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Abstract 

Background: Most people having major surgery are over the age of 65. The transition out of hospital is a vulnerable 
time for older adults, particularly after major surgery. Research on postoperative transitions in care is growing, but it 
is not clear how postoperative transitions are being evaluated. The objective of this scoping review was to synthesize 
processes and outcomes used to evaluate postoperative transitions in care for older adults.

Methods: We conducted a scoping review that included articles evaluating a postoperative transition in care among 
adults aged > 65 having major elective surgery. We searched Medline (Ovid), EMBASE (Ovid), CINHAL, and Cochrane 
Central Register of Controlled Trials (CENTRAL) from their respective inception dates to April 6, 2021. We also searched 
The World Health Organization International Clinical Trials Registry Platform and Clini calTr ials. gov from their respec-
tive inception dates to April 6, 2021. Screening and data extraction was completed by reviewers in duplicate. Data 
relevant to study design and objective, intervention description, and process or outcome evaluations were extracted. 
Process evaluations were categorized using the Ideal Transitions in Care Framework, and outcome evaluations were 
categorized using the Institute for Healthcare Improvement Triple Aim Framework.

Results: After screening titles and abstracts and full-text article review, we included 20 articles in our final synthesis. 
There was variability in the processes and outcomes used to evaluate postoperative transitions in care. The most com-
mon outcomes evaluated were health service utilization (n = 9), including readmission and Emergency Department 
visits, experiential outcomes (n = 9) and quality of life (n = 7). Process evaluations included evaluating the education 
provided to patients to promote self-management (n = 6), coordination of care among team members (n = 3) and 
outpatient follow-up (n = 3). Only two articles measured frailty, one article used theory to guide their evaluations and 
no articles engaged knowledge users.

Conclusions: There is inconsistency in how postoperative transitions in care were evaluated. There is a need to use 
theories and to engage key stakeholders involved in postoperative transitions in care, including older adults and their 
caregivers, to identify the most appropriate approaches for developing and evaluating interventions to meaningfully 
improve care.
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Introduction
The American Geriatrics Society defines transitions in 
care as “a set of actions designed to ensure the coordi-
nation and continuity of health care as patients transfer 
between different locations or different levels of care 
within the same location” [1]. The transition from one 
care setting to another can be challenging for patients 
and the healthcare system. Transitions can jeopardize 
patient safety [2] and can lead to unmet needs, low satis-
faction with care and increased healthcare utilization [3]. 
In particular, the transition from hospital to home or a 
new location after surgery has been identified as a period 
of increased risk, especially for older adults who often 
have complex needs [4, 5]. This transition in care requires 
attention as most people having major surgery are over 
the age of 65 [6] and often have frailty, which places them 
at increased risk of poor postoperative outcomes [7, 8].

After major surgery, nearly one in seven older patients 
are readmitted to a hospital within 30 days of discharge 
[9]. Other adverse outcomes include discharge to long-
term care, caregiver burden, and increased health care 
costs [10–13]. Even after minor surgery, older patients 
and their caregivers report feeling unprepared for man-
aging the physical and emotional challenges in the post-
operative period [12]. Because older people are often 
vulnerable, there may be unique elements requiring con-
sideration during their postoperative transitions in care 
[14]. Accordingly, as the population ages, improving the 
quality of transitions out of hospital has been identified 
as an urgent priority in healthcare [15]. Therefore, transi-
tional care interventions are increasingly being evaluated. 
A recent scoping review [16] examined hospital-to-home 
transitional care interventions for older adults leaving 
hospital and found that the most common outcomes 
evaluated were readmission and mortality. Of the 44 arti-
cles analyzed, none of the articles addressed transitions 
in older surgical patients, meaning that an important evi-
dence gap exists in our understanding of what processes 
and outcomes are used to evaluate transitional care inter-
ventions for older adults after surgery. Importantly, once 
the process and outcome evaluations used in the litera-
ture are identified, we can determine how closely these 
evaluations align with the needs, priorities and prefer-
ences of older adults and their caregivers.

Given the unique and complex transitional care needs 
of older people having surgery and their caregivers, and 
their vulnerability during postoperative transitions, these 
findings will determine what processes and outcomes 
have been used to evaluate postoperative transitions in 
care and identify potential gaps in research for this pop-
ulation. The findings of this research will help inform 
evaluations in practice and future research on transi-
tions in care for older adults having surgery. Therefore, 

our objective was to use scoping review methodology to 
synthesize the processes and outcomes used to evaluate 
postoperative transitions in care for older adults.

