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	Ahmed 2005 [1] 
UK
N=208 

	PCP<->HOS Overall continuity
	Patient outcome
	Medication safety
	To bridge the information gap that exists between the primary and secondary care continuum with regard to the swift transfer of accurate patient medication details using the interventions of an intervention pharmacist.
	Patients visiting hospital
	Intervention study: before- after design
	Medication compared between primary care and secondary care. 
	HCP 
	ADEs, medication errors and discrepancies; Medication alterations during transfer

	Akbarov 2015 [2]
UK 
N= 205,519
	PCP<->HOS Overall continuity
	Patient outcome
	Medication safety
	To investigate the feasibility of linked primary and secondary care electronic health record data for surveillance of medication safety, examining not only prescribing but also monitoring, and associations with patient- and general practice-level characteristics. The objectives of this study included assessing the prevalence of 22 medication safety indicators, investigating associations with patient and practice characteristics, and investigating variation between general practices.
	All adult patients of general practices 
	Observational study: cross-sectional design
	 
	HCP 
	ADEs, medication errors and discrepancies

	Alassaad 2011 [3]
Sweden 
N=290
	HOS->PCP Discharge
	Patient outcome
	Medication safety 
	To investigate the frequency, type and severity of prescribing and transcribing errors for drugs dispensed in multidose plastic packs when patients are discharged from the hospital. The secondary objective was to correct identified errors and suggest measures to promote safe prescribing.
	Adult patients with Multi drug dosage = baxter
	Intervention study: prospective design
	All multi drug dosage orders were reconciled and transcribing errors communicated to the prescribing physician. 
	HCP 
	ADEs, medication errors and discrepancies

	Alex 2016 [4]
USA
Intervention N=145, Control N=134
	HOS<->PCP Admission and discharge
	Patient outcome
	Medication reconciliation
	To determine whether collaboration between a clinical pharmacist and inpatient physicians can improve the discharge process and resolve medication discrepancies at discharge.
	All patients admitted to a veteran hospital
	Intervention study: non-randomized controlled trial
	A pharmacist assisted with medication management, medication reconciliation, and medication education upon discharge.
	HCP 
	ADEs, medication errors and discrepancies

	Alidina 2016 [5]
USA
N=13 practices
	HOS<->PCP Overall continuity
	HCP outcome
	Coordination of care
	To explore how patient centred medical homes use coordination mechanisms to build and optimize their medical neighbourhoods.
	Patient-centred medical home physicians
	Intervention study: before- after design
	Implementation of a patient centred medical home
	HCP 
	HCP: barriers and facilitators; 
HCP satisfaction and opinions; 
HCP attitudes

	Aller 2012 
[6]
Spain 
N=1500
	PCP<->HOS Overall continuity
	HCP outcome
	Continuity of care
	To analyse patient’s reported elements of relational, informational and managerial (dis)continuity between primary and outpatient secondary care and to identify associated factors.
	
	Observational study: cross-sectional design
	 
	Patient 
	Patient care experiences; 
Patient satisfaction; Continuity of care between care Levels (CCAENA) (Aller et al.)

	Aller 2013 
[7]
Spain 
N= 1405
	PCP<->HOS Overall continuity
	HCP outcome
	Continuity of care
	To determine the patients’ perceived degree of continuity of care between primary and secondary care and to identify contextual and individual factors that influence patients’ perceptions of continuity of care.
	Adult patients who had received primary care and secondary care for the same condition 
	Observational study: cross-sectional design
	 
	Patient
	Patient care experiences; 
Patient satisfaction; Continuity of care between care Levels (CCAENA) (Aller et al.)

	Anderson 2013 [8] 
USA 
N= 470
	HOS->PCP Discharge
	HCP & patient outcome
	Medication reconciliation 
	To examine the feasibility and characteristics that define successful implementation of a Clinical Pharmacy Specialist telephonic hospital discharge follow-up quality improvement initiative, as well as the impact of this initiative.
	Adult patients with a PCP and discharged from the hospital medical and surgical services 
	Intervention study: retrospective design
	Telephonic discharge follow-up by residency-trained Clinical Pharmacy Specialists within 48 to 96 h of hospital discharge. 
	Patient
	Readmission; 
PCP follow up

	Armor 2016 [9]
USA
N=43
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation
	To evaluate ADEs, potential ADEs and medication discrepancies occurring between hospital discharge and primary care follow-up.
	Adult patients recently discharged from the hospital
	Observational study: retrospective design
	Medication reconciliation conducted by a pharmacist after discharge.
	HCP 
	ADEs, medication errors and discrepancies; Readmission; 
Harm and adverse events

	Arora 2010 
[10]
USA 
Patient N=64, PCP n=40
	HOS->PCP Discharge
	HCP outcome
	Discharge safety and experience
	To report older patients’ experiences with problems after hospital discharge and investigate whether PCP were aware of their hospitalization.
	Frail, older patients hospitalized patients and their primary care practitioners. 
	Observational study: prospective design
	 
	HCP & patient 
	HCP awareness; Interprofessional collaboration and communication; Patient care experiences 

	Atkinson 2005
[11] 
USA 
N=1006
	PCP<->HOS Overall continuity
	Patient outcome
	Medication safety
	To describe a successful initiative to implement a pharmacist-centred medication management program into the existing care practices at Home Care Plus.
	Elderly patients: with one or more of four risk factors for ADES
	Observational study: prospective design
	A pharmacist conducted a drug regimen review, assessing the patient for potential inappropriate medications, ADES, and negative health outcomes
potentially related to medication use.
	HCP 
	ADEs, medication errors and discrepancies

	Azzi 2014
[12]
Australia N=300
	PCP->HOS Referral
	Patient outcome
	Medication safety
	To identify, classify and determine the factors associated with medication discrepancies for type 2 diabetes mellitus patients, referred from primary care to a tertiary ambulatory clinic.
	Adult type 2 diabetes mellitus patients first refereed to the Diabetes Centre. 
	Observational study: retrospective design
	 
	HCP 
	ADEs, medication errors and discrepancies

	Balaban 2015 [13] 
USA 
N=1510
	HOS->PCP Discharge
	Patient outcome
	Case management at discharge
	To determine if an intervention by patient
navigators, hospital-based Community Health Workers, reduces readmissions among high risk, low socioeconomic status patients.
	High risk patients of general medicine with at least one readmission risk factors
	Intervention study: RCT
	Patient navigators provided coaching and assistance in the transition from hospital to home (discharge preparation, telephone outreach, supporting medication management, scheduling of follow-up appointments, communication with primary care, and symptom management).
	HCP & patient 
	Readmission; 
PCP follow up; 
ED visits

	Baldo 2014 
[14]
Italy 
N=3568
	PCP<->HOS Overall continuity
	Patient outcome
	Continuity of diabetes care (care chain) 
	To assess mortality of patients with type2 diabetes by type of healthcare delivery system, i.e. through specialist centres or generalist doctors, or integrated care.
	Adult patients with diabetes treated at either a diabetes clinics, the GP, or receiving integrated care
	Observational study: retrospective design
	 
	HCP 
	All-cause mortality; Cause-specific mortality

	Balling 2015 
[15]
USA 
N=1011
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation
	To assess the impact of a transition-of-care pharmacist during hospital discharge.
	Patients discharged from two inpatient units (adult medical/surgical) with high readmission rates. 
	Observational study: prospective design
	A transition-of-care pharmacist to provided discharge medication reconciliation and patient education on discharge medications. 
	HCP 
	ADEs, medication errors and discrepancies; Readmission

	Balogun 2015 [16]
USA
N=251
	PCP<->HOS Overall continuity
	HCP outcome
	Interprofessional communication
	To enable students to discuss the roles of physicians and nurses in transitioning patient care from one clinical setting to another and to demonstrate competence in interprofessional communication skills and strategies in transitions of care.
	Medical and nursing students
	Intervention study: before after design
	An interprofessional workshop on transitions in geriatric care.
	HCP 
	HCP knowledge; 
HCP confidence and skills

	Bauer 2015 [17]
Germany
Sample size calculation: N=370
	HOS->PCP Discharge
	Patient outcome
	Care transitions in colorectal care
	To increase the proportion of patients achieving a clinical relevant improvement of their health-related quality of life.
	Adults with colorectal cancer in curative therapy conditions
	Intervention study: RCT (protocol)
	Additional support by specialized oncology nurses after discharge by telephone, consisting of symptom monitoring, counselling on self-assessment and self-management and dealing with individual resources for coping and psychosocial well-being.
	Patient 
	Physical and psychosocial outcomes; 
Patient care needs

	Belda-Rustarazo 2015 
[18]
Spain 
N=814
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication safety
	To examine the frequency/type of reconciliation errors at hospital admission and discharge and to report on the drugs involved, associated risk factors and potential to cause harm in a healthcare setting with comprehensive digital health records.
	Elderly patients with polypharmacy, admitted to the Internal Medicine Department 
	Observational study: prospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; 
Harm and adverse events

	Berendsen 2009 
[19]
the Netherlands 
N=491 
(259 GPs, 232 Hos spec)
	PCP<->HOS Overall continuity
	Climate & HCP outcome
	Communication between GP and hospital
	To address the following research question.
How do GPs and specialists assess their mutual communication through telephone, letters and postgraduate courses?
	GPs and specialists in the Netherlands 
	Observational study: cross-sectional design
	 
	HCP 
	Interprofessional collaboration and communication; 
DOC-questionnaire (Berendsen et al.)

	Bergkvist 2009
[20]
Sweden 
N=172
	HOS->PCP Discharge
	Patient outcome
	Medication safety and quality of discharge communication
	To investigate whether the process improves the quality of the discharge summary and if this process development also reduces medication errors when patients are discharged from hospital.
	Elderly patients admitted to the Department of Internal Medicine
	Intervention study: non-randomized controlled trial
	Medication reconciliation by a pharmacist at admission and discharge. Based on identified problems, a systematic medication care plan was created.
	HCP
	ADEs, medication errors and discrepancies; 
Quality and timeliness of discharge summary

	Biese 2014 
[21]
USA 
N=120
	HOS->PCP Discharge form ED
	Patient outcome
	Case management at discharge from ED
	To investigate whether a post-discharge telephone call–mediated intervention by a nurse would improve discharge care plan adherence, specifically by expediting post–ED visit physician follow-up appointments and/or compliance with medication changes. The second objectives were to determine if this telephone call intervention would reduce return ED visits and/or hospitalizations within 35 days of the index ED visit and to determine potential cost savings of this intervention.
	Elderly patients discharged from an academic Level I trauma center ED
	Intervention study: RCT
	A telephone call from a trained study nurse between 1 and 3 days after ED discharge to review and facilitate compliance with patient-specific discharge instructions. 
	Patient
	Medication alterations during transfer; PCP follow up; admission and inpatient care use; 
ED visits; 
Costs; 
Patient adherence; Patient satisfaction; Patient knowledge 

	Bishop 2015 
[22]
USA 
N=104
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation
	To determine whether integration of pharmacist review in the process of medication reconciliation at discharge identifies and corrects discrepancies.
	Adult patients admitted and discharged with medication for Internal Medicine
	Observational: study: prospective design
	Discharge medication reconciliation by a pharmacist.
	HCP 
	ADEs, medication errors and discrepancies

	Bloom-Feshback 2016 [23]
USA
N=101
	HOS->PCP Discharge
	HCP outcome
	Discharge safety in patients with low health literacy
	To develop an Objective Structured Clinical Examination for medical students to demonstrate communication skills to be used during the hospital discharge process with patients of low health literacy.
	Medical students
	Observational study: prospective design
	A health literacy workshop.
	HCP
	HCP knowledge; 
HCP confidence and skills

	Bonnet-Zamponi 2012 
[24]
France 
N=639
	HOS->PCP Discharge
	Patient outcome
	Medication safety 
	To assess the effect of an intervention on drug-related problem (DRP; adverse drug reactions, adherence problems, underuse)-related readmission rates in older adults.
	Elderly patients admitted emergently to hospital
	Intervention study: RCT
	Multimodal discharge planning intervention: prescription review, patient education on disease self-management, enhanced Transition-of-Care Communication.
	HCP 
	Readmission; 
Drug-related hospital (re) admission

