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Abstract
Background: Little is known about the nature of patients’ transitions between healthcare settings in the last year of
life (LYOL) in Germany. Patients often experience transitions between different healthcare settings, such as hospitals
and long-term facilities including nursing homes and hospices. The perspective of healthcare professionals can
therefore provide information on transitions in the LYOL that are avoidable from a medical perspective. This study
aims to explore factors influencing avoidable transitions across healthcare settings in the LYOL and to disclose how
these could be prevented.
Methods: Two focus groups (n = 11) and five individual interviews were conducted with healthcare professionals
working in hospitals, hospices and nursing services from Cologne, Germany. They were asked to share their
observations about avoidable transitions in the LYOL. The data collection continued until the point of information
power was reached and were audio recorded and analysed using qualitative content analysis.
Results: Four factors for potentially avoidable transitions between care settings in the LYOL were identified:
healthcare system, organization, healthcare professional, patient and relatives. According to the participants, the
most relevant aspects that can aid in reducing unnecessary transitions include timely identification and
communication of the LYOL; consideration of palliative care options; availability and accessibility of care services;
and having a healthcare professional taking main responsibility for care planning.
Conclusions: Preventing avoidable transitions by considering the multicomponent factors related to them not only
immediately before death but also in the LYOL could help to provide more value-based care for patients and
improving their quality of life.
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Background
Patients in their last year of life (LYOL) represent a
highly vulnerable group of patients. The care trajectory
in the last months of life is characterized by multiple
and often burdensome transitions, which are defined as
a change between care settings, jeopardizing continuity
of care [1]. Several studies found transitions increase in
the last months of life [1–5], with most of them concerning hospitalization [1, 3, 4, 6–8]. The frequent hospital attendance at this stage of life contradicts most
patients’ preference for home-based care [7, 9, 10]. The
situation is similar in a longer period of the last 12
months of life [5, 6, 8, 11, 12]. The proportion of people
who had been admitted at least once to hospital, nursing
home or hospice in the LYOL ranged from 54% (France)
to 76% (Austria, Israel, Slovenia) [11] while in Cologne
(Germany) the value reached 91% [9]. In an Australian
study nearly all of the decedents spent time in hospital
with a marked increase in hospitalizations in the last
108 days of life for people who died of cancer [8]. According to a recent study of our group, the five most frequent transitions in the LYOL included hospital care.
About half of them were from home to hospital, almost
a quarter from hospital to home, and transitions between nursing home to hospital and hospital to hospital
were less frequent [9]. Numerous transitions across
healthcare settings in the last months of life are potentially avoidable [10, 13–16].
Most of these avoidable transitions are hospital admissions [14, 17–22]. In this context, terms such as unscheduled, avoidable, preventable, undesirable or
inappropriate are used [20, 22, 23]. An inappropriate
hospitalization can be avoided by better advance care
planning or peer support for general practitioners (GPs)
[24]. A clear-cut definition and classification is not available [24] and each individual situation needs to be evaluated to assess whether hopitalization is necessary. The
predominant factor for admission to hospital are uncontrollable, such as acute medical situations occurring at
home [25]. These transitions are initiated for curative or
life-prolonging reasons [4]. Not all transitions are occurring for this reason: while effective symptom control, social and psychosomatic care can be mostly managed at
home [26], an avoidable hospitalization takes place due
to generalized weakness and social isolation rather than
medical indication [14]. Another study specified avoidable hospitalization is due to insufficient nursing
provision or a lack of family support [21]. System factors
(poor availability of alternative sites of care or failure of
preventive actions by other healthcare professionals
(HCPs)), social and family factors were identified as
drivers for hospitalization in the last month of life of
older adults [24]. It is unclear to what extent these risk
factors for transitions are applicable to the German
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context, which of the factors are considered avoidable by
German HCPs and what suggestions HCPs have for
overcoming these transitions. To close this gap, this
paper focuses on such avoidable transitions in the
LYOL.