Methods
We followed our registered protocol available on Open 
Science Framework (https:// doi. org/ 10. 17605/ OSF. IO/ 
SAJRT). Consistent with a scoping review methodol-
ogy, we used an iterative approach and documented all 
revisions and deviations from our original protocol in 
our protocol registration. We adhered to the PRISMA 
Extension for Scoping Reviews (PRISMA-Scr) guidelines 
(Additional File 1, [17] and followed the methodological 
process developed by Arskey and O’Malley and expanded 
by Levac [18, 19].

Search strategy
A comprehensive search strategy was developed with 
a research librarian [SD] and peer-reviewed using the 
Peer Review of Electronic Search Strategies (PRESS) 
process (Additional File 2) [20]. We applied the search 
to the following databases: Medline (Ovid), EMBASE 
(Ovid), CINHAL, and Cochrane Central Register 
of Controlled Trials (CENTRAL). The searches in 
the electronic databases were carried out from their 
respective inception dates to April 6, 2021. We fur-
ther searched reference lists of related systematic and 
scoping reviews, as well as included articles to identify 
relevant studies that could have been missed by our 
search. The World Health Organization International 
Clinical Trials Registry Platform and Clini calTr ials. gov 
were searched from their respective inception dates to 
April 6, 2021. Conference abstracts were eligible for 
inclusion if they met inclusion criteria. Articles were 
limited to those in English or French due to the lin-
guistic abilities of the team.

When the full text of articles could not be found 
through multiple online databases or interlibrary loans 
by the research librarian, authors were emailed once and 
then a second time if they did not respond within 1 week. 
If the author did not respond to either request, the article 
was excluded.

Inclusion criteria
Articles were included if: 1) the majority of the study 
participants were > 65 years of age (i.e., the mean age 
was > 65 years or > 50% of participants were > 65 years 
of age); 2) > 50% of study participants underwent elec-
tive inpatient surgery; 3) study participants experi-
enced a transition from hospital to home or a new 
location after surgery; and 4) the study aimed to evalu-
ate the process or outcome of the transition out of 
hospital after surgery. As care pathways differ between 

https://doi.org/10.17605/OSF.IO/SAJRT
https://doi.org/10.17605/OSF.IO/SAJRT
http://clinicaltrials.gov
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elective and urgent surgeries, this review focused on 
elective surgeries in order to ensure a clear definition 
of the target population. Postoperative transitional 
interventions could include interventions that began 
before surgery when the objective was to improve the 
postoperative transition in care. Any experimental or 
observational design (e.g., randomized controlled tri-
als, prospective or retrospective cohort, case-control) 
with appropriate exposure and outcome data were 
included. Relevant qualitative articles evaluating the 
processes or outcomes of transitions in care were also 
included.

To maintain the integrity of the research question and 
to provide standardization for our inclusion criteria, 
articles were included when the authors either explic-
itly stated that their objective was to evaluate the pro-
cesses or outcomes of a postoperative transition (going 
from hospital to home or a new location after surgery). 
As other terms are often used synonymously with tran-
sitions, articles that sought to evaluate processes or out-
comes of a postoperative transition in care that used 
common synonyms for transitions were included. These 
terms included: integrated care, coordinated care, conti-
nuity of care and transitional care [21].

Title and abstract screening
All articles were imported into DistillerSR software (Evi-
dence Partners, Ottawa, Canada). The first 100 titles 
and abstracts were screened in duplicate by two review-
ers (87% agreement was achieved). Remaining titles 
and abstracts were screened using a liberal accelerated 
approach [22]. To ensure that all articles were screened 
in duplicate prior to exclusion, all titles and abstracts 
that were identified as meeting exclusion criteria were 
reviewed by a second reviewer [EH, FD].

Full text screening
All articles that were not excluded by both review-
ers were advanced to full text review. Full text articles 
were reviewed in duplicate [EH, FD]. Disagreements 
were resolved through consensus, and where consensus 
could not be reached, a third reviewer was consulted 
[JM, DIM].