	Braund 2014 
[25]
New Zealand N=1374
	HOS->PCP Discharge
	Patient outcome
	Medication safety
	To identify the types and quantities of drug related problems that community pharmacies detect within a single district health board in New Zealand. 
	All patients discharged with medication 
	Observational study: cross-sectional design
	 
	HCP
	ADEs, medication errors and discrepancies; 
Harm and adverse events

	Bray-Hall 2010
[26] 
USA 
N=136
	HOS->PCP Discharge
	Climate & HCP outcome
	Education in transitional safety and skills
	To develop a sustainable and effective Transition in Care Curriculum (TICC). Specific goals were to increase student confidence in and knowledge of skills necessary during care transitions at the time of hospital discharge, and to quantify the frequency of student-identified medication discrepancies during a post-discharge home visit.
	Third year medical students 
	Intervention study: before- after design
	Multiple instructional modalities, including didactics, self-study, experiential learning, and small group discussion.
	HCP 
	ADEs, medication errors and discrepancies; 
HCP knowledge; 
HCP satisfaction and opinions; 
HCP confidence and skills

	Brener 2016 [27]
Canada
N= 164,059
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To determine the frequency of supportive-care visits by PCPs to hospitalized patients and to identify the association between these visits, patient outcomes, and health services utilization.
	Adults hospitalized between 2008 to 2009
	Observational study: retrospective design
	
	HCP
	All-cause mortality; Readmission; 
Visits to primary care; ED visit; 
Patient care needs

	Burns 2014 
[28]
USA
N=423
	HOS->PCP Discharge
	HCP & patient outcome
	Case management at discharge
	To pilot-test the feasibility and preliminary effect of a community health worker intervention to reduce hospital readmissions.
	Adult patients with one or more risk factors for readmission
	Intervention study: RCT
	A community health worker facilitated the transitions from hospital to home and back to the primary care provider. Including: introductory visits with patients in the hospital; community health worker participation in the hospital discharge process; semi-structured community health worker outreach to elicit patient concerns; and liaison calls, as needed, to primary care nurses to assist in scheduling or to respond to patient concerns. 
	HCP
	Readmission; 
Visits to primary care; Admission and inpatient care use; 
ED visits; 
Number of contacts with case managers; HCP: barriers and facilitators

	Callen 2008
[29] 
Australia N=245
	HOS->PCP Discharge
	HCP outcome
	Discharge safety
	To study the hospital discharge summaries, which were either handwritten or electronic, of a population of inpatients, with regard to documentation of information required for ongoing care; and to compare the electronic with the handwritten summaries concerning documentation of this information.
	Discharge summaries (handwritten or electronic) of elderly patients hospitalised for at least two days. 
	Observational study: prospective design
	An electronic discharge summary system with training.
	HCP
	Quality and timeliness of discharge summary

	Callen 2009
[30] 
Australia 
N=1808
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To quantify and compare the medication transcription error rate from handwritten medications on manual discharge summaries to typed medications on electronic discharge summaries, and to examine the quality of medication documentation according to the level of medical training of the doctors who created the discharge summaries.
	Discharge summaries of elderly patients with polypharmacy discharged to private homes or a nursing home 
	Intervention study: before- after design
	An electronic discharge summary system. 
	HCP
	ADEs, medication errors and discrepancies

	Carter 2008 
[31]
USA 
Sample size calculation: N=1000
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication reconciliation
	To determine the effects of hospital pharmacists’ enhanced communication with patients and their community providers are described.
	Adult patients admitted 
with a diagnosis of hypertension, hyperlipidaemia,
heart failure, coronary artery disease, myocardial infarction, stroke, transient ischemic attack, asthma, chronic obstructive pulmonary disease, or diabetes or receives oral anticoagulation. 
	Intervention study: RCT
	A pharmacist case manager provided admission medication verification with the patients’ community pharmacists, medication teaching, and discharge counselling. 
	HCP & patient 
	ADEs, medication errors and discrepancies; Readmission; 
Visits to primary care; Admission and inpatient care use; Unscheduled hospital or PCP visit; 
ED visits; 
Costs; 
Guideline use; 
Patient adherence; Harm and adverse events

	Cavanaugh 2015 
[32]
USA 
N=124
	HOS->PCP Discharge
	Patient outcome
	Case management at discharge
	To compare the transitions of care, measured by hospital readmission rates and medication interventions, in a multidisciplinary team visit coordinated by a clinical pharmacist with those conducted by a physician-only team in a hospital follow-up program.
	Discharged patients  
	Observational study: retrospective design
	A multidisciplinary team visit coordinated by a pharmacist
in a hospital follow-up program.
	HCP 
	ADEs, medication errors and discrepancies; Medication alterations during transfer; Readmission; 
Patient adherence

	Chan 2015 [33]
USA
N=685
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To assess the effect of the support from hospitalization to home for elders intervention on the patient experience.
	Patients 55 years and older, admitted to the internal medicine, family medicine, cardiology, or neurology services and discharged home
	Intervention study: RCT
	Intervention participants received inpatient visits by a language-concordant study nurse and post-discharge phone calls from a language-concordant nurse practitioner to reinforce the care plan and to address acute complaints.
	HCP & patient 
	Patient- HCP communication; Patient care experiences; 
Patient knowledge; Implementation (number/ quality); Care transition measure (CTM) (Coleman et al.)

	Chevalier 2006
[34] 
Canada 
N=39
	HOS->PCP Discharge
	Climate & HCP outcome
	Medication safety at discharge 
	To measure nurses’ perceptions of patient safety, medication safety and current medication reconciliation practice at transition points in a patient’s hospital stay. This study provided baseline information on nurses’ perceptions of patient safety culture and medication safety at transition points in a patient’s hospital stay.
	Nursing staff in three general medicine units 
	Observational study: cross-sectional design
	 
	HCP 
	ADEs, medication errors and discrepancies; 
Patient safety culture; Questionnaires: related concepts and non-validated questionnaires

	Coleman 2004a
[35] 
USA 
N=1393
	HOS->PCP Discharge
	HCP & patient outcome
	Patient empowerment 
	To test whether an intervention designed to encourage older patients and their HCPs to assert a more active role during care transitions can reduce rehospitalisation rates.
	Community dwelling elderly patient
	Intervention study: non-randomized controlled trial
	A personal health record and a series of visits and telephone calls with a transition coach.
	HCP % patient 
	Admission and inpatient care use; 
ED visits; 
Patient care experiences 

	Coleman 2004b 
[36]
USA 
N=1404
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To describe patterns of post hospital care transitions; characterize these patterns as uncomplicated or complicated; identify those at greatest risk for complicated transitions.
	Elderly patients discharged from an acute care hospital 
	Observational study: cross-sectional design
	 
	HCP & patient 
	Number of transitions; 
Overall healthcare use; 
Patient care experiences; 
Patient satisfaction; Physical and psychosocial outcomes; Questionnaires: related concepts and non-validated questionnaires

	Coleman 2005
[37] 
USA 
N=375
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To determine the prevalence and contributing factors associated with post hospital medication discrepancies.
	Elderly, community dwelling adults admitted to the hospital 
	Observational: study prospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; Medication discrepancy tool (Smith et al.)

	Coleman 2006 
[38]
USA 
N=750
	HOS->PCP Discharge
	Patient outcome
	Case management at discharge and patient empowerment
	To tests whether this same intervention, designed to encourage older patients and their HCPs to assert a more active role in their care transitions, can reduce rates of rehospitalisation.
	Community dwelling, elderly patients admitted for a non-psychiatric condition
	Intervention study: RCT
	Tools for patients to promote cross-site communication and encouragement to take a more active role in their care and to assert their preferences and guidance from a “transition coach.”
	HCP
	Readmission

	Dalal 2014
[39] 
USA 
N=441
	HOS->PCP Discharge
	HCP outcome
	Post-discharge test continuity
	To evaluate the impact of our automated email notification system on physician awareness of a tests pending at discharge results and assess overall satisfaction with this strategy.
	Adult patients, discharged from general medicine or cardiology 
	Intervention study: RCT
	An email system that emailed the hospital and network PCP when a patient’s test was pending at discharge 
	HCP
	HCP awareness; 
HCP satisfaction and opinions

	Daley 2010 
[40]
USA 
Intervention N=89, Control N=375
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation
	To test the effect of a transitional heart failure programme.
	Patients with heart failure, who were admitted with a diagnosis of heart failure and are at high risk for readmission. 
	Intervention study: non-randomized controlled trial
	Health literacy screening, medication reconciliation upon hospital admission and discharge, communication of discharge medication to all healthcare providers, and a follow-up appointment with the patient’s cardiologist post-discharge
	HCP 
	All-cause mortality; Readmission; 
Length of hospital stay; 
Costs

	Dichmann Sorknaes 2016 [41]
Denmark
N=266
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To investigate the effect of one week of daily real-time telemedicine video consultations (teleconsultation) between hospital-based nurses specialized in respiratory diseases (telenurses) and patients with severe Chronic obstructive pulmonary disease  discharged in addition to conventional treatment compared to the effect of conventional treatment.
	Patients discharged after admission with acute exacerbation of chronic obstructive pulmonary disease
	Intervention study: RCT
	One week of daily real-time  telemedicine video consultations
(teleconsultation) between hospital-based nurses specialized in respiratory diseases (telenurses)
	HCP
	Readmission

	Donaho 2015 [42]
USA
N=114
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety
	To reduce 30-day readmission rates to the hospital.
	Patients recently admitted to the hospital with a
diagnosis of HF
	Observational study: prospective design
	Providing timely, protocol-driven
post-discharge evaluation and management, including a discharge plan, medication education and reconciliation, education on symptom recognition and reporting, and coordination of outpatient health care
resources. Care coordination services included communications with
the primary care provider, other specialist providers, and/or home health services.
	HCP 
	ADEs, medication errors and discrepancies; Readmission; 
Volume status; 
Costs

	Douglas 2013
[43] 
Canada 
N=47
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To determine whether two pre discharge functional measures were valid for predicting time to incident or harm after discharge.
	Elderly patients recruited from a geriatric rehabilitation unit and referred to occupational therapy and undergoing functional or cognitive assessment 
	Observational study: prospective design
	
	HCP & patient 
	Visits to primary care; Admission and inpatient care use; 
Harm and adverse events; 
Physical and psychosocial outcomes; Questionnaires: related concepts and non-validated questionnaires

	Dunn 2015
[44] 
USA 
N=797
	HOS->PCP Discharge
	HCP outcome
	Continuity of anticoagulant care (care chain)
	To develop a concise report to improve the timeliness of international normalized ratio (INR) testing and quality of warfarin management post hospitalization.
	Patients who were discharged on warfarin 
	Intervention study: before- after design
	Safe Transitions Anticoagulation Report (STAR), which contains essential information on anticoagulation and is embedded in the discharge summary. 
	HCP 
	Diagnostic test follow up; 
Specific disease-related outcomes; 
HCP satisfaction and opinions

	Dutton 2003 
[45]
UK 
N=1247
	PCP->HOS Admission
	Patient outcome
	Medication reconciliation
	To quantify prescribing errors to pre-admission medication in patients admitted to hospital. It also assesses the impact of a hospital pharmacies in identifying and correcting these errors
	Patients admitted to hospital
	Intervention study: before- after design
	Medication reconciliation
	HCP 
	ADEs, medication errors and discrepancies; 
Harm and adverse events

	Elliot 2012 
[46]
Australia N=428
	PCP<->HOS Admission and discharge
	HCP & patient outcome
	Medication reconciliation
	To test the impact of a hospital pharmacist-prepared interim residential care medication administration chart (IRCMAC) on medication administration errors and use of locum medical services after discharge from hospital to residential care.
	Patients discharged with medication changes 
	Intervention study: before- after design
	Medication reconciliation using software
	HCP 
	ADEs, medication errors and discrepancies; 
HCP satisfaction and opinions

	Ellit 2010 
[47]
Australia 
N=76
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To reconcile patients’ medicines and to classify drug related problems identified during medication review conducted after discharge from hospital.
	Patients discharged home from the cardiology unit
 with cardiac medication
	Observational study: retrospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; Questionnaires: related concepts and non-validated questionnaires

