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Abstract

Background: Long-term care facilities (LTCFs) are often places where persons with complex health needs that
cannot be met in a community setting, reside and are cared for until death. However, not all persons experience
continuous declines in health and functioning. For some residents who experience improvement in personal
abilities and increased independence, transition from the LTCF to the community may be an option. This scoping
review aimed to synthetize the existing evidence regarding the transition process from discharge planning to
intervention and evaluation of outcomes for residents transitioning from LTCFs to the community.

Methods: This review followed a five-stage scoping review framework to describe the current knowledge base
related to transition from LTCFs to community based private dwellings as the location of the discharge (example:
Person’s own home or shared private home with a family member, friend, or neighbour). Of the 4221 articles
retrieved in the search of 6 databases, 36 articles met the criteria for inclusion in this review.

Results: The majority of studies focussed on an older adult population (aged 65 years or greater), were conducted
in the USA, and were limited to small geographic regions. There was a lack of consistency in terminology used to
describe both the facilities as well as the transition process. Literature consisted of a broad array of study designs;
sample sizes ranged from less than 10 to more than 500,000. Persons who were younger, married, female, received
intense therapy, and who expressed a desire to transition to a community setting were more likely to transition out of
a LTCF while those who exhibited cognitive impairment were less likely to transition out of a LTCF to the community.

Conclusions: Findings highlight the heterogeneity and paucity of research examining transition of persons from
LTCFs to the community. Overall, it remains unclear what best practices support the discharge planning and
transition process and whether or not discharge from a LTCF to the community promotes the health, wellbeing,
and quality of life of the persons. More research is needed in this area before we can start to confidently answer
the research questions.

Keywords: Long-term care facilities, Home for the aged, Discharge planning, Older adults, Patient oriented care,
Patient centred care

Background

As populations continue to age across industrialized and
emergent nations, the demand for more complex care is
increasing. The growing number of frail older adults and
vulnerable persons with disabilities necessitate a multi-
disciplinary response from across the care continuum.
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Symptom presentation is often ambiguous, threats to
health multi-factorial, and trajectories of change highly
variable with outcomes of care uncertain [1]. Conse-
quently, the pressure on policy makers to respond to the
care needs of vulnerable populations is growing [2, 3].
Older adults report better quality of life (QOL) when
they are able to live and receive support in their pre-
ferred location of care [4]. Supporting persons to receive
care supports matched to meet their own needs and
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provided in their chosen location may promote the per-
son’s sense of control, empowerment, and improve QOL
[5]. The majority of persons wish to remain in their own
homes and have their needs supported in the community
through a combination of formal and informal supports
[6]. However, the resources and supports necessary to
safely address increased levels of health complexity may
not always be available in the community. For these
persons, whose needs cannot always be met by available
formal and informal supports, long-term care facilities
(LTCEFs) provide a necessary and appropriate care service.

Various terminologies are used to describe LTCFs in-
cluding nursing homes, skilled nursing care facilities, per-
sonal care homes, residential care facilities, and long-term
care homes. This terminology varies both within and
across countries. For the purpose of this paper, the term
LTCFs will be used and generally refers to care institutions
that “serve diverse populations who need access to 24-
hour nursing care, personal care and other therapeutic
and support services” [7] that are not provided through
home care programs, in retirement homes, in assisted
living facilities, in the persons own home or in a shared
private home. Generally, most LTCFs aim to provide a
combination of medical, nursing, and social care in a
residential care setting.

In Canada, the process to enter a LTCF differs across
provincial and regional jurisdictions, but is primarily based
on the complexity of clinical health needs of the person
and level of dependency in addressing these needs. LTCFs
support persons whose needs require more complex care
than can be addressed in the community. Although per-
sons who require more intensive levels of care exhibit
complex needs and high dependency, they also may prefer
to live as normal and unconstrained as possible [8, 9]. In
this way, LTCFs are expected to provide resources to sup-
port the residents’ autonomy so they may be as active as
they can and live their lives the way they want [10].
While the majority of persons exhibiting increased
health complexity are older adults, advanced age (e.g.
aged over 65 years) is not a requirement for eligibility to
LTCFs in Canada.

