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ABSTRACT 

Care Transition is a very critical time in terms of older adults, especially between the hospital to community 
and home. These transitions are accompanied by age-related physiological changes, multimorbidities, 
polypharmacy, and low health literacy, which predispose them to adverse events. Poor coordination of the 
healthcare providers, inadequate discharge planning and support of the caregivers, frequently lead to 
medication error, failure to adhere to the planned treatment and unplanned readmission into the hospital. 
Enhancing the transitional care processes will be thus necessary so as to enhance continuity of care and health 
outcomes in the ageing population. This study aims to explore the challenges and determinants of effective 
transitional care among older adults following hospital discharge and to identify strategies that improve 
continuity of care, patient safety, and self-management during the transition from hospital to home. Traditional 
study will be a cross-sectional (or mixed-methods) study among older adults aged 60 years of age and above 
who were recently released out of tertiary care hospitals. Structured questionnaires will be used in the collection 
of data; to evaluate the discharge communication, medication management, follow-up care, caregiver 
involvement, and patient self-management capacity. The factors linked with the successful care transition and 
the decreased readmission risk will be identified with the help of descriptive statistics and regression analysis. 
It is anticipated that the examination will bring out deficiencies in discharge planning and interaction between 
the medical team and patients as well as access to the follow-ups. The results can also be used to identify the 
significance of the caregiver engagement, patient education, and coordinated transitional care interventions are 
found to enhance the outcome among the older individuals. To enhance the transitional care of the older adults, 
there is a need to have integrated care models, effective discharge communication, and services offered by the 
community. The reinforcing of these aspects can minimise unnecessary complications and hospital readmission 
with the improvement of the overall quality of care and self-sufficiency of the elderly population.  

KEYWORDS: Transitional care, older adults, hospital discharge, continuity of care, geriatric health, healthcare 
transitions.
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1. INTRODUCTION 

Hospital-home transition is a risk period linked to 
lapses in the care offered to older adults and 
increased susceptibility to complications. Reduced 
physical capacity, numerous diseases, and numerous 
medications complicate the discharge-based recovery 
and increase the risk of medication mistakes and 
functional decline (Mortelmans et al., 2021). The 
purpose of transitional care programmes is to 
minimise such risks, although they are not always 
effective due to the fragmentation of health systems 
and the lack of full integration of digital solutions. 
New tools such as telemonitoring and mobile health 
applications offer improved continuity of care, but 
they are typically technology-focused and not 
patient-centred, raising doubts about their practical 
value to older adults (Kruse et al., 2017).  

According to Ocaña et al. (2023), communication 
difficulties in the discharge, medication 
reconciliation, and hospital-community coordination 
are some of the most significant problems 
contributing to poor outcomes. These issues are 
exacerbated by poor interoperability and a lack of 
continuity between stages of care. Digital barriers 
include limited access and digital literacy, which are 
common among older adults (Daniels and 
Bonnechère, 2024). The majority of studies focus on 
clinical outcomes, such as readmissions, without 
paying much attention to patient-related outcomes, 
including self-management and caregiver support 
(Greysen et al., 2016; Olowomeye, 2025). Such a 
limited focus does not allow for getting a complete 
view of the effectiveness of transitional care and the 
role of digital health. 

There is growing advocacy for digital health tools 
to address the issue of transitional care, but their 
application in relation to older individuals lacks 
evidence of their applicability and efficacy. Glisauf et 
al. (2025) focus on the rate at which the technology is 
adopted, but they do not address the interaction 
between these tools and socio-behavioural 
determinants such as health literacy and caregiver 
support. As a result, there is a need to conduct 
scientific studies that would incorporate quantitative 
and qualitative results and determine the 
multidimensional effects of digital medical 
interventions. It is necessary to address this gap to 
promote information about scalable, equitable, and 
patient-centered transitional care models that can 
reduce preventable hospital readmissions and 
enhance long-term health outcomes. 