	Eskildsen 2011
[48] 
USA 
N=121
	HOS->PCP Discharge
	Climate & HCP outcome
	Education in transitional safety and skills
	To give medical students the fund of knowledge and skills to develop and implement a safe discharge plan.
	Fourth-year medical students 
	Intervention study: before- after design
	A care transitions curriculum: discussion of an online case highlighting care transitions issues; preparation of a discharge summary based on online templates; and a post-discharge phone call to one of their patients.
	HCP 
	Quality and timeliness of discharge summary; 
HCP knowledge; 
HCP satisfaction and opinions; 
HCP confidence and skills; 
HCP attitudes 

	Farris 2014 
[49]
USA 
N=945
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation
	To determine if a pharmacist case manager providing a faxed discharge medication care plan from a tertiary care institution to primary care could improve medication appropriateness and reduce adverse events, rehospitalisation and ED visits.
	Discharged patients 
	Intervention study: RCT
	Medication reconciliation on admission and discharge, patient education.
	HCP
	ADEs, medication errors and discrepancies; Readmission; 
Overall healthcare use;
Unscheduled hospital or PCP visit; 
ED visits; 
Harm and adverse events

	Fertig 1993 
[50]
UK 
N=31 practices
	PCP->HOS Referral
	Patient outcome
	Referral safety
	To determine the extent to which variation in rates of referral among GPs may be explained by inappropriate referrals and to estimate the effect of implementing referral guidelines.
	General practices in the UK
	Observational study: prospective design
	 
	HCP 
	Re-referrals and referral rate; 
Referral: timeliness and inappropriateness

	Flink 2015 
[51]
Sweden
N=76 medical records of 22 patients
	PCP<->HOS Overall continuity
	Climate & HCP outcome
	Continuity of care
	To explore patient handovers between primary and secondary care by assessing the levels of patient-centeredness of medical records used for communication between care settings and by assessing continuity of patient care.
	Adult patients with chronic diseases and/or polypharmacy
	Observational study: retrospective design
	 
	HCP
	Patient centeredness 

	Forster 2003 
[52]
Canada
 N=400
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To describe the incidence, severity, preventability, and “ameliorability” of adverse events affecting patients after discharge from the hospital and to develop  strategies for improving patient safety during this interval.
	Adult hospital patients
	Observational study: retrospective design
	 
	HCP & patient 
	Harm and adverse events

	Forster 2004 
[53]
Canada 
N=361
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To determine the risk, severity and type of adverse events after discharge from 2 campuses of a Canadian teaching hospital.
	Patients discharged home or to residential living from general internal medicine 
	Observational study: retrospective design
	 
	HCP & patient
	Harm and adverse events

	Forster 2005 
[54]
Canada 
N=400
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To describe the incidence of ADEs, preventable ADEs, and ameliorable ADEs occurring after hospital discharge and their associated risk factors.
	Patients discharged home from general internal medicine
	Observational study: retrospective design
	 
	HCP & patient
	ADEs, medication errors and discrepancies

	Forster 2007 
[55]
Canada 
N=408
	HOS->PCP Discharge
	Patient outcome
	Discharge safety from the ED
	To describe the types of adverse events in patients discharged home from an ED.
	Patients who were sent home directly from the ED
	Observational study: retrospective design
	 
	HCP & patient
	All-cause mortality; Readmission; 
ED visits; 
Harm and adverse events; 
Physical and psychosocial outcomes

	Foust 2011 
[56]
USA
N=198 hospital
discharge medical records, representing 162 patients
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To examine the rates and types of medication reconciliation problems among older adults hospitalized for acute episodes of heart failure who were discharged home.
	Adult patients hospitalized for acute episodes of heart failure who were discharged home
	Observational study: retrospective design
	 
	HCP 
	ADEs, medication errors and discrepancies

	Frydenberg 2012
[57] 
Norway 
N=30
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication reconciliation
	To explore whether such inadequate communication leads to errors in patients’ medication on admission, during hospital stay, and after discharge, and whether these errors were potentially harmful.
	Patients urgently admitted to the medical ward, and using three or more drugs
	Observational study: prospective design
	 
	HCP & patient
	ADEs, medication errors and discrepancies

	García-Molina Sáez 2016 [58]
Spain
N=321
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation
	To analyse the effectiveness of a computerized pharmaceutical intervention to reduce reconciliation errors at discharge in Spain.
	All patients admitted for at least 48 hours
	Intervention study: before after design
	Before patient discharge, the
pharmacist included the pre-admission medication in a computerized tool integrated into the electronic clinical history of the patient and designed to facilitate the task of medication  reconciliation/prescription, and adding recommendations for discharge.
	HCP
	ADEs, medication errors and discrepancies

	Gardella 2012
[59] 
USA 
N= 8586
	PCP<->HOS Admission and discharge
	HCP & patient outcome
	Medication safety and patient education of medication safety
	To produce an accurate preadmission medication list within 24 hours of admission, and to provide post-discharge education of complex patients by pharmacists
	Hospital patients 
	Intervention study: non-randomized controlled trial
	Medication reconciliation at discharge and communication of discharge medication to the next provider. The reconciliation team included a hospitalists, non-hospitalist physicians, pharmacists, nurses, and personnel from marketing, information technology, and administration. 
	HCP 
	ADEs, medication errors and discrepancies; Readmission; 
Drug-related hospital (re) admission; 
PCP follow up; 
ED visits; 
Harm and adverse events; 
Patient knowledge; Patients with Direct Phone Contact

	Gardner 2014
[60] 
USA 
N=1240
	HOS->PCP Discharge
	Patient & organisational outcome
	Cost effectiveness of care transition intervention
	To evaluate the cost avoidance associated with implementation of the Care Transitions Intervention (CTI).
	Patients with planned discharges home
	Intervention study: non-randomized controlled trial
	A patient-centred coaching intervention to empower individuals to better manage their health. It begins in-hospital and continues for 30 days post-discharge, including one home visit and one to two phone calls.
	HCP 
	Overall healthcare use; 
Costs

	Ghatnekar 2013 
[61]
Sweden N=NA
	PCP<->HOS Admission and discharge
	HCP & patient outcome
	Medication reconciliation
	To evaluate the cost effectiveness of a multidisciplinary team including a pharmacist for systematic medication review and reconciliation from admission to discharge at hospital among elderly patients (the Lund Integrated Medicines Management (LIMM)) in order to reduce drug-related readmissions and outpatient visits.
	Patients admitted to and discharged from hospital
	Cost effectiveness model
	Medication reconciliation by pharmacists at admission, during hospital stay, and after discharge including communication with the patient, and the primary and/or community care provider at discharge. 
	HCP
	ADEs, medication errors and discrepancies; 
Overall healthcare use; 
Costs

	Gilbert 2012 
[62]
Australia 
N=77
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To compare the number and clinical significance of medication errors and omission in discharge medicines information, and the timeliness of delivery of this information to community-based health practitioners, between the existing Hospital Discharge Summary (HDS) and a pharmacist prepared Medicines Information Transfer Fax (MITF).
	Patients at high risk of medication errors
	Observational study: prospective design
	 
	HCP 
	ADEs, medication errors and discrepancies

	Glintborg 2007
[63] 
Denmark N=200
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To estimate whether hospitals succeed in making accurate medication lists congruent with patients’ actual medication use. Subsequently, the authors evaluated where errors were introduced and the possible implications of incongruent medication lists.
	Patients scheduled for discharge (medical and surgical ward)
	Observational study: prospective design
	
	HCP & patient
	ADEs, medication errors and discrepancies

	Graumlich 2009a 
[64]
USA 
Physicians N=70, Patients: N=631
	HOS->PCP Discharge
	HCP & patient outcome
	Transitional communication
	To measure patient and physician perceptions after discharge with computerized physician order entry (CPOE) software.
	Hospital physicians and their patients discharged home
	Intervention study: RCT
	Discharge software facilitating communication at the time of hospital discharge to patients, retail pharmacists, and community physicians. 
	HCP & patient
	HCP satisfaction and opinions; Interprofessional collaboration and communication; Patient care experiences;
Patient satisfaction; B-prepared (Graumlich et al.); Physician prepared (Graumlich et al.); Questionnaires: related concepts and non-validated questionnaires

	Graumlich 2009b 
[65]
USA Physicians N=69, Patients: N=631
	HOS->PCP Discharge
	Patient outcome
	Transitional communication
	To measure effects of a discharge software application of computerized physician order entry (CPOE).
	Hospital physicians and their patients discharged home 
	Intervention study: RCT
	Discharge software facilitating communication at the time of hospital discharge to patients, retail pharmacists, and community physicians.
	Patient 
	Readmission;
ED visits; 
Harm and adverse events

	Gray 2008 
[66]
UK 
N=86
	HOS->PCP Discharge
	HCP outcome
	Medication reconciliation
	To investigate the effect of sharing information about patients’ medication between the hospital and practice-based primary care pharmacists. It also sought to assess whether this led to improved
implementation of treatment plans after discharge from hospital and could be integrated into the current workload of the practice-based pharmacists.
	Discharged elderly patients 
	Intervention study: before- after design
	Information sharing about patients’ medication between hospital and primary care pharmacists.
	HCP
	Quality and timeliness of discharge summary

	Grimes 2008 
[67]
Ireland 
N=139
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To investigate the quality and consistency of medication details generated for such transfer from an Irish teaching hospital.
	Adult cardiology patients admitted to hospital
	Observational study: prospective design
	 
	HCP
	ADEs, medication errors and discrepancies

	Grimes 2011 
[68]
Ireland N=1200
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To investigate the factors contributing to medication reconciliation on discharge, and identify the prevalence of non-reconciliation.
	Adult patients discharged and prescribed
at least one medicine
	Observational study: retrospective design
	 
	HCP
	ADEs, medication errors and discrepancies; 
Quality and timeliness of discharge summary; Interprofessional collaboration and communication

	Hamar 2016 [69]
USA
Intervention N=560, Control N=3340
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To evaluate the Care Transition Solution as means to improve quality through reduction of preventable hospital readmissions among patients with readmission-sensitive conditions subject to penalties imposed by the Affordable Care Act.
	Admitted patients with readmission-sensitive conditions
	Observational study: retrospective design
	A nurse transition coach assessing risks at discharge, reconciliation of medications, a patient-oriented Care Transition Record, with documented discharge plan; coordination of medical providers and service agencies for post-discharge patient care; and a post-discharge telephonic follow-up
	HCP 
	Readmission

	Hanlon 2006
[70] 
USA 
N=808
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To examine the incidence and predictors of all and preventable ADEs in frail elderly persons after hospital discharge, a highly vulnerable but rarely studied population.
	Frail elderly persons discharged home. 
	Observational study: retrospective design
	 
	HCP
	ADEs, medication errors and discrepancies; 
Harm and adverse events

	Hansen 2013 
[71]
USA
Patient N=NR
Hospitals: Intervention N=11, Control=19
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To determine the effect of Project BOOST (Better Outcomes for Older adults through Safe Transitions) on rehospitalisation rates and length of stay.
	All patients admitted to a clinical acute-care unit of 11 hospitals
	Intervention study: non-randomized controlled trial
	Hospitals receive expert mentoring and peer support to aid in improving the care of patients as they transition from hospital to home including map ping current processes and creating and implement action plans for organizational change. 
	HCP 
	Readmission; 
Length of hospital stay; 
Implementation (number/ quality)

	Hastings 2011 
[72]
USA 
N=92
	HOS->PCP Discharge
	Patient outcome
	Discharge safety from ED
	To describe older patients’ understanding of ED discharge information and to explore the relationship between understanding of ED discharge information and adverse outcomes.
	Patients 65 years and older discharged home from the ED
	Observational study: prospective design
	 
	Patient 
	All-cause mortality; Readmission; 
ED visits; 
Harm and adverse events; 
Physical and psychosocial outcomes; 
Patient knowledge 

	Hawes 2013 
[73]
USA 
N=61
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To evaluate the impact of a transitional care clinic visit conducted by a pharmacist
compared with usual care on the resolution of medication discrepancies and incidence of rehospitalisation’s and ED visits.
	Admitted patients with risk factors for rehospitalisation who also received primary care
	Intervention study: RCT
	A care transitions clinic visit with a clinical pharmacist approximately 72 hours post-discharge, and prior to the post hospitalization PCP visit, including a complete medication history, identifying and resolving medication discrepancies, creating a current medication list for both the medical record and the patient, and counselling on appropriate medication use. 
	HCP 
	ADEs, medication errors and discrepancies; Readmission; 
ED visits