Primary evaluations
We aimed to synthesize both process and final clinical 
outcome evaluations. While we did not limit inclusion 
to intervention studies, for the purpose of this review, 
the transition out of hospital after an elective surgery 
was conceptualized as a complex intervention and eval-
uations of the various aspects of the implementation 
of this process were included as process evaluations. A 
process evaluation explores the implementation of an 

intervention and can identify contextual factors that may 
be related to outcomes [23]. A final outcome assesses the 
extent to which an intervention is successful, [23] or in 
this context, the success of transitioning out of hospital 
after surgery.

A process evaluation, based on the UK Medical 
Research Council (MRC) framework, helps to under-
stand the implementation, context and mechanisms 
of an intervention, [23] and the Ideal Transitions in 
Care (ITC) framework was used to help categorize pro-
cesses within the MRC framework. The ITC framework 
includes 10 domains that the authors describe as analo-
gous to the structural supports of a bridge that patients 
must cross from one care environment to another dur-
ing the care transition process [24]. More specifically, 
“the ITC framework has been proposed as a method for 
analyzing failures and guiding new interventions in tran-
sitions of care, as well as creating process measures to 
monitor the quality of care transitions.” [25].

The American Geriatrics Society Health Care Sys-
tems Committee has highlighted the impact that 
transitions of care has on health outcomes, patient sat-
isfaction and healthcare utilization [1]. The Institute 
for Healthcare Improvement (IHI) Triple Aim Frame-
work posits that improvements across 3 similar areas 
are essential for transforming healthcare systems [26]. 
Therefore, outcome evaluations were categorized using 
the 3 domains of the IHI Triple Aim framework [26, 
27] including 1) improving the individual experience 
of care, 2) improving the health of populations, and 3) 
reducing the cost of care for populations [26, 27]. The 
organization of outcome evaluations was informed by 
the IHI Guide to Measuring the Triple Aim [26] and 
previous work that has synthesized research using this 
framework [28].

Data charting and analysis
A data charting form was used to capture relevant 
data from the included articles. Data from the first five 
articles and was charted and reviewed by EH and FD 
to reach agreement and finalize the form before pro-
ceeding to chart the data for the remaining articles. 
Data points extracted included: author and year, loca-
tion, study design, sample size, patient characteristics 
(age, sex, frailty), surgical population characteristics 
(surgical specialty, surgical procedure), transitional 
care intervention (for effectiveness trials), whether the 
study used a theory or framework to conceptualize 
transitions in care, and whether the study reported that 
patient partners or knowledge users were engaged in 
the research. The ITC framework [24] and the Institute 
for Healthcare Improvement Triple Aim Framework 
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[26] were used to categorize the processes and outcome 
evaluations, respectively.

Results
Search results
Our search identified 3123 citations. Of these, 127 
abstracts were sought for full-text retrieval, 4 of which 
were not retrieved through multiple attempts, including 
trying to access the articles through multiple libraries and 
by contacting authors. This left 123 full-text articles to 
be reviewed in duplicate. During full-text article review, 
103 articles were excluded (Additional File 3), leaving 20 
articles for analysis. No additional articles were included 
after examining reference lists of the 20 included arti-
cles, relevant systematic and scoping reviews, or through 
clinical trial registries. A PRISMA flowchart detailing the 
screening process is provided in Fig. 1.

Article characteristics
Characteristics of included articles are shown in Table  1. 
Additional File 4 provides descriptions of interventions in 
the nine articles that evaluated postoperative transitional 
care interventions. Sixteen articles were peer-reviewed 
manuscripts, and four were abstracts. Publication dates of 
included articles ranged from 2007 to 2020, with the major-
ity conducted in the United States. Study designs included 
qualitative studies (n  = 7), cohort studies (n  = 5), rand-
omized trials (n = 3), clinical prediction studies (n = 2), one 
quasi-experimental study (n = 1), one chart review study 
(n = 1) and one quality improvement project (n = 1).

Fifteen articles (75%) explored the postoperative 
transition from hospital to home [29–43] and five (25%) 
explored the postoperative transition from hospital to 
home or a new location including inpatient rehabilita-
tion, skilled nursing facility, another hospital or hospice 

Fig. 1 PRISMA 2020 flow diagram for new systematic reviews which included searches of databases and registers only
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[44–48]. Two articles (9.5%) used theoretical frame-
works to help inform a transitional care intervention 
including a theoretical framework based on motiva-
tional interviewing [43, 49] and Gittell’s theory of rela-
tional coordination [35, 50] and one article (4.8%) used 
the Nursing Model for Chronic Illness Management as 
a theoretical framework to inform their evaluation [42, 
51]. Frailty was assessed and reported in two (9.5%) 
included articles using diagnostic codes from adminis-
trative data [44] and the Clinical Frailty Scale [48]. No 
articles reported that authors engaged patient partners 
or other knowledge users in the development of transi-
tional care interventions or evaluations of the postop-
erative transitions in care.