While the majority of people wish to remain in their
homes and be supported to live and die in the community
[6, 11, 12], LTCFs in Canada are increasingly becoming
places where older adults reside until death. Yet, not all
older adults experience a continuous trajectory of decline
in abilities following entry to LTCFs [13, 14]. Following
entry to a LTCF some residents experience improvements
in personal abilities and increased independence, becom-
ing able to return home or transition to the community
[15]. In this case, discharge planning involving multiple
stakeholders is warranted [15]. In the United States (US),
the duration of stay in a LTCF may be characterized as
short and long-term stays [16]. Short-stay residents, who
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enter due to an acute episode often receive enhanced re-
habilitation and care with an expected goal of transition to
the community [16], account for more than 1 million
discharges from LTCFs to community every year in the
US [15, 17], a trend that has been reported over multiple
decades. In contrast to the large number of discharges
from LTCFs reported in the US, transition from LTCFs to
the community in Canada is rare. A Canadian study of six
provinces by Hirdes, Mitchell, Maxwell, and White found
that less than 1% of LTCF residents transitioned to the
community [18].

The definition of ‘transition” varies according to dis-
ciplinary focus but the widespread definition involves
how people respond to change over time [19]. Transi-
tion may be defined as “a process of convoluted pas-
sage during which people redefine their sense of self
and redevelop self-agency in response to disruptive
life events” [19]. Transition of care refers to the care
a patient receives as they leave one care setting and
are moved to another [20]. The American Geriatrics
Society describes transitional care as “a set of actions
designed to ensure the coordination and continuity of
health care as patients transfer between different loca-
tions or different levels of care within the same loca-
tion” [21].

Previous research has focussed upon transitions from
hospital to other care settings including LTCFs [22, 23]
and examined transitions from LTCFs to hospital or
emergency departments [24]. However, to the knowledge
of these authors, no scoping review has been conducted
to critically examine the existing evidence about transi-
tions from LTCFs to the community. Therefore, this art-
icle aimed to review the published scientific research
studies about transition from LTCFs to the community
to examine what is known about the discharge process
and its associated factors by answering three main
questions:

1. What are the characteristics of the residents who
have been discharged from LTCFs to the community?

2. What are the associated factors surrounding resident
discharge from LTCFs to the community?

3. What are outcomes experienced by residents
post-discharge?

Methods

The five-stage scoping review framework outlined by
Arksey and O’Malley [25] was used to describe the
current knowledge base related to transition from LTCFs
to the community. These stages included: (1) identifica-
tion of the research question, (2) identification of relevant
studies, (3) study selection, (4) charting the data, and (5)
collating, summarizing, and reporting the results. This
scoping review methodology was selected for its capacity



Freeman et al. BMC Health Services Research (2017) 17:689

to “map relevant literature in the field” [25]. It also
allowed researchers to draw conclusions on the overall
state of research activity on a topic and suggest future
directions for research [25]. Although scoping reviews
do not address the quality of included sources, this
method was appropriate for this emerging field of study
and provided a rigorous framework to carry out a re-
view systematically.

Search strategy (identification of relevant studies)

Six databases were used to search for relevant literature
on the transition from LTCFs to the community: SCO-
PUS, PubMed, CINAHL EBSCO, PsychINFO EBSCO,
Embase OVIDSP and Web of Science ISI. The literature
search was performed with the assistance of a research
librarian at the University of Northern British Columbia
in Canada. Articles published from January 1, 2000 to
December 1, 2015 were selected to be both inclusive
and relevant.

Search strategies were created for individual databases.
These strategies involved various combinations of key-
words and subject headings (when available). These
terms included: facility, residential home or care, nursing
home, home for the aged, long term care, assisted living,
convalescence, and home care, private dwelling or home,
independent living, living alone, and discharge, transfer,
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exit, move or transition. Searches were limited to English
language articles only.

Study selection

Inclusion criteria specified that included articles must 1)
focus on resident transition from a LTCF; 2) include a
community based private dwelling as the location of the
discharge (e.g. Own home, shared private home with
family member, friend, or neighbour); and 3) include
persons over the age of 18. Articles exclusively studying
persons discharged from acute care, hospital, or non-
institutional setting were excluded from the review.
Additionally, articles were excluded if the population in
the study was discharged exclusively to communal or
congregate setting (e.g. group home). Due to the chan-
ging nature of LTCFs both in terms of populations and
regulatory policies and procedures, articles published
prior to January 2000 were also excluded.

