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Abstract: Background. Caregivers play a fundamental role in the complexity of the transi-
tional process between different healthcare settings. Current research shows that caregiver
preparedness can affect the quality and efficacy of post-hospital care, therefore highlighting
the need to integrate caregiver roles into the design of transitional care processes. This
study aims to map existing evidence on effectiveness of transitional care interventions in
improving post-discharge outcomes, as well as the influence of caregiver involvement on
both patients and caregivers’ outcomes. Methods. Referring to PRISMA-ScR guidelines,
a systematic search was conducted between January and February 2024 on Scopus, WoS
and PubMed. In order to be included in the systematic search, a study was required to use
a RCT design, as well as to describe a transitional care intervention targeting caregivers
or patient—caregiver dyads applied in the inpatient setting, lastly the study had to include
follow-ups after discharge. There were no limitations on the country or publication year.
Results. The review has included 51 RCTs of transitional care interventions, discussing care-
givers’ roles in improving dyad outcomes after discharge. Although the review highlighted
a heterogeneity in the transitional care interventions, it was observed that the interventions
shared some common components categorized in the following clusters: need assessments,
providing information, psychological support, self-management training, and monitoring
or follow-up. Conclusions. This review emphasizes the important role of caregivers in the
transition from hospital to home, addressing a significant gap in the literature. It highlights
the effectiveness of transitional care interventions in improving patients” quality of life
and functional abilities while reducing caregivers’ burden and depression. Further re-
search should focus on assessing the efficacy of these interventions in relation to healthcare
utilization, hospital readmission rates, and emergency department visits.

Keywords: transitional care; continuity of care; caregivers; dyads

1. Introduction

The World Health Organization [1] defines Transitions of Care as “when a patient
moves to, or returns from, a particular physical location or makes contact with a health care
professional for the purposes of receiving health care”. This includes transitions between
community settings, hospitals, and residential care facilities involving various healthcare
providers [2].
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The transitioning phase between care settings is a vulnerable period for patients and
their families [3]. During this time, it is essential to ensure coordination and continuity
of care across healthcare contexts and levels, as patients” needs evolve over time [34].
Transitional care encompasses the support provided to patients as they move from one
care setting to another, including both pre-hospital preparation and post-discharge follow-
up [5,6].

Transitional care interventions aim to assess patients’ and caregivers’ needs, providing
tools and support for effective self-management. Coleman et al. [3] suggest that successful
transitional care interventions should be grounded in conceptual domains such as discharge
assessment, transitional planning, information transfer, patient and family engagement,
self-management education, and timely follow-up.

These pillars should be tailored to the specific needs of patients and caregivers, as
emphasized by the National Transitions of Care Coalition (NTCC) and Care Transition
Interventions (CTI) models, which guide best practices in transitional care.

These frameworks have been implemented across various clinical settings and are
supported by literature that documents their core components, such as assessing patient
needs during hospitalization and conducting post-discharge follow-ups to actively engage
patients and caregivers throughout the transition [7-10].

The effectiveness of transitional care interventions has been demonstrated in reviews
focusing on specific populations, including older adults [6,11,12], patients with stroke [13],
heart failure [14], and other chronic conditions. These studies demonstrate that transitional
care interventions lead to significant reductions in 30-day readmission rates [14,15], hospital
lengths of stay [16], and emergency department visits [14,15], compared to usual care.

Additionally, positive impacts on quality of life, patient satisfaction, and functional
status have been reported following these interventions [17-20], reinforcing the potential
of transitional care to improve patient outcomes and healthcare utilization.

Despite substantial research on transitional care, few studies comprehensively examine
the complexity of these interventions. This complexity includes the caregiver’s role, which
is essential in supporting patients during transitions between healthcare settings [21].

Gitlin and Wolff [22] assert that the caregiver’s role is determined by the patient’s
needs, the nature of their relationship with the patient, and their proximity to the patient.
Considering that caregiver preparedness significantly affects the quality and efficacy of
post-hospital care, it is crucial to comprehend the caregiver’s role in order to design
interventions that effectively support them throughout the transitional care process [22].
Involving caregivers in transitional care interventions has been shown to improve patient
outcomes, including reduced hospital readmissions and enhanced patient satisfaction and
functional status [15,17,20].