Although there is increased investment in digital 
health, there is limited evidence that these tools can 

actually help older people leave the hospital and find 
their place at home. Current literature focuses on 
technological feasibility or readmission rates and 
does not take personal, patient aspects into 
consideration, including self-management ability, 
caregiver engagement, and digital illiteracy (Fasasi, 
2023; Olowomeye, 2025). Additionally, there are 
limited studies incorporating the combination of 
quantitative outcome evaluation and qualitative 
investigation of patient experiences (Carfora et al., 
2022; McQueen et al., 2022). This gap limits insights 
into the functions of digital health tools within the 
wider socio-behavioral context of transitional care. 

This paper was written with the purpose of 
assessing the effectiveness of digital health tools in 
enhancing hospital-to-home transitional care among 
elderly individuals. It aimed to determine prominent 
post-discharge issues to influence the outcomes, 
examine the relationship between the use of digital 
tools and their outcomes (patient safety, treatment 
adherence, and readmission risk), and the roles of 
caregiver engagement and self-management skills in 
patients in digitally facilitated care transitions. 

2. METHODS 

2.1. Research Approach and Design 

The research philosophy used was pragmatist, 
which acknowledged that effective methods of 
approaching transitional care necessitate both 
objective data gathering and subjective analysis. The 
combination of the two types of evidence was applied 
through a mixed-methods cross-sectional research 
design, which allowed examining clinical outcomes 
and patient experiences, and caregiver experiences in 
an integrated manner (Creswell and Clark, 2018). 
This method was particularly suitable because the 
field of transitional care can be described as 
multifactorial and complex due to the overlapping 
technological, clinical, and social aspects. 

2.2. Settings and Participants 

The research conducted in tertiary care hospitals 
involved older individuals aged 60 or older who were 
discharged within the last 30 days. This period was 
selected due to the readmission and care failure risk 
being highest in this time (Finlayson et al., 2018). 
Purposive sampling was used to recruit participants 
who had experienced discharge in recent years. 
Individuals who had severe intellectual deficiency 
and were not supported by any caregiver were 
excluded to ensure that the data were reliable. 

2.3. Data Collection and Measures 

The data were gathered using structured 
questionnaires that assessed discharge 
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communication, medication management, access to 
follow-up care, caregiver involvement, self-
management skills, and the use of digital health 
technologies, including telehealth and mobile 
applications (See Figure 1 conceptual framework). 
These domains were selected because they can 
capture medical and behavioural elements of 
transitional care, as well as factors that contribute 
primarily to post-discharge outcomes. The Care 

Transitions Measure was also introduced to provide 
a default and trustworthy method of determining the 
quality of care. The tools were chosen because studies 
indicate that care lapses and ineffective follow-ups 
translate to worse outcomes, and digital solutions can 
correct such issues (Kruse et al., 2017; Haga, 2020).  

 

 
Figure 1: Conceptual Framework 

To calculate a sufficient sample size, the study 
applied the power analysis of multivariate 
regression; we expected the effect size (f2 = 0.15), 
power (80 percent), and alpha (0.05). The analysis 
showed that the minimum number of participants 
required was 150. To understand how patients and 
their caregivers experience using digital health tools, 
the study also conducted semi-structured interviews 
with a purposive subgroup of patients and 
caregivers. Through these interviews, one gained a 
better understanding of usability concerns, health 
literacy, and other contextual considerations that 
influence engagement. 

2.4. Data Analysis 

Quantitative data analysis was done using 
descriptive statistics and multivariate regression to 
determine the factors that would be associated with 
enhanced care transition and decreased 
readmissions. Regression analysis was also selected 
to consider the confounders age, comorbidities, and 
socio-demographic factors, and gave an opportunity 
to isolate the impact of using digital health tools 
(Goldberg et al., 2024). The qualitative data analysis 
was based on thematic analysis, which revealed 
technology application, communication, and 
coordination of care trends. The rationale for 
selecting this approach is that it is flexible and allows 
exploring more studies involving complicated 
healthcare experiences and gaining meaningful 

insights based on the narratives of respondents (Ly et 
al., 2021). 