After screening titles and abstracts for relevancy, two
authors reviewed full-text articles independently. If a dis-
crepancy occurred amongst the reviewers, a third re-
viewer was consulted to make an inclusion or exclusion
decision through collaboration and consultation. Interra-
ter reliability noted 98.8% agreement between the two
authors. A detailed article search chart outlining inclu-
sion and exclusion data can be found in Fig. 1. From the
original 4221 non-duplicate articles selected for review,

PubMed/ CINAHL PsychInfo Scopus Embase Web of

Medline EBSCO EBSCO i

(N=500) (N=1691) (N=91) (N=394) OVIDSP Science
’ (N=1,656) (N=436)

| Total records identified through database searching (N=4,768) |

H Duplicates removed (N=547)

Records Screened (N=4,221) |

Records excluded after reading the

title/abstract (N=4,130)

Records Screened (N=91)

Records Excluded after reading

the full article (N=55)

Articles included in current analyses (N=36)

Fig. 1 Scoping Review Flow Diagram of Article Selection Process
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36 articles met criteria for inclusion in this scoping re-
view. Microsoft Excel was used to categorize, extract and
organize the data. Thematic and descriptive numerical
analyses were conducted on all extracted data.

Results

A summary of characteristic from the 36 articles can be
found in Table 1. Study objectives and post-discharge out-
comes are described in Table 2 while the purpose and main
findings of all articles are presented in Table 3. With the ex-
ception of seven articles [26—32], the majority of articles fo-
cused on older adults (29/36), specifically those aged 65 or
greater [33—47]. A few articles focused on specialized popu-
lations that shared a similar characteristic such as persons
with an intellectual disability [30, 32, 48] or persons who
had a stroke [26, 46]. One article focused on persons who
had a common experience of a motor vehicle accident [33].
The majority of articles (30/36) included both males and fe-
males [26, 28, 30—37, 39—59]. The main focus for most arti-
cles (21/36) was on resident profiles [26, 28, 32, 33, 35, 36,
40-47, 51, 53-57, 60]. The study designs employed pre-
dominantly quantitative techniques [26, 28-30, 32-38,
40, 42-57, 60]. Research in this area represents a new
and emerging field where over half of the included
articles (22/36) were published in the last 5 years [26,
28, 29, 31, 35-38, 41-45, 47-50, 52, 54-56, 60] (Fig. 2).

Table 1 Description of studies characteristics background (N = 36)
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Study sample sizes had a large range from less than 20
participants [31] to more than 500,000 participants in
the largest sample [37]. Almost all studies were con-
ducted in the US [27-30, 33-39, 41, 42, 44, 45, 47-55,
57-61]. Non-US research in this area is scarce [26, 31,
32, 40, 43, 46, 56] and only one article used data gath-
ered from more than one country [32, 46]. Authors’
background and type of institution varied across studies.
Single academic institutional authorship was most
prevalent (21/36) [26-28, 30-34, 36, 41, 44, 48, 51—
55, 57, 58, 60, 61], of which five also included author
partners from community locations such as hospitals
and LTCFs [33, 34, 51, 56, 60] and five included re-
search institutes, centres for aging, and non-profit
partners [28, 30, 31, 36, 52]. Just over one-third of ar-
ticles (14/36) were inter-institutional collaboration
[29, 35, 37, 38, 40, 42, 43, 45-47, 50, 51, 56, 59] of
which six included additional community and re-
search institutional partners [29, 37, 46, 49, 50, 56]
and four were multi-national collaborations [35, 40,
43, 46].

Terminology

Terminology used varied across studies. When describ-
ing the process of leaving the LTCF and returning to the
community, terminology to describe the transition

Study Characteristic Number of Studies

Study Characteristic Number of Studies

Study Population:

- Older adults 29
+ 2 65 years as inclusion criteria 15
- Average age 2 65 years 24
- Person with intellectual disabilities 3

- Persons with functional limitations 1
- Persons who had stroke 2
« Persons with motor vehicle crash trauma 1

- Persons with specified conditions 1

Data Type:
« Primary 11
« Secondary 19
« Both primary and secondary 6

Study Focus:

+ Persons only 21
- Persons and one or more stakeholder(s) 13
- Institution and policy documents 4

Distribution By Sex:
+ Mixed sex-sample 30

- Unspecified 6

Study Design:

