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Abstract

Background: Transitions of care is an essential part of a patient's journey through a health care
system. It refers to the movement of a patient during an acute or chronic illness between different
settings and health care providers., results in different challenges in providing ongoing care, and
the movement of patient to home, which means the start of a new round of management activities
and /or self-management, so health systems must focus on patient education and training about
self-management and engage the patient as an active partner. Ineffective transition of care is
recognized as a critical issue threatens patient safety, resulting in poor clinical outcomes,
increased readmission rates in hospitals and financial burdens on the patient and healthcare
system.

Obijectives: This study aimed to explore the standing condition, strengths and weakness points of
the current care transition processes, in addition to recognizing the patients’, health care
providers’ and decision makers’ impressions about it, in order to highlight it and make
recommendations for improvement and development.

Methodology: the study is mixed one, the quantitative part is descriptive, analytical and cross
sectional, was done through organizing interviews with patients discharged from the hospitals to
fill in face-to-face questionnaires with 383 patients from four hospitals (2 general hospitals and 2
specialized hospitals) and the qualitative part included interviews with ten key informants and five
focus groups. Quantitative data was analyzed using the Statistical Package for the Social Sciences
software and the qualitative data was analyzed by open coding thematic analysis method.

Results: As for the eight study domains, the percentage of these domains ranged from (56.7%) to
(69.05%) means. The overall patients' perspective was moderate, the lowest for the continuity of
care and the highest for the care coordination. The discharge planning domain was 66.5%, the
preparation domain was (63.4%), the information exchange was (69%), medication reconciliation
domain was 59%, health education domain was 56.24% and follow up domain was (64.5%).
Health providers and key informants revealed that there are gaps and barriers impeding the
effective transition of care process, there are no systematic transition of care processes at hospitals
and there is a lake of knowledge ,lack of understanding of discharge plans during hospitalization
and lack of clarity in health care provider roles which tends to exacerbate already fragmented care
responsibilities during transitions between settings and providers. And there is a serious lack of
information addressing the problems the patient may face after discharge. The study showed poor
provision of patient-centered care, patient and his family did not feel involved or informed about
decisions in care, patient education is not a priority, it is about some instructions given before
discharge. The study also revealed the fragmentation of the system in the provision of medicines to
the patient, the medication reconciliation process is therefore not done. In addition to incomplete
transfer of information, most patients receive oral instructions, patients don 't understand written
instructions and the discharge sheet is not informative for all information needed to the patient
during care transition. There is a lack of teamwork, interdisciplinary work is dominated by
individualism, and there is insufficient communication within a multidisciplinary team between the
different specialties. There is poor coordination between hospitals and primary health care and
community agencies which threaten continuity of care and results in readmission to hospitals.

Recommendations: The study recommended developing national transition of care policies to
ensure continuity of care and integration of services, strengthening the role of primary care to
reduce the burden on hospitals, working to develop a comprehensive health information system,
encouragement of patient-centered services and developing medication reconciliation policy and
procedures.
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Chapter One

Introduction

1.1 Background

Transitions of Care (TOC) refers to the various points where 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
home, hospital and consultations with different health care providers, it is an essential
part of a patient's journey through a health care system at many different times and
places (WHO, 2016).

Care transition necessarily involves several health care providers in and between settings,
all contributing to one individual's responsibility for care. This, however, results in
different challenges in providing ongoing care. Unfortunately, care transition is often
discontinuous and poorly coordinated, leading to poor quality of care, compromised
patient safety and adverse events (Naylor et al., 2017).

World Health Organization (WHO) Defines quality as “the extent to which health care
services provided to individuals and patient populations improve desired health
outcomes. In order to achieve this, health care must be safe, effective, timely, efficient,
equitable and people-centered.”(WHO, 2006: 9) .Patient safety has long been seen as a
key factor in improving the quality of care and safe care can be seen as a barometer of
healthcare systems' success in improving quality (Syed et al., 2018). Therefore, care
transition is a handover encircled by risk, dangers and hazards due to latent factors that
are system failures, or active failures who are health care providers '. Such failures can
threaten patient safety and lead to medical errors, rehospitalization and even death
(Greenwald, Denham, & Jack, 2007). Risk can be caused by a number of factors,
including fragmentation of the healthcare system, poor communication, lack of
coordination among healthcare providers, lack of or inefficient discharge planning,
inadequate monitoring and continuity of care and care transition gaps lead to unnecessary
readmissions which increase health system costs and life-threatening to patients
(Hesselink, et al., 2014)

Many readmissions are due to confusing discharge arrangements, unclear instructions

from various providers, drug mistakes, including dangerous interactions between drugs
1



