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management

Cuidados de fransi¢do: andlise do conceito na gestdo da alta hospitalar

Atencién transicional: andlisis de concepto en gestiéon de alta hospitalaria

ABSTRACT

Obijective: to analyze the concept of Transitional Care in the context of hospital discharge management. Method: analytical reflection
using the Walker and Avant’s conceptual analysis: concept selection; definition of the objective, identification of the use of the
concept (literature search and dictionaries between September-December/2019 in the databases: PubMed, Virtual Health Library
and SCOPUS. A total of 77 articles that contemplated the concept and other terms that corroborated the study were considered;
for methodological purposes, 12 studies enabled the analysis); definition of attributes; description of model case; description of
additional cases; definition of antecedents and consequents; definition of empirical indicators. Results: the fragmented care and
readmission antecedents are common to the concept. The attributes integrated care, professional collaboration, coordination,
discharge planning, communication, professional integration, and case management were identified. Conclusion and Implications
for practice: it was opportune to analyze the concept together with terms related to the context of hospital discharge. Transitional
Care is coordinated and effective practices for the Continuity of Care in the transference of the user at hospital discharge; in this
context, Liaison Nurses are potential protagonists to be ahead in this Integration process. The specificities of the concept may favor
its understanding and the construction of knowledge that has repercussions on coordinated and continuous care.

Keywords: Patient Discharge; Transitional Care; Continuity of Patient Care; Intersectoral Collaboration; Nurses.

RESUMO

Obijetivo: analisar o conceito Cuidados de Transi¢ao no contexto da gestéo da alta hospitalar. Método: reflexédo analitica utilizando-
se a andlise conceitual de Walker e Avant: sele¢do do conceito; definicdo do objetivo, identificagdo do uso do conceito (busca na
literatura e dicionarios entre setembro-dezembro/2019 nas bases de dados: PubMed, Biblioteca Virtual em Saiude e SCOPUS.
Consideraram-se 77 artigos que contemplaram conceito e outros termos que corroboraram o estudo; para fins metodolégicos,
12 estudos possibilitaram a analise); definicdo dos atributos; descri¢gao de caso modelo; descricéo de casos adicionais; definicdo
de antecedentes e consequentes; definigdo de indicadores empiricos. Resultados: os antecedentes cuidados fragmentados
e reinternagdo sdo comuns ao conceito. Identificaram-se atributos cuidado integrado, colaboragdo profissional, coordenagéo,
planejamento da alta, comunicacgéo, integracéo profissional e gerenciamento de casos. Concluséo e implicagdes para a pratica:
foi oportuno analisar o conceito em conjunto com termos relacionados ao contexto da alta hospitalar. Cuidados de Transi¢do sao
praticas coordenadas e eficazes para a Continuidade dos Cuidados na transferéncia do usuario na alta hospitalar; nesse contexto,
as Enfermeiras de Ligag&o sao potenciais protagonistas para estar a frente nesse processo de Integragao. As especificidades do
conceito poderao favorecer a sua compreensao e a construgdo de conhecimentos que repercutam no cuidado coordenado e continuo.

Palavras-chave: Alta Hospitalar. Cuidados de Transig&o. Continuidade da Assisténcia ao Paciente. Integragéo dos Servigos de Saude.

Enfermeiras e Enfermeiros.