- Quantitative 30
= Longitudinal 17
= Cross-sectional 5

= Quasi-experimental controlled trial 1
= Randomized control study 1
= Prospective cohort 3
= Retrospective cohort 2

= Case Control 1

+ Mixed methods 4

- Qualitative 2
Sample Size:

- < 500 16

- 500-10,000 12

> 10,000 8
Country of Study Origin

- United States of America 30

- Australia 2

« Finland 1

+ Germany 1

- Lithuania 1

- United States of America and Canada 1
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included: discharge [26, 27, 31-33, 37, 39, 41-43, 45-47,
53-57, 59-61], community discharge [36, 38, 40, 44,
49-51], community transition [36, 38, 42, 49, 50], transi-
tion [27, 28, 30, 31, 34, 35, 41-43, 47, 48, 52, 60], nurs-
ing facility transition [54], nursing home transition [29,
39, 49, 57], return to the community [28, 37, 38, 40], re-
turn to community [41], deinstitutionalizing [56], transi-
tioning [27, 28, 58], emancipation [29] and relocation
[32].

Study locations also varied. LTCFs were referred to as
long-term care facilities [43], nursing homes [26-29,
33-36, 38, 39, 41, 42, 45-47, 49-52, 54-59, 61], nursing
facility [27, 36, 41, 44, 48-52, 54, 58], skilled nursing fa-
cilities [37, 45, 46, 53, 60, 61], long-term institutional
care [40, 50], long-term care welfare facilities [56], long-
term care medical facility [56], long stay placement [44],
residential facility [30], aged care facility [31] and long-
term institutions [32]. Only a few studies provided infor-
mation about the size of the institution, such as the
number of beds, average occupancy rates or physical di-
mension of the facility [30, 38, 45, 48, 49, 61].

Theoretical framework or approach

Explicit mention of the theoretical perspective use to
guide the research in this field was rare; only three arti-
cles mentioned a theoretical framework in their study or
analysis. The theoretical frameworks mentioned in-
cluded: an ecological model of health behaviour to inves-
tigate characteristics of facilities that influence transition
to the community [38]; and Anderson’s model for health
care [62, 63] to select and classify variables that might
influence the risk of LTCF readmissions [39, 42]. Two
others specified conceptual approaches in their studies:
conceptual mapping technology developed by Trochim
[64] was used to conceptualize key elements or

theoretical domains of an intervention plan [27]; and
Grounded Theory [65] to analyse qualitative data [31].

Planning for discharge from LTCFs

Approximately one-third of the articles (14/36) de-
scribed a discharge initiative. Some studies used pro-
grams [28, 39, 52-54, 57, 61], such as The Ohio
Diversion and Transition Program [52] or New Jersey’s
Nursing Home Transition Program [39]. Some articles
described a discharge initiative organized as a project
(i.e. New York State Department of Health’s “Project
Home” [41]), a plan (i.e. post discharge home care plans
[56]) or study interventions (i.e. cluster centre and com-
munity living compared to residential institutions [32])
[27, 29, 30, 32, 41, 44, 56]. Discharge initiatives were
limited to local and regional action with the exception of
one, which targeted a collection of nursing facility tran-
sition programs across multiple US states [54].

The length of stay residents experienced prior to their
transition out of LTCF’s differed across studies. Some ar-
ticles focussed on transition programs for residents who
had resided in the facility for a short period of time (ap-
proximately 90 days) [44—46, 48, 49, 51, 57, 61]. Other
studies focussed exclusively on residents with longer
stays (generally greater than 100 days) [30, 32, 40, 43,
47, 54, 56, 58]. Several studies mentioned very long stays
[30, 32, 40, 43, 56], with average lengths of stay greater
than 2 years. Some articles included both short and long
stays in LTCFs [33, 36, 38, 39, 50, 55].

Transition to community location

Studies reported a variety of locations to which residents
transitioned. Some focused directly on transition to
community [27-31, 34, 35, 37-43, 46, 47, 49, 50, 53-58,
60, 61]. Of these, six articles specified that the transition
to the community was accompanied by community-
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based support services [27, 30, 31, 35, 47, 49] and only
three articles provided more information specifying the
type of community location [35, 42, 56]. Interestingly,
some studies examined residents as they transitioned
across the care continuum starting from the hospital
and traced patient transitions to LTCFs and then
followed the same patient’s as they transitioned to the
community [33, 45, 59]. In contrast, other studies in-
cluded discharge from LTCFs to multiple locations of
care, including the community (private residence with
home health, private residence without home health) as
well as other locations including group homes, assisted
living, other nursing home and an acute-care hospital
[36, 44, 50, 52]. Finally, one article did not focus on the
discharge, but on all transitions among different locations
of care [48]. This study included the transitions of resi-
dents among places including home/community, home
without formal services, home with formal services, nurs-
ing facility, skilled nursing facility and hospital.