2.5. Ethical Consideration 

Ethical approval was obtained from the 
Institutional Review Board (IRB) of institution. All 
participants provided written informed consent prior 
to participation. The study adhered to ethical 
principles outlined in the Declaration of Helsinki. 

3. RESULTS 

3.1. Overview of the Results 

The result of the study on the effectiveness of 
digital health tools in enhancing hospital-to-home 
transitional care for older adults aged 60 years and 
above who were discharged from tertiary hospitals 
within the last 30 days. Given the study's objectives 
and analytical framework, the findings are classified 
into descriptive statistics, comparative outcome 
analysis, regression analysis, and qualitative themes. 

The conceptualisation framework of the current 
analysis positions the use of digital health tools as an 
enabling element of transitional care, not a 
standalone intervention. In this model, the use of 
digital health is related to a better model of discharge 
communication, medication management, and 
caregiver-assisted follow-up that, in turn enhance the 
self-management capacity of patients. Better self-
management will result in better Care Transitions 
Measure scores and reduced 30-day readmission risk. 
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Meanwhile, age, multimorbidity and polypharmacy 
are contextual clinical variables that can undermine 
transitional care. This framework represents a socio-
technical viewpoint in which technology interacts 
with behavioural, relational and structural processes 
that shape the impact of post-discharge care. 

3.2. Socio-Demographic and Clinical 
Characteristics 

The quantitative phase of the study involved 150 
older adults. The average age of the respondents was 
68.9 years (SD = 6.4). The majority of the respondents 
had two or more chronic conditions, and a large 
percentage needed caregiver services upon 
discharge. Among participants in the total sample, 92 
(61.3% of the total) reported using one or more digital 
health tools after discharge, such as telehealth visits, 
medication reminders, patient portals, or remote 
monitoring. 

Table 4.1: Socio-demographic and clinical characteristics of participants (N = 150) 
Variable Category n % 

Age 60–69 years 78 52.0  
70–79 years 49 32.7  
80+ years 23 15.3 

Gender Male 69 46.0  
Female 81 54.0 

Education Primary or below 44 29.3  
Secondary 61 40.7  

Tertiary 45 30.0 

Living arrangement Alone 39 26.0  
With family/caregiver 111 74.0 

Comorbidities One 27 18.0  
Two to three 74 49.3  
Four or more 49 32.7 

Polypharmacy Yes 96 64.0  
No 54 36.0 

Caregiver support Yes 101 67.3  
No 49 32.7 

Digital health use Yes 92 61.3  
No 58 38.7 

The demographic and clinical characteristics of the 
sample suggest that the population has a high need 
for post-discharge care. Multimorbid older adults 
with polypharmacy have been described as 
particularly vulnerable during care transitions, as 
well as particularly in need of more medication and 
follow-up support following discharge (Mortelmans 
et al., 2021). 

3.3. Comparative Analysis of Transitional Care 
Outcomes 

The descriptive analysis revealed that transitional 
care outcomes were better among participants who 
used digital health tools than among those who did 
not. To enhance interpretation, the group differences 
were tested using significance tests and effect sizes. 

Table 4.2: Comparison of outcomes between digital users and non-users 
Outcome Digital users (n = 92) Non-users (n = 58) p-value Effect size 

Discharge communication score (1–5) 4.12 ± 0.61 3.41 ± 0.74 <0.001 Cohen’s d = 1.07 

Medication management score (1–5) 4.06 ± 0.58 3.32 ± 0.69 <0.001 Cohen’s d = 1.18 

Follow-up attendance 77 (83.7%) 35 (60.3%) 0.001 φ = 0.26 

Self-management score (1–5) 3.98 ± 0.63 3.29 ± 0.71 <0.001 Cohen’s d = 1.04 

Caregiver involvement score (1–5) 3.89 ± 0.72 3.34 ± 0.77 <0.001 Cohen’s d = 0.74 