Processes evaluated – organized by the ideal transitions 
in care framework
Table 2 maps process evaluations to the domains in the 
Ideal Transitions in Care Framework, where applicable, 
and includes frequencies by domain. Additional  File  5 
provides descriptions of the process evaluations for 
all articles that included a process evaluation. Of the 
twenty included articles, 10 articles included process 
evaluations; some evaluated multiple processes.

In the domain of ‘educating and promoting self-man-
agement’, two articles explored patient knowledge. One 
article evaluated patient knowledge of how and where 
to seek support and how to manage their care at home 
[43]. A second article evaluated patient knowledge of 
stroke risk factors and management of risk factors [31]. 
Two articles evaluated adherence regarding self-man-
agement, including adherence with discharge and care 
instructions once home [34] and adherence with track-
ing weight [48]. One article explored caregiver prepara-
tion to provide care after surgery, [35] and one article 
evaluated patient information needs once home after 
surgery [42].

In the domain of ‘coordinating care among team mem-
bers’, three articles sought to understand care coordi-
nation from the perspective of key stakeholders. This 
included challenges of coordination between providers 
and between providers and patients, [36] concordance of 
information between patients, surgeons and primary care 
providers [38] and strategies to optimize communication 
between providers [41].

In the domain of ‘outpatient follow-up’, one article 
evaluated outpatient management as a transitional 
care variable used to predict readmission, [34] one 
article explored caregiver-reported interactions with 
formal providers [35] and one article evaluated patient-
reported difficulty/ease of accessing their family doctor 
after surgery [48].

Outcomes evaluated – organized by the IHI triple aim 
outcome domains
Outcome evaluations were spread relatively consist-
ently across the three domains of the IHI Triple Aim 
framework as shown in Table 3. Nine articles reported 
population health evaluations, nine reported experien-
tial evaluations and ten included cost evaluations. Two 
of the three randomized controlled trials included eval-
uations in all three domains [29, 30].

Population health
Of the nine articles reporting health outcomes, seven 
articles evaluated health status or quality of life, all 
using patient-reported outcome measures [29–31, 
35–37, 48]. Symptoms were evaluated in six articles, 
including pain in three articles [35, 36, 48], depression 
and anxiety in one article [48], and cardiac symptoms 
in two articles [29, 48].

Four articles evaluated risk factors for repeat events 
or complications. Three articles included physiological 
or anthropometric evaluations that were specific to car-
diac or vascular disease including weight change, [48] 
blood pressure [31] and cholesterol levels [31]. One 
article evaluated postoperative complications [46].

Three articles evaluated behaviour change. Two arti-
cles evaluated participation in physical activity after 
surgery [31, 48] and one article evaluated changes in 
lifestyle to reduce risk of stroke [31].

Two articles evaluated function using a patient-
reported outcome measure [35, 36]. Delirium was eval-
uated in one article [46] and mortality was evaluated in 
one article [33].

Experience
Nine articles evaluated experiential outcomes. Of 
these, four articles examined patient satisfaction using 
patient-reported experience measures [29, 33, 36, 37]. 
Two qualitative studies examined specific aspects of 
the patient experience, including the psychological and 
social experience [43] and the experience of care coor-
dination [30]. Three articles explored overall patient 
experiences with transitions in care using qualita-
tive methodologies [39, 40, 47]. Of the three qualita-
tive articles investigating the overall experiences of 
patients, one explored the overall patient experience of 
being transferred between hospitals after lung cancer 
surgery, [47] a second explored the challenges experi-
enced during the transition from a hospitalized patient 
after colorectal surgery to a cancer survivor, [39] and 
a third evaluated the experience of the geriatric surgi-
cal journey including relevant personal and systemic 
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factors to inform optimal care transitions for older 
adults [40].

