursing home.
Communication with the informal caregiver and health care professionals on the experience of transitional care.
Communication of negative feelings regarding the nursing home and feelings of losing control.
Communication skills to efficiently communicate with health care professionals.

Support Support from a social environment.
Informal caregivers to be supported when taking on different roles: quality monitor, lawyer, visitor, and link to the outside world.
Informal caregivers to be supported by a health care professional to terminate home care but also to discuss insecurities or uncertainties.
Older persons to receive support in creating their own space in the nursing home.
Support to stay connected to the older person.
Support from family, friends, and other residents residing in the nursing home.

Time Contact with the outside via family/friends to create continuity of care.
The creation of time by health care professionals to listen.
To create continuity and to remain connected (eg, by regular visits, business as usual, and meaningful activities of the past).
Informal caregivers to recreate continuity in their own lives.
Flexibility for older persons to re-establish previous rituals and routines.
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Support

(In)formal support was crucial in the transition process.4,22 Older
persons and informal caregivers defined support as continuous and
easily accessible. It could range from emotional to practical sup-
port.4,5,8 Some studies emphasized the desire for a supportive
network (family, health care professionals, and peers).4,16,18,23 Addi-
tionally, specific support should have been offered to informal care-
givers taking on miscellaneous care roles (eg, advocating, expert, or a
visitor role).4,8,16,24

In the pre-transition phase, older persons and informal caregivers
preferred support from family and health care professionals to make a
shared decision rather than them making that decision.4,5,8,14,16,21,25

Studies, moreover, recommended the health care professional to
confirm the necessity of this transition while also offering practical
support.4e6

The mid-transition phase focused on the preparations and the
actual move.23 Here, older persons and informal caregivers commu-
nicated the importance of supportive peers who had already experi-
enced the transition process.7,23 They also expressed their need for
support from health care professionals in packing belongings and
saying farewell to their house.7,23,26

The literature showed that feeling at home is central in the post-
transition phase.25 The evidence indicated the need to feel sup-
ported and to receive compassion from health care professionals and
peers.6,8,21 More specifically, older persons needed support to adjust
to the daily routine and to meet other residents.7,25 Informal care-
givers seek support to stay connected with the older person. They,
therefore, should have been offered a place in the care team.6,14,16,21,23
Communication

Studies outlined the importance of an open, complete, and timely
dialogue. This dialogue ideally, according to older persons and
informal caregivers, should have been initiated by a health care pro-
fessional.6,22,24 These constructive discussions aimed to exchange
knowledge, feelings, and expectations from all involved and they
could be facilitated by acquiring the necessary communication
skills.3e7,14,16,18,22,24,27e29 Moreover, a health care professional should
have coordinated the transition process and defined the re-
sponsibilities of those involved.7,16,22,27,30

There was an identified need for a shared transition decision in the
pre-transition phase.4,16,22,23 It was pivotal during these conversations
that the older person felt in control and for his/her autonomy to be
respected.5,7,24e26 This need to feel in control entailed acknowledging
conflicting emotions and feelings of bereavement associated with the
move.6,23,26e28

In the mid-transition phase, communication between older per-
sons, informal caregivers, and health care professionals was para-
mount.7,22 This started with a formal introduction of the older person
and informal caregivers to health care professionals and peers, and
vice versa.6,18 These interactions should be respectful, positive, and
create mutual understanding.4,6,7,23 Furthermore, research expressed
the need to familiarize oneself with the future home by exchanging
experiences with other residents and by exchanging knowledge and
demands with health care professionals.4,21,22

In the post-transition phase, older persons and informal caregivers
asked for contact moments with the assigned health care profes-
sional.5,14,29 In these moments, opinions, expectations, and questions
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should have been heard.4,7,16,18,27 It allowed informal caregivers to
start a partnership with the health care professional and for both to
elaborate on their transition experience.4,6,16,21,23,24,27

Information

The studies analyzed highlighted the need for person-centered
information in educating older persons and informal caregivers on
the transition process.8,22e24 Here, information is defined as more
than classic knowledge provision. It also includes education and skills
training.

In the pre-transition phase, information was gathered to make an
informed and shared transition decision.5,6,8,14 Several studies
described the information requested by older persons and informal
caregivers. First, there was a need for information on the dementia
process or general health decline in frail persons.4,8,23 Second, infor-
mation on care alternatives and the legislation and finances of nursing
home admission should have been made available to make an
informed decision.4,8,22,24 The latter decision then announced the
need for information and recommendations concerning different
nursing homes (eg, the need to visit a nursing home).6e8,14,18

In the mid-transition phase, the evidence addressed the impor-
tance of transferring the information on the older person’s needs, life
story, and family situation to the nursing home.14,21,23,27 At the same
time, studies indicated the need for detailed information on first the
admission process and second the future nursing home. The latter
should have been provided by health care professionals and peers at
the nursing home.7,18,26

The evidence regarding the post-transition phase suggested that
information should be individualized. Informal caregivers wanted to
stay involved and, therefore, their knowledge should have been
acknowledged and information on the care plan and the older per-
son’s health provided.21,22,27 The older person, conversely, requested
information on the routine, habits, and rules of the nursing home and
vice versa.4,6,14,23,26,27

Time

Overall, the studies highlighted the need for continuity of care and
sufficient time to prepare for the transition. This allowed the health
care professional to organize the transition and plan regular contacts.
It could improve the feeling of preparedness necessary during this
process.3,4,6,7,14,22

In the pre-transition phase, the need for a multidisciplinary team
to set up a timely transitional care plan was expressed.7,27 Older
persons and informal caregivers wanted a plan that aims to continue
and efficiently coordinate care.8 Furthermore, they needed a care plan
that anticipated a crisis moment and defined the right placement
time.5