Care Transitions Measure (0–100) 78.6 ± 9.8 67.9 ± 11.4 <0.001 Cohen’s d = 1.02 

30-day readmission 14 (15.2%) 18 (31.0%) 0.021 φ = 0.19 

Users of digital tools rated discharge 
communication, medication management, self-
management, caregiver involvement, and overall 
transitional care quality significantly higher, as 
shown in Table 4.2. The effect sizes of the continuous 
outcomes were moderate and large, which means 
that the differences were not only statistically 
significant but also practically significant. Digital 
users also followed up much better, and 30-day 

readmission was much lower. 
These results imply that the increased continuity of 

care following discharge was related to digital health 
use. Yet the differences observed cannot be taken as 
evidence that digital tools, in turn, produced superior 
results. Instead, there is evidence of a positive 
interaction between the use of digital tools and 
increased levels of communication, support, and 
behavioural capacity, which may explain why the 
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most positive results were observed among 
participants with higher caregiver involvement and 
self-management scores. 

3.4. Reported Post-Discharge Challenges 

Despite these positive outcomes, several post-
discharge challenges remained common. 

Table 4.3: Reported post-discharge challenges 
Challenge n % 

Difficulty understanding discharge instructions 59 39.3 

Medication confusion/errors 54 36.0 

Low self-management confidence 51 34.0 

Difficulty scheduling follow-up care 47 31.3 

Difficulty using digital tools 43 28.7 

Lack of internet/device access 38 25.3 

Limited caregiver support 32 21.3 

These findings show that technology did not 
eliminate all challenges in the transitional care 
process. Issues concerning discharge education and 
medication management were still very significant, 
which is indicative of the fragile nature of care 
transfers among the elderly, as well as in patients 
with polypharmacy and multimorbidity 
(Mortelmans et al., 2021). Furthermore, the share of 
participants who reported having trouble using 
digital tools or being denied access to equipment and 
the network indicates that the positive effects of 
digital support were not evenly distributed. The 
trend indicates that digital literacy, access, and 

practical usability still play a vital role in determining 
whether technology can be integrated effectively into 
post-discharge care. 

3.5. Multivariate Regression Predicting 
Transitional Care Quality 

Multivariate linear regression was performed to 
identify predictors of improved quality of 
transitional care, measured by the Care Transitions 
Measure. Linear regression assumptions such as 
normality, multicollinearity, and homoscedasticity 
were evaluated and satisfied. 

Table 4.4: Multivariate regression predicting transitional care quality 
Predictor B SE Beta t p-value 

Constant 41.27 5.88 — 7.02 <0.001 

Digital health tool use 6.84 1.41 0.34 4.85 <0.001 

Discharge communication 4.12 0.97 0.29 4.25 <0.001 

Medication management 2.76 0.89 0.21 3.10 0.002 

Caregiver involvement 2.48 0.81 0.19 3.06 0.003 

Self-management capacity 3.15 0.93 0.23 3.39 0.001 

Age -0.18 0.09 -0.12 -2.00 0.047 

Comorbidities -1.27 0.44 -0.17 -2.89 0.004 

Table 4.5: Model summary for linear regression 
R R² Adjusted R² Std. Error of the Estimate F df p-value 

0.693 0.480 0.450 7.84 18.71 7, 142 <0.001 

Table 4.6: ANOVA for regression model 
Source Sum of Squares df Mean Square F p-value 

Regression 8042.61 7 1148.94 18.71 <0.001 

Residual 8718.39 142 61.40 
  

Total 16761.00 149 
   

The quality of transitional care was predicted by 
the regression model with 48.0%. The positive 
predictor was strongest on the use of digital health 
tools, followed by discharge-related communication 
and self-management capacity. There was also a 
significant contribution of medication management 
and involvement of caregivers, and the outcome was 
worse associated with the increasing age and 
increasing burden of comorbidities. These findings 

suggest that technological, behavioural, relational, 
and clinical influences interacted to shape the quality 
of transitional care, rather than solely digital 
exposure. 

3.6. Logistic Regression Predicting 30-Day 
Readmission 

A logistic regression was conducted to identify 
factors associated with 30-day readmission. 

