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Abstract
Background  Person-centred care is becoming increasingly recognised as an important element of palliative care. 
The current review syntheses evidence in relation to transitions in advanced cancer patients with palliative care needs. 
The review focuses on specific elements which will inform the Pal-Cycles programme, for patients with advanced 
cancer transitioning from hospital care to community care. Elements of transitional models for cancer patients may 
include, identification of palliative care needs, compassionate communication with the patient and family members, 
collaborative effort to establish a multi-dimensional treatment plan, review and evaluation of the treatment plan and 
identification of the end of life phase.

Methods  A scoping review of four databases (MEDLINE, EMBASE, CINAHL, PsycINFO) was conducted to identify 
peer-reviewed studies published from January 2013 to October, 2022. A further hand-search of references to locate 
additional relevant studies was also undertaken. Inclusion criteria involved cancer patients transitions of care with 
a minimum of two of components from those listed above. Studies were excluded if they were literature reviews, 
if transition of care was related to cancer survivors, involved non-cancer patients, had paediatric population, if the 
transition implied a change of therapy and or a lack of physical transit to a non-hospital place of care. This review was 
guided by Arksey and O’Malley’s framework and narrative synthesis was used.

Results  Out of 5695 records found, 14 records were selected. Transition models identified: increases in palliative care 
consultations, hospice referrals, reduction in readmission rates and the ability to provide end of life care at home. 
Transition models highlight emotional and spiritual support for patients and families. No uniform model of transition 
was apparent, this depends on the healthcare system where it is implemented.
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Introduction
Palliative care has been defined as “approach that 
improves the quality of life of patients and their families 
who are facing problems associated with life-threatening 
illness. It prevents and relieves suffering through the 
early identification, correct assessment and treatment of 
pain and other problems, whether physical, psychosocial 
or spiritual.” [1]. Within the context of palliative care, the 
concept of person-centred care has emerged as a pivotal 
paradigm shift which emphasises the individual’s prefer-
ences, needs, values, and goals in the delivery of care [2]. 
A person-centred approach in palliative care demands a 
comprehensive understanding of patients’ physical, emo-
tional, psychological, and spiritual needs [3]. In this con-
text, person-centred care serves as a guiding concept that 
respects patients’ autonomy, dignity, and agency even in 
the face of challenging health circumstances. By incor-
porating patients’ voices into the decision-making pro-
cess, health professionals create an environment where 
patients are active partners in shaping their care [4].

Numerous studies and frameworks underline the 
significance of person-centred care within palliative 
contexts. McCormack and McCance [5] highlight the 
fundamental role of relationships and communication in 
fostering person-centred care, stressing the importance 
of building rapport and trust between patients, families, 
and healthcare providers. The World Health Organiza-
tion (WHO) recognizes the importance of prioritizing 
patients’ values and preferences in its guidelines for pal-
liative care, underscoring the need to engage patients in 
shared decision-making and ensuring their emotional 
well-being throughout the process [1]. The Picker Prin-
ciples [6] of person-centred care include fast access to 
reliable advice, effective treatment, clear information, 
communication and support, involvement in decisions 
and respect for preferences, involvement and support 
for family and carers, emotional support, empathy and 
respect, and attention to physical and environmental 
needs. One final and possibly overarching principle that 
facilitates optimal person-centred care is continuity of 
care and transitions to and between settings. Patients are 
most likely to receive continuity of care through a small 
number of available health care professionals who pro-
vide multidisciplinary care and regularly share informa-
tion to all other health care professionals involved [7].

Transition models can involve multiple referral 
pathways and are designed to facilitate the seamless 

movement of patients across care settings or stages of ill-
ness [8]. For example, when a patient moves into the end 
of life period, which may be defined as “the time preced-
ing an their natural death from a process that is unlikely 
to be arrested by medical care” [9] maintaining the focus 
on individual preferences and needs. These models not 
only enhance communication, coordination and collabo-
ration between healthcare providers but also empower 
patients and their families to actively engage in care plan-
ning and decision-making. The need and importance 
of transition pathways is embedded within many of the 
revised European Association for Palliative Care (EAPC) 
Norms and Standards for palliative care across Europe, 
and enabling people to be cared for and die in their pre-
ferred place is an important indicator of good practice 
[3].