Some systematic reviews [15,20] have synthesized caregivers’ roles in transitional care
interventions; however, they often focus on specific patient populations and primarily
highlight patient outcomes without fully addressing caregiver outcomes.

Recognizing the importance of caregiver involvement, this review aims to address this
gap by synthesizing transitional care interventions targeting caregivers or patient—caregiver
dyads, with an emphasis on caregiver outcomes.

Aim
The aim of this study is to synthetize the effectiveness of transitional care interventions

in improving post-discharge outcomes, by systematically mapping existing evidence on
transitional care interventions involving caregivers and patient—caregiver dyads.
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2. Methods

A scoping review was performed to synthesize the transitional care interventions aimed
at improving patients” and caregivers’ outcomes after discharge. The scoping review was
designed using the PRISMA-ScR (Preferred Reporting Items for Systematic Reviews and
Meta-Analyses Extension for Scoping Reviews) guidelines [23] (Supplementary File S1).

2.1. Search Strategy

A systematic electronic search was conducted between January and February 2024 for
studies published in English and Italian language, on three databases, including Scopus,
Web of Science, and PubMed.

The research strategy was developed with the help of a clinical librarian and followed
the PRISMA steps: identification, screening, eligibility, and inclusion [23].

The Population (P), Intervention (I), and Outcome (O) (PIO) frameworks guided the
development of search terms. Search terms included (P) caregivers, families, and patient—
caregiver dyads; (I) all the interventions targeting caregivers or patient-caregiver dyad
delivered as transitional care from hospital to home; and (O) all outcomes measured after
discharge. The complete research string is attached in a supplementary file (Supplementary
File 52).

Furthermore, only articles adopting the following characteristics were included in
the research: adopting a randomized control trial design; describing a transitional care
intervention targeting caregivers or patient-caregiver dyads applied in the inpatient setting;
and finally, including follow-up after discharge. To provide a comprehensive outline of
research in the studied field, there were no limitations on country or publication year.

2.2. Screening and Selection Process

Studies were entered into the Rayyan software (https://www.rayyan.ai accessed on
28 January 2025) for the screening and selection process. After removing the duplicates, two
reviewers independently screened the title and abstract of each study to identify articles
meeting the inclusion criteria, a third researcher was consulted in case of discrepancies in
eligibility criteria. Subsequently, following the same process, full texts were analyzed in
order to decide their inclusion or exclusion in the present study. Lastly, the selection of
papers was finalized through a further screening of the reference lists of relevant reviews
and studies. Given the inclusion criteria, which focused exclusively on RCT studies to map
significant improvements in patients” and caregivers’ outcomes post-discharge, the gray
literature was excluded from this review.

2.3. Data Extraction

The data were managed through a database created using a spreadsheet in Microsoft
Excel 2018. The data extraction tool was designed to capture the main features of studies
meeting the inclusion criteria. The research group defined specific standards to ensure
consistency in the reporting of the definitions and variables of interest. The data selected
for extraction were Author, Title, Year, Country, Study Design, Aim, Randomization, Arm,
Setting, Population, Definition of Caregiver, Inclusion and Exclusion Criteria, Intervention,
Time of Follow-up, Primary and Secondary Outcomes, Statistically Significant Results. A
single reviewer extracted the data for all included studies using the defined extraction form.
All fields of the data extraction form of each article were examined for completeness by a
second reviewer.
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2.4. Data Synthesis

The data were analyzed qualitatively, with narrative analysis, and quantitatively,
through absolute and relative frequencies. The analysis of transitional interventions was
performed using the classification provided by Hirschman et al. [24]. The transitional care
interventions were analyzed to assess the need, information provided, psychological sup-
port, self-management training, and monitoring or follow-up. These steps were analyzed in
the delivered settings (hospital or home) and the mode of performance, such as face-to-face
mode with the booklet support or digital mode with telephone, text message, or video
call support.