Table 4.7: Logistic regression predicting 30-day readmission 
Predictor Odds Ratio 95% CI p-value 

Digital health tool use 0.46 0.22–0.95 0.036 

Good discharge communication 0.58 0.36–0.91 0.021 
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Strong caregiver involvement 0.62 0.39–0.98 0.041 

Higher self-management capacity 0.55 0.33–0.89 0.016 

Four or more comorbidities 1.89 1.07–3.33 0.028 

Polypharmacy 1.67 0.94–2.95 0.079 

These results show that the use of digital health, 
discharge communication, caregiver support, and 
self-management decreased the risk of readmission, 
and the higher the comorbidity, the higher the risk. 
Polypharmacy provided a positive, but not 
statistically significant relationship with readmission, 
and this indicates that medication burden can be 
important, though its impact can be confounded by 
the increased ease of complexity of illness. Although 
a specific model of formal mediation has not been 
reported separately in this case, the trend of findings 
suggests that the concept of self-management 

capacity could serve as a channel through which the 
beneficial effects of digital health use could lead to 
better results during the transitional process. Stated 
differently, digital tools seem most valuable when 
they help patients comprehend, plan, and perform 
their post-discharge care rather than functioning as 
individual interventions. 

3.7. Qualitative Findings 

The qualitative component generated four main 
themes that helped explain the quantitative trends. 

Table 4.8: Qualitative themes from interviews 
Theme Interpretation 

Reassurance through connected care Digital follow-up reduced anxiety after discharge 

Improved medication adherence Reminders and digital prompts helped routine medicine use 

Digital literacy barriers Some older adults struggled with apps, portals, and passwords 

Caregiver mediation Caregivers often helped operate or interpret digital tools 

The qualitative results provided interpretive 
insights into the quantitative results. Respondents 
who reported positive experiences with digital health 
tools associated these experiences with reassurance, 
continuity, and assistance with medication routines. 
Simultaneously, the topic of caregiver mediation 
suggests that digital tools were commonly successful 
since another individual assisted the patient in using 
them. Similarly, the topic of digital literacy barriers 
can make any simple definition of digital success 
difficult to explain since it demonstrates that usability 
and access continue to be significant constraints. 
Overall, the findings indicate that digital health tools 
improved transitional care, but their effectiveness 
depended on the quality of communication, usability, 
and caregiver support and the ability of patients to 
self-manage. The findings therefore show that the 
digital health tools do not operate in isolation and 
work in a wider care environment, which is 
influenced by relational, behavioural and structural 
factors. 

4. DISCUSSION 

This study was conducted to determine whether 
digital health tools can enhance hospital-to-home 
transitional care among older adults. The results 
revealed that the use of digital health indicated 
improvement in discharge communication, 
medication management, self-management, and 
reduced risk of 30-day readmission. The general 
trend of findings, however, indicates a more complex 

interpretation than the bare statement of the better 
result of digital tools. 

The evidence indicates that digital health tools are 
not independent but facilitative within a larger care 
system. Their efficacy seems to depend on human 
and structural factors, specifically the quality of 
communication and caregiver involvement. This is an 
argument against technologically deterministic 
assumptions and also in favour of a socio-technical 
view of transitional care. 

A key finding in this study is the discharge 
communication role, which is of great importance. 
The group of participants with higher 
communication scores showed more positive 
transition outcomes and a reduced readmission risk. 
This aligns with the results of Rojas-Ocaña et al. 
(2023), who stated communication as one of the 
determining factors when it comes to safe medication 
reconciliation at discharge, and the results in Sun et 
al. (2023), where the synthesis of the results indicated 
that interpersonal connexion, continuity of 
information, and coordinated support are the key 
determinants of an effective hospital-to-home 
transition. The current results thus confirm the 
perspective that communication is not an isolated 
element of discharge, but a process in which 
transitional care makes sense, takes action, and stays 
safe. 