RESUMEN

Obijetivo: analizar el concepto de Atencion Transicional en el contexto de la gestion del alta hospitalaria. Método: reflexion
analitica utilizando el analisis conceptual de Walker y Avant: seleccion de conceptos; definicion del objetivo, identificacion del
uso del concepto (busqueda en la literatura y diccionarios entre septiembre-diciembre / 2019 en las bases de datos: PubMed,
Virtual Health Library y SCOPUS. Se consideraron 77 articulos que contemplaban el concepto y otros términos que corroboraban
el estudio; a efectos metodoldgicos, 12 estudios permitieron el andlisis); definicién de atributos; descripcion del caso modelo;
descripcion de casos adicionales; definicion de antecedentes y consecuencias; definicién de indicadores empiricos. Resultados:
la atencion fragmentada y los antecedentes de readmisiéon son comunes al concepto. Se identificaron los atributos atencion
integral, colaboracion profesional, coordinacion, planificacion del alta, comunicacion, integracion profesional y manejo de casos.
Conclusion e implicaciones para la practica: fue apropiado analizar el concepto junto con términos relacionados con el
contexto del alta hospitalaria. Transition Care son practicas coordinadas y efectivas para la Continuidad de la Atencion en el
traslado del usuario al alta hospitalaria; en este contexto, las Enfermeras de Enlace son potenciales protagonistas para estar a
la vanguardia de este proceso de integracion. La especificidad del concepto puede favorecer su comprension y la construccion
de conocimientos que inciden en la atencion coordinada y continuada.

Palabras clave: Alta del Paciente; Cuidado de Transicién; Continuidad de la Atencion al Paciente; Colaboracion Intersectorial; Enfermeras

y Enfermeros.
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Analysis of the concept of transitional care

Bernardino E, Sousa SM, Nascimento JD, Lacerda MR, Torres DG, Goncalves LS

INTRODUCTION

Concepts are expressed through language (terms or
words), allowing ideas to be communicated and experiences
to be classified in a meaningful way'. They can be considered
concrete or abstract, enabling the description of any situation?.
Established over time by certain circumstances, concepts allow
knowledge to be expanded. In nursing, they are essential so that
the care provided can be executed with quality and, considering
the various contexts, be visualized in a way that does not generate
ambiguity in the assistance®”.

The need for hospitalization is determined primarily by the
presence of an acute health condition of sufficient severity that
therapeutic or diagnostic intervention or careful monitoring is
required. Inherent in this, hospital discharge is a complex and
challenging process®. Therefore, hospital discharge management
is an administrative tool, aimed at promoting more effective and
planned interventions, in a perspective of Integration with other
health care points®.

In this perspective, the Continuity of Care to the patient after
hospital discharge prevents the user from getting lost in the care
network due to lack of knowledge of the services to which he/she
can resort in case of need. The deficits in the counter-reference
mechanisms leave the users and their families helpless and
insecure, leading them to search for inadequate services, such
as the Emergency Care Units (ECU), which are destined to the
care of urgencies and emergencies®.

The search for information and actions that support discharge
planning in the hospital environment and its responsible action
constitutes the final product of a path that has concepts that
crosscut the entire care network of the complexity levels of the
Unified Health System (UHS)&.

Transitions between healthcare services can be a vulnerable
period, especially for users with multiple comorbidities, complicated
treatment regimens, or limited caregiver support. In this sense,
practices that aim to improve discharge management can ensure
continuity of patient care and show a close look at the transition
of care®.

In this scenario of multiple needs and scarce resources,
nurses present themselves as strategic professionals in both
resource management and care coordination, and there is no
alternative without being heavily involved. Their contribution
comprises integration, transition, and liaison practices, aiming
at the Continuity of Care, meeting not only a UHS principle,
but also the citizen’s right to be assisted in their individual and
collective health needs*”.

Thus, the Liaison Nurse is the professional who has the
function or assignment of coordinating the transition of patients
between units in the care network, reconciling the care needs and
the network’s ability to meet them with a view to the Continuity
of Care*S.

Therefore, the transition of patients with complex situations
from hospital to primary care services depends on effective
communication and requires greater care with the whole context
involved in the care and discharge of each individual™.

These, among other aspects, contribute to the understanding
of a complex dynamic involved in the context of hospital discharge
and the responsibility attributed to professionals, services, as
well as to the entire Health System. However, many concepts
related to this subject are found in the literature from various
perspectives and, therefore, it becomes necessary to clarify them
in order to make the theoretical discussions more consistent and,
consequently, favor the care provided.

