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Abstract 
Context: Inadequate handovers between hospital and home can lead to adverse 
health outcomes. A group particularly at risk are patients at the end of life 
because of complex health problems, frequent care transitions and involvement 
of many professionals. 

Objectives: To investigate healthcare providers’ views and experiences with 
regard to the transition from hospital to primary care in palliative care. 
Methods: This was a descriptive qualitative study. Three focus group discussions 
were held with 28 nurses and two focus groups with nine physicians. Participants 
were recruited from primary and hospital care. The focus groups were audio-
recorded, transcribed verbatim and analysed thematically.

Results: The following themes emerged from the data: (1) lack of identification of 
and communication about the last phase of life; (2) incomplete and insufficient 
handover; and (3) uncertainty about responsibilities. Professionals emphasize 
the importance of proper handovers and transitional processes in these 
vulnerable patients. The transition between hospital to primary care is hindered 
by a lack of identification of the palliative phase and uncertainties about patient 
awareness. Direct communication between professionals is needed but lacking. 
The handover itself is currently primarily focussed on physical aspects where 
psychosocial aspects were also found necessary. Furthermore, uncertainties 
with regard to physicians’ responsibility for the patient seem to further hinder 
professionals in the transitional process. 

Conclusion: Efforts should be made to enhance knowledge and skills around 
identification of palliative needs and communication with patients about the 
end of life, especially in the hospital setting. 
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Introduction
Care transitions, most often to and from the hospital, are frequent among 
patients in their last months of life.1, 2 During this time, patients may suffer 
from multiple and complex health problems that often require care from both 
hospital and primary-care professionals.3 Continuity and coordination of care 
are thus important aspects of palliative-care provision.4

Currently, the transition from the hospital to primary-care setting for 
patients with palliative-care needs is hindered by insufficient collaboration 
between care professionals,5, 6 incomplete handovers,7 and unavailability or 
uncertainty about the expertise of follow-up care,8, 9 which results in untimely 
follow-up by general practitioners10 and increases the risk of adverse events 
such as medication errors and rehospitalization.11, 12 Furthermore, insufficient 
communication with patients and their caregivers can result in patients not 
knowing how to manage symptoms, an increase in symptom burden, and 
uncertainty about whom to contact post-discharge.13, 14 

In a recent review, Saunders et al. assessed the impact of specialist palliative-
care involvement during hospitalization on the care transition to the community. 
The authors were unable to draw conclusions, due to the heterogeneity of 
studies and varying quality.15 Specialist palliative care is not available in all care 
settings, either due to the organization of care or the scarcity of resources. 
In the Netherlands, palliative care is provided in a similar fashion as the 
generalist-plus-specialist-care model described by Quill et al.16 The Netherlands 
does not consider palliative care a separate specialty, and generalist health 
care professionals from both the hospital and primary care provide palliative 
care. Specialist palliative-care teams are available for consultation in complex 
cases. The European Association for Palliative Care (EAPC) also recommends a 
palliative care approach provided by generalists with availability of specialist 
palliative care for complex cases and is used in different countries around the 
world.17 The specialist palliative-care teams can be hospital or primary-care 
based and sometimes follow patients in both settings. The composition of these 
teams varies and the number of consultations is low.18 In the Netherlands, after 
hospital admissions, patients with palliative needs can be discharged home 
with community or terminal health care, or can be discharged to a hospice 
or palliative-care unit within a nursing home. To become eligible for terminal-
care, hospice, or palliative-care units, the treating physician needs to make a 
declaration that the prognosis is less than three months. 

With the ever-growing number of patients in need of palliative care, the role 
of generalists in the transition of patients with palliative-care needs might also 
become larger in care settings where, traditionally, only specialists provide 
palliative care. To improve continuity of care in settings where generalists 
provide (some of the) palliative care, insight is needed into factors that 
negatively affect the transitional-care process and into how these factors can 
be targeted. Therefore, the aim of this study is to investigate both nurses’ and 
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physicians’ views and experiences with regard to the transition from hospital to 
primary care for patients with palliative-care needs. 

Methods
Study design 
To provide a description of physicians’ and nurses’ experiences with regard to the 
transition from hospital to primary care for patients with palliative care needs, 
a qualitative description study was performed.19, 20 This approach is founded 
in existing knowledge on this topic, instead of other qualitative approaches 
that are theory-driven.19, 20 Qualitative description allows for a rich description 
of professionals experiences with the topic and the issues surrounding it.20 
Focus group discussions here held to gain a wide range of experiences and 
perspectives.21 Focus groups were deemed appropriate because they allow for 
interactive discussion. Not only do we thus gain participant’s’ own experiences, 
perspectives and work methods but also get an understanding how their 
experience relate to those of the other professionals in the “health care chain”. 

Context: the handover process from hospital to primary care in the 
Netherlands
A liaison nurse visits patients who will receive either community care or are 
transferred to a nursing home or hospice. A nursing handover, written by a 
department nurse, containing nursing diagnosis and care plans, is either printed 
and given to the patient, or sent digitally (or both). 