	Hazen 2015 
[74]
the Netherlands 
Sample size calculation: 2850 per arm (three arms)
	PCP<->HOS Overall continuity
	Patient outcome
	Medication safety
	To evaluate the effect of integration of a non-dispensing pharmacist in general practice on the safety of pharmacotherapy in the Netherlands.
	Elderly patients with multimorbidity and polypharmacy
	Intervention study: non-randomized controlled trial
	An assessment by a pharmacist of the patient’s drug-related needs, a care plan to meet the specific needs of the patient, and a follow-up evaluation to determine the impact of the decisions made and actions taken.
	HCP 
	ADEs, medication errors and discrepancies; 
Drug-related hospital (re) admission; 
Costs

	Hellstrom 2012 
[75]
Sweden 
N=670
	PCP->HOS Admission
	Patient outcome
	Medication safety at admittance
	To describe the frequency, type and predictors of errors in medication history, and to evaluate the extent to which standard care corrects these errors.
	All patients admitted to two internal medicine wards
	Observational study: prospective design
	Clinical pharmacists conducted
medication reconciliations 
	HCP
	ADEs, medication errors and discrepancies

	Heyworth 2013
[76] 
USA 
N=60
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation
	To pilot test a medication reconciliation tool delivered via a web portal to improve medication safety among patients recently discharged from hospital.
	Hospitalized (adult) veteran patients 
	Observational study: prospective design
	Medication reconciliation by a multidisciplinary team, including physicians, a pharmacist and a nurse informaticist using interactive software so that patients could perform medication reconciliation independently at home 
	HCP 
	ADEs, medication errors and discrepancies; 
Patient care experiences;
Harm and adverse events

	Hohmann 2014 
[77]
Germany Patient N= 310
PCP N= 111
	HOS->PCP Discharge
	HCP & patient outcome
	Medication safety at discharge
	To develop a structured medication report as part of the discharge letter, to evaluate the impact of the medication report in ischaemic stroke patients and to identify the most important issues in the transitional care process of stroke patients.
	Adult patients with either a diagnosis of transient ischaemic attack or ischaemic stroke taking two or more drugs during hospital stay and at discharge
	Intervention study: before- after design
	Medication reconciliation during hospital stay and a structured medication report created by a pharmacist, as part of the discharge letter. 
	HCP 
	Quality and timeliness of discharge summary; 
HCP satisfaction and opinions; 
Patient adherence

	Holland 2011 
[78]
USA 
N=371
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety and experience
	To report how we evaluated a change in DP practice from the perspective of recently discharged patients.
	Adult patients recently discharged from a medical or surgical nursing unit 
	Intervention study: non-randomized controlled trial
	Discharge planning decision support tool. 
	Patient
	Patient care experiences; 
Patient knowledge; 
Care transition measure (CTM) (Coleman et al.)

	Horwitz 2013 
[79]
USA 
N=377
	HOS->PCP Discharge
	HCP outcome
	Quality of discharge letter
	To conduct a comprehensive quality assessment
of discharge summaries.
	Patients discharged home after hospitalization for acute coronary syndrome, heart failure, or pneumonia.
	Observational study: retrospective design
	 
	HCP 
	Quality and timeliness of discharge summary; Questionnaires: related concepts and non-validated questionnaires

	Hu 2012 
[80]
USA 
N=82
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To examine, in older Chinese Americans, the prevalence of both potential inappropriate medications (PIMs) and medication discrepancies (MDs); the relationship between PIMs and MDs; and the patient and hospitalization characteristics associated with them during care transitions from hospital discharge to home care. 
	Elderly Chinese Americans receiving home after hospital discharge and taking at least one prescribed medication at hospital discharge.
	Observational study: prospective design
	 
	HCP & patient
	ADEs, medication errors and discrepancies; Questionnaires: related concepts and non-validated questionnaires

	Huynh 2016 [81]
UK
N=142
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation
	To investigate the incidence, nature and potential clinical severity of medication discrepancies at the point of hospital discharge in a paediatric setting.
	Paediatric patients discharged from hospital
	Observational study: prospective design
	
	HCP 
	ADEs, medication errors and discrepancies

	Jack 2009
[82] 
USA 
N=749
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To test the effects of an intervention designed to minimize hospital utilization after discharge.
	English-speaking hospitalized adults
	Intervention study: RCT
	A nurse discharge advocate to arrange follow-up appointments, confirm medication reconciliation, and conduct patient education and a medication review post-discharge by a clinical pharmacist.
	HCP & patient
	Readmission; 
Overall healthcare use; 
PCP follow up; 
ED visits; 
Physical and psychosocial outcomes; 
Patient knowledge 

	Julian 2007 
[83]
UK 
N=193
	PCP->HOS Referral
	Patient outcome
	Continuity of care and referral safety
	To examine the outcomes of an integrated model that lends weight to GP-led evidence based care.
	Women with menstrual disorders
	Intervention study: non-randomized controlled trial
	Facilitate patients’ access to diagnostic and therapeutic facilities within secondary care, by shared evidence based guidelines for the management of patients in both primary and secondary care, which determined timing for investigations and surgical treatment. 
	HCP & patient
	Overall healthcare use; 
Patient care experiences; 
Physical and psychosocial outcomes

	Kanaan 2013 
[84]
USA 
N=1000
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To characterize ADEs occurring within the high-risk 45-day period after hospitalization in older adults.
	Elderly hospitalized patients discharged home.
	Observational study: retrospective design
	 
	HCP
	ADEs, medication errors and discrepancies; 
Harm and adverse events

	Kantelhardt 2016 [85]
Germany
Control N=149, Intervention N=163
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication reconciliation
	To investigate medication-related errors in spinal instrumentation patients and apply current medication reconciliation strategies.
	All patients 18 years and older, who underwent spinal instrumentation
	Intervention study: before- after design
	A medication list at admission and which was stopped before surgery, and discharge, to remind the discharging physician of home medication. A special focus was on anticoagulants
	HCP 
	ADEs, medication errors and discrepancies; 
Patient adherence

	Karapinar-Carkit 2010 
[86]
The Netherlands 
Sample size calculation N= 360 patients per group 
	HOS->PCP Discharge
	HCP, patient & organisational outcome
	Discharge safety
	To determine the effect of the COACH program (Continuity Of Appropriate pharmacotherapy, patient Counselling and information transfer in Healthcare) on readmission rates in patients discharged from the internal medicine department.
	Patients admitted to an internal medicine ward with at least one prescribed drug intended for chronic use 
	Intervention study: before- after design
	Medication reconciliation, patient counselling and communication between the hospital and primary care healthcare providers.
	HCP & patient
	ADEs, medication errors and discrepancies; Readmission; 
Costs; 
HCP satisfaction and opinions; 
Patient adherence; Patient satisfaction; Physical and psychosocial outcomes

	Keers 2015 [87]
UK
N=274
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To investigate the quality and safety of discharge prescriptions written at mental health hospitals.
	Patients admitted to acute adult and later
life inpatient wards
	Observational study:  prospective design
	
	HCP 
	ADEs, medication errors and discrepancies; 
Quality and timeliness of discharge summary

	Kennedy 2014 USA 
[88]
Sites N=7 Pharmacists N=8 
	PCP<->HOS Overall continuity
	HCP & organisational outcome
	Medication reconciliation
	To determine the impact of integrating pharmacists into patient-centred medical homes, with a focus on population management.
	Primary care patients 
	Observational study:  prospective design
	A pharmacist in the primary care practice providing direct patient care, educating prescribers, and using an approach to identify population-based opportunities to improve prescribing.
	HCP
	ADEs, medication errors and discrepancies; 
Costs

	Kind 2012 
[89]
USA 
N= 708
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To provide a detailed outline of the program’s clinical protocols and feasibility and an assessment of its impact on thirty-day rehospitalisation. 
	Elderly, community-dwelling veterans at high risk of poor posthospital outcomes, hospitalized on medical or surgical wards and discharged home
	Intervention study: before- after design
	A registered nurse case manager to coordinate the veteran’s transitional care through active participation in inpatient multidisciplinary discharge rounds, a single brief
protocol-driven inpatient encounter, and one to four protocol-driven post hospital telephone calls with the veteran and, if available, the veteran’s hcp.
	Patient 
	ADEs, medication errors and discrepancies; Readmission

	King 2008 
[90]
USA 
N=46
	HOS->PCP Discharge
	Patient & organisational outcome
	Discharge safety
	To determine if implementation of a nurse-driven discharge planning protocol for patients undergoing cardiac implant would result in improved organizational efficiencies, higher medication reconciliation rates, and higher patient satisfaction scores.
	Patients scheduled for a cardiac implant procedure
	Intervention study: RCT
	A physical assessment, review of the post procedure chest radiograph, and examination of the cardiac implant device function by an intervention nurse. The intervention nurse also provided patient education, discharge instructions, and conducted medication reconciliation and conducted a scripted follow-up phone call to answer questions and monitor for post procedure complications. 
	HCP & patient
	ADEs, medication errors and discrepancies; Length of hospital stay; 
Costs; 
Patient satisfaction; Physical and psychosocial outcomes; Questionnaires: related concepts and non-validated questionnaires

	Knez 2011
[91] 
Slovenia N=101
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication reconciliation
	To evaluate the need for medication reconciliation.
	Adult patients with at least one drug discharged from hospital
	Observational study: prospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; Questionnaires: related concepts and non-validated questionnaires

	Koehler 2009 
[92]
USA 
N=41
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety
	To assess the impact of a supplemental care bundle targeting high-risk elderly inpatients implemented by hospital-based staff compared to usual care on a composite outcome of hospital readmission and/or ED visitation at 30 and 60 days following discharge.
	Elderly medical inpatients predisposed to unplanned readmission or post-discharge ED visitation 
	Intervention study: RCT
	A multicomponent intervention following hospital discharge by a care coordinator and clinical pharmacist including: education, identifying discharge barriers, medication reconciliation at admittance and discharge, personal health record, fax with information to PCP and follow up phone call after discharge. 
	HCP 
	ADEs, medication errors and discrepancies; Readmission;
Length of hospital stay; 
ED visits; 
Physical and psychosocial outcomes

	Lai 2008 
[93]
USA 
N=79
	HOS->PCP Discharge
	Initiatives & HCP outcome
	Discharge safety
	To determine whether a discharge curriculum would improve students’ attitudes and self-assessed skills in interdisciplinary collaboration and transitional care for chronically ill patients.
	Third-year medical students and fourth-year pharmacy students 
	Intervention study: before- after design
	An interdisciplinary curriculum on transitional care including a post-discharge visit to a patient
	HCP 
	HCP: satisfaction and opinions; 
confidence and skills; 
attitudes 

	Lalonde 2008
[94] 
Canada 
N=83
	HOS->PCP Discharge
	HCP & patient outcome
	Medication reconciliation 
	To assess the effect of a medication discharge plan (MDP) on the rate of medication discrepancies between hospital and outpatient settings.
	Adult patients, discharged from a geriatric, family medicine, or psychiatric ward with at least two pharmacotherapeutic changes
	Intervention study: RCT
	A medication discharge plan containing medication at admittance, mutations and medication at discharge. 
	HCP & patient
	ADEs, medication errors and discrepancies

	Lassere 2015
[95] 
USA 
Sample size calculation: N=792
	PCP<->HOS Overall continuity
	Patient outcome
	Continuity of care
	To assess the acceptability and long-term clinical outcomes of an electronic and paper patient-held portable health files (PHF). 
	Community-dwelling patients, 60 years or older,
who have two or more chronic medical conditions that require prescription medication and regular care by at least three medical practitioners (general and specialist care)
	Intervention study: RCT
	A patient-held portable health file
	HCP & patient
	ADEs, medication errors and discrepancies; 
All-cause mortality; Overall healthcare use; 
Admission and inpatient care use; 
Unscheduled hospital or PCP visit; 
Redundant diagnostic testing; 
Patient adherence; Harm and adverse events; 
Physical and psychosocial outcomes; 
Feasibility intervention/ user friendliness

	Lee 2009 
[96]
USA 
N=241
	HOS->PCP Discharge
	Patient outcome
	Medication safety; analgesics
	To describe the epidemiology of controlled substance prescription errors by physicians-in-training for children being discharged from the hospital.
	Discharged paediatric patients
	Observational study: prospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; 
Harm and adverse events; 
Questionnaires: related concepts and non-validated questionnaires