For this reason, in order to promote knowledge related to
the subject and to provide reflection about some terms deemed
pertinent to the context of hospital discharge management, this
study aimed to analyze the Transitional Care concept in order to
determine its critical attributes, antecedents, and consequents. It
was observed through other studies*®, a proximity between the
intended concept of Transitional Care with other terms, among
which are Liaison Nurse, Continuity of Care, and Integration. In
this way, besides clarifying the use of the concept Transitional
Care, it is intended to ratify or not this relation or to sustain a
differentiation between the terms.

METHOD

This is an analytical reflection about the concept of Transitional
Care in the context of hospital discharge management. To achieve
this, a theoretical analysis was performed using the conceptual
analysis method of Walker and Avant, which includes eight steps
that can occur sequentially or simultaneously: selection of the
concept; definition of the objective; identification of the use of
the concept; definition of attributes; description of a model case;
description of additional cases; definition of antecedents and
consequents; definition of empirical indicators’.

The first step is the selection of the concept. The term
Transitional Care reflects part of the professional and research
experience of the authors of this study and has attracted attention
and concern in recent years. The second step corresponds to
the objective of this study.

In the third step, the use of the concept is identified through
database and dictionary searches to elucidate it in the scientific
field and common sense'. Thus, a search of the literature was
conducted between September and December 2019 in the
Virtual Health Library, MEDLINE/PubMed and SCOPUS. Terms in
English and Portuguese were used by combining the descriptors
identified in Medical Subject Headings (MeSH), Descriptors
in Health Sciences (DeCS) and keywords with the Boolean
operators AND and OR.

The decision was made to conduct a review for each of the
terms considered pertinent to the same context as the concept
addressed in this study in order to promote a theoretical and
reflective analysis that would provide, in addition to understanding
the concept, an understanding of its relationship with terms
that are commonly related to it. Thus, it was used as a guiding
question: “How does the Transitional Care concept relate to hospital
discharge management?”. Chart 1 shows the search strategies in
the databases with the combinations made to cover the search.

EscoLa ANNA NErY 26 2022

2



Chart 1. Search strategies. Curitiba, PR, Brazil, 2021.

Analysis of the concept of transitional care
Bernardino E, Sousa SM, Nascimento JD, Lacerda MR, Torres DG, Goncalves LS

1) Transitional Care
Terms]

AND (“Nursing” OR “male nurse” OR “female nurse”)
2) Continuity of Care:

“Organization and Administration”[MeSH Terms]

”'male nurse ” OR ” female nurse “)

3) Liaison Nurse:

4) Integration:

-"Transitional Care”[MeSH Terms] AND “Patient Discharge”[MeSH Terms] AND “Organization and Administration”[MeSH

-(tw:(“transitional care”)) AND (tw: (“patient discharge”)) OR (tw: (“hospital discharge”)) OR (tw:(“discharge management”))

-”Continuity of Patient Care” [MeSH Terms] AND “Nurses” [MeSH Terms] AND “Patient Discharge” [MeSH Terms] AND

-"continuity of care” AND (“patient discharge ” OR ” hospital discharge ” OR ” discharge management “) AND (“Nursing ” OR

-”Liaison nurses” [All Fields] AND (“nurses” [MeSH Terms] OR “nurses”[All Fields] OR “nurse”[All Fields])) AND “Patient
Discharge”[MeSH Terms] AND “Organization and Administration” [MeSH Terms]

-” liaison nurses ” AND ” discharge management ” OR ” hospital discharge “

-"integrated”[All Fields] OR integration [Text Word] AND “Patient Discharge”[MeSH Terms] AND “Organization and
Administration” [MeSH Terms] AND “integrated”[All Fields] OR integration [Text Word] AND “Int J Integr Care”[Journal]

-(tw:(“ hospital discharge “)) OR (tw:(“ discharge management “)) OR (tw:(“ patient discharge “)) AND (tw:(integration)) OR
(tw:(“ integral health care”)) OR (tw:(“ integral care “)) AND (tw:(Nursing))

Source: Elaborated by the authors (2021).