One recent example of a transition model is called ‘Pal-
Cycles’, which is a palliative care programme for patients 
with advanced cancer transitioning from hospital care to 
community care and is adaptable to local cultures and 
healthcare systems. Through previous research, a frame-
work was derived consisting of working elements of inte-
grated palliative and supportive care [10]. The Pal-Cycles 
programme builds on this with a focus on the transition 
from hospital to homecare. Pal-Cycles has five compo-
nents to improve transitions in care for those with pal-
liative care needs through better communication with 
patients and families, and better alignment between hos-
pital (oncology) and community palliative care:

1.	 Identification at discharge of a cancer patient with 
palliative and supportive care needs in collaboration 
with the oncologist and the hospital palliative care 
team.

2.	 Compassionate communication towards the patient 
and their family. Depending on taboos, social 
and cultural factors, this component needs to be 
adapted to the local situation and calls for careful 
and compassionate communication strategies to be 
trained in this project.

3.	 Collaborative effort to establish a multidimensional 
treatment plan and follow-up. Here, somatic, 
psychological, social, and spiritual/pastoral care 
professionals are collaborating in order to provide 
a holistic assessment and joint hospital-home 
treatment plan for the patient, including possible 
care scenarios, symptom management, advance 

Conclusions  The findings highlight the importance of collaboration, coordination and communication as central 
mechanisms for transitional model for patients with advanced cancer. This may require careful planning and will need 
to be tailored to the contexts of each healthcare system.
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care planning, and resources needed at home (or 
homelike environment).

4.	 The treatment plan will be discussed with the patient 
and the family in an interactive and reciprocal way. 
Periodic evaluations will guide the follow-up of this 
treatment plan, being led by the GP, oncologist or 
palliative care team, depending on patient place 
of stay, care needs, and local possibilities. Here, 
we will make use of e-health and teleconsultation 
possibilities to provide multidisciplinary team 
meetings.

5.	 Based on the above-mentioned periodic evaluation, 
the terminal phase can be indicated with 
intensification of treatment and end-of-life talks. 
This will also include consultation with patient and 
families about ethically and legally sensitive issues 
like withdrawal of treatment, preferred place of 
death, rituals at the end of life, depending on local 
possibilities and religious habits.

An overarching ambition of the Pal-Cycles programme is 
to develop a comprehensive model for transitions that is 
suitable to be implemented in European countries. Tran-
sitions in care can be described in relation to transitions 
in settings of care, for example from hospital to home or 
nursing home, transitions in goals of care, and transitions 
in care management, between different medical teams or 
settings [11].

Aim
To conduct a scoping review of studies to evidence the 
five components of the Pal-Cycles programme, related to 
transitions in care for advanced cancer patients with pal-
liative care needs, evidence their interconnectedness, and 
make recommendations on how to better implement the 
transitional model to the local situation for patients with 
advanced cancer.

Objectives

 	• To evidence the interconnectedness of the five 
components.

 	• To make recommendations on how to better 
implement a transitional model for patients with 
advanced cancer.

Methods
Methodology
Scoping reviews provide a broad overview of a topic look-
ing at emerging evidence and are often the first step in 
research development [12]. The scoping review method 
is suitable for reviews that seek to systematically map 
available literature on a topic and identify gaps in the 

literature and evidence base [13]. Arksey and O’Malley 
published the first framework detailing the purpose of 
the scoping review method which included detailed steps 
to guide researchers [12]. Arksey and O’Malley’s frame-
work guided the current review, including the following 
steps [14]:

1.	 Identifying the research question(s).
2.	 Identifying the relevant studies.
3.	 Study selection.
4.	 Charting the data.
5.	 Collating, summarizing, and reporting the data.