	Lesselroth 2009
[97] 
USA 
N=111
	PCP->HOS Outpatient clinic visit 
	HCP & patient outcome
	Medication reconciliation
	To describes how we developed and implemented a process for patients in the waiting room to use kiosk technology in providing their own medication histories.
	Patients of a chemotherapy administration unit
	Observational study: prospective design
	Automated patient history intake device using reconciliation software program accessed by the patient using a computer terminal kiosk located in the clinic lobby. 
	HCP & patient
	ADEs, medication errors and discrepancies; Productivity; 
Patient- HCP communication

	Lindpaintner 
2013 
[98]
Switzerland 
N=60
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety
	To improve patient outcomes following hospital discharge and on reducing barriers to continuity and provider efficiency.
	Patients at high risk for adverse events
	Intervention study: RCT
	An individualized discharge plan was formulated by a nurse case manager in collaboration with the physician team (multicomponent: pt education on self-management, fax with information to PCP, evaluating telephone call within 24 hours of discharge, availability for questions, home visit).
	HCP & patient
	ADEs, medication errors and discrepancies; All-cause mortality; Readmission; 
PCP follow up; 
ED visits; 
Quality and timeliness of discharge summary; Costs; 
HCP satisfaction and opinions; 
Patient satisfaction; Physical and psychosocial outcomes; 
Caregiver burden

	Lindquist 2013
[99] 
USA 
N=114
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To determine whether PCP contact with patients at hospital discharge impacts the frequency of medication discrepancies at 24 hours post-discharge.
	Community dwelling adults, admitted to acute medicine services on at least 5 medications
	Intervention study: before- after design
	When the patient was nearing discharge from the hospital, hospitalists were asked to phone the PCP to discuss the patient’s discharge plan and facilitate clinical handoffs to the outpatient setting. Primary care providers were asked to speak with treating hospitalists and contact patients within 24 hours of hospital discharge to discuss any hospital medication changes. 
	Patient 
	ADEs, medication errors and discrepancies; 
PCP follow up

	Lingaratnam 
2012 
[100]
Australia
Control N=223, intervention N= 348
	HOS->PCP Discharge
	Initiatives, HCP & patient outcomes
	Medication reconciliation
	To design and test the effectiveness of a consumer–healthcare professional partnership model towards effective medication reconciliation.
	Patients admitted to a surgical ward (intervention), and an oncology ward (control) 
	Intervention study: non-randomized controlled trial
	Medication reconciliation including education of the patient, a medication list from the pharmacist at discharge, telephone call after patient discharge. 
	HCP & patient
	ADEs, medication errors and discrepancies; 
Patient satisfaction; Harm and adverse events; 
Patient knowledge; Patient empowerment 

	Linsky 2012
[101] 
USA 
N=106
	PCP<->HOS All transitions
	Patient outcome
	Medication reconciliation
	To determine the prevalence of discrepancies within a national healthcare system with electronic health records –pharmacy linkage to characterise the medications involved and to identify factors associated with discrepancies.
	Patients from ambulatory care clinics (including Primary Care, Rheumatology and Heart Failure clinics)
	Observational study: retrospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; Questionnaires: related concepts and non-validated questionnaires

	Manning 2007
[102] 
USA 
N=138
	HOS->PCP Discharge
	HCP & patient outcome
	Medication reconciliation
	To establish of in terms of patient satisfaction, understanding and safety, 3D is better than the Medication Discharge Worksheet (MDW), (3D=custom software enabling semi-automatic 3D form generation)
	Adult patients, with more than three discharge medications, and returning home 
	Intervention study: RCT
	Custom software creating an automatic medication form at discharge 
	Patient
	ADEs, medication errors and discrepancies; 
Harm and adverse events; 
Patient knowledge 

	Martinussen 
2013 
[103]
Norway N=1298
	PCP->HOS Referral
	Climate & HCP outcome
	Referral quality
	To investigate how hospital physicians view the general quality of patient referrals received from GPs, and the extent to which insufficient information in referrals and inappropriate referrals is considered a problem for cooperation with GPs.
	Publicly employed hospital physicians 
	Observational study: cross-sectional design
	 
	HCP 
	HCP satisfaction and opinions; Interprofessional collaboration and communication

	Maslove 2009 
[104]
Canada 
PCP N=119, 
Patients N=209, Housestaff N=12
	HOS->PCP Discharge
	HCP outcome
	Discharge safety
	To assess PCP satisfaction with an electronic discharge summary (EDS) program as compared to conventional dictated discharge summaries.
	Patients discharged home from General Internal Medicine department 
	Intervention study: RCT
	An electronic discharge summary to improve the quality of a discharge summary including preadmission information, hospital course, and discharge and follow-up plans. 
	HCP
	Readmission; 
ED visits; 
Diagnostic test follow up; 
Quality and timeliness of discharge summary; 
HCP satisfaction and opinions; 
Patient adherence; Patient care experience; 
Patient knowledge; 
Care transition measure (CTM) (Coleman et al.)

	Mazor 2016 [105]
USA
N=297
	PCP->HOS referral
	HCP outcome
	Timely referral
	To examine the extent to which primary care practitioners' perceptions of event-level, physician-level and organisation-level factors influence a physician's intent to disclose a medical error in stressful situations.
	PCPs from an integrated healthcare delivery systems
	Observational study: cross-sectional design
	
	HCP 
	Patient-HCP communication; Referral: timeliness and inappropriateness

	McCormick 2015 [106]
USA
N=220
	HOS->PCP Discharge
	Patient outcome
	Home care after discharge (tracheostomy)
	To report patient/family experiences and outcomes after tracheostomy.
	Parents of children with a tracheostomy tube but also adolescents and adults with a tracheostomy tube themselves
	Observational study: cross-sectional design
	
	Patient 
	Overall healthcare use; 
Patient care experiences; 
Harm and adverse events; 
Patient knowledge

	McMillan 2006
[107] 
New zealand N=200
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To audit discharge summaries at Auckland Hospital to determine the frequency and nature of any medication errors. We have attempted to identify factors that contribute to these errors.
	Patients discharged from hospital
	Observational study: retrospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; 
Quality and timeliness of discharge summary

	McMillan 2013
[108] 
USA 
N=120
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication reconciliation
	To evaluate communication and medication discrepancies on admission and discharge between PCPs without admitting privileges and hospitalist physicians.
	All patients admitted from primary care practices
	Observational study: retrospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; Referral: timeliness and inappropriateness

	Meran 2010
[109] 
UK 
N=88
	HOS->PCP Discharge from oupatient clinic
	HCP & patient outcome
	Safety of substitution/ discharge to PCP
	To determine if patients discharged from nephrology clinic were appropriately discharged and adequately monitored in primary care. In addition, we prospectively follow-up the discharged patients’ renal parameters and determine whether they were appropriately re-referred to nephrology services.
	All patients discharged from a renal outpatient clinic 
	Observational study: prospective design
	A renal patient care pathway.
	HCP 
	All-cause mortality; Re-referrals and referral rate; 
Specific disease-related outcomes

	Mesteig 2010 
[110]
Norway 
N=131
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To describe unwanted incidents registered by the ambulatory team among patients discharged from a geriatric evaluation and management unit (GEMU) by character, frequency and stage in the transitional process. Only unwanted incidents with a severity making contact with the primary health care necessary were registered. 
	All patients planned to be discharged from a geriatric evaluation and management unit to their homes 
	Observational study: prospective design
	An ambulatory team as part of the geriatric evaluation and management unit to improve the transitional process from hospital to the patients' homes. 
	HCP & patient
	ADEs, medication errors and discrepancies; Quality and timeliness of discharge summary; Harm and adverse events

	Meyers 2014 
[111]
USA 
Sample size calculation: N=3000
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To enhance understanding of how health literacy and other patient factors affect the quality of care transitions and outcomes after hospitalization.
	Adult patients hospitalized with acute coronary syndromes or acute decompensated heart failure
	Observational study: prospective design
	 
	HCP & patient
	All-cause mortality; Readmission; 
Overall healthcare use; 
ED visits; 
Physical and psychosocial outcomes

	Mishra 2009 
[112]
Nepal 
N=130
	HOS->PCP Discharge
	HCP outcome
	Quality of discharge letter
	The study aims to assess the adequacy of medical records in Bir Hospital, a central hospital.
	Patients admitted to a Liver Unit of a central tertiary care hospital
	Observational study: cross-sectional design
	 
	HCP
	Quality and timeliness of discharge summary

	Misky 2010
[113] 
USA 
N=65
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To evaluate characteristics and outcomes of discharged patients lacking timely PCP follow-up, defined as within 4 weeks of discharge.
	Adult patients admitted to internal medicine
	Observational study: prospective design
	 
	Patient 
	Readmission; PCP follow up; 
Length of hospital stay; 
ED visits

	Moore 2003 
[114]
USA 
N=86
	HOS->PCP Discharge
	Patient outcome
	Discharge safety and medication safety at discharge
	To determine the prevalence of medical errors related to the discontinuity of care from an inpatient to an outpatient setting, and to determine if there is an association between these medical errors and adverse outcomes. 
	Patients discharges who had subsequent visit with an outpatient primary care provider within 2 months of discharge
	Observational study: retrospective design
	 
	HCP
	ADEs, medication errors and discrepancies; Readmission; 
Diagnostic test follow up

	Moore 2011 
[115]
UK 
N=377
	PCP<->HOS Admission and discharge
	Initiatives & patient outcome
	Medication reconciliation
	To evaluate the use of a shared electronic primary health care record (EHR) to assist with medicines reconciliation in the hospital from admission to discharge.
	Patients admitted to the elderly care admissions ward
	Observational study: prospective design
	Medication reconciliation using a shared electronic primary health record
	HCP
	ADEs, medication errors and discrepancies; 
Harm and adverse events

	Moyer 2014 
[116]
USA 
N=229
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety and experience
	To test whether a multifaceted intervention that included a health coach to assist families and an enhanced personal health record to improve the quality of information available to parents and community professionals would decrease adverse events and improve family assessment of the transition.
	The families of all newborn infants admitted for at least 2 weeks to a newborn center, also registered with a primary care provider 
	Intervention study: non-randomized controlled trial
	A transition coach and a personal health record. 
	HCP & patient
	All-cause mortality; Readmission; 
Patient adherence; Patient care experiences; 
Patient knowledge; Caregiver burden; Caregiver satisfaction; 
Care transition measure (CTM) (Coleman et al.)

	Murphy 2009
[117] 
USA 
N=760
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication reconciliation
	To implement a comprehensive medication reconciliation program to reduce errors in admission and discharge medication orders at an academic medical centre is described.
	Every inpatient admitted to hospital
	Observational study: prospective design
	Medication reconciliation by a pharmacist at admission and discharge: a discharge medication report was developed for patients to take home.
	HCP 
	ADEs, medication errors and discrepancies

	Musgrave 2013
[118] 
USA 
N=192
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation at discharge
	To critically evaluate the discharge process for solid-organ transplant recipients in order to determine if a transplant pharmacists’ formalized involvement with the discharge medication reconciliation process would improve medication safety by decreasing the rate and severity of medication errors.
	Patients discharged from an abdominal transplant surgery service
	Intervention study: non-randomized controlled trial (historical control)
	Medication reconciliation verified by a transplant pharmacist. 
	HCP
	ADEs, medication errors and discrepancies

	Nana 2012 
[119]
USA 
N=102
	PCP<->HOS Admission and discharge
	Patient, initiatives & HCP outcome
	Medication reconciliation
	To describe the initiation of a medication reconciliation program and other pharmacy services in the ED of a community and to address errors and inconsistencies in ED admission and discharge medication reconciliations.
	ED patients
	Observational study: prospective design
	An ED pharmacist performing admission medication, entering ED pharmacy orders, facilitating medication delivery, and providing drug information
	HCP 
	ADEs, medication errors and discrepancies; 
HCP satisfaction and opinions

	Naylor 1990
[120] 
USA 
N=40
	HOS->PCP Discharge
	Patients & organisational outcome
	Discharge safety
	To examine the effects of a comprehensive discharge planning protocol implemented by a gerontological nurse specialist as compared to the hospital's general discharge planning procedure.
	Community-dwelling hospitalized elders, admitted to a medical or surgical unit 
	Intervention study: RCT
	A discharge planning protocol including: assessment of unique needs of elderly patients which were communicated to their primary nurses and documented, validation of patients and healthcare professionals understanding, two visits during hospitalization, possibility of contact and two telephone-contacts post-discharge.
	HCP
	Readmission; 
Length of hospital stay; Specific disease-related outcomes; Costs