During the mid-transition phase, studies indicated that an
acceptable waiting time, with the provision of regular updates,
allowed older persons and informal caregivers to anticipate the
move.4,7,8 This anticipation was needed to sort through belongings
and plan a timely meeting with the health care professionals of the
nursing home.6,7,18,26 Finally, older persons and informal caregivers
requested a flexible and simple admission procedure where admin-
istrative work was filled out beforehand.6,7

In the post-transition phase, time was related to persistence and
flexibility.6e8,14,18 This flexibility, according to multiple studies, should
have been created by allowing older persons to establish previous
routines, habits, and the creation of valuable activities.7,23,27 The
persistence could have been created by allowing older persons to stay
connected to their communities and former homes.6,14,18,26 For
informal caregivers, the latter meant continuing their lives while
remaining close to the older person.14,21
A Transitional Care Partnership

Together, the included studies provided important insights into the
overall need of older persons and informal caregivers to form a
partnership with health care professionals throughout the transition
process.4,6,16,21e23,27 Within this partnership, they expressed the
importance of being an autonomous person who feels in control
throughout the transition process. Moreover, they wanted to add
knowledge, experiences, and opinions to facilitate the transi-
tion.5,7,21,26 Inadvertently, the 4 key components promoted the need
for involvement and a partnership. In other words, clear communi-
cation, accurate information, ongoing support, and sufficient time are
crucial ingredients to a successful partnership.

Discussion

The TRANSCIT model identified 4 key components support,
communication, information, and time, and one overall need for a
partnership to optimize the transition from home to a nursing home.
The TRANSCIT model is, to our knowledge, the first model based on
the needs of older persons and informal caregivers making the tran-
sition from home to a nursing home. This perspective is important as
the WHO encourages practices to include their needs into care.20

Furthermore, the TRANSCIT model and consistency of the key com-
ponents throughout the transition verifies the need for consistency
throughout the transition process. In other words, the TRANSCIT
model validates the necessity to see the transition from home to a
nursing home as an entity. This is an important implication for
intervention development and evaluation as current transitional care
interventions mostly focus on only 1 phase or 1 key component of the
transition process.31 Finally, the TRANSCIT model provides important
information on the resources necessary to improve care. More spe-
cifically, the 4 key components, although initially recognized as
important needs, can be interpreted as resources necessary to meet
other needs identified (eg, the need for control and autonomy), ulti-
mately leading toward the optimization of transitional care.32,33

Implications for Practice and Policy

First, the TRANSCIT model aims to defragmentize the transition
from home to a nursing home. The defragmentation and therefore
optimization of care is associatedwith reduced health care costs. More
specifically, defragmentation of care is associatedwith a higher quality
of care, which inadvertently means the reduction of transition-related
negative outcomes such as preventable hospital admissions.34 This
cost reduction can be used to reimburse health care professionals
guarding the continuity of transitional care from living at home to
moving into a nursing home. This is important considering the current
lack of reimbursement systems for health care professionals in tran-
sitional care.35

A second implication for policymaking is that the TRANSCITmodel
can promote the continuity of transitional care, which can decrease
the workload of health care professionals. This promotion of care
continuity avoids duplication of services and therefore reduces addi-
tional work, which remains a reoccurring problem within the long-
term care continuum.36,37

Third, a standardized quality-monitoring system for transitional
care is missing in the transition from home to a nursing home. This
makes efforts to improve or validate the transitional care pathway
difficult, as there is no standard of care.35 The TRANSCIT model could
be the first step toward such amonitoring system. Themodel provides
a comprehensive overview of the transition process as well as the
most prominent components that should be present during transi-
tional care according to both the older person and the informal
caregiver. Health care organizations could use this model to compare
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the provided care with the TRANSCIT model and optimize where
necessary. The proposed TRANSCIT model can thus be used as a
guideline to provide optimal transitional care reckoning the care
needs of older persons and informal caregivers. Future research
should present the TRANSCIT model to both older persons and
informal caregivers as a means to further validate the model. Once
validated, the focus should shift to the applicability of the model as a
tool to develop and evaluate transitional care interventions.

Finally, the TRANSCIT model not only presents overarching com-
ponents of transitional care, it also specifies the care needs of older
persons and informal care per transition phase and key component.
These specifications could help the alignment of care to the needs
identified by the key stakeholders. Moreover, the specification of
those needs can help professional caregivers to improve care in daily
practice.20 Specifically, it can facilitate communication with the older
person and informal caregivers regarding their care needs, subse-
quently identifying the best transitional care plan.

Limitations

Despite the comprehensiveness of this article, a few limitations
need to be addressed. First, the literature reviewwas conducted by the
lead author only. However, potential confirmation bias was reduced
by validating the results with both the research team and geriatric and
palliative care experts in research and practice. Second, the authors
only searched in the databases PubMed and CINAHL. However, the
researchers felt that the most valuable search engines were covered
and all relevant articles, necessary to build the model, were identified.
Finally, despite it being a conceptual model, aiming at the defrag-
mentation of the transitional care process, empirical data verifying its
value are missing. Therefore, future research is necessary to assess the
model’s ability to defragmentize and optimize transitional care from
home to a nursing home.

Conclusions and Implications

The TRANSCIT model is a proposed model with the goal of
defragmentizing and optimizing the transition fromhome to a nursing
home. Future studies should assess the TRANSCIT model as a tool to
develop and evaluate transitional care intervention. Finally, with the
TRANSCIT model, the first step is taken toward optimizing care for
older persons and informal caregivers throughout the transition from
home to a nursing home.

Supplementary Data

Supplementary data related to this article can be found online at
https://doi.org/10.1016/j.jamda.2020.09.041.
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