Methods
Study design A qualitative study with two focus groups
(FG) and five interviews was conducted. To better
understand avoidable transitions in the LYOL, we explored perspectives from HCPs. This article reports data
from a larger mixed-methods cross-sectional study,
which was undertaken to study the LYOL in Cologne
[27]. The study was prospectively registered on 13th
June 2017 in the German Clinical Trials Register
(DRKS00011925).
Participants The data were collected between May and
October 2019. Participants were a purposive sample of
hospital physicians, general practitioners (GPs), nursing
staff (NS), outpatient specialists and members from hospice, outpatient palliative care teams and care homes,
with different qualifications and experience in providing
healthcare for patients in their LYOL. All potential participants received invitations and an information sheet
per email from a member of the research team to encourage participation. A snowball sampling-technique
was used, supported by our field access partners. Faceto-face-interviews were conducted with nurses and GPs
who wanted to participate in the FG but were unable to
attend them. The FGs were designed homogeneously in
terms of function - in order to avoid hierarchy biases and heterogeneously in terms of occupational field and
pool of experience. The setting was designed to make respondents feeling comfortable mentioning other professions without making themselves vulnerable or
offending others.
Data collection Data were collected by research associates GD, VV and AK, all of whom have a master degree
and previous experience in qualitative data collection.
They were unknown to all study participants bar one at
the time of data collection. Both focus group and interview participants received the same questions to ensure
comparability of the data. A semi-structured interview
guideline was developed using relevant literature [6, 17,
20–22, 28]. The guideline covered several key areas regarding risk factors for avoidable transitions between
care settings in the LYOL and included the same questions for both the FGs and the interviews (Supplemental
file 1). Demographic data of participants was collected.
Participants provided written informed consent and the
study was approved by the Ethics Committee of the
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human resources responsibility and decision-making authority in hospice, care home, hospital, outpatient or
nursing service.

Medical Faculty of the University of Cologne (#17–188).
Respondents also received an incentive for their participation (€50). The FGs and three interviews were held at
the University Hospital Cologne in the time between the
day and afternoon shifts. Two interviewees preferred being interviewed at their place of work. Data Collection
was continued until the point of information power was
achieved [29].

Potentially risk factors for avoidable transitions in the
LYOL

Figure 1 summarizes the potential risk factors for transitions in the LYOL, which are described in detail below.
Risk factors for avoidable transitions in the LYOL could
be clustered into four groups: health system,
organization, HCP, patient and relatives. The participants were able to detect a strong interrelation between
these four factor groups. Each of these four themes seem
to have sub-themes, as shown in the figure.

Data analysis The qualitative data were audio-recorded,
transcribed verbatim and then coded by the first author
(AK). The thematic framework was modified in consensus with two further researchers (GD & VV). Transcripts
were analysed with MAXQDA [30] using Miles and
Huberman’s guidelines for qualitative content analysis
[31]. Due to the explanatory character of our study, the
coding scheme was deductively based on available research evidence [6, 12, 17, 32] and inductively derived
from the content of the interview transcripts. All places,
names and identifiable information were anonymized
during transcription.

Healthcare system as factor
Health system remuneration

The respondents perceived a high frequency of economic orientation of care services, especially in hospital
settings. One physician suggested hospitals rely primarily
on diagnostic methods to increase revenues, generating
avoidable transitions in the LYOL (SP#137)

Results
Participant characteristics

Two FGs were formed involving specialist physicians
(SP) (n = 3) and managers (n = 8) from different disciplines. Not all participants who had agreed to participate
in a focus groups attended, from a total of 13 participation commitments 11 came to the FG. FGs lasted for approximately 110 min and the individual interviews lasted
between 31 and 69 min (average: 52 min). Three GPs
and two hospital nurses participated in the study in faceto-face interviews. In total, 16 HCPs from generalist and
specialist palliative care settings participated.
Table 1 summarizes the characteristics of HCPs. The
specialist physicians were specialized in anaesthesiology,
geriatrics, intensive, emergency, palliative and internal
medicine and worked in a hospital setting. The managers were defined as staff in executive positions with

So, in principle, we have the problem that hospitals
rely on diagnostic tools with which they can make
relatively large sums of money [ … ]. (SP#136)
Simultaneously, the participants emphasized a lack of
remuneration for “spoken” medicine, meaning general
medical consultation on therapy options.
Curative paradigm

According to the participants, there is a prevailing curative paradigm of healthcare delivery. Care decisions are
often based on curative treatment without considering
palliative care approaches, generating avoidable
transitions.