A previous systematic review, which was conducted 
to identify empirically-evaluated models of palliative 
care in cancer and chronic disease in Europe [10], was 
used as the basis for the current review, as it used simi-
lar search terms and was evaluating models of palliative 
care intervention which shared the same components. 
This review found models with these five components 
showed improved symptom control, less caregiver bur-
den, improvement in continuity and coordination of care, 
fewer admissions, cost effectiveness and patients dying in 
their preferred place. The current paper uses the follow-
ing definition of a model: “standardised designs that pro-
vide frameworks for the organization of care for people 
with a progressive life-threatening illness and/or for their 
(in)formal caregivers” [10].

Search strategy
A literature search was conducted in MEDLINE, 
EMBASE, CINAHL, PsycINFO to identify peer-reviewed 
studies published from January 2013 (following the pre-
vious systematic review [10]) to October, 2022. The 
search strategy was built and adapted for each database 
with an experienced information specialist. See appen-
dix 1 for search strategy. A hand-search of references of 
included papers to locate additional relevant studies was 
also undertaken. The reporting for this scoping review 
was guided by the Preferred Reporting Items for System-
atic reviews and Meta-Analyses extension for Scoping 
Reviews (PRISMA-ScR) Checklist [15].

Inclusion/exclusion criteria
Studies with a qualitative or quantitative design (either 
experimental or quasi-experimental), that assessed can-
cer patients’ transitions of care including at least two of 
the five cornerstone components of the Pal-Cycles proj-
ect were included. Studies were excluded if the transi-
tion of care was related to cancer survivors, involved 
non-cancer patients, had a paediatric population, or if 
the transition of care implied a change of therapy and 
lack a physical transit to a non-hospital place of care. 
All types of literature reviews, posters, editorial letters, 
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case reports and non-English language papers were also 
excluded.

Study selection
The search results were deduplicated with Endnote 
and uploaded to Rayyan for title and abstract screen-
ing. Two reviewers (JM and DB) undertook a pilot title 
and abstract screening of 10% of the retrieved articles to 
ensure agreement in standard eligibility criteria. After a 
brief debriefing session that focused on what was learnt 
from this first exercise involving all of the authors, four 
authors independently (AH, JM, RL, and DB) each 
screened approximately 25% of the remaining articles. 
Two other authors (NP and SP) screened articles where 
there was uncertainty and settled disagreements about 
eligibility. The selected studies were reviewed for inclu-
sion independently, using their full text by two authors 
and later audited by a third author. Conflicts of opinion 
were resolved through discussion until a consensus was 
reached.

Data extraction
Reviewers extracted data onto a framework of the five 
Pal-Cycles components independently, which was further 
checked by the other reviewers.

Quality appraisal and analysis
The Hawker et al. [16] quality appraisal tool was used by 
one reviewer to assess the completeness and quality of 
the information; this was checked by a second reviewer. 
This approach describes the studies’ content without 
excluding papers on a given rating. A narrative synthe-
sis was performed using the Guidance on the Conduct of 
Narrative Synthesis in Systematic Reviews [17].

Results
Search results
A total of N = 5695 records were identified from the four 
databases and N = 6 identified through further hand-
searches, N = 90 records were excluded as duplicates, and 
a further N = 5392 records were excluded during title and 
abstract screening. Following full text review, a further 
205 records were excluded, leaving 14 included in the 
review. See Fig. 1.

Characteristics of included studies
The 14 included studies were published between 2014 
and 2022. The majority of studies took place in Europe 
(Italy, Sweden, Norway, Belgium, Netherlands, Spain, 
United Kingdom (UK), Denmark and Hungary). Four 
took place in the United States of America (USA), and 
one in each of Japan and Singapore. Each record included 
information in relation to a minimum of two of the com-
ponents previously described. See Table 1.

Evidence for individual components
Component 1: identification of palliative care needs
One study [30] identified reasons for requesting a pal-
liative care consultation including: discharging patients 
to home, hospice-palliative care, transferring patients to 
an inpatient hospice institution or providing palliative 
care at the ward (pain relief, management of other symp-
toms or providing psychosocial support). This highlights 
the most common points of identification during the 
patient’s journey, which could be used when implement-
ing transition models. This care service [30] focused on 
a person-centred approach to palliative care. Therefore, 
when done appropriately, identification of palliative care 
needs involves reporting on the disease state, physi-
cal and mental condition of the patient, pain and other 
symptoms, and should also include social, spiritual and 
cultural aspects. Another model screened patients during 
their oncological treatment, looking at early identifica-
tion of patients with incurable cancer and limited or no 
cancer treatment options [29]. Using standardised crite-
ria as triggers for a palliative care consultation was found 
to decrease re-admission rates and increase hospice 
referrals, and support following discharge for patients 
with an advanced solid tumor [31].