An additional synthesis has been performed to categorize the outcomes based on
delivered intervention. In detail, the outcomes were divided into the interventions deliv-
ered to caregivers and to patient—caregiver dyads, and into the interventions provided
by multidisciplinary teams, nurses, physiotherapists, psychologists, and other health
care professionals.

2.5. Search Results

The search strategy elicited 5783 articles after duplicates were removed. After the
initial review of titles and abstracts, 211 studies were deemed eligible for a full-text review.
A total of 162 studies were excluded for the following reasons: 68 were not randomized
controlled trials (RCTs), 38 did not involve caregivers, 31 did not focus on the inpatient-to-
home transition, and 25 did not report primary outcomes in the article (Figure 1).
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Figure 1. PRISMA flow diagram by Tricco et al. [23].

Following a comprehensive review, a total of 51 randomized controlled trials (RCTs)
were deemed eligible for inclusion in the study. These RCTs were considered essential for
characterizing the implementation of transitional care interventions aimed at caregivers or
patient—caregiver dyads during the transition from hospital to home.
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3. Results
3.1. Characteristics of the Studies

Most of the articles (38/51) were published in the last ten years, between 2014 to
2024. The major country publishing studies on transitional care targeting caregivers or
dyads was China, followed by the USA, United Kingdom, and Iran. A multicenter study
design was employed in 20 RCTs to assess transitional care interventions implemented
during the transition from hospital to home. Of the 51 studies reviewed, 29 involved
interventions targeting patient—caregiver dyads, 19 focused exclusively on caregivers,
2 evaluated caregiver interventions conducted in the presence of patients, and 1 study
specifically targeted patients in the presence of caregivers. In most studies (22/51), the
target population consisted of patients with stroke. The detailed characteristics of each
study can be found in Supplementary File S3.

3.2. Transitional Care Interventions

All transitional care interventions described in the literature and targeting dyads or
caregivers were multi-component ones. The majority of the studies (38/51) described
the transitional care intervention as an educational intervention, while fewer included
rehabilitation (7/51) or psycho-educational (6/51) components as a part of the transitional
intervention. In order to define different components, some studies referred to some con-
ceptual models, such as the Transitional Care Model (TCM) [10] and the Family-Centered
Empowerment Model (FCEM) [25].

For the purposes of this review, Hirschman et al.’s [24] classification was used to
analyze the components, which included needs assessments (17/51), information provision
(27/51), psychological support (12/51), self-management training (46/51), and monitoring
or follow-up (24/51). These components were grounded in well-established theories,
including Bandura’s “Self-Efficacy and Individualized Experiential Training” [9,26,27], Knowles’
“Adult Learning Theory” [28], and Cameron and Gignac’s “Timing It Right Theory” [29]. A
notable feature of these interventions was the significant involvement of caregivers and
patient—caregiver dyads in co-designing the interventions, with nearly all studies (49/51)
engaging caregivers as integral, active participants. This involvement extended to the
development of educational materials [8,30] and shared training experiences [31], as well
as contributing to the design of the patient’s plan of care to align with patients” preferences,
values, and goals [29,32-37].

These findings underscore the critical importance of continuous caregiver engagement
throughout the transitional care process. Reflecting this emphasis, the majority of studies
(44/51) integrated both pre- and post-discharge contact, employing a combination of in-
person and digital methods (39/51). However, the timing and frequency of interventions
demonstrated considerable variability. Of the studies reviewed, five focused exclusively
on pre-discharge contact [26,27,32,33,38], one concentrated solely on the post-discharge
period [39], and another provided flexibility in intervention timing [40]. The post-discharge
period ranged from one week to six months, and the number of intervention contacts varied
from a single session [40] to fourteen sessions [41], with the majority of studies (27/51) not
specifying the number of contacts.

To gain a deeper understanding of the characteristics of transitional care interventions,
the common components are analyzed and presented in detail below, in Figure 2.
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Figure 2. Characteristics of delivered interventions [24].