Five studies emphasized the importance of person-
centred care to tailor the transition process to meet the
individual needs of the resident [27-29, 41, 43]. Findings
from the “Project Home” intervention emphasized that a
person-centered care approach that “includes respon-
siveness to individual needs, the flexibility to match
those needs with creative solutions, and the coordination
of service providers, is a feasible and effective way to
maximize positive outcomes for older people who want
to live at home.” [41]. Furthermore, person-centered
care planning activities may not only inform tailoring of
care plans but may also serve as a foundation for effect-
ive care team collaboration during the transition be-
tween the LTCF and community care providers [43].

Objectives and outcomes

Details describing study objectives and post-discharge
outcomes are described in Table 2. Less than half of the
articles presented post-discharge outcomes [26, 28, 31—
33, 36, 39, 45, 47-49, 52, 53, 55, 61], of which few were
described in depth. Transition outcomes examined in-
cluded length of time residents were able to remain in
the community post-transition, readmission to a nursing
facility, hospitalization and mortality.

Characteristics of residents who had transitioned out of
LTCFs

Considering the individual determinants of health ser-
vices utilization [63], characteristics of the persons resid-
ing in LTCFs potentially eligible for discharge should be
considered key to the transition process. The needs
identified by articles included in this review were pri-
marily individual determinants. Residents residing in
LTCFs were most likely to transition out of LTCFs if
they were younger [58], married [36, 51], female [36, 42],
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had Medicare coverage [51], experienced daily pain [51],
participated in or received intense therapy [51], were re-
sponsible for their own decisions [36] and preferred re-
turn to the community [36, 39, 50]. Residents who had
recently had fractures were also more likely to return to
the community [44, 45]. In contrast, residents were less
likely to be discharged to the community if they had
cancer [36] or were cognitively impaired [36].

Other facilitators important to transition included: in-
dependence of the persons in cognitive and functional
abilities [33, 39, 43, 50, 56, 58], medical stability [39] and
fitting a community discharge profile [50]. Furthermore,
persons were more likely to transition out of a LTCT if
they received independent living training or community
skills training [27, 36], caregiver support [27, 36, 50],
medication management [60] and community supports
were made available to assist the person in activities of
daily living [43, 49].

Stakeholders involved in the transition

Discussion of the roles various stakeholders played dur-
ing the transition decision making and care planning
process was lacking. Less than one third of articles iden-
tified which formal care providers were involved. Of the
articles that described the involved stakeholders, a wide
variety of formal care providers were mentioned includ-
ing: case managers, discharge planners, counsellors, resi-
dents, proxies, families, staff members and researchers.
Interestingly, only one study described involvement of a
care team involving stakeholders across the care con-
tinuum representing the LTCF, the community, and the
person to be transitioned [57], whereas the other articles
described involvement of stakeholders from only one or
two locations of care.

Half of the articles (20/36) clearly mentioned informal
caregivers [26, 27, 31, 33, 39-43, 45, 47-49, 51, 52, 56—
59, 61], yet only two of them defined the role of the
caregiver as “providing the most assistance with care or
arranging care in the 6 weeks after the hospital discharge”
[59] and “help family members or friends get what they
need to live at home or in another community-based set-
ting” and “participate in discharge planning” [27].

Factors associated with the transition journey

A wide range of key risk and protective factors were
identified at different times, from the time of “pre-dis-
charge planning” (considering characteristics which
would enable or deter the identification of potential for
discharge to the community and/or influence the
process to develop the discharge plan), through the “dis-
charge process” (the transition of leaving the LTCF and
returning to the community), and finally examining out-
comes “post-discharge” (factors affecting the degree of
discharge success and sustainability). The factors
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identified across these three phases in the discharge
journey are described by individual, institutional, and
community levels of needs and characteristics below.