	Naylor 1994 
[121]
USA 
Patients N=276, HCP N=125
	HOS->PCP Discharge
	Patient & organisational outcome
	Discharge safety
	To study the effects of a comprehensive discharge planning protocol, designed specifically for the elderly and implemented by nurse specialists, on patient and HCP outcomes and cost of care.
	Hospitalised patients, 70 years and older
	Intervention study: RCT
	A comprehensive discharge planning and home follow-up protocol designed specifically for elders at high risk for poor post-discharge outcomes
	HCP 
	Readmission; 
Length of hospital stay; 
Costs

	Naylor 1999a
[122] 
USA 
N=363
	HOS->PCP Discharge
	Patient & organisational outcome
	Discharge safety
	To examine the effectiveness of an advances practice nurses-centred comprehensive discharge planning and home follow-up protocol for elders hospitalized. 
	Elderly patients at risk for readmissions
	Intervention study: RCT
	Comprehensive discharge planning and home follow-up protocol designed for elders at risk for poor outcomes after discharge and implemented by advanced practice nurses.
	HCP & patient
	Readmission; ED visits; Costs; 
Patient satisfaction; Physical and psychosocial outcomes

	Naylor 1999b 
[123]
USA 
N=202
	HOS->PCP Discharge 
	Patient outcome
	Discharge safety
	To examine the effectiveness of a discharge planning and home follow-up management program for elders hospitalized with common medical and surgical cardiac conditions.
	Community-dwelling, elderly patients, admitted with heart failure, angina, myocardial infarction, coronary artery bypass graft surgery, or cardiac valve replacement
	Intervention study: RCT
	A comprehensive discharge planning and home follow-up protocol designed specifically for elders at high risk for poor post-discharge outcomes.
	HCP
	Readmission; 
Physical and psychosocial outcomes

	Naylor 2004 
[124]
USA 
N=239
	HOS->PCP Discharge
	Patient &organisational outcome
	Discharge safety
	To examine the effectiveness of a transitional
care intervention delivered by advanced practice nurses to elders hospitalized with heart failure.
	Elderly patients hospitalized with heart failure
	Intervention study: RCT
	A 3-month discharge planning and home follow-up protocol by advanced practice nurses.
	HCP & patient
	All-cause mortality; Readmission; 
Overall healthcare use; 
Costs; 
Patient satisfaction; Physical and psychosocial outcomes

	Naylor 2011 
[125]
USA 
N=172
	HOS->PCP Discharge
	Patients, HCP & organisational outcome
	Discharge safety
	To evaluate the impact of translating into a large US health plan, the Transitional Care Model (TCM), an evidence-based approach to address the needs of chronically ill older adults throughout acute episodes of illness.
	Chronically ill older adults throughout acute episodes of illness
	Intervention study: before- after design
	An advanced practice nurse comprehensive in-hospital planning and home follow-up.
	HCP & patient
	Overall healthcare use; 
Costs; 
HCP satisfaction and opinions; 
Patient satisfaction; Physical and psychosocial outcomes

	Nuñez 2006 
[126]
Spain 
N=500
	HOS->PCP Discharge
	Patient outcome
	Discharge safety from ED
	The causes of unscheduled returns to the ED within 72 hours of discharge are unclear. A study was undertaken to identify factors associated with this quality care indicator.
	Patients over 14 years, presenting to the ED 
	Observational study: retrospective design
	 
	HCP
	ADEs, medication errors and discrepancies; Readmission; 
PCP follow up; 
ED visits

	Nuno-Solinis 2013 
[127]
Spain 
N=146
	PCP<->HOS Overall continuity
	Climate & HCP outcome
	Interprofessional cooperation
	To assess the change in the degree of interprofessional collaboration across two different levels of care, before and after the establishment of the Bidasoa Integrated Healthcare Organisation, based on the perceptions of two groups of health professionals (doctors and nurses).
	Clinical professionals at different levels of
care
	Intervention study: before- after design
	Organisational integration of the clinical processes between different care levels.
	HCP 
	Interprofessional collaboration and communication; Collaboration questionnaire (Nuno Solinis et al.)

	Okoniewska 
2012 
[128]
Canada Sample size calculation: N= 1400
	HOS->PCP Discharge
	Patient & organisational outcome
	Discharge safety/ communication at discharge
	To examine whether a transfer-of-care communication tool is efficacious and cost-effective for reducing hospital readmission, adverse events and ADEs as well as reducing death.
	Adult, community-dwelling patients admitted to hospital
	Intervention study: RCT
	Patient’s discharge summaries generated by a computer-enabled communication tool providing a standardized template for communicating all relevant clinical information on patients who are leaving hospital, is immediately available at time of leaving and is accessible through the web by community-based providers (family physicians, specialists, home care nurses, and community pharmacists).
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs; 
Harm and adverse events; 
Physical and psychosocial outcomes

	Ong 2016 [129]
USA
Intervention N=715, Control N=722
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To evaluate the effectiveness of a care transition intervention using remote patient monitoring in reducing 180-day all-cause readmissions among a broad population of older adults hospitalized with heart failure.
	Older adults hospitalized with heart failure
	Intervention study: RCT
	The intervention combined health coaching telephone calls and telemonitoring. Telemonitoring used electronic equipment that collected daily information about blood pressure, heart rate, symptoms, and weight. Centralized registered nurses
conducted telemonitoring reviews, protocolized actions, and telephone calls.
	HCP & patient
	All-cause mortality; Readmission; 
Physical and psychosocial outcomes

	Ouchida 2009
[130] 
USA 
N=103
	HOS->PCP Discharge
	Climate & HCP outcome
	Transitional care 
	To assess the effect of a new curriculum on transitional care on participants’ knowledge, attitudes, and self-reported behaviours in these domains.
	Third-year medical students completing their required internal medicine rotations 
	Intervention study: before- after design
	A new curriculum emphasizing transitional care, functional assessment, interdisciplinary team, community resources, and reimbursement. The curriculum consists of two 90-minute sessions that incorporate interdisciplinary lectures, an educational digital video disc (DVD), small-group discussion, and a team-based learning exercise.
	HCP
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Parrish 2009 
[131]
USA 
N=791
	HOS->PCP Discharge
	Initiatives, HCP & patient outcomes
	Discharge safety and self-management
	To identify factors that promote sustainability of the intervention by assessing features of each site's implementation and the site's likelihood of continuing the program; soliciting feedback from the sites; and analysing site and patient characteristic data and data from the Care Transitions Intervention measurement instruments (the 3-ltem Care Transition Measure [CTM-3) and the Patient Activation Assessment [PAA) tool).
	Elderly discharged patients 
	Observational study: prospective design
	The Care Transitions Intervention: a self-management program designed to provide patients discharged from the acute care setting with skills, tools, and the support of a transition coach to ensure that their health and self-management needs are met.
	HCP & patient
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs; 
Physical and psychosocial outcomes; Implementation (number/ quality); 
Care transition measure (CTM) (Coleman et al.); Medication discrepancy tool (Smith et al); Questionnaires: related concepts and non-validated questionnaires

	Paulino 2004 
[132]
Europe: Austria, Denmark, Germany, The
Netherlands, Portugal and Spain.
N=435
	HOS->PCP Discharge
	Patient outcomes
	Medication discharge safety
	To examine the nature and frequency of drug related problems in community pharmacies among patients discharged from hospitals in several countries, and to examine several variables related to these drug related problems.
	Patients discharged with a medication prescription 
	Observational study: prospective design
	A systematic medication review by community pharmacists in discharged patients.
	HCP & patient
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Phatak 2016 [133]
USA
Intervention N=137, Control N=141
	HOS->PCP Discharge
	Patient outcomes
	Discharge safety
	To evaluate the impact of intensive pharmacist involvement during the acute care admission as well as for a 30-day time period post-discharge on both ADEs and readmissions.
	Patients admitted to an internal medicine unit on high-risk medications or with greater than three prescription medications upon discharge home
	Intervention study: RCT
	Medication reconciliation at admission, a patient-specific pharmaceutical care plan, discharge counselling, and post-discharge
phone calls.
	HCP & patient
	ADEs, medication errors and discrepancies; Readmission; 
Drug-related hospital (re) admission; 
ED visit; 
Patient satisfaction; Harm and adverse events; 
Patient knowledge; Questionnaires: related concepts and non-validated questionnaires

	Pourrat 2014 
[134]
France 
Sample size calculation: N=1176
	HOS->PCP Discharge
	Patient outcome
	Medication discharge safety
	To assess the impact of a complex intervention comprising of medication reconciliation performed at discharge by a hospital pharmacist (HP) with communication between the HP and community pharmacist on drug related problems during the seven days following discharge. 
	Adult patients discharged home, and visiting the same community pharmacist for at least three months. 
	Intervention study: RCT
	The hospital pharmacist will perform a medications reconciliation that will be communicated to the patient and their community pharmacist 
	HCP & patient
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Redmond 2016 [135]
Ireland
N=949
	PCP<->HOS All transitions of care
	Climate s & HCP outcome
	Medication reconciliation and communication
	To survey GPs and community pharmacists in Ireland regarding current practices of medication management, specifically medication reconciliation, communication between health care providers and medication errors as patients transition in care.
	GPs and community pharmacists in Ireland
	Observational study: cross-sectional design
	
	HCP 
	Patient safety culture; 
HCP satisfaction and opinions; Interprofessional collaboration and communication; 
HCP attitudes

	Reese 2003 
[136]
USA 
N=15
	HOS->PCP Discharge
	Patient outcome
	Discharge safety and medication reconciliation at discharge
	To examine feasibility of implementing a hospitalist home visit programme. 
	Elderly, poor, and minority patients discharged home
	Observational study: prospective design
	Home visit after discharge by a hospital physician including a focused history and physical, a review of medications, and a home safety evaluation.
	HCP & patient
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Rice 2016 [137]
USA
N= not reported
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety
	To describe the development, implementation, and refinement of the transitional care bundle and its effect on readmission rates, patient satisfaction, time to follow-up care after discharge, and discharge medication list errors.
	Inpatients
on the internal medicine service
	Observational study: prospective design
	A transitional care bundle that crosses care settings and organizational functions was developed to meet needs expressed by patients. It comprises 5 elements: risk stratification, a specialized phone number for discharged patients, timely post-discharge follow-up, standardized patient discharge instructions and same-day discharge summaries, and pharmacist-supported medication reconciliation.
	HCP & patient
	ADEs, medication errors and discrepancies; 
PCP follow up; 
Visits to primary care; Questionnaires: related concepts and non-validated questionnaires

	Riordan 2016 [138]
Ireland
N=83
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	To explore the relationship between discharge prescribing error and post-discharge medication error.
	All adult in-patients discharged alive to home from any adult department
	Observational study: prospective design
	
	HCP
	ADEs, medication errors and discrepancies

	Roorda 2013
[139] 
the Netherlands 
N=502
	HOS->PCP Discharge
	HCP outcome
	Discharge safety
	The present study explored the discharge of breast cancer patients to primary care by specialists, at the end of hospital follow-up and the experiences and views of GPs regarding transfer of follow-up to the primary care setting.
	GPs of patients discharged to primary care of at the end of hospital follow-up after breast cancer 
	Observational study: cross-sectional design
	 
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Roughead 2009 
[140]
Australia 
N= 109,860
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	This study aimed to determine length of time from hospital discharge until a general practice, pharmacy or
specialist visit, or care planning service.
	Hospitalized veteran patients
	Observational study: retrospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Russel 2014 
[141]
Australia N=106
	HOS->PCP Discharge
	HCP outcome
	Discharge safety/ quality of discharge letter
	To assess effectiveness of an intervention on accurateness of synopsis in a discharge letter.
	Discharged patients whose charts and discharge summaries were written by a general medical team 
	Intervention study: before- after design
	A training session on discharge summaries emphasising the need (i) for a structured problem-based synopsis rather than one that is a free ranging narrative; (ii) for a brief discussion of each problem; (iii) to be clear about the principal diagnosis; and (4) in the list of secondary diagnoses, to list only the problems relevant to this admission.
	HCP
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Santel 2006 
[142]
USA
Incidents N=2022
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication safety
	To evaluate 2,022 medication errors that involved a reconciliation issue and were reported to an incident reporting program. 
	All patients
	Observational study: prospective design
	An incident reporting system.
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Scales 2016 [143]
Canada
N=1,014,891
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To evaluate rates of and risk factors for potentially unintentional medication continuation following hospitalization.
	All individuals aged ≥ 66 years who were
discharged alive from an acute care hospital
	Observational study: retrospective design
	