3.2.1. Needs Assessment

The needs assessment was focused on caregiver needs, described as either assessing
goals or needs and/or assessing caregiver knowledge, skills, and competencies. In all
the studies, the results of the needs assessment were used to inform the tailoring of the
transitional care intervention. Caregivers’ needs assessments were conducted through
consultations and meetings with healthcare professionals to determine the caregiver’s
needs for information, knowledge about the home environment, and need for ongoing
health services and social services [10,26-28,42].

Based on its objective, the needs assessment took place pre- or post-discharge, in the
hospital [8,25-28,33,36,42—47] or at home [48-50].

The needs assessment was performed pre-discharge in the hospital after consultation
with the healthcare professional, and the aim was to assess the information needed about
hospitalization or disease information, the treatment process, management emergencies,
and symptom prevention. On the other hand, the needs assessment was conducted at
home post-discharge to evaluate the home environment and determine the patient’s need
for health and social services [49,50].
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3.2.2. Providing Information

The information component includes the provision of standard or personalized infor-
mation about the disease, risk factors, medications, the recovery and rehabilitation process,
and the follow-up process.

Twenty-six studies describe providing information in person, during the pre-
discharge time, specifically in a meeting with healthcare professionals. Four studies de-
scribed the information provision process with a standardized or personalized booklet
support [44,48,50,51]. The standardized booklet supports the etiology of the disease, the
signs, symptoms, and the types of treatments [50], as well as the importance of patient
care [48,51]. Only three studies analyze the information provision phase in post-discharge
time, at the hospital [52], at home [40], or only with a booklet [53].

3.2.3. Psychological Support

Psychological support was considered an important component to guarantee the
quality of a transitional process. The efficacy of psychological support to caregivers was ob-
served when delivered in pre-discharge or post-discharge and in person [8,31,54], through
digital support tools [35] or a combination of them [30,30,55].

Jones et al. [30] described psychological support that could be provided in pre-
discharge through a booklet that includes exercises on relaxation and coping with stress.
Other studies provided pre-discharge psychological support through counseling and re-
inforcement sessions [54] or interactions focused on difficulties and requests of the fam-
ilies [43]. Xiaoping et al. [8] provided pre-discharge psychological support encouraging
caregivers to proactively solve problems through positive communication. On the con-
trary, Vranceanu et al. [55] focused on educational resilience skills sessions on mindfulness,
coping skills, and interactions to cope with the new situation. Shared experiences [31],
emotional support [44], and digital tools were used to deliver post-discharge psychological
support. For instance, Li et al. [35] provided family and social support through the WeChat
platform. Other studies [30,46] offered psychological support through phone calls dis-
cussing any problems, while others displayed videos aimed at helping dyads get through
the trauma of hospitalization [55].

3.2.4. Self-Management Training

Self-management training was described in 46 studies as a series of educational
sessions delivered to caregivers or patient—caregiver dyads to improve the management of
the new condition [8], to identify and respond quickly to worsening symptoms [26,27,39,49],
to prevent complications [28,35,56] and to understand how to act in emergencies [10,57].

Only two studies provided training in group sessions focused on peer support [39]
and group discussions [25] involving caregivers [39] and patient-caregiver dyads [25].

Eight studies delivered training using digital tools only, such as phone calls [10,31,58]
or video calls to share the educational materials, to discuss their learning progress, and
ensure that the contents of the previous sessions were learned [25,55]. In only one case [25],
the video calls were delivered to group discussions involving more than one dyad. Other
studies provided training through educational videos to do rehabilitation exercises or
e-health apps based on self-care management, like dietary management. The only use of
digital tools happened in post-discharge time, except for Vloothuis et al. [59], who describe
the use of applications in pre- and post-discharge.

3.2.5. Monitoring and Follow-Up

The monitoring of the transitional care process was described in 24 studies. The
follow-up phase can be delivered through home visits or through digital tools to monitor
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and update on the progress and needs, answer questions, and provide support. Only five
studies described the follow-up only through home visits [43,48] or a combination of digital
and in-person methods [50,60,61].