Cost
Ten articles included evaluations in the cost domain. Uti-
lization of health services was the most common con-
struct evaluated in this domain. Nine articles evaluated 
readmission rates [29, 30, 32–34, 44–46, 48] four articles 
evaluated visits to the Emergency Department (ED), [29, 
30, 32, 33] two articles evaluated hospital length of stay, 
[33, 46] two articles evaluated discharge disposition [45, 
46] and one article evaluated the number of contacts with 
the primary care provider and cardiologist after surgery 
[29]. One article evaluated the cost of the intervention 
based on homecare costs and comparison of inpatient 
costs [33]. One article evaluated gaps in transitional care 
[37]. No articles included a cost per capita, cost benefit, 
or cost utility analysis.

Discussion
This scoping review identified and described the pro-
cesses and outcomes that have been used in research 
to evaluate postoperative transitions in care for older 
adults. The results demonstrate heterogeneity in the 
evaluations that have been used to date. Ten of twenty 
included articles evaluated postoperative transition in 
care processes, most commonly evaluated using ITC 
categories of ‘educating and promoting self-manage-
ment’, ‘coordinating care among team members’ and 
‘outpatient follow-up’. Eighteen of twenty included 
articles evaluated transitions using final outcomes, 
distributed relatively evenly across the three domains 
of the IHI Triple Aim Framework. As a result of the 
inconsistency in evaluations, there remains a need to 
define a core outcome set, [52] informed by patients 
and caregivers, to produce meaningful and consist-
ent evaluations in postoperative transitions in care for 
older adults.

The findings from this review are similar to that of 
Leibzeit’s review of transitional care interventions for 
older adults leaving hospital following a general medicine 
admission [16]. Leibzeit [16] and colleagues found that 
the most common outcomes evaluated were readmis-
sion, mortality and quality of life. The reviewers identi-
fied the most common components of transitional care 
interventions included ‘care continuity and coordination’, 
‘medication management’, ‘symptom recognition’ and 
‘self-management’. The current review adds to this evi-
dence base by indicating similar processes and outcomes 
were evaluated in postoperative transitions in care for 
older adults.

Further, while a systematic review of transitional care 
interventions for surgical patients has been conducted, 

[53] and found that transitional care interventions may 
reduce readmission rates, the search was limited by out-
come (90-day readmission) and was not specific to older 
adults. The current scoping review is the first knowledge 
synthesis study, to our knowledge, that has been specific 
to older adults and the transition in care leaving hospital 
after surgery. It adds to the evidence on transitional care 
interventions by depicting the variability in how post-
operative transitions in care for older adults are being 
evaluated.

Transitions in care are a period of increased risk for 
older adults due to their complex needs. Improving the 
quality and outcomes of transitional care after surgery 
is urgently required [15]. However, consistent targets 
are needed to define a high quality or successful transi-
tion in care in order to maximize the impact of research 
and evaluation on patients, caregivers and the healthcare 
system. This review demonstrates that there is inconsist-
ency in how transitions in care have been evaluated to 
date in the literature. Development of a core outcome 
set, or an agreed-upon set of outcomes to be evaluated 
to ensure standardization, [52] for postoperative transi-
tions in care for older adults is an important step that 
would help to increase consistency of outcomes evalu-
ated. Core outcome sets that include meaningful patient, 
caregiver and other expert engagement have several 
potential benefits, including: facilitating the opportunity 
for systematic review and meta-analysis, reduced risk of 
reporting bias in future trials, and consensus on what 
to evaluate based on what is most important to patients 
and caregivers [54, 55].

None of the articles identified in this review included 
knowledge users, such as patients and caregivers, dur-
ing the process of selecting process and outcome evalu-
ations. Engagement of knowledge users in the selection 
of evaluation approaches may help to prioritize what 
evaluations to include in future research on postopera-
tive transitions in care for older adults [56]. Engagement 
of patients and caregivers often lead to selection of dif-
ferent evaluations within research [57]. For example, one 
recent study explored patient and caregiver priorities for 
patients leaving hospital following non-surgical admis-
sion and discovered that having more publicly funded 
and timely access to homecare were among the top pri-
orities [58]. Yet, accessibility of health services was only 
evaluated in one study in the present scoping review, 
which evaluated uptake of homecare services [33]. This 
provides one example of when patient priorities and what 
is being evaluated in the literature do not currently align. 
Leibzeit [16] similarly noted that caregiver engagement 
and education are currently missing components in tran-
sitional care interventions for older adults and that these 
important aspects must be considered in future research. 
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Further, other researchers have identified the need to 
improve postoperative transitions when patients require 
post-acute care including admissions to skilled nursing 
facilities and inpatient rehabilitation facilities [59]. There-
fore, it would be important to determine from patients 
whether priorities are different based on discharge loca-
tion following surgery.