Table 1 Characteristics of healthcare professionals (n = 16)
N

Specialist physician

Manager

General practitionera

Nursing staff

3

8

3

2

Mean age

46.3

47.4

57.7

38

Sex (female; %)

2

4

1

1

Specialist PCb

1

3

–

–

less than 5 years

1

1

–

–

5–10 years

1

2

–

1

11–20 years

–

1

1

1

more than 20 years

1

4

2

–

Work experience

a

individual interviews bpalliative care
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Fig. 1 Potentially risk factors for avoidable transitions in the LYOL)

It’s a lot more difficult to just do nothing instead of
giving standard [curative] treatment, but you have
to remember that nothing doesn’t mean nothing. I
have to fill the “nothing” with specific things and actions. So “nothing” actually only means “not the
hospital”. (GP7#200)
One nurse stated that the treatment strategy for hospital patients is oriented towards a reaction to their
acute complaints and less towards a long-term view of
the disease in a holistic context.
There are only reactions [in the form of treatment]
to the [patient’s] acute situation, and then another
reaction, and another reaction. (NS5#177)
Availability and accessibility of care services

Participants complained about limited capacity of
healthcare settings such as hospices or short-term care.
One participant described the difficulty of finding a
nursing service after being discharging from hospital.
Additionally, the participants do not feel sufficiently informed about the existing palliative care services. An
avoidable transition to hospital can also occur if a bed in
a hospice or outpatient home care is unavailable. A
physician listed the reasons for an avoidable
hospitalization:
For example, that the family [...] is simply overwhelmed by the situations that arise, even if the patient has the explicit wish to die at home. Well,
then either the care has not yet been started

because, for example, they have registered for specialized outpatient palliative care, but the service
has not yet begun, or they have registered for placement in a hospice, but they are still waiting for
placement, or there are symptom crises that cannot
be managed because the family can’t reach the specialized outpatient palliative care or the specialist
palliative physician [...]. (SP#54)
Among the specific suggestions to prevent unnecessary
transitions participants mentioned an around-the-clock
outpatient emergency telephone hotline in the event of
acute symptom crises.
Policies & guidelines

The German healthcare system is extremely fragmented
and is governed by strict legal regulations. Problems
often arise at the interfaces between inpatient and outpatient care. One GP described an inadequate implementation of discharge management in hospitals as a
consequence of such regulations:
There are hospital discharges that are, they're not
well-prepared. There are discharges that are made
on Fridays around noon. And nothing has been organized [for the patient]. The flow of information is
seldom good, at least for me [involved GP]. Then I
don't even find out [that my patient has been discharged]. (GP#135)
Respondents complained that communication with
other HCPs is made more difficult by restrictive data
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protection. According to the participants, data protection regulations sometimes prohibit physicians from
contact hospices without patient consent. Especially in
by discharging patients from a hospital, complications
from consequent discharge management were reported:
When patients go from a hospital ward to shortterm care, the short-term care is at the site [hospital], but legally belongs to the outpatient area.
This means that I cannot go up there and prescribe
anything. This should actually be done by the practitioner in a private practice, or by the specialist palliative home care team [ … ]. (SP#58)
Organization as factor
Interprofessional collaboration

The cooperation with other HCPs, which is partly characterized by limited out-of-hours service availability, the
use of different communication media and a lack of contact persons was described as possible factors for avoidable transitions in the LYOL.
Everybody complains about other colleagues, right?
We at the nursing home can also say: “Boy, what
have they done in the hospital this time? And why
is it that way?” Maybe they think the same thing
about us. (manager#197)
Respondents reported informal arrangements with
other HCPs to maintain the continuity of care, preventing out-of-hours service hospitalization, and entering an
“alliance”. One GP described individual temporary solutions arising within the framework of an agreement with
the outpatient nursing services and relatives:
[...] I have actually always tried to make a deal with a
nursing home, a nursing service, or with the relatives:
“If something goes wrong, call me, hm. But I also
have to be willing to give out a mobile phone number
where I can be reached after hours”. (GP#144)
Resources