Factors associated with ‘pre-discharge planning’

In the ‘pre-discharge planning’ phase, independent living
training or community skills training [27, 36], caregiver
support [27] and medication management [60] emerged
as important individual level needs. At the institutional
level, case management support, transitional assistance,
administrative procedures, assessment, discharge plan-
ning processes and nursing facility collaboration were
identified as necessary characteristics to support a plan
for a discharge process. Facility characteristics including
size, occupancy, ownership, average length of stay, pro-
portion of Medicare and Medicaid residents, and the
proportion of residents admitted from acute care facil-
ities [38] were all factors, which influenced the likeli-
hood of resident discharge to community. At the
community level, education, advocacy, housing, con-
sumer centred planning policy and funding opportun-
ities [27] were identified as critical to inform whether
discharge was feasible.

Factors associated with the transition process

To support the transition process, individual need char-
acteristics identified as facilitators of discharge included
independence of the persons in cognitive and functional
abilities [33, 39, 43, 50, 56, 58], the person’s preference
for discharge to the community [39, 50], medical stabil-
ity [39] and fitting a community discharge profile [50].
Only one article [31] identified institutional level charac-
teristics for transition process which included support
provided by LTCF staff, consistency of LTCF care, and
staff respect and dignity for the person. Community
characteristics aiding the transition process included
support for community discharge by a family member or
other person close to the person [36, 50] and availability
of community supports to assist persons in management
of activities of daily living [43, 49].

Factors affecting the degree of transition success or
outcomes post-discharge are limited. Receiving care in a
LTCF with more licensed practical nurse hours per resi-
dent day [45], and longer duration of skilled nursing fa-
cility treatment [45] resulted in lower risk of acute care
use post-discharge. Other institutional characteristics,
which positively influenced post-discharge outcomes, in-
cluded residing in LTCF with high percentage of admis-
sions receiving therapy [51] and higher rehabilitation
therapy intensity [46], as well as LTCFs with high invest-
ment in nursing staff [49] and high volume skilled nurs-
ing facilities [37].
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Recommendations for further study

Most articles highlighted existing inconsistences in the
knowledge base and areas where further research is war-
ranted. Recommendations for better understanding of
the complexity of the discharge process, included further
evidence summarizing factors and barriers that can in-
fluence the discharge such as: environment circum-
stances, proxy relationships, personal preferences, family
and informal caregivers, nursing home staff and other
health-care providers [27, 28, 35, 37, 38, 45, 48, 51, 52,
58, 59]. Moreover, further research was suggested to ex-
pand understanding of outcomes following the discharge
[30, 31, 33, 42, 48, 51, 55]; and evaluation or improve-
ment of existing discharging programs or initiatives [34,
42, 44, 50, 51]. Recommendations specific to study
methods and protocols included more rigorous study
methodology (increased sample size, replication across
geographic regions) [27, 36, 45, 51, 53] and the require-
ment for expansion of study results [32, 39, 45, 60].
There was also a need to better understand the influence
of quality and intensity of health care provided during
the pre-discharge planning process [46, 51, 56].

Discussion
Study findings highlight the heterogeneity and paucity of
research examining transition of persons from LTCFs to
the community, especially when considering the inter-
national context. Overall, the generalizability of findings
in this scoping review remains greatly hindered as most
were conducted in small geographic areas across the US
and were led by single academic institutions. The major-
ity of studies focussed on older adult populations with a
patchwork of evidence on special populations with a
shared health condition/diagnosis (i.e. stroke or acquired
brain injury) or shared client experience (i.e. traumatic
life event). Overall, it remains unclear what mix of
multidisciplinary team members and institutional factors
best support discharge planning and transition process.
And finally, due to a lack of studies measuring post-dis-
charge outcomes, it remains unclear from the current
body of evidence whether discharge from a LTCF to the
community promotes the health, wellbeing and quality
of life of those who transition out of LTCFs and whether
these transitions are cost-effective for the health care
system. More research is needed in this area before we
can start to confidently answer the research questions.
No gold standard emerged for the best time to identify
and engage persons who may be eligible for transition
out of a LTCF to the community in discharge planning
activities and processes. Variation in the association be-
tween length of stay in a LTCF and potential for dis-
charged was observed. For example, Arling [50]
indicated that 85% of discharges occurred within the
first 30 days of admission while Gassoumis [36] noted
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that the percentage of persons discharged increased
to 90% within the first 90 days of entry into LTCF
[36]. Interestingly, Gassoumis [36] also noted that a
resident’s preference to discharge showed no effect on
discharge to community after a 90 day or greater
length of stay.