	HCP 
	ADEs, medication errors and discrepancies

	Schnipper 2006
[144] 
USA 
N= 178
	HOS->PCP Discharge
	HCP & patient outcome
	Medication safety at discharge
	To identify drug-related problems during and after hospitalization and to determine the effect of patient counselling and follow-up by pharmacists on preventable ADEs.
	Patients discharged home from the general medicine service at a large teaching hospital
	Intervention study: RCT
	Pharmacist counselling at discharge and a follow-up telephone call 3 to 5 days later. 
	HCP & patient
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs; 
Harm and adverse events

	Schnipper 2009 
[145]
USA 
N=322
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication reconciliation
	To measure the impact of an information technology– based medication reconciliation intervention on medication discrepancies with potential for harm. 
	Patients admitted to a  general medicine department
	Intervention study: RCT
	A computerized medication reconciliation tool for admission and discharge involving physicians, nurses, and pharmacists.
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission;
Costs; 
Harm and adverse events

	Scotten 2015
[146] 
USA
Patient N=NR
Faculties N=8
	HOS->PCP Discharge
	Climate & patient outcome
	Discharge safety/ interprofessional communication
	To evaluate a project, including standardized communication, and techniques to continue care from inpatient, to discharge, across the post-discharge chasm, to hand-off with the primary care provider.
	Children and their families discharged after hospital admission to their primary care provider
	Intervention study: before- after design
	The interprofessional quality improvement initiative included: (1) evidence-based teamwork system; (2) in situ simulation; (3) creation of an IP model of care; and (4) innovations in use of telehealth technology to continue care post-discharge. 
	HCP
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs; Questionnaires: related concepts and non-validated questionnaires

	Seidling 2010 
[147]
Germany Patient N=9978. Hospital wards N=95
	PCP<->HOS Outpatient clinic and discharge
	Initiatives, patient & HCP outcome
	Medication safety
	To evaluate a clinical decision support systems providing upper dose limits personalised to individual patient characteristics thus guaranteeing for specific warnings.
	Outpatients and discharged patients 
	Intervention study: before- after design
	A team of pharmacists, physicians and computer scientists built an algorithm for the definition of individual upper dose limits. We evaluated electronic prescriptions as included in discharge letters or printed onto prescription forms. 
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Sharma 2011 
[148]
USA 
N=36
	HOS->PCP Discharge from ED
	Patient outcome
	Medication safety after discharge from ED
	To compare the medication information that patients ultimately discharged from the ED provide to the ED staff vs. the medication information the patients provide at follow-up, and to classify and quantify the types of discrepancies between the two.
	Adult patients discharged from the ED to home, reporting use of five or more medications
	Observational study: retrospective design
	
	HCP
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Shastri 2014 
[149]
UK 
N=200
	HOS->PCP Discharge
	HCP outcome
	Quality and timeliness of discharge letter
	To audit the content and timing of discharge summaries from a psychiatric hospital as to whether it adheres to the local Trust guidelines. 
	Patients admitted and discharged from a psychiatric hospital
	Intervention study: before-after design
	 
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Shen 2013
[150] 
USA 
Groups of pediatric hospitalist N=7
	HOS->PCP Discharge
	Initiatives & HCP outcome
	Discharge safety/ timeliness of discharge letter
	To achieve 90% documentation of hospitalist-PCP communication within 2 days of hospital discharge in <12 months.
	All patients discharged from a paediatric hospital
	Observational study: prospective design
	A quality improvement project to improve the timeliness and reliability of discharge communication. After an initial face-to-face meeting, e-mail and regular conference calls were used to promote shared effort and learning.
	HCP
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Shu 2011
[151] 
Taiwan 
N=313
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To investigate the impact of a quality improvement program, integrated post-discharge transitional care, in Taiwan’s hospitalist system.
	Adult patients admitted from the ED and later discharged home 
	Intervention study: non-randomized controlled trial
	A post-discharge transitional care program, including a disease-specific care plan, telephone monitoring, hotline counselling and referral to a hospitalist-run clinic.  
	HCP
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Sides 2012
[152] 
USA 
N=30
	HOS->PCP Discharge
	Initiatives & patient outcome
	Medication safety at discharge
	To assess the feasibility of medication coaching via telephone after discharge in patients with stroke.
	Patients admitted with stroke or TIA with at least 2 medications changes between admission and
discharge 
	Intervention study: non-randomized controlled trial
	The medication coach contacted patients post-discharge via phone call to discuss risk factors, review medications and triage patients’ questions to a stroke nurse and/or pharmacist. 
	HCP & patient
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Cost; 
Physical and psychosocial outcomes; 
Patient knowledge; Feasibility intervention/ user friendliness; 
Care transition measure (CTM) (Coleman et al)

	Silva 2011
[153] 
USA 
N=94
	PCP<->HOS Different outpatient transitions
	Initiatives & patient outcome
	Medication reconciliation
	To explore a rule-based medication reconciliation algorithm to accomplish this task across different healthcare transitions.
	Patients at the outpatient clinic
	Observational study: prospective design
	A medication reconciliation algorithm that creates a list of merged prescriptions.
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Singh 2012 
[154]
USA 
N=104
	PCP->HOS Referral
	HCP outcome
	Referral delays
	We used a mixed quantitative-qualitative approach to analyse post referral colonoscopy delays in colorectal cancer patients and explored referring physician’s perception of processes surrounding these delays.
	Patients with newly diagnosed colorectal cancer 
	Observational study: retrospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Smith 2015 [155]
USA
N=90
	PCP<->HOS admission and discharge
	Patient outcome
	Medication reconciliation
	To assess if the pharmacy department should be more involved in the medication reconciliation process to assist in the reduction of medication errors that occur during transition of care points in the hospital setting.
	Adult patients with at least 5 medications
	Observational study: prospective design
	
	HCP 
	ADEs, medication errors and discrepancies

	Soong 2014 
[156]
Canada 
N=214
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety
	To examine the effect of a 72-hour post-discharge phone call on the patient’s transition of care experience.
	Adult general medical patients discharged home after hospitalization
	Intervention study: RCT
	A 72-hour post-discharge follow-up telephone call
	HCP & patient
	ADEs, medication errors and discrepancies; All-cause mortality; Readmission; 
Costs; 
Patient knowledge; 
Care transition measure (CTM) (Coleman et al.)

	Spalek 1999
[157] 
USA 
N=39
	PCP<->HOS Overall continuity 
	Patient outcome
	Continuity of care: anticoagulation (care chain)
	To provide a continuum of patient care, decrease ED visits, decrease episodes of hospitalization, and increase patient satisfaction and quality of life.
	Patients using anticoagulation 
	Intervention study: before- after design
	An integrated anticoagulation health system in which a pharmacist is authorized to perform point-of-care testing for pro-trombin times, adjust doses of anticoagulants, order vitamin K, and schedule return visits per established guidelines.
	HCP & patient
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs; 
Physical and psychosocial outcomes; 
Patient knowledge; Care transition measure (CTM) (Coleman et al.)

	Spehar 2005 
[158]
USA 
N=1845
	HOS->PCP Discharge
	Patient outcome
	Discharge safety 
	To identify ways to maximize improvement in post-discharge patient outcomes. This research targeted patients at risk for unscheduled readmissions, examined delivery system processes, and identified possible interventions for providing more seamless care.
	Patients at risk for unscheduled readmissions
	Observational study: retrospective + prospective design
	 
	HCP & patient
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs; 
Patient knowledge 

	Stafford 2011 
[159]
Australia 
N= 268
	HOS->PCP Discharge
	Patient outcome
	Discharge safety: anticoagulation
	To evaluate the clinical outcomes of a collaborative, home-based post-discharge warfarin management service adapted from the Australian Home Medicines Review (HMR) program.
	Patients discharged from the hospital and newly initiated on or continuing warfarin therapy
	Intervention study: non-randomized controlled trial
	A post-discharge service of 2 or 3 home visits by a trained pharmacist in their first 8 to 10 days post-discharge. The post-discharge service involved point-of-care international normalized ratio (INR) monitoring, warfarin education, and an HMR, in collaboration with the patient’s GP and community pharmacist.
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Staveski 2016 [160]
India
N=68
	HOS->PCP Discharge
	Patient outcome
	Discharge preparedness
	To compare parent and nurse perceptions of parent readiness for discharge after a structured nurse-led parent discharge teaching programme in India.
	Parents of children who underwent cardiac surgery and nurses caring for children after cardiac
surgery
	Intervention study: before- after design
	A parent education discharge instruction programme.
	HCP & patient
	Patient care experiences; 
Patient knowledge; Questionnaires: related concepts and non-validated questionnaires

	Stein 2014 
[161]
Israel 
N=323
	HOS->PCP Discharge
	HCP outcome
	Discharge safety/ discharge summaries
	To evaluate a quality improvement model and
training program for writing postoperative discharge summaries for three surgical procedures.
	Patients who had been hospitalized for elective surgery
	Intervention study: before- after design
	A training session concerning the required content of the discharge summaries followed by random reviews and feedback on discharge summaries by the senior attending doctors.
	HCP
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Stella 2016 [162]
USA
N=131
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety
	To determine whether treating hospitalists
can identify and address early post-discharge problems through a structured telephone call.
	Patients discharged from a general internal medicine service of a university-affiliated public safety net
hospital
	Observational study: prospective design
	A post-discharge hospitalist call.
	HCP & patient
	ED visit; 
Productivity; 
Harm and adverse events

	Steurbaut 2010 
[163]
Belgium 
N=197
	PCP<->HOS Admission and discharge
	HCP & patient outcome
	Medication reconciliation
	To assess the clinical pharmacist’s performance in obtaining patients’ medication histories and in reconciling these data with the medical records and medication orders and whether the patients’ residential situation prior to hospitalization influences the number of drug discrepancies.
	Elderly patients of a acute geriatric ward of a Belgian university hospital, who are prescribed at least 1 prescription drug 
	Observational study: prospective design
	Medication reconciliation at admission by a clinical pharmacist.
	HCP
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Stone 2009
[164] 
USA 
N=23
	PCP->HOS Admission
	Patient outcome
	Medication reconciliation at admission
	To evaluate admission medication reconciliation in children with medically complex conditions by determining the availability and accuracy of five information sources and characterising admitting order errors.
	Newly admitted children with medically complex
conditions 
	Observational study:  prospective design
	Medication reconciliation at hospital admission using information from parents (and patient if appropriate), primary care provider, community-based pharmacy, current admission history and physical exam note, and admission electronic medical record.
	HCP
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Stuffken 2008
[165] 
the Netherlands N=17362
	HOS->PCP Discharge
	Patient outcome
	Medication safety 
	To assess the association between hospitalization and medication therapy discontinuities.
	Hospitalised patients 
	Observational study: retrospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Tamblyn 2012 
[166]
Canada 
Sample size calculation:  N=3714
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation at discharge
	To determine if electronically enabled discharge reconciliation will reduce the risk of ADEs, emergency room visits and readmissions 30 days post-discharge compared with usual care.
	Adult patients admitted to a general or intensive care medical or surgical unit, using prescription medication at admission, and discharged alive.
	Intervention study: RCT
	Electronic retrieval of the community drug list, combined with electronic discharge reconciliation. 
	HCP & patient
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs

	Tan 2014
[167] 
Australia N=219
	HOS->PCP Discharge
	HCP outcome
	Medication safety at discharge
	To assess the accuracy of documentation of medication changes and expectations with regard to follow up from an acute assessment unit of a tertiary metropolitan hospital.
	All patients admitted to an acute assessment unit
	Observational study: retrospective design
	 
	HCP 
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs; 
Harm and adverse events