According to the respondents, the role of GPs is to assess the domestic situation of the affected person or
their acute state of health in order to formulate an adequate care indication plan to avoid redundant hospitalizations in the LYOL. However, this kind of medical
assessment is hindered due to the limited time for home
visits.1 Care homes and nursing services are particularly
1

Home visits are an integral part of general practice in Germany and
predominantly delivered by family practitioners working solo or in
small practices. However, over recent years the frequency of home
visits has decreased [33].
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affected by resource restrictions and are therefore often
criticized by the participants. They also reported a general shortage of resources, one manager emphasized:
The pressures that we are all under here in the
healthcare system are often that of extreme time
pressure and staff pressure. It doesn't matter
whether it's in the outpatient or inpatient facility,
it’s in the hospital. (manager#197)
If curative treatments continue for a considerable part
of the illness trajectory, the respondents suggested a lack
of competence of the responsible HCP. Palliative care
competence was identified as a crucial but predominantly missing resource for the identification of patients
in their LYOL and effective management of symptom
crises. It seems to affect young physicians in particular.
Participants perceived a lack of palliative care competences among medical professionals including the application of sedative drugs:
Then it’s really easy [for others] to say, “Then inject
some morphine.” No one has a problem with insulin. But when you have the morphine injection in
your hand it's the fear of killing [the patient], yes,
that something might happen. (manager#74)
Healthcare professionals as factor
Identification

The reasons for the persistence of curative treatment
and late identification of the LYOL were attributed to
different factors. Respondents mentioned the lacking
competence of the HCP to identify a LYOL-patient. Besides, it was assumed the HCPs are unwilling to take a
closer look at the patient’s health status. Furthermore, a
lack of standardized methods for identifying patients in
their LYOL was assumed.
The nurses most often address the assistants or the
senior physicians to talk to the patients, because
they [nurses] have more contact with them. They
also have a little more sensitivity and say, ‘This is
actually a patient who can be palliative, [ … ] in
other words, after the question, “Would it surprise
you if this patient does not survive the next six to
twelve months?” SP#25
Communication

Respondents stated that an honest and early communication about entering the LYOL is necessary but often
lacking for patients. One nurse complained that empathetic communication and information for patients before
treatment are rare and emphasized the need for more
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patience and interest on the part of HCPs. The timing
for the breaking bad news (BBN) was highlighted:
And I think several things can be avoided if everything is carefully considered at an early stage and
not only when everything is already absolutely palliative anyway. (manager#178)
The perceived health condition of the patients is
largely dependent on whether, and how well, the information about the state of health has been provided:
[I] t is partly due to the patients saying: “No, I want
to continue treatment”. So sometimes I think that
the patients are not sufficiently informed about the
actual state of their illness. (NS5#25)
The aspect of BBN was associated with anticipatory
discussions about the care planning, preventing avoidable transitions. They indicated the issue of lacking communication about the prospect of death, attributed to
various reasons such as the fear of discussing death or
the lacking time. Additionally, the inexperience of assistant physicians was mentioned orienting towards diagnostic processes rather than communicative aspects of
treatment goals.
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have a clear agenda, and I stand behind it.
(GP4#150)
Patient and relatives as a factor
Perceived responsibility

The respondents found relatives are mainly responsible
for the care of patients in their LYOL. Extreme examples
were reported of relatives taking patients to hospital
avoiding dealing with a problem themselves, which was
referred to as “practice of shuffling off responsibility”.
Nevertheless, the attitude [of some relatives] is:
“Well, I can't adjust my life because she's [patient]
no longer cared for. And you can't discharge her
with insufficient care, so she will have to stay here,
you have to take care of her.” And sometimes
people stay in hospital for weeks until a short-term
care bed is available somewhere. And I don't even
want to ask, yes, but it would be interesting to find
out what is really going on there. Basically, we just
push off the problem to short-term care because
that is limited. And they will have the same difficulties with the long-term care, won't they? (SP#213)
Wishes & preferences

Respondents reported difficulties in dealing with family
wishes that conflicted with those of the patients.