Digital health-use and improved outcomes should 
also be viewed sceptically. Despite the higher follow-
up attendance, better medication management, and 
low readmissions among digital users, better 
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caregiver engagement and higher self-management 
scores were also observed. This trend extends the 
findings of Rasmussen et al. (2021), who found that 
the transitional interventions can reduce readmission 
rate in situations where the follow-up and continuity 
is added to the model of care as the authors believe 
that digital tools would be the most effective when 
embedded into the supportive relation and structure 
rather than executing a single role. 

Another important predictor of the quality of 
transitional care was medication management. This 
result has a theoretical significance since medication 
safety is among the most vulnerable elements of 
discharge among older adults, specifically, those with 
polypharmacy. Rather than indicating that digital 
reminders are the solution to medication-related 
risks, the results suggest that technology is useful 
only when patients are fully aware of medication 
changes and have the necessary support to 
implement them. In that regard, electronic means 
seem to support, instead of supplanting, the 
informational task of discharge planning.  

The close relationship between the self-
management capacity and the quality of transition 
and readmission is a significant contribution. The 
research is relevant to the literature by incorporating 
the clinical, behavioural and technological aspects of 
transitional care and showing that the ability of 
patients to self-manage is at the core of converting the 
digital use of health into better outcomes. This is in 
line with Steiner et al. (2025), who state that research 
on hospital-to-home transition should not be 
measured based on clinical outcomes only, like 
readmission, but also patient-reported ones, like 
preparedness, confidence, and ability to manage care 
after discharge. 

The role of the caregivers was also identified as a 
determining factor. The qualitative themes indicate 
that the caregivers often performed the role of 
interpreters, organisers, and mediators of technology 
with older adults upon discharge. This contributes to 
the emerging debate in the area of transitional care 
that family and informal caregivers do not play a 
peripheral role in continuity of care but rather play a 
central role in the practise of transitional systems. 
Simultaneously, it brings about a significant 
contradiction, that despite the purported 
empowering impact of digital care, in the present 
case, it may require the presence of another 
individual who could assist in operationalising this 
aspect. The said complication is theoretically relevant 
in that it disrupts the presumption that digital tools 
are inevitably more autonomy-enhancing in a more 
direct manner. 

This interpretation is further enhanced by the 
findings on digital barriers. A large percentage of 
respondents reported difficulty with digital tools or 
were not connected to the internet or to their devices. 
This does not disprove the positive relationships 
reported among digital users; it only shows that the 
advantages are distributed unevenly. In this sense, 
digital health can improve transitional care for certain 
groups of people and recreate the exclusion of others. 
This justifies equity-based work on hospital-to-home 
digital interventions, which cautions that the elderly 
are overly assumed to be a homogeneous population, 
even though significant variations in literacy, access, 
confidence, and social support exist (Kokorelias et al., 
2022). The research, hence, not only establishes the 
possibility of using digital health but also shows the 
circumstances under which that possibility may not 
be actualised. 

Lastly, age and comorbidity burden were also 
important negative predictors of improved transition 
outcomes. This indicates that there is no complete 
counterbalance between digital support and 
vulnerability related to multimorbidity and 
complicated chronic illness. A more cautious reading 
is thus justified: the continuity, communication and 
patient management capacity can be enhanced by the 
use of digital tools, but they do not neutralise 
structural clinical risk. They have a value in 
improving transitional processes in already 
responsive care systems. 

5. CONCLUSION 

This research shows that digital health tools have 
the potential to enhance hospital-to-home 
transitional care among older adults by improving 
communication, medication management, self-
management, follow-up attendance, and reducing 
readmission risk. Nevertheless, the advantages of 
digital health became the most pronounced in cases 
when effective discharge communication, caregiver 
support, and sufficient patient capacity were 
provided to such tools. Implementing digital health 
must be a part of a person-centred and integrated 
transitional care model and not as an isolated 
technological solution. 

6. RECOMMENDATIONS 

Some recommendations are discussed based on the 
conclusions of this research to the clinical practise, 
service design, and future research. 

Since, as Rojas-Ocaña et al. (2023) and Sun et al. 
(2023) reveal, failures in communication during 
hospital discharge can be linked to the development 
of medication-related issues, insufficient preparation 
levels, and less continuity between hospital and 
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home care, hospitals must focus on quality 
communication during discharge by offering clear 
verbal counselling, written discharge instructions, 
explaining the medications, identifying warning 
signs, and planning the continuity between home and 
hospital care. 