This search obtained a total of 883 articles. Then, the inclusion
criteria were applied: primary research articles; in Portuguese,
English or Spanish; complete texts available online in full, without
date delimitation, in which the focus was on each of the four main
terms (Chart 1) in hospital discharge management. Exclusion criteria
were: editorial publications, dissertations, theses and abstracts.
Two reviewers selected the articles independently and analyzed
the titles and abstracts of the identified publications applying the
eligibility criteria. The articles selected for reading presented,
in their abstracts, a direct approach related to the subject. A
total of 77 articles were considered for analysis, considering
all the terms listed. For didactic and methodological purposes,
numerically, only the studies that reflected the concept of this
research were considered, which resulted in 12 articles*6911-18,
In addition to these, 11 records were added through manual
search (Figure 1)10.1928,

In the fourth step, the attributes are determined, that is, words
or expressions that constitute the essence of the concept and are
pertinent to the analysis. The fifth step consists of formulating a
model case, which translates into an example of afictitious case
created by the researchers, based on the actual context of the
concept’s use, covering the identified attributes. In the sixth step,
additional cases are identified. To this end, a case contrary to
the concept was selected that contributed to the construction of
essential characteristics'.

In the seventh step, the identification of antecedents and

Articles from the search:
Scopus = 477
PubMed = 283
Bireme = 123
Total: (n=883)

Article excluded after the
application of the
exclusion criteria:

n= 806

Articles that are eligible for the
analysis:
n=77

Articles excluded through
selective reading:
n= 65

Complete text articles eligible
for the analysis of the study
concept:
n= 12

Total of articles selected for
the concept analysis
n=23

Additional records from
the manual search
(n=11)

3 Theoretical studies
1 Dictionary
7 Studies without free
access

Figure 1. Flowchart of the selected studies. Curitiba, PR,

Brazil, 2021.
Source: Elaborated by the authors (2021).

consequences of the concept occurs. This is a survey of incidents
or events that happen before the concept occurs and events or
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situations that arise after the concept is present. Therefore, it was
necessary to consider the social context in which the concept
is used. In the eighth step, the empirical referents are defined,
observable phenomena that confirm the occurrence of the concept
and allow a functional meaning for it. Attributes can often be similar
to empirical referents’ and, during the course of this study, it was
found that the attributes identified coincide with the consequences
of the concept and with the empirical referents, which may be
common during the development of this methodology?.

RESULTS AND DISCUSSION

The uses of the concept Transitional Care, from the health
area perspective, and its dictionary definition, as well as the
antecedents, attributes, consequences and empirical referents,
are synthesized in Chart 2.

Antecedents

The antecedents of fragmented care*'22° and readmission416:2326
are cited in several studies from different contexts, comprising
general aspects that instigated the studies. They are events that
motivate not only Transitional Care, but are also related to the
terms Integration, Continuity of Care and Liaison Nurse.

Fragmented care is closely related to changes from fragmented
to integrated processes®. Such changes require the integration
of professional practices of services in various domains and for
different subgroups, e.g., people with diabetes, cardiovascular
diseases, etc.,' thus enabling care in different settings to be
continued.

Readmissions are by far another important antecedent to be
analyzed as a comprehensive determinant. They are the object
of study of several authors, who seek to understand, mainly, the
effect of practices that enable a safer transition and the importance
of professionals that support them?-16:23,

According to these studies, the practices carried out generate
positive associations, with a decrease in hospitalizations and

user satisfaction due to an improvement in their quality of life.
However, it is worth noting that all this discussion should occur
in parallel with the implementation of a structured Transitional
Care pathway that identifies safe discharge'®. This, of course,
can be achieved by working as a skilled and often cited Liaison
Nurse in many settings and countries for several decades*62324,

Attributes, consequences, and empirical referents

From the dictionary search, it was found that the concept has
ameaning that is close to the main focus of the study®. Transitional
Care are actions with the purpose of ensuring coordination and
Continuity of Care for individuals transferring between different
services or levels of care complexity. Transitions of care are based
on level of care and health care availability and encompass the
sending and receiving aspects of transfer and are essential for
individuals with complex care needs?.