Considering the individual determinants of health ser-
vices utilization [63], characteristics of the persons resid-
ing in LTCFs potentially eligible for discharge should be
considered key to the discharge process. The needs iden-
tified in this review were primarily individual determi-
nants. Residents residing in LTCFs were most likely to
transition out of facilities if they were younger [58], mar-
ried [36, 51], female [36, 42], had Medicare coverage
[51], experienced daily pain [51], participated in or re-
ceived intense therapy [51], were responsible for their
own decisions [36] and preferred return to the commu-
nity [36, 39, 50]. While demographic characteristics such
as gender and age may be associated with the dis-
charge process they were not recognized consistently
as the strongest factors predicting discharge to the
community. Other important facilitators of discharge
included independence of the persons in cognitive
and functional abilities [33, 39, 43, 50, 56, 58], med-
ical stability [39], and fitting a community discharge
profile [50]. Furthermore, persons were more likely to
transition out of a LTCT if they received independent
living training or community skills training [27, 36],
caregiver support [27, 36, 50], medication manage-
ment [60] and community supports were made avail-
able to assist persons in management of activities of
daily living [43, 49].

In contrast to Poole who noted that “the need for
person or ‘consumer-centered’ planning is widely cited
in the transition literature” [27], findings in the
current study suggest it may be less commonly dis-
cussed. Less than 15 % of articles (5/36 articles) in
the current study discussed person-centered care. Al-
though all of the number of studies were few, those
that did discuss patient centered care emphasized the
crucial role that person centered care planning plays
to ensure the needs and preferences of the resident
are heard and respected, Case managers and dis-
charge planners play an important role to support pa-
tient centred care, provide education to the person
and caregivers, and promote communication among
multidisciplinary teams during transitions across the
care continuum [66, 67]. Findings from the Project
Home intervention noted that when a flexible
organizational structure exists that empowers its case
managers to advocate for client goals and preferences,
then a person centered approach to care may be real-
ized [41]. To ensure the person transitioning out of
the LTCF is able to improve their health and QOL, it
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is important that the goals, values, and preferences of
the resident be considered and incorporated through-
out the discharge process. When the person residing
in a LTCF, who is identified as a candidate for transi-
tion back to the community, is not the centre of the
person-centred plan for care, the discharge care plan
may be unsuccessful [68]. Considering this, further
research is needed to examine best practices in pa-
tient centred care planning practice during the transi-
tion (discharge) process from planning to intervention
and evaluation for residents transitioning from LTCFs
to the community.

This scoping review identified a lack of focus on posi-
tive post-discharge outcomes such as measuring the im-
pact of discharge on the resident and their informal
caregivers’ health and QOL. Only one study [28] mea-
sured QOL and life satisfaction as post-discharge out-
comes. Robinson et al. [28] found that QOL and life
satisfaction improved for the majority of respondents
who transitioned from an institution to the community.
An interesting post-discharge outcome related to QOL
was suicide rates post-discharge. One study revealed that
suicide risk was significantly elevated following discharge
from a Veteran Affairs (VA) nursing home compared to
matched persons receiving care from the VA system
[55]. This study indicated that suicide risk was great-
est in the first 3 weeks post discharge [55]. While
this study was limited to a population of older
veterans it is an important finding as suicide can be
indicative of life dissatisfaction [69] and warrants
further research.

Other studies focussed on measureable available
outcomes such as death, rehospitalization, or re-
admission without describing in depth the role that
the discharge process had in relation to the out-
come. Meaning, if the person died, the research did
not describe in detail how the transition related to
that death. It would be beneficial for future research
to investigate whether outcomes which occurred
post-discharge would not have occurred or have
been preventable had the person not transitioned
out of the LTCF. LTCF readmissions and their pre-
dictors, important measures at post-discharge, are
used to plan interventions and allocate resources
[39]; however it is also essential to look deeply at
both positive and negative benefits that transition to
the community may evoke. Gains obtained with
transition to the community may be related to inde-
pendence, well-being and social inclusion [31]. How-
ever, more research examining what occurs after
discharge is a topic where more studies are needed
[33, 48].