Since transitional care interventions are more 
effective when follow-up and continuity are 
integrated into the care pathway, as revealed by 
Rasmussen et al. (2021), healthcare organisations 
need a structured model of transitional care that 
integrates post-discharge follow-up across settings. 

Since Kokorelias et al. (2022) claim that most of the 
digital hospital-to-home interventions are designed 
without paying appropriate attention to the diversity, 
needs, and realities of older populations, digital 
health tools, including telehealth follow-up, reminder 
systems, remote monitoring, and patient portals, 
should be introduced in a person-centred and 
transition-centred way and not as a general 
technological solution. 

Since Sun et al. (2023) identify interpersonal 
relationships, social support, and coordination as the 
primary facilitators of successful hospital-to-home 
transition, family caregivers should be formally 
included in the discharge planning, discharge 
education, medication counselling, and post-
discharge support for older adults. 

Since Kokorelias et al. (2022) further note that 
digital readiness and digital transition is generally 
designed as a homogenous group in the absence of 
significant differences in confidence, access, and 
capability, hospitals should measure digital readiness 
at the time of discharge, such as digital literacy, 
access, and availability of devices, the internet, and 
confidence in using technology. 

Older adults and caregivers should receive 
practical training and continued support through the 
introduction of digital tools in services. Since, as 
Singh et al. (2022) emphasise, successful digital 
transition support is associated with the fit between 
technology, users, and tasks in care. 

Since equity-focused digital health research 
cautions that the use of technology will inadvertently 
increase exclusion when services already assume 
universal access and ability, any healthcare system 
must maintain analogue channels such as telephone 
follow-ups, printed discharge instructions, and face-
to-face review to patients who cannot or do not wish 
to use digital tools (Kokorelias et al., 2022). 

Future studies are advised to compare specific 
digital transitional care methods rather than viewing 
digital health as a homogeneous entity, and to test the 
mediating effects of self-management, caregiver 

support, and communication on post-discharge 
outcomes. The latter call is consistent with Steiner et 
al. (2025), who argue that closer consideration should 
be given to patient-reported outcomes and context-
sensitive intervention models.  

7. LIMITATIONS 

There are several limitations which should be 
recognised. A cross-sectional design does not allow 
causal inference, and self-reported measures may be 
prone to recall bias. Moreover, the digital health tool 
category is too broad, and interventions that are both 
usable and effective can fall within it. The research 
can also not represent severely cognitively impaired 
or deeply digitally excluded older adults. Another 
important limitation is that participants who utilised 
digital health tools might have been more motivated 
or more health-literate at baseline, which might 
partially explain the observed associations. This 
implies that part of the claimed advantage of using 
digital tools might be due to an underlying disparity 
in patient engagement, rather than the impact of 
technology itself. 

8. STRENGTHS 

These limitations notwithstanding, the study has 
several strengths. It utilises a mixed-methods design, 
targets a clinically relevant group of elderly 
individuals, and integrates clinical, behavioural, and 
technological aspects of transitional care into a single 
analytical model. It also advances the literature by 
demonstrating the impact of patient self-
management and caregiver support on the practical 
efficacy of digital health during the transition period, 
and thus provides a more integrative perspective on 
transitional care than readmission-only models. 

9. FUTURE IMPLICATIONS 

The proposed socio-technical model should be 
tested in future research using longitudinal and 

intervention-based designs. Specifically, research 
using patient-level data would need to investigate the 
role of self-management capacity in mediating the 
association between digital health use and improved 
transitional outcomes. Comparative studies are also 
required to identify which modes of digital tools 
work best, in which patients, and in what conditions 
of organisation and care-giving. In practice, the 
results suggest that the best model of transitional care 
will most likely be one that integrates technology, 
communication, caregiver involvement, and 
individualised support rather than focusing solely on 
digital systems. 
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