In the context of transition of care, the international literature
highlights that adequate hospital discharge planning with a focus
on Continuity of Care results in fewer hospital readmissions®#”.
This context is detailed in several studies, especially in American
contexts where there is a concern to meet the imperatives of the
Affordable Care Act, passed in 2010, which, among other things,
encourages no hospital readmissions in less than 30 days®-2’.

Broadly speaking, Continuity of Care is what a patient
experiences over time as coherent and connected; it is the
outcome of good information flow, good interpersonal skills, and
good care coordination. Thus, Continuity of Care occurs when
the separate and discrete elements of care are connected and
when these elements, which endure over time, are maintained
and supported?'.

Inthis process, the Liaison Nurse is the professional who can
enable the reduction of hospitalization time and the Continuity of
Care after discharge''. This is the professional with the capacity
to coordinate and follow the users’ entire path, and must be
able to transfer information from the hospital to primary care,

Chart 2. Uses of the concept, antecedents, attributes, consequences, and empirical referents.

Curitiba, PR, Brazil, 2021.

location?2.
Uses of the concept

Fragmented care*!22°
Antecedents

Attributes, consequences, and
empirical referents

Rehospitalization416.23.26

Health: are actions with the purpose of ensuring coordination and Continuity of
Care for individuals in transfer between different sites or levels of care in the same

Dictionary: act or effect of transiting. Path, trajectory. Passage from one place, subject,
tone, treatment, etc. to another®’.

Integrated Care!?*3, professional collaboration*!**’, coordination>®!21317 discharge
planning>'’, communication*®!?, professional integration>%!2, case management®213

Source: Elaborated by the authors (2020).
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reconciling the care needs with the network’s capacity to meet
them in a continuous perspective'".

During the review process, a juxtaposition of the terms
Integration, Continuity of Care and Liaison Nurse to the concept
Transitional Care was found, denoting the use of the concept.

The analysis of the main uses of the concept allowed us to
highlight the following attributes: integrated care; professional
collaboration; coordination; discharge planning; communication;
professional integration; case management.

The integrated care attribute expresses care with a
person centered focus and an approach that prioritizes the health
of the population. This involves changes in all services and in the
entire network to ensure that care is coordinated according to
the needs of each individual, overcoming fragmentation in health
care. As aresult, there is a guarantee of Integration, which results
in improved access, quality, and Continuity of Care'.

One can presume a consistent linkage of the concept under
analysis together with the other terms mentioned beforehand.
Similarly, integrated and quality care, offered unconditionally to
the individual, resulting in his/her discharge from the hospital
and anticipating all his/her needs, may be considered the key
element for the current discussion. In this strict sense, the
concept of Transitional Care, related to the terms Liaison Nurse
and Continuity of Care, has elements that ensure integrated
care and could be didactically allocated to a condition in which
Integration permeates the whole context, as the scope of the
whole process (Figure 2).

In the context of a transfer between health services or from
health services to the home, enhanced collaboration between
professionals should be prioritized. Therefore, the provision of
services in a seamless manner in the transition from one service
to another demonstrates a clear transfer of responsibilities
between professionals'. For such professional collaboration,
open communication channels, such as electronic medical
records between organizations, can enable the effective transfer

\ ,//l ‘;
N\ ' Continuity of \‘|

{ . Care
| Transitional } \
Care \
=]
iz B
E Liaison g
g Nurse o
8 — =
= :
Integrated Care

Figure 2. Concept under analysis and its relationship with

other terms. Curitiba, PR, Brazil, 2021.
Source: Elaborated by the authors (2021).

of information. This becomes necessary as professionals, most
notably nurses, have an understanding of the collaboration that
exists. This recognition is a key part of effective collaboration
and facilitates discharge planning”.