Component 2: compassionate communication with the 
patient and family members
Some of the studies which relate to compassionate com-
munication, often include those which detail collabo-
rations with the patient and their family. For example, 
when physicians are assessing the patient’s symptoms, 
they will discuss the expectations of the patient and their 
family members regarding their care. This involves listen-
ing to how well they understand the disease and its prog-
nosis [30]. A psychological model [29] which was highly 
focussed on support, communication and mutual under-
standing, helped patients and their family members to 
cope with managing cancer. This was not purely focussed 
on the patient but on both the patient and family care-
giver, to address their concerns and allow for individual 
support sessions where needed [29].

Component 3: collaborative effort to establish a multi-
dimensional treatment plan
The involvement of patients in the treatment plan and 
care process is based on the preferences of the patients 
[30]. Models were described as using a patient-centred 
approach to treatment planning, which sometimes 
involved an multidisciplinary conference about home 
care including palliative care team, nurses, primary care 
physician and psychologist where palliative care needs 
were discussed, and a care plan was created [29]. This 
multidisciplinary aspect has the potential to be benefi-
cial to patients and families and allows flexibility in care 
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planning, based on the patient’s individual needs [29], 
however this was not tested in practice.

Component 4: review and evaluation of the treatment plan
One transition model [16] involved a team of medical 
professionals (medical doctors, nurse practitioners and 
registered nurses) from both the hospital and commu-
nity, who communicated regularly to co-manage their 
patients with their oncology and primary care teams, to 
review patient’s treatment plans. The diverse clinical and 
interpersonal skillsets of this approach allowed tasks to 
be delegated to manage time-sensitive patient situations 
and crises as they occurred [19]. Another model had a 
psychology focus, with psychologists assessing patient’s 
needs monthly, they also collaborated with nurses and 
physicians based on the patient’s needs [29]. This allowed 
continual assessment and collaboration, which captured 

the dynamically changing nature of patient’s palliative 
care needs [29].

Component 5: identification of the end-of-life phase
The transition model [19] using ‘community bridge’ 
teams including both hospital and community health-
care professionals co-managing patient’s needs, were 
described as crisis managers. They often visited patients 
who they recognised were dying. Due to their good rela-
tionship with these patients built through collaboration 
in creating and reviewing their treatment, they were able 
to make appropriate and efficient changes to their care, 
often involving urgent home hospice referrals. A pro-
gramme integrating outpatient palliative care into can-
cer care services demonstrated decreased hospitalisation 
at the end of life, and increased hospice utilization and 
length of stay, improving end of life care [18].

Fig. 1  PRISMA flow chart for identified records
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Studies Components
Author/ 
Date/ 
Country

Design Sample Key findings 1 2 3 4 5

Blackhall 
et al. 2016 
[18] USA

Quantitative pre-post inter-
vention prospective cohort 
measuring timing of referral to 
outpatient palliative care and 
impact on end-of-life care

207 patients 
with 
advanced 
cancer

Patients involved in the intervention had fewer hospitalisations at the 
end of life.

X X

Calton et 
al. 2017 
[19]
USA

Longitudinal prospective 
cohort (6-month community 
bridge pilot gave patients ac-
cess to home-based palliative 
care)

17 patients 
with cancer 
and com-
plex care 
needs

Home-based palliative care filled an unmet need for patients with ad-
vanced, metastatic cancer who desired ongoing cancer treatment, but 
were also in need of intensive end-of-life home services. Community 
bridge providers acted as crisis managers and reporters for oncologists.

