
  

 

 

Tilburg University

Navigating the path home

Peters, Vincent J. T.; Winter, J. Peter de

Published in:
European Journal of Pediatrics

DOI:
10.1007/s00431-023-05084-z

Publication date:
2023

Document Version
Publisher's PDF, also known as Version of record

Link to publication in Tilburg University Research Portal

Citation for published version (APA):
Peters, V. J. T., & Winter, J. P. D. (2023). Navigating the path home: Pioneering hospital-to-home transitions for
children with medical complexity. European Journal of Pediatrics. Advance online publication.
https://doi.org/10.1007/s00431-023-05084-z

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright owners
and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these rights.

            • Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
            • You may not further distribute the material or use it for any profit-making activity or commercial gain
            • You may freely distribute the URL identifying the publication in the public portal
Take down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

Download date: 12. Nov. 2023

https://doi.org/10.1007/s00431-023-05084-z
https://research.tilburguniversity.edu/en/publications/c5151320-e888-4c48-bf10-3d52ee11ed14
https://doi.org/10.1007/s00431-023-05084-z


Vol.:(0123456789)1 3

European Journal of Pediatrics 
https://doi.org/10.1007/s00431-023-05084-z

EDITORIAL

Navigating the path home: pioneering hospital‑to‑home transitions 
for children with medical complexity

Vincent J. T. Peters1,2  · J. Peter de Winter3,4,5 

 
© The Author(s), under exclusive licence to Springer-Verlag GmbH Germany, part of Springer Nature 2023

In recent decades, there has been a significant increase in the 
number of Children with Medical Complexity (CMC). This 
can be attributed to a number of factors including improved 
outcomes after critical illness, medical and technological 
developments, better treatment options, and the adapta-
tion of medical devices for home use, which have improved 
the life expectancy of children with previously considered 
untreatable conditions. These children make extensive use of 
complex medical care through the involvement of multiple 
healthcare professionals. In addition, they use complex home 
care since they require nursing care, medical equipment, and 
frequent inpatient contact with different healthcare profes-
sionals, among others. The transition from hospital-to-home 
care for CMC presents numerous challenges for their fami-
lies, who suddenly find themselves responsible for provid-
ing complex care and coordinating various aspects of their 
child's care needs. Emotional support is also crucial during 
this fragile and delicate process. Guiding this transition care-
fully is important because living at home has shown positive 
psychological, emotional, and social benefits for both CMC 
and their families.

The works by de Lange and coworkers [1] and the work 
by Haspels and coworkers [2] should be commended for 
their efforts in summarizing and categorizing the outcomes 
of interventions conducted to improve the hospital-to-home 

transition for CMC [1] and the development of an evidence-
informed Core Outcome Set (COS) that healthcare profes-
sionals and parents consider as essential outcomes for future 
intervention research [2].

By conducting a thorough systematic review on evaluat-
ing the effectiveness of hospital-to-home transitional care 
interventions for CMC, de Lange and coworkers [1] identi-
fied 25 unique outcomes assigned to six outcome domains. 
Interestingly, the delivery of care was identified as one 
of the unique outcomes, but the delivery of care was not 
further specified. Previous studies have suggested various 
approaches to care delivery during hospital-to-home transi-
tions, including transitional care units, telemedicine, post-
discharge nurse home visits, and standardization of proce-
dures and checklists, among others [3]. As highlighted by de 
Lange and coworkers, the lack of a standardized approach 
to hospital-to-home care transition for CMC families is a 
significant gap in current care practices [1]. Developing a 
tailored yet standardized approach that improves the home-
to-hospital transition for CMC, their families, and health-
care professionals is crucial. Haspels and coworkers [2] 
emphasized the importance of involving the families to 
identify their needs and barriers during the hospital-to-home 
transition. Patient navigators are a promising intervention 
designed to facilitate the transfer from hospital-to-home care 
[4]. The utilization of patient navigators has shown promis-
ing results for developing a tailored transition in which the 
needs of patients and their families form the starting point 
of care delivery.

One strength of the work by Haspels and coworkers [2] 
is their development of the 'COS transitional care for CMC', 
which involved the active participation of CMC parents in 
the research team and empirical data collection. While 
patient and parent involvement in research is considered 
essential, it is not yet common practice in hospital-to-home 
transitions. The World Health Organization (WHO) also 
recommends involving patients and families in design-
ing their transitional care [5]. The work by Peters and 
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coworkers [6] in the context of children with complex care 
needs has shown that utilizing the perspective of children 
and their relatives can contribute to increased responsive-
ness and integration of healthcare services. Although this 
study focuses on a different patient population, it can illus-
trate how the perspectives of CMC and their families can 
be used to design care delivery. The involvement of the 
patients' opinions in the transfer of care could help bridge 
the gaps between different care levels and care profession-
als and increase patients' satisfaction and safety levels. The 
latter is especially importantent, given that the quality of 
hospital-to-home transition is of significant importance for 
patients’ health and well-being [3].

Together, these two works [1, 2] provide valuable insights 
and directions for CMC's hospital-to-home transition field. 
The shortlist of 25 outcomes can assist researchers and pro-
gram evaluators in appropriate outcome selection to improve 
the hospital-to-home transition process. Additionally, the 
identified COS can facilitate standard reporting in future 
research on hospital-to-home transition for CMC. Future 
studies should seek to provide regular updates on COS, 
delineate CMC and their family needs, and involve CMC 
and families in hospital-to-home transition to identify their 
needs and overcome their barriers. Only in doing so we can 
truly deliver the transitional care that CMC and their fami-
lies need and deserve.
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