In this context, the attribute of coordination is introduced.
Professionals in charge of coordinating hospital discharge are
extremely valuable, since they can offer support to collaborating
nurses, facilitating a safe and smooth transition between the
hospital and primary care'”. The role of coordinators between
hospital and primary care, to support collaborating nurses, is
extremely helpful. Collaboration and Continuity of Care can
be improved with Liaison Nurses to coordinate and organize
discharge planning and communication between the hospital
and primary care organizations'.

Other relationships between the concept of Transitional Care
and the terms Liaison Nurse, Continuity of Care, and Integration
may be pointed out. For example, the activities developed by
the Liaison Nurse for the Continuity of Care suggest that the
articulation with services minimizes discontinuity in care®? or,
that the problems related to Transitional Care from hospital care to
home care led to the strong recommendation of the introduction
of the Liaison Nurse role®. The Liaison Nurses are essential at
hospital discharge and ensure adequate care planning in an
articulated and coherent manner with all professionals®.

Effective hospital discharge planning is strongly related to
integrated care and care transition, resulting in improvements in
Integration. In a study developed in Iran, it was pointed out that
the identification and provision of aspects that favor discharge
planning are favorable to the reduction of avoidable hospital
readmissions, causing an improvement in the quality of care'®.
Other settings show successful results in decreasing hospital
readmission rates' . In Singapore, a transitional home care
program operated by a hospital was analyzed for its effectiveness
in reducing hospitalizations. In the study, 259 patients received
an assessment by a physician and a nurse case manager in the
home setting, followed by an individualized care plan that included
medical and nursing care, patient education, and coordination
of care with hospital specialists and community services. The
results indicated, among other things, a reduction in emergency
department visits, hospitalizations, comprehensive assessment
of patients’ needs in the home environment, and the formulation
of anindividualized care plan, optimizing post-discharge care in
complex situations™.

Successful transition is ideal in many settings, especially those
related to chronic illness. Evidence suggests that a coordinated
Transitional Care plan can result in reduced length of stay and
readmission rates for adults with complex medical needs'*1®.
Discharge planning aims to define the needs of individuals
regarding the transition from one level of care to another, observing
the context that encompasses discharge from the hospital to the
community, and can be a central axis in the provision of Nursing
care. Inthis sense, Transitional Care is inserted as interventions,
usually of a multidisciplinary nature, whose proposal consists in
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improving health care through better coordination and Continuity As part of the proposed methodology, Chart 3 exemplifies
of Care when individuals move between different services'. the concept of Transitional Care and establishes the connection
In the study of integrated care programs in Australia, Canada, with the terms Liaison Nurse, Continuity of Care and Integration
the Netherlands, New Zealand, Sweden, the United Kingdom, through a fictional context in which the attributes are present:
and the United States', it was possible to clarify the attributes integrated care; professional collaboration; coordination;
communication, professional integration, and case management. discharge planning; communication; professional integration
In order to align work processes, and therefore the time and effort and case management.
required by some professionals to the detriment of others for the Itis perceived, in the described event, that the concern with

specific care of older adults with dementia, one initiative allowed a quality hospital discharge can prevent eventual readmissions,
case managers to meet and discuss periodically about all their thus promoting a continuous care. For this, professionals engaged

clients, which favored professional integration'®. This has made it in guaranteeing this process are needed in a context in which
possible to understand that care integration is not about finding several services work to guarantee quality and integrated care.
formal, structural solutions for everything'. Trust and good working It is worth noting that the discussion about comprehensive,
relationships seem to have played animportant role in overcoming continuous and coordinated care that meets the health needs
the fragmentation that challenges established work processes’. of individuals also includes the perspective of reference and

While the integration of functional structures and processes played counter-reference and that an adequate organization for medium
indispensable facilitating roles in service delivery, the small teams and high complexity referrals can favor the transition of care.

and low hierarchy allowed communication among all, while still As an example of an additional case, a contrary case is
considering the user’s situation as the starting point'2. shown in Chart 428,

In many analogous ways, these attributes go together and Inthis case, itis not possible to identify the attributes related to
have technical and practical elements for the scope and glimpse the concept under analysis, but opposite information, contributing
of the concept of this research56°, to the understanding of the concepts’ characteristics.