X X X X X

Casotto 
et al. 2017 
[20]
Italy

Retrospective cohort 17,604 dece-
dent cancer 
patients

A well-integrated palliative care approach can be effective in further 
reducing the percentage of patients who spent many days in hospital 
and/or undergo frequent and inopportune changes of their care set-
ting during their last month of life.

X X X

Duffy et al. 
2018 [21]
USA

Single-centre, prospective, 
pilot initiative

27 cancer 
patients

The initiative used a hospice discharge checklist, pharmacist-led 
discharge medication reconciliation in consultation with the primary 
team responsible for inpatient care, review of discharge prescriptions, 
and facilitation of bedside delivery of discharge medications. There was 
significant (P = .035) improvement in hospice organizations’ perceptions 
of discharge readiness.

X X

Malmstrom 
et al. 2013 
[22]
Sweden

Semi-structured focus-group 
interviews and conventional 
qualitative content analysis

17 (patients 
who had 
undergone 
oesopha-
geal cancer 
surgery)

Patients need a plan for the future, help in navigating the healthcare 
system and the provision of clear, honest information and a system that 
overarches the gap between in and out-patient care. Patients need 
support that starts at the hospital and continues to out-patient care. 
Support should focus on: developing a plan for the future, providing 
patients with information that will enable them to understand their 
new life situation.

X X X X

Johansen 
and Ervik 
2022 [23]
Norway

Qualitative focus group and 
interview study + thematic 
analysis (realist paradigm)

52 (15 dis-
trict nurses, 
15 oncology 
nurses, 17 
GPs, 5 phys-
iotherapists 
/ occu-
pational 
therapists)

“Talking together” was perceived as the optimal form of collaboration. 
Nurses and GPs had similar perceptions of their worst-case scenario in 
primary palliative care: the sudden arrival after working hours of a sick 
patient lacking information. Lack of communication, both locally and 
between specialist and primary care, was a key factor in the worst-case 
patient scenarios for GPs and nurses working in primary palliative care.

X X X X

Ko et al. 
2014 [24]
Belgium, 
Nether-
lands, Italy 
and Spain

Mortality follow-back weekly 
questionnaires + statistical 
analysis of cross-country 
variations

2037 (pa-
tients with 
advanced 
cancer 
in the 
last three 
months of 
life)

Over half of patients had at least one transition in care setting within 
the last three months of life. One third of patients in 3 of the countries 
had a last week hospital admission and died there. This symptom 
burden in the last week of life indicates the need for further integration 
of palliative care into oncology.

X X X

Murakami 
et al. 2022 
[25]
Japan

Quantitative - questionnaire 
post intervention

151 (84 staff, 
67 bereaved 
families)

Using an information sharing tool for GPs, patients, families and a spe-
cialist palliative care outreach team, led to an increase in home deaths. 
For the survey involving the medical staff, factors, such as “improved 
awareness of an multidisciplinary team,” were identified. For the survey 
involving the bereaved families, factors, such as “improvement of 
communications between patients and healthcare professionals,” were 
identified.

X X X X

Table 1  Included records relative to components described
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Studies Components
Author/ 
Date/ 
Country

Design Sample Key findings 1 2 3 4 5

Noble, B. 
et al. 2015 
[26]
UK

Mixed methods - retrospec-
tive analysis of secondary-care 
use in the last year of life; 
financial evaluation; qualitative 
interviews; a postal survey of 
General Practices; and a postal 
survey of bereaved caregiv-
ers. To evaluate The Midhurst 
Macmillan Specialist Palliative 
Care Service (MMSPCS) - a 
UK, medical consultant-led, 
multidisciplinary team aiming 
to provide round-the-clock 
advice and care, including 
specialist interventions, in the 
home, community hospitals 
and care homes.

232 GP 
practices
102 
bereaved 
carers

Midhurst service patients spent less time in hospital and had fewer 
hospital attendances. Outpatient attendances were higher for the 
Midhurst group. Bereaved carers rated home services good or excellent 
(83%). 58% died at home, 85% felt their relative died in the right place. 
90% found bereavement care helpful. Qualitative themes included 
importance of working collaboratively with external services and to es-
tablish relationships; staff taking into account family and social context; 
and a non-hierarchical dynamic across professional staff, volunteers 
and family members and a willingness to learn.