To determine the degree to which the post-discharge
goal to improve the person’s health, wellbeing, and QOL
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was attained, outcome measurements should include
both objective and subjective measures. While the ma-
jority of studies used individual level data and described
a focus on the person, there was a lack of reporting of
person-centred goals, values and preferences in relation
to discharge and post-discharge outcomes. Instead, arti-
cles in the current review focused on measurable out-
comes such as death, rehospitalization or readmission
without describing in depth the person’s perspectives on
improvements in their health, life satisfaction or QOL. It
remains unclear from the current evidence available
whether person-centred goals can be obtained post-dis-
charge. Further research in this area should focus on
measuring whether persons were able to receive post-
discharge care supports in their new location, which
were matched to their person-specific need. Moreover
further research should examine whether the transition
was successful to promote the person’s sense of control,
empowerment, and improve their QOL as had been
noted by Fry [5].

Finally, the needs to transition related to discharge
planning for residents should include the needs and
preference of informal and formal care supports that will
be caring for persons in the community. Of the articles
included in this review, fewer than half of the articles de-
scribed the perspectives of stakeholder’s involvement in
the transition. There remains a gap in understanding re-
garding the availability of and eligibility for community
based care services and supports. These articles highlight
a gap in our understanding of post-discharge outcomes
and whether or not current transition programs are suc-
cessful from the perspective of the person of focus and
their circle of care.

Due to the emerging nature of research in this field, a
systematic review is not yet warranted. Among the
reviewed articles there was a lack of generalizability due
to variation regarding the location as most articles were
limited local studies and were conducted in the US. The
US health system organization is unique, well-marked by
Medicare and Medicaid programs for older adults and
low-income people [70], making the findings obtained
very specific and concentrated, and their use difficult for
the international scientific community. It is unclear
whether study findings would be applicable in other
health care systems such as the Canadian publically
funded system [71], Switzerland’s universally mandated
private insurance system [71] or a two-tier system such
as Japan’s [71]. Lack of generalizability of research find-
ings necessitate further research and replication of stud-
ies [45] in this area to better understand processes and
outcomes regarding discharge from LTCFs.

Articles reviewed in this study presented many recom-
mendations for future research acknowledging inconsis-
tences in the knowledge base and highlight areas where
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more research is needed. Gaps identified in currently
available research warrant further research to expand
understanding of the factors and barriers, which influ-
ence discharge in order to inform policy regarding
transitions in care to the community. Despite an in-
crease in the literature on this topic in recent years,
there is still a need for better understanding of the
complexity of the discharge process and the factors
and barriers, which can influence discharge. This in-
cludes the need for more research on post-discharge
outcomes when transitioning from a LTCF back to
the community.

CIHR implemented Canada’s Strategy for Patient-Ori-
ented Research (SPOR) to address Canada’s struggles
with turning influential research into high-quality and
cost effective care [72]. Moving forward there is a clear
need for more patient centred research in regards to
transitions from LTCFs to the community and emphasis
placed on measuring whether the person in fact experi-
enced improve health, wellbeing, and QOL. While there
is an understanding of measurable post-discharge out-
comes such as death, rehospitalization and readmission
there is a need to better understand patients experiences
and whether or not these discharge programs are suc-
cessful from the point of the persons of focus and
the perspectives of members of their circle of care in-
cluding their informal caregiver(s). In addition, future
research should investigate whether post-discharge
outcomes would have/have not occurred, been pre-
vented, or delayed had the person not transitioned
out of the LTCF.

Conclusion

This scoping review presents the scientific scenery of
discharge out of LTCFs to community-based locations
such as private homes, shared residences, or independ-
ent care. Most studies included older adult populations,
were based in the USA, and focussed on understanding
residents’ perspectives. Gaps remain in the understand-
ing of post-discharge outcomes such as effects on the
person’s health, wellbeing and quality of life. Little is
known about whether or not the discharge programs are
successful from the person’s perspective and from the
views of members of their circle of care. To create best
practices in this area, future research needs to expand
understanding of the barriers and facilitators of resident
transitions and provide more detailed description of sub-
jective and objective post-discharge outcomes. Addition-
ally, there is need for replication of study findings and to
expand generalizability of findings beyond small geo-
graphic regions in the USA. With such evidence, the op-
tion to transition from LTCFs to the community can be
further developed.
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