The majority of studies described follow-up through the use of digital tools (19/51)
and phone calls were the most frequent method of follow-up (17/51). Phone calls were
conducted by the healthcare professional to caregivers after discharge, to monitor the
patient’s progress or to support rehabilitation and discharge compliance. In contrast,
Shahrokhi et al. [62] and Vloothuis et al. [59] provided the possibility to call the healthcare
professional any time the caregivers desired or when necessary.

However, the timing of contact was diverse and included monthly [36,51],
weekly [39,47,50], bi-weekly [30,53], or daily [46,56] contact follow-up; in other cases,
the follow-up was carried out only when necessary [59,63].

3.3. Roles in Transitional Care Interventions

In facilitating the transitional care interventions, the healthcare professionals were
mainly represented by nurses (20/51). In other studies, the interventions were facilitated
by a multidisciplinary team (9/51), physiotherapist (2/51), clinical psychologist (3/51),
nurse and physician (4/51), researcher (8/51) or other healthcare professionals (5/51), like
occupational therapist [58] or ward manager [50]. To deliver the intervention, 10 studies
planned to involve expertise and specialized facilitators, defined by years of clinical experi-
ence or having a master’s degree as a prerequisite. Ten studies planned specific training for
facilitators based on accredited or board-certified training [34,41,45], as well as planned
training by a specialized healthcare professional in the organization [29,34,36,42,59,64,65].
These planned training varied from one hour [45] to some days [41].

3.4. Outcomes of Transitional Care Interventions
3.4.1. Caregivers’ Outcomes

Almost every study (48/51) included in this research evaluated the caregivers” out-
comes. Caregivers’ depression and caregivers’ burden were the most common outcomes
assessed in the studies. The Zarit Burden Interview (ZBI) was the most widely used instru-
ment for assessing carer burden [36,37,39,50,51,57,66], while other instruments including
the Caregiver Burden Inventory [48,65,67] developed by Novak and Guest [68] and the
Caregiver Burden Scale (CBS) [31,41,60] developed by Elmsthal et al. [69].

Additional psychological outcomes included distress or strain (14/51), burnout and
de-personalization (3/51), post-traumatic stress disorder (3/51), psychological well-being
(2/51), and feeling of guilt (1/51).

To assess emotional health, the Geriatric Depression Scale (GDS) [40], General
Health Questionnaire (GHQ-30) [40,43,44,52] and Hospital Anxiety and Depression scale
(HADS) [36,38,41,58,59] were mainly used.

Functional outcomes such as caregiving ability (9/51), preparedness to deliver home
care (5/51), level of competence (4/51), knowledge (3/51), self-efficacy, and coping skills
were also examined.

Knowledge and competencies were assessed using tailored instruments like the
Knowledge of Stroke Questionnaire [58] and the Fall Prevention Knowledge Survey [70].
Quality of life was commonly measured with instruments such as the Short Form-
36 [29,39,42,43,52,66] and EuroQol [61,71] while satisfaction was assessed using the Client
Satisfaction Questionnaire [37] or defined Likert scales [44,63,63].

As outlined in Figure 3, statistically significant results were highlighted for each care-
giver outcome based on the intervention delivered. Among the 38 studies evaluating
caregiver depression and anxiety, only 7 demonstrated statistically significant improve-
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ments [25,38,39,46,55,59,71]. Similarly, 9 out of 23 studies assessing caregiver burden
reported statistically significant reductions [9,39,41,48,50,51,57,61,71]. Notably, interven-
tions showing significant outcomes were predominantly caregiver-targeted and delivered
by nurses or multidisciplinary teams.
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Figure 3. Outcomes evaluated in the studies included.