X X X X

Nordly et 
al. 2019 
[27]
Denmark

Patients were randomised to 
either a systematic fast-track 
transition from oncological 
treatment to home-based 
specialised palliative care 
reinforced with a dyadic 
psychological intervention 
plus standard cancer care or 
standard cancer care plus on-
demand specialized palliative 
care

340 patients Findings indicated that the intervention had no effect on time spent 
at home or place of death. However, the intervention resulted in some 
improvement in quality of life, social functioning and emotional func-
tioning after 6 months.

X X

Tan, Woan 
Shin et al. 
2016 [28]
Singapore

Retrospective study of two co-
horts - intervention group and 
historical comparison group

321 patients Hospital deaths were significantly lower for programme participants. 
The intervention group had significantly lower emergency department 
visits at 30 days, 60 days and 90 days prior to death. Similar results were 
found for the number of hospitalisations at 30 days, 60 days and 90 
days prior to death, demonstrating that integrating services between 
acute care and home hospice care could reduce acute care service 
usage.

X X X X

von 
Heymann-
Horan et al. 
2018 [29]
Denmark

Randomised control trial of 
home-based specialist pallia-
tive care, known as the Domus 
model - reporting on feasibility 
and acceptability

441 (251 
patients, 190 
caregivers)

Integration of psychological support sought to facilitate patients 
chances of receiving care and dying at home, by alleviating distress 
in patients and caregivers. Enrolment in the trial and uptake of the 
intervention indicated it was acceptable to patients and caregivers. The 
intervention focussed on dyads, psychological distress, and existential 
concerns, multidisciplinary collaboration and psychological interven-
tions offered according to need.

X X X X

Table 1  (continued) 
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Facilitators of transitions and evidence for multiple and or 
consecutive components
Transition components were often poorly described 
across included studies. However, where described in a 
good level of detail, use of transition models resulted in 
increases in palliative care consultations, hospice refer-
rals and reduction in 30-day hospital readmission rates 
[31] increasing the possibility of providing end-of-life 
care at home [19]. There is also evidence for transition 
models resulting in greater emotional and spiritual sup-
port of patients and families [27]. It is clear that there is 
no uniform model, and the specific configuration and 
composition of the transition model depends on the 
healthcare system where it is implemented. This may 
have implications for referral pathways.

Where there is a good level of reporting of multiple 
transition components within a model, there are insights 
into key facilitators, good practices and outcomes. Firstly, 
implementing multiple transition components requires 
coordination and collaboration between professional 
groups and services – commonly including physicians, 
nurses, but also social workers [31], physiotherapists 
and occupational therapists [23]. Coordination and col-
laboration facilitate working relationships [26], transition 
management and helps to navigate healthcare systems in 
a manner that is consistent with goals of care and avail-
able resources [22]. Noble et al. [26] highlight how a non-
hierarchical dynamic across all professional groups and a 
willingness to learn from each other are key facilitators. 
Furthermore, the importance of ownership and oversight 

provided by a key person was highlighted, for example, 
by nurse-led case management to promote continuity 
and access to services as needed [28].

Linked to multidisciplinary working, communication 
was also reported to be key [25, 28]. Others highlight 
how poor communication created challenges for multi-
disciplinary working, and this was cited as a particular 
challenge in the context of services based in rural loca-
tions [20]. Such is its importance; some studies highlight 
the role of training and education in communication [22].

One commonly cited mechanism of communication 
was accessible information throughout the process [22] 
and for all involved. There is evidence of this includ-
ing accessible information to professionals based on 
patient’s goals of care and advance care plans [28, 31]. 
In one instance, this included using patient-held medi-
cal records and advance care plans in electronic records 
accessible to relevant professional groups [22].