Perceived responsibility

According to the respondents, a certain degree of assuming or taking on responsibility is necessary for the
implementation of BBN. A role as “gatekeeper” was consensually assigned to the GPs. If one HCP does not take
on a central role in the care provision, there is a clear
shift in responsibility towards other HCPs, creating a diffusion of responsibility. This circumstance could be disadvantageous to the patients in their LYOL.
[ … ] There is no one who ultimately has any vision.
Yes. And that's, that-- that's one of the main problems in the whole clinical process. (SP#117).
The ability to assume responsibility for the patients in
their LYOL was stated as closely linked to the personality of the HCP:
It can't be done without the commitment of healthcare professionals, yes. The commitment must be
there. [...] People always say it's about money. I do
not believe it. I think it is really something that appeals very much to character traits or, yes, I would
say, also to the meaning of my work, yes. I'm not a
counter clerk who hands out stamps, I have a care
contract with the patients. That doesn't mean I have
to sit on the side of their bed every day. But I do

[ … ] I mean, there are of course some patients who
come in such desolate condition that they are not
really responsive, are confused and so on. But even
then, there are the relatives involved who say: “we
are just taking him to hospital again”. (NS5#65)
Participants explained hospitalizations during the
LYOL happen despite the patients and relatives having
adequate information and/or adequate home care. The
emergence of such transitions was associated as the result of growing emotional, physical, and financial stress
that the caregiver must bear during this time.

Discussion
Avoidable transitions in the last year of life are an obstacle for the continuity of care for patients. This article
highlights aspects of avoidable transitions from the perspective of HCP, in an extended 12-months timeframe.
As already observed in a study involving 15 European
countries, patients are affected by many transitions in
their LYOL, which cannot only be explained by medical
needs [11]. The risk factors for avoidable transitions
identified in this study are similar to those already identified in the literature. The identified risk factors are
classified into four groups: healthcare system,
organization, HCP, patient and relatives (Fig. 1). These
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results reveal the complexity of the factors influencing
avoidable transitions between healthcare settings.
From the perspective of HCP, the characteristics of
the healthcare system pose a risk for the occurrence of
avoidable transitions that require improvement. An additional demand includes consistent discharge management, a more flexible approach to data protection and
the use of modern technologies, especially in hospitals.
Similar to our results, the availability and accessibility of
receiving community services were identified as a potential risk factor for a hospitalization also near the final
stage of life [6, 10, 20, 22, 23, 34]. Both overcoming
curative thinking towards openness to palliative care and
structural reform of the health system are needed to
avoid the strong economic focus of health organizations
on diagnostic and curative treatment in the LYOL. The
predominant curative thinking of HCP was often mentioned by respondents as a ‘rescue culture’ and was
already been mentioned in a New Zealand study [20].
Consistent with our results, a Dutch study found that
marking the approach of death, and shifting the mindset
could help to avoid hospitalization at the end of life [17].
Current issues of transitions in the LYOL are revealed to
the communication complexities, care planning, coordination gaps and health system reform needs [12]. The
identified risk factors of the healthcare system for avoidable transitions are in line with findings in other studies,
therefore it can be assumed that these are not based on
the characteristics of the German healthcare system
alone, regarding the sector boundary between outpatient,
inpatient care and rehabilitation facilities [35].
Risk factors were also identified at the organizational
level. More effective interprofessional collaboration and
communication between HCPs and patients may constitute effective tools for preventing avoidable transitions
of patients in their LYOL. Overall, there is an explicit
need for an expansion of palliative care qualifications
(both medical and nursing staff, young medical staff in
particular), around-the-clock outpatient emergency telephone hotline, expansion of organizational resources
and centralized information on the availability of adequate care. While palliative care is often perceived to
be indicated typically for dying people and those with
major pain issues, the benefits and fields of applications
of palliative care are considered much wider nowadays.
Palliative care contributes to symptom management,
family support, coping strategies etc. in the care for various diseases [36, 37]. Therefore, early involvement of
palliative care practitioners can be helpful for managing
various symptoms next to pain and regardless of the anticipated remaining life span [36].
HCPs have identified themselves as a risk factor for
the emergence of avoidable transitions. The perception
of own responsibility for the patients is representing a
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feature that could stimulate the prevention of avoidable
transitions. Consistent with existing literature, GPs play
a pivotal role in this context, ensuring the continuity of
care and taking overall responsibility [38, 39].
Interventions for focused support of caring relatives
are desirable to avoid a “practice of shuffling off responsibility” by the relatives, defined as distributing one’s
own responsibility to others. The results of our study
show that timely identification and anticipatory discussions about the current health status and care planning
in the LYOL could build the foundation of efficient care
provision in the context of avoidable transitions. Anticipatory discussions and interventions to deal with expected severe problems could lower the frequency of
avoidable transitions as already stated in the literature
[10, 17, 34, 40]. However, if the patients are not identified, such discussions cannot be held. And the identification of LYOL patients remains difficult. The existing
communication problems between patients and HCPs
seem to be present regardless of the time before death
[12, 22, 28, 41] which emphasizes the urgency of having
such discussions as early as possible.
Patient and relatives as a factor were also considered
as potential risk factors for avoidable transitions in the
LYOL. Greater consideration and information for both
patients and their relatives to prevent avoidable transitions in the LYOL may be achieved through the remuneration of “spoken” medicine, helping the HCPs to
hold such conversations. To address the assumption that
consultations with patients are not conducted because
they are not remunerated, an adjustment in the payment
system is desirable. Additionally, the minimally invasive
methods such as surprise question could be an adequate
way to identify such patients [42].
This paper emphasizes the importance of consideration of avoidable transitions in the context of the last
12 months of life, not only shortly before death. Several
studies are mostly concentrated on the last 6 months [3,
26], last 3 months [2, 4, 17, 40, 43, 44], last 30 days [1,
13, 45] or last 72 h [22, 46]. The other risk factors for
avoidable transitions identified in the literature also appear to be independent of time. However, the consideration of the few months could be regarded as shortened,
since the transitions can be avoided much earlier. The
benefits of an extended period of 1 year for considering
avoidable transitions are obvious, especially since minimally invasive techniques for identifying patients in the
LYOL such as surprise question already existing
(“Would you be surprised if the patient were to die
in the next 12 month?”) [42]. Although the predictive
value of the surprise question is poor to modest [47],
it could be sufficient for a subliminal consideration of
an indication for palliative care. The surprise question
is a better alternative to intuition, being a valuable
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tool to facilitate consideration of the palliative care
needs [48, 49].
The results of this study allow the following considerations. Regarding the aspect of avoidable transitions in
an extended period of 12 months could help provide
new perspectives on healthcare provision for patients in
their LYOL. The early identification of entering the
LYOL can reduce avoidable transitions through appropriate healthcare planning, which is both beneficial for
patient-oriented care and the economic context. Thus,
interventions to reduce or modify avoidable transitions
should be taken already as part of the overall care of patients with life-threatening diseases. In this context,
comprehensive information about the progression of the
disease as well as care planning for patients and their
relatives plays a central role by preventing avoidable
transitions [50]. But still there are difficulties in identifying and communicating the entry into the LYOL.
Strengths and limitations