	Tan 2015 [168]
Australia
N=722
	HOS->PCP Discharge
	HCP outcome
	Quality of discharge summary
	To assess the role of feedback and token incentives in improving discharge documentation.
	Junior medical staff
who compile discharge summaries
	Intervention study: before- after design
	Discharge summaries of junior medical staff was edited and fed back and positive incentives were given
	HCP 
	Quality and timeliness of discharge summary; 
HCP satisfaction and opinions

	Triller 2005 
[169]
USA 
N=4250
	HOS->PCP Discharge
	Patient outcome
	Medication safety at discharge
	The prevalence of risk factors for ADEs in patients discharged from the hospital
	Patients 21 years and older, discharged from hospital, who were admitted to maternity or same day surgery units, or who had an actual or implied diagnosis of HIV infection or AIDS
	Observational study: retrospective design
	 
	HCP
	ADEs, medication errors and discrepancies; 
All-cause mortality; Readmission; 
Costs; 
Harm and adverse events

	Tsilimingras 
2015 
[170]
USA 
N=684
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	We aimed to determine the rate of post-discharge adverse events, classify the types of post-discharge adverse events, and identify risk factors for post-discharge adverse events in urban and rural patients.
	Adult patients at risk for post-discharge adverse events
	Observational study: prospective design
	 
	HCP & patient
	Harm and adverse events

	Uijen 2013 
[171]
the Netherlands 
N=519
	PCP<->HOS Overall continuity
	HCP outcome
	Continuity of care
	To explore the level of experienced continuity of care of patients at risk for depression in primary care, and compare these to those of patients with heart failure.
	Patients at risk for depression and chronic heart failure patients
	Observational study:  cross-sectional design
	 
	Patient
	Interprofessional collaboration and communication; 
Patient care experiences; Questionnaires: related concepts and non-validated questionnaires 

	Uitvlugt 2015 [172]
the Netherlands
N=99
	HOS->PCP Discharge
	HCP & patient outcome
	Medication safety at discharge
	To assess the completeness of medication-related information in discharge letters and post-discharge GP-overviews.
	Patients discharged from the  departments of neurology, cardiology, pulmonology and internal medicine
	Observational study: prospective design
	
	HCP
	ADEs, medication errors and discrepancies; Quality and timeliness of discharge summary

	van Melle 2016 [173]
the Netherlands
N=13
	PCP<->HOS All transitions of care
	Patient outcome
	Transitional patient safety
	To investigate whether transitional incidents can be identified from the medical records of the GPs and the hospital and to assess the concordance of transitional incidents between medical records and patient interviews.
	Patients that have experienced or have high risk for transitional incidents
	Observational study: retrospective design
	
	HCP & patient
	Harm and adverse events

	Varkey 2007
[174] 
USA 
N=102
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication reconciliation
	To assess the effectiveness of a multidisciplinary medication reconciliation process was studied in an inpatient family medicine unit of an academic hospital centre.
	All patients admitted a family medicine department 
	Intervention study: RCT
	Medication reconciliation at admission and discharge by a pharmacist and physician. The reconciled admission and discharge medication lists was included in the hospital summary.
	HCP
	ADEs, medication errors and discrepancies; Length of hospital stay

	Villani 2014 
[175]
Italy
N=80
	HOS->PCP Discharge
	Patient & organisational outcome
	Discharge safety
	To assess the clinical efficacy and cost of this system.
	Patients with chronic heart failure leaving hospital after being treated for clinical instability.
	Intervention study: RCT
	A handheld PDA for the patient which kept in touch daily with the monitoring centre, communicating with the patient by asking simple questions about their symptoms and giving information and counselling through visual and audible reminders.
	HCP & patient
	Cause-specific mortality; Admission and inpatient care use; Specific disease-related outcomes; 
Costs; 
Patient adherence; Physical and psychosocial outcomes

	Vira 2006 
[176]
Canada 
N=60
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication reconciliation 
	To describe the potential impact of a medication reconciliation process to identify and rectify medication errors at the time of hospital admission and discharge.
	Patients admitted to an acute care unit
	Observational study: prospective design
	A study pharmacist conducted a medication reconciliation
process at admission and discharge using information from patient, HCPs, and/or outpatient healthcare providers. 
	HCP
	ADEs, medication errors and discrepancies

	Vrijhoef 2001 
[177]
the Netherlands 
N=99
	PCP<->HOS Overall continuity
	Patient outcome
	Substitution to a nurse practitioner
	To assess the effects on quality of care, in terms of patient outcomes, when tasks in the care for outpatients with stable type 2 diabetes are transferred from internist to nurse specialist and from outpatient clinic to general practice.
	Patients diagnosed with noninsulin dependent diabetes, without serious co-morbidity treated by a  hospitalist 
	Intervention study: non-randomized controlled trial
	Substitution of patient care from hospital internal medicine outpatient care to a nurse specialist in general practice. 
	HCP & patient
	Visits to primary care; Admission and inpatient care use; Specific disease-related outcomes; 
Patient adherence; Patient satisfaction; Physical and psychosocial outcomes; 
Patient knowledge; Questionnaires: related concepts and non-validated questionnaires

	Waring 2012 
[178]
USA 
Sample size calculation: N=2500
	HOS->PCP Discharge
	Patient outcome
	Quality of discharge 
	To advance the science of acute coronary syndromes by examining the determinants and outcomes of the quality of transition from hospital to community and by quantifying the impact of potentially modifiable characteristics associated with decreased quality of life, rehospitalisation, and mortality.
	Patients hospitalized with acute coronary syndromes
	Observational study:  prospective design
	 
	Patient
	All-cause mortality; Readmission; Admission and inpatient care use; ED visits; 
Patient care experiences; 
Physical and psychosocial outcomes

	Warsame 2016 [179]
USA
N= not reported
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety
	To develop a care model to decrease incidence of preventable errors in the complex multidisciplinary care of haematology inpatients at the time of discharge.
	Discharged haematology Patients Receiving Chemotherapy
	Intervention study: before- after design
	A multidisciplinary discharge checklist.
	HCP 
	Readmission; 
Quality and timeliness of discharge summary; Guideline use

	Watkins 2012 
[180]
USA 
N=292
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety
	To describe a social-worker navigator transitional care model for at-risk seniors being discharged from hospital to home. 
	Frail elderly patients at high risk of readmission
	Observational study: prospective design
	Post-discharge home visits to evaluate the home environment, assess medical management, and make referrals for other services. 
	Patient 
	Readmission; 
Costs; 
Patient satisfaction; Physical and psychosocial outcomes

	Weiner 2010
[181] 
USA 
N=6785
	PCP->HOS Referral
	Organisational outcome
	Referral quality and timeliness of appointment after referral
	To determine the extent to which referral-based consultations were completed in a US medical institution. Factors associated with completion were identified.
	Elderly patients receiving health care in an integrated, urban, tax-supported medical institution on an acADEsmic campus
	Observational study: retrospective design
	 
	HCP 
	Referral: timeliness and inappropriateness

	Were 2009 
[182]
USA 
N=668
	HOS->PCP Discharge
	HCP outcome
	Discharge safety; pending tests
	To determine the adequacy with which
hospital discharge summaries document tests with pending results and the appropriate follow-up providers.
	Patients with pending laboratory tests
at discharge
	Observational study: retrospective design
	 
	HCP
	Diagnostic test follow up; 
Quality and timeliness of discharge summary

	Williams 2015 [183]
UK
N=598
	HOS->PCP Discharge
	Patient outcome
	Discharge safety
	To describe the frequency and types of patient safety incidents associated with discharge from secondary to primary care, and commonly described contributory factors to identify recommendations for practice.
	Patients that have experienced patient safety incidents associated with discharge from
secondary to primary care reported to a reporting system
	Observational study:  cross-sectional design
	
	HCP
	Harm and adverse events

	Wilson 2001 
[184]
Australia N=569
	HOS->PCP Discharge
	HCP outcome
	Discharge information timeliness and accuracy
	To examine the reliability, effectiveness, accuracy and timeliness of hospital to GP information transfer by discharge summaries produced in a general public hospital in New South Wales, Australia.
	Patients discharged from medical, surgical, gynaecological, paediatric,
and aged care 
	Observational study:  retrospective design
	 
	HCP
	Quality and timeliness of discharge summary

	Witherington 
2008 
[185]
UK 
N=108
	HOS->PCP Discharge
	HCP & patient outcome
	Communication at discharge
	To identify communication gaps at hospital discharge for older people who are readmitted within 28 days; to assess the contribution of incomplete discharge information to readmission; to identify measures that might improve communication at hospital discharge.
	Patients aged 75 and over who were readmitted as an emergency within 28 days of previous discharge
	Observational study:  retrospective design
	 
	HCP & patient
	Drug-related hospital (re) admission; 
Patient knowledge 

	Wong 2008 
[186]
Canada 
N=150
	HOS->PCP Discharge
	Patient outcome
	Medication reconciliation
	To identify, characterize, and assess the clinical impact of unintentional medication discrepancies at hospital discharge.
	All internal medicine patients admitted for at least 72 hours to a tertiary care teaching hospital
	Observational study:  prospective design
	 
	HCP
	ADEs, medication errors and discrepancies

	Wortman 2008
[187] 
USA 
N=600
	PCP<->HOS Admission and discharge
	Patient outcome
	Medication reconciliation
	To examine a medication reconciliation program involving physicians, pharmacists, nursing staff, and other personnel at a community hospital.
	Patient admitted to hospital
	Intervention study: before- after design
	Medication reconciliation by a multidisciplinary team (physicians, pharmacists, nursing staff, and other personnel) at admission, transfer, and discharge. 
	HCP 
	ADEs, medication errors and discrepancies

	Yi 2011 
[188]
Singapore 
N=24000
	PCP->HOS Admission
	Patient outcome
	Medication reconciliation
	This article aims to describe the Tan Tock Seng Hospital medication reconciliation system and to highlight common medication errors occurring following incomplete medication reconciliation. 
	All patients admitted to hospital 
	Observational study:  prospective design
	Medication review by a pharmacist at admission. Any discrepancies in medicines are brought to the doctors’ attention. Patients are also counselled about changes to their medications.
	HCP 
	ADEs, medication errors and discrepancies

	Young 2013 
[189]
Australia 
N=775
	HOS->PCP Discharge
	HCP & patient outcome
	Discharge safety
	To investigate the effectiveness of a centralized, nurse-delivered telephone-based service to improve care coordination and patient-reported outcomes after surgery for colorectal cancer.
	Adult patients with newly diagnosed colorectal cancer
	Intervention study: RCT
	Standardized calls from the centrally based nurse after discharge from hospital. 
	Patient 
	Readmission; 
ED visits; 
Patient care experiences;
Patient satisfaction; Physical and psychosocial outcomes; Questionnaires: related concepts and non-validated questionnaires

	Zhang 2013 
[190]
Australia Sample size calculation: N=456
	PCP<->HOS Overall continuity
	Patient outcome
	Continuity of diabetes care (care chain) 
	To evaluate the health and clinical benefits of the new model of care, assesses the acceptability of the model to patients, GPs and other health professionals, and examines the cost-effectiveness of the model.
	Patients with complex and/or uncontrolled T2DM
	Intervention study: RCT
	Diabetes care by a multidisciplinary team consisting of an Endocrinologist, advanced-skilled GPs (known as Clinical Fellows), a credentialed diabetes educator and a podiatrist all located together in a community based complex diabetes service.
	HCP & patient
	Specific disease-related outcomes; 
Costs; 
Patient adherence; Patient satisfaction; Harm and adverse events; 
Physical and psychosocial outcomes; 
Patient knowledge 

	Zoni 2012 
[191]
Spain 
N=162 
	PCP->HOS Admission
	Patient outcome
	Medication reconciliation at admission
	To assess the impact of an intervention aimed to decrease unintended discrepancies between patient's usual treatment and medications prescribed on admission to the department of internal medicine.
	All patients hospitalized in a  department of internal medicine, and whose prescriptions prior to admission included three or more drugs
	Intervention study: before- after design
	Medication reconciliation at admission by an electronic reconciliation tool that connected patients' usual medication with the electronic prescription program.
	HCP 
	ADEs, medication errors and discrepancies


ADE=Adverse drug event; AE=Adverse event; DOC-questionnaire= Doctors’ Opinions on Collaboration-questionnaire; ED=Emergency department; GP=General practitioner; HCP=Healthcare professional; PCP=Primary care physician; RCT=Randomised controlled trial. 
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