Chart 3. Model case. Curitiba, PR, Brazil, 2021.

A.C.M, female, cashier operator, 51 years old, married. She was admitted to a teaching hospital after acute myocardial infarction
(AMI) and underwent emergency cardiac catheterization followed by angioplasty for treatment. History of hypertension, diabetes
and hypercholesteronemia. She was in consultation with the nurse at her neighborhood Health Unit when she presented
unspecific signs of AMI (intermittent jaw and scapular pain and mild stomach pain). She is promptly attended to by the nurse
and the doctor of the unit, who identify a possible more complex condition and call the Mobile Emergency Care Service (MECU).
Before sending the patient to the hospital, the doctor and nurse make some observations about their condition, vital signs, and
the measures taken at the time of the symptoms. Care continues in the Intensive Care Unit (ICU). The next day, the ICU nurse
contacts the nurse at the health care facility seeking additional information about the patient. The contact is made and the
hospital nurse obtains additional information that helps her to prepare discharge planning. In the midst of this, in the hospital,
some professionals meet twice a month to discuss some cases and, on one of these occasions, A.C.M.s case was discussed in
order to outline her best therapeutic plan, since, during hospitalization, she presented again symptoms that would need to
be re-discussed to outline a new conduct. At the moment of hospital discharge, the hospital nurse contacted the health unit
again and reported, to the health unit nurse, the pertinent information about A.C.M.'s hospitalization.

Source: Elaborated by the authors (2021).

Chart 4. Contrary case. Curitiba, PR, Brazil, 2021.

A 73-year-old African-American man, Mr. W., admitted to a large urban teaching hospital with blood glucose of 560 mg/dL,
dehydration, and confusion. He improved with insulin and hydration and was able to give the hospital staff his wife’s phone
number. After a discussion between the hospital staff and his wife, Mr. W. was sent home with a referral for home care services
and the same diabetic regimen he had before the hospital visit. His primary care physician was not contacted. Five days later,
Mr. W. returned to the Police Department after police found him wandering the streets. Further testing revealed moderate
vascular dementia, hyperglycemia, and dehydration. In addition, his wife is disabled, attends daycare, and cannot help him
with his diabetic regimen or diet. Such aspects pointed out require several emergency visits and hospitalizations. This patient’s
concerns clearly point to the need for better transitions?.

Source: Burke?.
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CONCLUSION AND IMPLICATIONS FOR
PRACTICE

It was appropriate to analyze the concept of Transitional
Care together with the terms Liaison Nurse, Continuity of Care
and Integration, as they are all intertwined in the context of
hospital discharge. The characterization of the concept was
possible through the attributes discussed, that is, integrated care,
professional collaboration, coordination, discharge planning,
communication, professional integration and case management
make up important aspects of the concepts, making it possible
to define a meaning.

By way of conclusion, it is conceptualized, based on this
study, that Transitional Care is a coordinated practice, proven
effective to guarantee safety and Continuity of Care during the
user’s transfer at hospital discharge in an attempt to guarantee
quality of life and, consequently, avoid hospital readmissions. In
this context, the professionals called Liaison Nurses are potential
protagonists to be ahead of these practices, contributing to the
management of hospital discharge and to the Integration process.

The specificities related to the concept under study may
favor its understanding in a precise manner and the construction
of knowledge that will result in a coordinated and continuous
care. The affinity between the concept and the terms described
is emphasized, especially regarding the Liaison Nurse, in the
context of hospital discharge management.

As alimitation, the study did not contemplate all the contexts
inherent to the care network.

Therefore, as a possibility for new studies, research carried
out in different contexts would originate other attributes and
definitions. Furthermore, it is important to mention that the
methodology was opportune, making it possible to reach the
objective. However, the results obtained from other concept
analysis techniques may add more knowledge.
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