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Abstract
This study was a retrospective analysis of prospectively collected data
that aimed to map patients' care transitions following admission to a
specialist palliative care service in Italy called Antea Centre. Patients'
data was extracted from the Antea local database from 2007 to 201 I.
External transitions were defined as a change in the setting of care,
with the patient no longer being cared for by Antea staff. Internal
transitions were defined as a change in the setting of care, with the
care still being provided by Antea staff. A total of I 123 patients out of
5313 admitted to the palliative service (21%) experienced transitions.
Patients who experienced no transitions after their admission to the
palliative care service were more likely to have a Karnofsky
Performance Scale Index <30, to have been referred by a hospital
physician, to have a shorter survival time, and to have home as their
place of death (P<0.001).Although the patients with no transitions had
worse clinical conditions, organisations should pay attention to
reducing the possible negative effects of transitions, such as
discontinuity of care and poor coordination.
Key words: Palliative care 9 Terminal care • Care setting transitions
• Continuity of patient care
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AS health systems become ever more
specialised (Marsella, 2009), people with
continuous complex care needs become

more likely to receive care from different profes-
sionals and/or in different care settings (Coleman,
2003). Changes in the place of care and/or the
clinicians involved in health-care processes are
termed 'transitions' (Schumacher and Meléis,
1994; Marsella, 2009). Transitions due to unex-
pected exacerbations of pathology or to the
tendencies of clinicians to conceive of their field of
activity and responsibility as limited to a distinct
working area make it difficult to carry out coordi-
nated and continuous care (Chalmers and
Coleman, 2006). In these situations, the people
involved are faced with fragmented and patchy
care, which increases the risk of errors, work
duplication, inappropriate care, and general dis-
satisfaction with the care received (Coleman and
Boult, 2003). Furthermore, with every transition.

the patient and the caregiver must make the effort
to redefine relationships, create new communication
channels, reformulate objectives, and reconstruct a
climate of trust (Norton et al, 1997).

Transitions between care settings may be
characterised as movements within clinical
contexts between different organisations (e.g.
hospital, home care, long-term care), between
different clinical contexts within the same organi-
sation (e.g. different wards in the same hospital),
or between different types of care within the same
health-care service (e.g. home care or residential
palliative care) (Duggleby and Berry, 2005). The
supply of different types of care in response to the
changing needs and desires of patients and their
families represents a typical characteristic of palh-
ative care services, which are recognised not so
much as single physical locations (hospice, nursing
home, etc) but as assistance networks that are able
to interface and integrate (Bomba, 2005). People
who require palliative care may experience numer-
ous transitions (National Institutes of Heath,
2004), and their high level of vulnerability means
that these transitions deserve particular attention
(Ronaldson and Devery, 2001; Duggleby and
Berry, 2005). They require careful planning, coor-
dination, and efficacious communication between
the staff and the institutions involved. Various
studies have highlighted the relationships between
deficiencies in these required aspects of care, com-
promised continuity of care (Sahlberg-Blom et al,
1998; Soelver et al, 2012), and a decreasing level
of safety, comfort, and general wellbeing for
patients and their family members (Häuser, 2009;
Marsella, 2009; Abarshi et al, 2010). The nursing
community is closely involved in the transitions of
people at the end of hfe, with a key role in facili-
tating communication and coordination between
different providers and different settings.

In Italy, notable investments by the government
since 2000 (Decreto del Presidente del Consiglio
dei Ministri 20, 2000) have raised palliative care
services to the point where there are now around
200 hospices in the country (Zueco, 2010). As a
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consequence, an ever-increasing number of
patients have the possibility of being cared for by
a multidisciplinary palliative care team that is
able to give assistance in different settings, such
as hospices, day hospices, and in the home.
Various studies (Beccaro et al, 2007; Mercadante
and Vitrano, 2010) have tried to comprehend the
evolution of these new services—e.g. by studying
their distribution and number, means of access,
and the survival of the patients they care for.
However, to the authors' knowledge, no study
has focused on the transitions between different
care settings experienced by patients in Italy
following their admission to a palliative care
service. Considering that such transitions may be
traumatic both for patients and their families,
some of the reasons for trying to understand
these phenomena are that increased knowledge
may help to reduce unnecessary changes, to
predict care needs, to guide the interaction with
different health-care providers, and to enhance
the use of different settings (Coleman and Boult,
2003; Chalmers and Coleman, 2006).

Aim
This study represented the first attempt to
describe and analyse transitions in an Italian
palliative care service, with particular reference
to the dimensions of the phenomenon, the types
of transitions carried out, and the presence of
differences between those who experienced
transitions and those who did not.