Best of our knowledge, there is no multidisciplinary analysis
of the risk factors for avoidable transitions between care settings in the LYOL in Germany. However, some limitations
must be considered. In comparison, the specific features of
each healthcare system need to be considered, since some results are not transferable to healthcare systems with different
structures or be generalized for the rural context. As a possible confounding factor, only HCP with an interest in the
subject of care have volunteered to participate. Due to
recruiting difficulties for a FGs, the GPs and NS were only
interested in face-to-face interviews. Therefore, the results
could be different if they had been conducted in the presence
of these professionals. Another limitation of the study is that
we did not include social workers or case managers in our
sample. The perspective of these providers on the presentation of avoidable excesses is therefore missing. The use of
the focus group discussion method is subject to its own limitations [51], while the overall sample of the study can be considered small but purposive.

Conclusion
Based on the results of this study, it is recommended to
consider the aspect of avoidable transitions in an extended period of 12 months and not only shortly before
death. Four groups of risk factors need to be considered:
healthcare system, organization, HCP, patient and relatives. The most persistent problem is the lack of or late
identification of patients in the LYOL. A treatment trajectory free of avoidable transitions can only be designated after a person has been identified as a LYOLpatient. Since most avoidable transitions result from
lacking identification of the patient’s LYOL, the use of
the identification tools could be an effective method to
optimize the current provision practice.
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