Despite the variability found in evaluations, there is 
encouraging data from this review. Process evaluations 
are being used in the transitions in care literature for 
older adults having surgery including process evalua-
tions that align with the domains of the Ideal Transitions 
in Care Framework which helps to ensure a safe and suc-
cessful transition out of hospital. Process evaluations are 
essential for understanding key aspects of an intervention 
including the implementation and context of an interven-
tion which was evaluated by both quantitative and quali-
tive research included in this review. Patient-reported 
outcomes were used consistently in the population 
health domain of the Triple Aim Framework to evaluate 
function, health status, and quality of life. Additionally, 
several articles explored patient experience. These are 
important findings because outcomes such as function, 
independence and patient experience are patient-cen-
tered and tend to be valued by older adults [60, 61]. It is 
imperative to evaluate these outcomes as patient priori-
ties tend to differ from those of clinicians and the health-
care system [61].

Notably, the majority of included articles that evalu-
ated outcomes in the in the ‘costs’ domain of the IHI 
Triple Aim framework focused on healthcare utiliza-
tion (e.g. hospital readmissions, Emergency Department 
visits, length-of stay and non-home discharge), but cost 
per capita, cost-benefit or cost-utility analyses were not 
included in any of the included articles. Given the tre-
mendous costs associated with adverse transitions in care 
for older adults [3], this highlights an important gap for 
future research on transitions in care.

The findings of this scoping review point to a num-
ber of areas for future research. For example, additional 
future qualitative research is needed to understand the 
experiences of patients transitioning out of hospital after 
surgery with shared experiences (e.g., surgical procedure, 
transition location). This research is required to under-
stand whether transitional care interventions and their 
respective evaluations need to be tailored based on the 
type of surgery, patient population or transition set-
ting. While it is not always the goal of qualitative research 
to identify generalizable or transferrable findings, these 
findings are important as The World Health Organiza-
tion (WHO) states that patient perspectives, experiences 
and needs are an integral part of transitions in care [62]. 
Further, these findings align with the ‘Experience of Care’ 

domain of the IHI Triple Aim Framework and can allow 
researchers and clinicians to better understand patient 
experiences to provide meaningful improvements in 
experiential outcomes. Additional research to identify 
the highest priorities of older adults transitioning out 
of hospital after surgery could also help to inform the 
development and evaluation of transitional care inter-
ventions.  As only two articles identified frailty among 
their study participants, there is a need to explore the 
preferences and needs of these vulnerable older adults 
to develop interventions specifically for this population. 
Finally, of the twenty included articles in this scoping 
review, eight included interventions, and only three were 
randomized controlled trials. There is a need to develop 
and robustly evaluate transitional care interventions for 
older adults having surgery that will result in meaningful 
improvements for patients, caregivers and the healthcare 
system.

Limitations
There are limitations to consider with our review. First, 
only articles that were published in English or French 
were included. While our search included reviewing ref-
erence lists and clinical trial registries, other grey litera-
ture was not examined. Further, urgent surgeries such as 
hip fractures, which are common among an older popu-
lation, were excluded from this review as the focus was 
on elective surgery. Future research should consider 
exploring postoperative transitions in care for older 
adults requiring urgent surgery.

Conclusions
Current process and outcome evaluations of postopera-
tive transitions in care for older adults are heterogeneous. 
The most common outcomes evaluated were utiliza-
tion of services, including readmission and Emergency 
Department visits, experiential outcomes and quality 
of life. Process evaluations most frequently focused on 
educating and promoting self-management, care coor-
dination and outpatient follow-up. This review provides 
evidence on how transitions in care after surgery have 
been evaluated in the literature to date, which provides 
important information on research gaps and an oppor-
tunity for future research to determine if the evaluations 
used in the literature align with what is important to key 
stakeholders. No articles engaged patient and caregiver 
knowledge users in decisions about the approach to eval-
uations used. Future research should identify what pro-
cesses and outcomes are important to older adults and 
their caregivers during postoperative transitions in care.
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