Methodology
This was a retrospective analysis in which the
sample comprised the people admitted to a palli-
ative care service in Lazio, called Antea Centre,
between 2007 and 2011. This palliative care
service started in 1987 and since 1999 (after
opening the first regional hospice) has become a
point of reference in the Lazio region in imple-
menting a palliative care network. At present it
covers the territories of the province of Rome
and assists more than 1500 patients per year,
offering integrated services such as telemedicine,
nursing home care, day hospice, and inpatient
hospice. Antea Centre receives funds from a
combination of the health authorities, private
subjects, and a non-profit local charity institu-
tion. It offers multidisciplinary care for the dying
with a team consisting of physicians, nurses,
social workers, physiotherapists, spiritual care
staff, and volunteers.

Data collection
Patient data was extracted from the Antea
database, Argos, which is a local system for input

and recovery of health information coming from
clinical records. This database is considered to be
valid and reliable, especially because its program
contains various checks to reduce missing infor-
mation, and only qualified personnel with the
appropriate password have access to it. The
information extracted from Argos related to
patients' gender, age, diagnosis, source of referral,
care setting, Karnofsky Performance Scale (KPS)
(Yates et al, 1980) at admission, any transitions
carried out during enrolment in the palliative
care service, place of death, length of survival
(only for those who underwent no transitions or
only internal transitions), and period of stay in
the structure (only for those who underwent
external transitions).

For the purpose of the study, internal transitions
were defined as any change in the care setting
within the palliative services provided by Antea
Centre. External transitions were any change in
the care setting outside the palliative services
provided by Antea Centre.

Ethical considerations
This study was approved on 30 November 2011
by the ethical review board of Antea Centre. To
preserve confidentiality all patient information
was provided anonymously.

Statistical analysis
Descriptive statistics were used to describe the
patient characteristics and the dimensions of the
transitions phenomenon. Inferential statistics
used included chi-square and contingency tables
or the t-test, where appropriate, to make
between-group comparisons. SPSS 13.0 for
Windows was used to analyse the data.

Results
Within the 5 years of the study, 5320 patients
were enroled in Antea Centre. The majority of
these (95%) had a diagnosis of cancer and they
had a mean age of 74 years (standard deviation
(SD) 12 years), a predominance of KPS indexes
between 30 and 40 (88%), and a mean survival
time within Antea Centre of 39 days (Table 1).

Of these 5320 patients, 1123 (21%) experienced
at least one transition. There were significant
differences between the group of patients who
did not undergo any transition and the group
who had at least one transition. The patients who
did not experience any transition were signifi-
cantly more likely to have a KPS index <30
(74.1% vs 60.6 %, P<0.01), to have been
referred by a hospital physician (42.6% vs
35.9%, P<0.01), and to have had a diagnosis of
lung cancer (23.6% vs 17.9%, P<0.01) (Table 2).

^Transitions
due to
unexpected
exacerbations
of pathology
or to the
tendencies of
clinicians to
conceive of
their field of
activity and
responsibility
as limited to a
distinct
working area
make it
difficult to
carry out
coordinated
and continuous
care...'
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Table I. Patient characteristics (n=5320)

Characteristic

Gender male

Gender female

Age 0-25

Age 26-51

Age 52-77

Age 78-103

Diagnosis of lung cancer

... colorectal cancer

... urinary tract cancer

... breast cancer

... pancreatic cancer

... upper Gl tract cancer

...female genital tract cancer

... leukemia/lympboma

... other cancer

... no cancer

Karnofsky score 10

Karnofsky score 20

Karnofsky score 30

Karnofsky score 40

Karnofsky score 50

Mean length of survival (days)

Median length of survival (days)

GP referral

Hospital physician referral

Source of referral unknov/n

Gl, gastrointestinal; SD, standard

Number

2674 (50.2%)

2646 (49.7%)

19(0.3%)

281 (5.3%)

2643 (49.7%)

2377 (44.7%)

1201 (22.6%)

663 (12.5%)

649(12.2%)

402 (7.6%)

476 (8.9%)

374 (7.0%)

250 (4.7%)

127(2.4%)

904(17.0%)

274 (5.2%)

37 (0.6%)

423 (7.9%)

3339 (62.7%)

1421 (26.7%)

100(1.8%)

38.8 (SD 52.4)

21

2854 (53.6%)

2014(37.9%)

452 (8.4%)

deviation

Table 2. Comparison of characteristics of those patients
with no transitions and those with at least one transition