Discussion
Collaboration, coordination and communication as key 
facilitators and mechanisms
Collaboration, coordination and communication are the 
key concepts of Pal-Cycles, as once palliative care needs 
have been identified (Pal-Cycles component 1), there 
is emphasis on ensuring compassionate communica-
tion with patients and family (Pal-Cycles component 2) 
throughout the transition process, including end-of-life 
discussions in the terminal phase (Pal-Cycles compo-
nent 5). There is also a large focus on collaboration and 

Studies Components
Author/ 
Date/ 
Country

Design Sample Key findings 1 2 3 4 5

Zemplenyi 
et al. 2020 
[30]
Hungary

Documentary and qualitative 
interviews with stakeholders - 
to understand how stakehold-
ers think about key features 
using content analysis

17 (4 
managers, 3 
physicians, 
4 HCP, 4 
informal, 2 
patients)

Integrated, multidisciplinary and patient-centred care approach was 
well-received, with an increasing number of requests for consulta-
tions. From the patient pathway management across providers (e.g. 
from inpatient care to homecare) a higher level of coordination could 
be achieved in continuity of care for seriously-ill patients. However, 
the regulatory framework to integrate this has only partially been 
established.

X X X

Kerin Adel-
son et al. 
2017 [31]
USA

Prospective cohort study with 
an advanced solid tumour, 
prior hospitalization within 
30-day, hospitalisation of 
7 or more days, or active 
symptoms. Patients who met 
the criteria received automatic 
palliative care consultation.

Preinterven-
tion (48 
patients)
Intervention 
(65 patients)

Intervention group had increased palliative care consultations and 
hospice referrals, with declines in 30-day readmission rates and receipt 
of chemotherapy after discharge. Overall increase in support measures 
following discharge. Length of stay was unaffected.

X X X X X

Key

Component 1: Identification of palliative care needs

Component 2: Compassionate communication with the patient and family members

Component 3: Collaborative effort to establish a multi-dimensional treatment plan

Component 4: Review and evaluation of the treatment plan

Component 5: Identification of the end of life phase

Table 1  (continued) 
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co-ordination when creating a care plan, including mul-
tidisciplinary input, and also involving the patients and 
family (Pal-Cycles component 3). This is also the case 
when healthcare professionals review the plan with 
the patient (Pal-Cycles component 4). Collaboration 
and coordination are key elements during the end-of-
life phase (Pal-Cycles component 5), when considering 
patient and family wishes at the end of life, which may 
involve multidisciplinary collaboration when considering 
things like spiritual needs alongside social, physical and 
psychological. These three elements to ensure patient-
centred care, as multidisciplinary collaboration enables 
all healthcare professionals involved to understand the 
care plan and give consistent information to the patient 
and family members, to ensure they feel supported by 
the whole care team and can build up a level of trust and 
understanding [32].

Collaboration, coordination and communication were 
commonly cited as facilitators of transition models, and 
this has implications for multidisciplinary working in 
healthcare systems where palliative care provision may 
not be fully integrated or may be considered to work in 
silos with little pre-existing coordination and collabora-
tion between professional groups [33]. Alongside the 
importance of collaboration, coordination and particu-
larly communication, some include training and educa-
tion as a key component, though there is little reported 
on the design of these development opportunities.

It is important to note that collaboration, coordination 
and communication does not just focus on professional 
providers, but also patients and families. Accessible 
information is a key mechanism for patients and fami-
lies. This can promote involvement in developing goals 
of care that reflect their preferences and wider sense of 
empowerment and control, and given their importance, 
may be regarded as three major facilitators of transitional 
models. Though there are clear gaps in the evidence base, 
these facilitators of transition models are consistent with 
recent revised EAPC Norms and Standards for Palliative 
Care across Europe [3]. Specifically, it has been agreed 
that integrated multidisciplinary networks, collaboration, 
coordination and accessible information are important to 
enable people to receive care and die at home if they so 
wish [3]. However, based on this review, there is a need to 
examine practice, implementation and research in these 
areas.

Effective transition models as indicators of person-centred 
care
Taking this body of literature as whole, it is apparent that 
effective transition models are an indicator and perhaps, 
even a central pillar of person-centred care. Earlier in this 
paper we highlighted how person-centred care requires 
fast access to reliable advice, effective treatment, clear 

information, communication and support, involvement 
in decisions and respect for preferences, involvement 
and support for family and carers, emotional support, 
empathy and respect and attention to physical and envi-
ronmental needs [1–3, 5, 6]. Many of these areas are 
apparent in the literature, many explicitly as being central 
features of transitions models.