3.4.2. Patients” Outcomes

Patients” outcomes were analyzed in 33 studies. Patients’ functional abilities and
quality of life were the most common outcomes assessed in the studies. The Modified
Rankin Scale [51,59,71] is the most widely used instrument for assessing functional abilities.
To assess quality of life, EuroQol five dimensions questionnaire (EQ-5D) [34,41,60,65],
EuroQol visual analog scale [71], and Short Form health survey (SF-36) [42,49] were mainly
used. Other common results were correlated to functional outcomes and involved self-
care (7/51), cognitive status (3/51), self-efficacy (4/51), knowledge (3/51), adherence to
process (2/51), reintegration to normal living (2/51), lifestyle modifications (2/51), and
coping skills (1/51). Other outcomes were correlated to psychological outcomes and
included depression and anxiety, psychological well-being, post-traumatic stress disorder,
and behavioral symptoms.

In Figure 3, statistically significant results are highlighted for each patient outcome,
differentiated by the delivered intervention. Six out of thirteen studies assessing functional
status demonstrated statistically significant results. Similarly, four out of twelve studies
assessing patients” quality of life reported statistically significant improvements (Figure 3).
The majority of the studies that reported a significant result included interventions targeted
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at patient—caregiver dyads and provided by nurses (Figure 3). Other patient outcomes
addressed by the studies were: hospital length of stay [33,34], visits to the emergency
department or readmissions [10,33,41,57], and mortality [60,71], but these did not show
any statistically significant results.

3.4.3. Follow-Up

The follow-up timing varied ranging from 72 h [36] to 12 months after
discharge [31,41,42,49,56,63,71]. Although 3 months was the most common follow-up
period (24/48), important differences were observed from the initial time of follow-up
count: the majority of studies evaluated outcomes after discharge (25/51), while other
studies evaluated outcomes after intervention (17/51), after recruitment or randomization
(4/51), or after diagnosis (2/51).

4. Discussion

This scoping review includes 51 randomized controlled trials (RCTs) of transitional
care interventions involving caregivers and patient-caregiver dyads, aimed at improving
patient and caregiver outcomes post-discharge. The study underscores the important role
that caregivers play in the transition from hospital to home, addressing a significant gap in
the literature regarding transitional care interventions involving caregivers.

4.1. Transitional Care Interventions and the Caregivers” Involvement

This scoping review highlights that transitioning interventions from hospital to home
share some common components, as categorized by Hirschman et al. [24].

In each component, the involvement of caregivers and patient—caregiver dyads high-
lights their important role in defining the transitional care process. This process should be
grounded in the following similarities: the patient’s and caregiver’s needs, the caregiver’s
relationship to the patient, and the caregiver’s proximity to the patient [21,22], in order to
define effective transitional interventions.

In light of this, to effectively guide the transitional process, it is fundamental to focus
on caregiver involvement by assessing and addressing the caregiver’s needs, through
self-management training and personalized information based on those needs.

Therefore, regarding implications for clinical practice, transitional interventions should
be planned by a multidisciplinary team and tailored to meet the needs of both the patient
and the caregiver, ensuring their active participation during the transition from hospital
to home.

However, the ways in which caregivers and patients are involved may differ in the
transitional care interventions. The most common contact methods are by phone or in
person, either at home or in the hospital setting, and can vary between pre- and post-
hospital discharge periods. Although face-to-face contact has traditionally been considered
a method for delivering humanized nursing care [72], it is not the primary method used,
especially post-discharge. Post-discharge contacts for monitoring and follow-up are often
conducted through digital methods such as phone calls, text messages, or video calls.

The present study can be enriched by further research, specifically regarding the
possibility of tailoring interventions to match the specific needs of patient-caregiver dyads.
Such personalized interventions could include modality (in-person or digital), the use of
supportive materials, provision, either individually or in groups, and duration (defining
the number and timing of sessions).

Further research should also focus also on determining how caregiver involvement in
transitional care interventions can influence both caregivers” and patients” outcomes, as
well as exploring methods to increase their engagement in the transitional care process.
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4.2. Outcomes of Transitional Care Interventions

Nurses and multidisciplinary teams are the most commonly involved professionals in
the delivery of care transitions [24], contributing to improvements in the psychological and
functional outcomes of both caregivers and patients.