Characteristic

Diagnosis of lung cancer

... colon-rectum cancer

... urinary tract cancer

... breast cancer

... pancreas cancer

... upper Gl tract cancer

...female genital tract cancer

... leukemia/lymphoma

... other cancer

... no cancer

Karnofsky score <30

Karnofsky score >30

GP referral

Hospital physician referral

Number
(no transition)

(n=4197; 78.9%)

999 (23.6%)

526(12.5%)

498(11.5%)

311 (7.4%)

371 (8.8%)

292 (7%)

197(4.7%)

101 (2.4%)

700(16.7%)

202 (4.8%)

3119(74.1%)

1014(25.7%)

2410(57.4%)

1787(42.6%)

Number
(transition)

(n=l l23;2 l . l%)

202(17.9%)

137(12.1%)

251 (22.3%)

91 (8.1%)

105(9.3%)

82 (7.3%)

53 (4.7%)

26 (2.3%)

204(18.1%)

72 (6.4%)

683 (60.6%)

407 (39.2%)

720(64.1%)

403 (35.9%)

P-value

P<O.OI

P<O.OI

P<O.OI

P<O.OI

P<O.OI

P<O.OI

They were significantly less likely to have had a
diagnosis of urinary tract cancer.

A total of 671 patients (12.6%) experienced at
least one internal transition in the palliative care
service. The median length of survival of the
patients who did not have any transition (17
days; interquartile range (IQR) 32) was signifi-
cantly shorter than that of the patients who had
at least one internal transition (58 days; IQR 85)
{Table 3). There were also significant differences
(P<0.01) between the places of death for these
groups. For those who did not experience
transitions, the admission setting by definition
corresponded to the place of death in all cases.

Table 4 compares the length of survival of
these two patient groups. Mean and median
length of survival for both those with no
transition and those with at least one internal
transition were higher for patients >65 years of
age, patients of the female sex, and patients who
were referred by a GP (P<0.01).

External transitions were experienced by 452
patients (8.5%). The reason for the transition was
mainly hospitalisation in another structure, unsuit-
ability of the current facility for palliative care, or
patient refusal of palliative care (Table 5).

Discussion
The proportion of patients who underwent at
least one transition (21%) was low compared
with a similar study that analysed the care setting
transitions experienced by patients after enrol-
ment in a palliative care service, in which 72% of
patients had at least one transition (Bürge et al,
2005; Lawson et al, 2006). This could have been
due to the shorter mean length of survival found
in the present study: 39 days vs 100 days in the
study reported in Bürge et al (2005) and Lawson
et al (2006). This short survival time was
expected, as Costantini et al (1999) previously
reported a mean survivial period of 38 days for
patients enroled in an Italian hospice service.
Access to palliative care programmes in Italy is
free of charge, so this late referral might suggest
poor acceptance of palliative care in Italy gener-
ally or among health-care providers (Costantini
et al, 1999). Another explanation for the differ-
ence between the findings of the present study
and others could be due to differences in
sampling methods. For example, Abarshi et al
(2010) investigated the number of patients who
experienced transitions in the last 3 months of
life, rather than following enrolment in a pallia-
tive care service, and found that 67% of their
sample experienced a transition.

The differences reported here in the KPS index,
length of survival, and place of death between
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Table 3. Comparison of characteristics of those patients with no transitions and those
with at least one internal transition

Characteristic

Survival 0-25 days

Survival 26—51 days

Survival 52—77 days

Survival 78-103 days

Survival > 103 days

Mean survival (days)

Median survival (days)

Place of care at admission: home

Place of care at admission: hospice

Place of death: home

Place of death: hospice

SD, standard deviation

Number (no transition)

(n=4197; 78.9%)

2619(62.4%)

888(21.1%)

303 (7.2%)

167(3.9%)

220 (5.2%)

31.3 (SD 42)

17

3240(77.1%)

957 (22.8%)

3240(77.1%)

957 (22.8%)

Number (internal tr!

(n=67l; 12.6%)

156(23.2%)

150(22.3%)

106(15.7%)

75(11.1%)

184(27.4%)

84 (SD 78)

58

563 (84%)

108(16%)

301 (44.9%)

370(55.1%)

P-value

P<O.Oi

P=0.10

P<O.OI

Table 4. Length of survival of those patients with no transitions and those with at
least one internal transition

No transitions Internai transition

Mean Median Mean Median

survival (days) survival (days) P-value survival (days) survival (days) P-valueCharacteristic

Age <65 years

Age >65 years

Gender male

Gender female

GP referral

Hospital physician referral

survival (days)

26

32

29

33

41.7

35.4

su

15

18

16

18

23

17

P<O.OOI

P<O.OI

P<O.OOI

69

87

78

91

91

80

45

62

53

66

71

53

P<0.05

P<0.05

P<O.OI

those who had transitions and those who did not
are analogous to the results of the study
reported in Bürge et al (2005) and Lawson et al
(2006). This suggests that patients who do not
have transitions have poorer clinical status that
does not allow them to be transferred.