Collaboration, coordination and communication 
between multidisciplinary teams and patients and fami-
lies, underpins and acts as a thread through these transi-
tional elements. Some highlight communication, and also 
relationships, as being central to person-centred care [1].

Eight of the fourteen studies present evidence for at 
least four of the components described. Only two studies 
have a focus on all five components, both from the USA. 
The first four components are presented in four studies, 
one in Singapore and three in Europe (Denmark, Norway 
and Sweden). This is of interest because it suggests that 
models with a focus on care transitions with advanced 
cancer that are subject to research in Europe may not 
adequately focus on the identification of the terminal 
phase and establish preferences around treatment, place 
of death, legal and culturally sensitive issues. Evidence 
in this vital area that can facilitate or present a barrier 
to high quality care coordination, transitions and home 
care is therefore underdeveloped. The extent with which 
evidence is mixed also suggests there may be issues with 
developing sustainable approaches to embedding transi-
tion models into routine practice, with this being cited as 
an issue in some less developed healthcare systems [30].

Two studies from, the UK [26] and Japan [25] evidence 
the final four components, although not the first com-
ponent. Given the focus on care transitions for patients 
with advanced cancer, and that studying this issue will 
invariably have meant identifying patients at some stage, 
it may be that identifying a patient at hospital discharge 
with palliative and supportive care needs was not explic-
itly part of the study but was part of the model. However, 
equally it is ultimately unclear when patients in these 
studies were identified as having palliative and supportive 
care needs. Not including or adequately focusing on the 
first stage suggests that the authors are either not report-
ing this step or are not adequately integrated in order to 
identify patients at discharge from across their respective 
healthcare systems.

Despite this inconsistent evidence base, there is some 
evidence of transition models having beneficial out-
comes. However, successful implementation cannot be 
considered straightforward and must consider the spe-
cific nuances of local healthcare systems.

Strengths and limitations
This review provides an overview of literature related 
to transitions in care, and the five components of the 
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Pal-Cycles programme, for advanced cancer patients 
with palliative care needs. The current review has high-
lighted that research on transition models is mixed and 
often unclear and uncomprehensive due to inconsistent 
reporting. However, it is possible to synthesize and pres-
ent some interesting and informative findings that are 
mostly based on research published since 2015.

Through using a scoping review method, no formal 
quality appraisal method was applied during record 
selection. However, the Hawker et al. [16] quality 
appraisal method was used when assessing completeness 
of information. Furthermore, this review only included 
records that were in English language. The current review 
also identified many records which related to one of the 
components described, however these were excluded as 
they did not provide sufficient relevant detail to answer 
review aims.

Implications for practice and opportunities for further 
research
Teams tasked with establishing and implementing tran-
sitions in care should think about how to develop and 
maintain collaboration, coordination and communica-
tion as central pillars of their practice and transition 
pathways. This is likely to require careful planning and 
be tailored to the specifics of each healthcare system. 
Furthermore, high quality and accessible information is 
important for all professional, patient and family stake-
holders. It is highly likely that what constitutes high qual-
ity information will vary, be dependent on stakeholder 
group, and making this accessible for all within a transi-
tional model will likely come with challenges. It is impor-
tant that these elements are implemented appropriately, 
aligning with the Picker Principles [6] of person-centred 
care.

Further research should aim to develop the evidence 
base further using implementation research to test mod-
els in practice. Another avenue for further research is to 
implement and deliver a transitions model across dif-
ferent countries in order to begin to compare and learn 
about some of the mechanisms, barriers and facilitators 
that are highlighted in this paper across different cul-
tures, countries and healthcare systems. The Pal-Cycles 
project seeks to address some of these gaps.

Conclusion
This scoping review, focussed on the components of the 
Pal-Cycles programme, has found evidence that col-
laboration, coordination and communication are central 
mechanisms for transitional models for patients with 
advanced cancer. Existing evidence for transitions mod-
els is far from comprehensive and, given this is an emerg-
ing field, there is a need for further research is this area.
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