The multidisciplinary approach views all team members as collaborators in a care
process that prioritizes the needs of patients and their family caregivers [24]. This approach
represents an effective strategy for enhancing care transitions and improving both patient
and caregiver outcomes [24].

Specifically, depression and caregiver burden are the most frequently evaluated
caregiver outcomes, while functional abilities and quality of life are the most relevant
patient outcomes.

This finding underscores the importance of selecting outcomes that reflect the impact
of transitional care processes on a patient’s functional abilities and a caregiver’s well-being,
particularly given the increasing complexity of patient needs and the care required in home
settings, as a result of population aging, the prevalence of chronic illnesses, and multiple
comorbidities [73].

On the other hand, this finding also highlights the necessity of evaluating and syn-
thesizing the efficacy of interventions in terms of the number of readmissions, visits to the
emergency department, and healthcare system costs. This need is emphasized to inform
the healthcare system about the effectiveness of transitional care interventions and to pro-
mote the increased adoption of structured interventions from hospital to home, engaging
caregivers and patient—caregiver dyads.

To enable structured interventions, it is necessary to not only consider the type of
outcomes evaluated but also the timing of follow-up assessments, which varied across
the studies in terms of the initial time point of follow-up. This heterogeneity represents
a limitation of the review. Therefore, future research should focus on defining systematic
reviews aimed at evaluating the efficacy of long-term outcomes after a patient’s discharge.

The challenge in evaluating the efficacy of each transitional care component is related
not only to the heterogeneity of the studies included, but also to the inherent complexity of
the transitional care process. This complexity necessitates careful consideration of other
aspects of the intervention, such as the type and number of sessions, the content of the
intervention, the strategies employed, the materials provided, the personnel involved, and
the setting in which the intervention was delivered.

Furthermore, it would be useful to examine the potential consequences of different
components of the interventions, taking into account the complexity of transitional care.
This could justify conducting further systematic research, which would address an impor-
tant gap in the literature by establishing a formal quality appraisal of the studies included.

5. Strengths and Limitations

The methodological approach is considered a strength of this review: a broad electronic
search of studies was performed, covering all transitional care interventions. The selection,
extraction, and analysis of the studies were performed independently by three researchers,
with any disagreement resolved by consensus.

However, the choice of inclusion criteria could require some consideration. In detail,
exclusively including RCTs could be viewed as both a strength and a limitation of this
review. On the one hand, excluding non-RCT studies enabled us to highlight all significant
outcomes related to transitional care interventions. On the other hand, a scoping review
design would not have necessitated the limitation to RCT study designs, but rather a
broader consideration of the gray literature, which would allow for a more comprehensive
mapping of evidence related to transitional care interventions.
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6. Conclusions

This scoping review enabled the identification of key characteristics of transitional care
interventions targeting caregivers or patient—caregiver dyads. In this way, the literature gap
was addressed by summarizing all transitional care interventions from hospital to home,
highlighting the effective outcomes of patient—caregiver dyads.

Despite the heterogeneity of interventions, five common transitional care components
were identified in the literature: needs assessments, providing information, psychological
support, self-management training, and monitoring or follow-up. In each component, the
involvement of caregivers and patient-caregiver dyads emphasized their important role in
the transitional care process from hospital to home. In detail, the literature suggests that the
involvement of caregivers or patient—caregiver dyads in the transitional care intervention
leads to better outcomes for both patients and caregivers.

This review highlights the effectiveness of such interventions on a patient’s quality of
life, functional abilities, and the caregiver’s burden and depression.

However, it is necessary to consider the high heterogeneity highlighted in the studies
regarding characteristics of interventions, the people involved, the settings where the
interventions were provided, and the timing of follow-up interventions.

For this reason, this scoping review could be a precursor to a systematic review
needed to address the aspect of heterogeneity highlighted by the studies in the literature
and to evaluate the efficacy of healthcare utilization, hospital readmission reduction, and
emergency department visits.
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