Taking length of survival as a timing index
regarding the referral of terminally ill patients
to palliative care (Costantini et al, 1999), the
results of the present study seem to indicate
that GPs are more sensitive to the option of
palliative care than hospital physicians, and that
there is a link between earlier referral and the
female sex. Similar findings have also been
reported elsewhere (Lamont and Christakis,
2002; Ahmed et al, 2004; Cheng et al, 2005;
Osta et al, 2008). However, the higher survival
rate for patients >65 years of age found in the
present study contrasts with other results that
link earlier referral to palliative care with
younger age (Ahmed et al, 2004; Cheng et al,
2005; Osta et al, 2008). This, along with the
average age of the patients in the present study

Table 5. Reasons for external transitions
(n=452;8.5%)

Reason

Hospital admission

Refusal of palliative care

Unsuitability for palliative care

Number

282 (62.4%)

130 (28.8%)

40 (8.8%) J
being 74 years, could be linked to a reported
problem of Italian clinicians refusing to
abandon curative treatment of younger patients
(Beccaro et al, 2007; Mercadante and Vitrano,
2010). For example, it may be easier to decide
to move older patients into palliative care
because of the difficulties they would face with
aggressive curative treatments.

The place of death of the patients who did not
experience transitions corresponded to the
admission setting. Of the patients who experi-
enced transitions, 262 (39%) died in a different
setting from that of their admission. This pattern
could be due to these patients being recipients
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*The task of
the care team
is to reduce
unnecessary
transitions
and to give
communication
support when
transitions are
necessary,
along with
sharing patient
care and
empowerment
plans with
family
members ...'

of 'respite care' (Carlson et al, 2007; Zueco,
2010; Empeño et al, 2011), a type of assistance
supplied by hospices in which the patient is
admitted for a given period of time in order to
temporarily relieve their family of their care-
giving duties. This type of assistance favours
respite provision within the organisation already
caring for the patient, i.e. internal transition.
Various studies have shown that there is a close
relationship between the level of backup supplied
to caregivers by palliative care teams and the
likelihood of achieving a home death, as
inpatient admission may be avoided (Tang and
McCorkle, 2001; Brazil et al, 2002; Waldrop
et al, 2005; Benini et al, 2011).

That 62.4% of the 452 patients who experienced
an external transition were moved to a hospital
reflects the need to supply an integrated model of
palliative care that takes into consideration other
care sectors and areas and that is able to follow
patients and their needs over time. External tran-
sitions risk interrupting services and providing
irregular care simply because they are connected
with movement to different organisations and
settings. The task of the care team is to reduce
unnecessary transitions and to give communica-
tion support when transitions are necessary,
along with sharing patient care and empower-
ment plans with family members (Coleman,
2003; Coleman et al, 2005).

In summary, the population that experienced
transitions (particularly internal transitions)
tended to be healthier, with longer survival and a
higher KPS index, but tended to leave their
homes and die in a hospice. These particular
patients need much attention in order to under-
stand the appropriateness of such late transitions.
In general, the population that experiences transi-
tions needs attention because transitions could
have negative impacts, such as discontinuity of
care and poor coordination.

Limitations
The study sample came from only one centre and
thus may not be considered representative of
patients admitted to all Italian palliative care
services. Euture studies should be multi-centre,
with more scrupulous sampling. Second, this
study did not evaluate the information relating to
patients who experienced external transitions,
such as their survival rate and place of admission
after discharge. Despite these limitations, the
results may be informative for other countries
that have similar service provision to Italy. They
represent a step on the road to recognising
current gaps in continuity of care for patients
with advanced illnesses.

Conclusions
This study analysed the care transitions
experienced by patients after enrolment in a
palliative care service and has helped to improve
our understanding of such phenomena. Eurther
investigation is necessary to better understand
why such transitions take place; their number,
length, and locations (from and to); and their
impact on patients' and caregivers' experiences.
Through increased knowledge we may be able
to plan clinical interventions to reduce unneces-
sary transitions and to prevent their possible
negative effects, IJI'N
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