The medical handover, written by the physician, contains a summary of 
medical history, physical examination, medical tests, summary of admission 
and treatment, a medication overview and follow-up appointments and tests. 
The aim is to send medical handovers within 24 hours of discharge,22 in practise 
the median time is between four and seven days post-discharge.23, 24 

Participants and recruitment
We held focus groups with physicians and nurses separately, because handovers 
rarely cross over between professions. Participants from both primary and 
secondary care took part, and some participants in each group had additional 
education in palliative care. We recruited participants through a region-wide 
invitational email, from the northwest region of the Netherlands from four 
different hospitals with aligned primary-care facilities. The invitation described 
the purpose of the focus groups. Personal contacts from the researchers helped 
in spreading the invitations among hospital and primary-care professionals 
through their networks

Data collection
For this study, the Dutch Medical Research Involving Human Subject Act did not 
apply.25 We obtained written informed consent from participants. The focus 
groups took place within four hospitals. IF, a physician and PhD student, guided 
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the discussion using a protocol with open questions that we formulated based 
on a literature search. The topic list is available in supplement 1. MP, a post-
doctoral researcher, observed, took notes, and intervened when necessary. The 
researchers reflected on the sessions afterwards and compared observations. 
We audio recorded the focus groups and transcribed them verbatim. The 
original audiotapes were password protected, and we removed identifiable 
data from transcripts. As a member check, after each focus group, we sent a 
summary, based on notes taken by the observer, to participants. None of the 
participants commented on the summary of the findings. 

Data analysis
To identify the key content areas, IF and RvS analyzed the data using the 
thematic analysis framework,26 which allows for the identification and analysis 
of patterns within the data and for the formulation of themes. Both researchers 
coded the first two transcripts independently using open, that is, inductive 
coding. We used the initial patterns and themes to create a coding frame to 
code all five transcripts. The coding frame was not static; that is, codes could 
be added, removed, or changed if necessary. IF and RvS discussed differences 
in coding until consensus was reached. We sorted the codes into themes 
and subthemes and used them to analyze all transcripts again. Throughout 
the further interpretation and writing process, we revisited the data and 
held discussions within the research group to assess the appropriateness of 
the formulated themes and, if necessary, adjusted them. (Sub)themes are 
illustrated with extracts from the transcripts. We used MAXQDA software for 
data extraction and analysis (version 12.0.2 VERBI GmbH, Berlin, Germany). 
During the last focus groups we did gain new perspectives. However, we cannot 
fully claim data saturation as we divided the focus groups between physicians 
and nurses. We followed the consolidated criteria for reporting qualitative 
research (COREQ) guidelines.27  

Results
We held three focus groups with nurses and two with physicians between May 
and October 2017, lasting between 80 and 92 minutes. Table 1 provides an 
overview of participants. 

Three essential themes emerged: (1) lack of identification of and 
communication about the last phase of life, (2) incomplete and insufficient 
handover, and (3) uncertainty about responsibilities.

1. Lack of identification of and communication about the last phase of life

Recognition of patients in the palliative phase
A first hurdle to the handover process is the lack of clarity about which patients 
are considered “palliative.” Participants mentioned doubting which patients 
should be considered in the palliative phase, and used a variety of definitions. 
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Table 1. participants in each focus group 

 Participants Setting Experts in Palliative care

FG1 Five community nurses Home One with specialization palliative care

 Three oncology nurses Hospital  

FG2 Four community nurses Home  

 Hospice nurse Hospice Specialization palliative care

 Liaison nurse Hospital  

 Oncology nurse Hospital  

 Cardiology nurse Hospital  

FG3 Two community nurses from 
technical home care 

Home  

 Five community nurses Home  

 Liaison nurse Hospital  

 Pulmonolgy nurse Hospital Member Palliative care team 

 Oncology nurse Hospital  

 Two oncology nurses Home  

FG4 Two general practitioners Home/Hospice Both provide care within Hospice

 General Practitioner Home  

 Nursing home physician Nursing home Palliative care bed in nursing home 

 Pulmonologist Hospital Member Palliative care team 

FG5 Two general practitioners Home  

 Anaesthesiologist Hospital Member Palliative care team 

 Geriatrician Hospital  

This uncertainty results in respondents and their colleagues not signaling or 
marking the palliative phase. Respondents described frustration when they 
believed a patient was indeed palliative but a colleague, often the treating 
physicians, disagreed. Primary-care professionals experience difficulties 
in communication with and provision of care for their patients if, during 
hospitalization, the palliative status is not identified and consequently not 
communicated during the handover. Nurses explained they sometimes have to 
push physicians to give a statement about an anticipated life expectancy of less 
than three months so insurance companies cover intensive home or hospice 
care: 

“Very difficult, because someone comes home when they actually need 
palliative care. You can tell during the intake: we are not going to make it 
with four visits a day. But the patient is not yet given the stamp [of being 
palliative]. So, 9 out of 10 times it comes down to us calling the GP the same 
day, and 7 out of 10 times, the GP does give that statement.” (community 
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nurse)

Primary-care professionals found the extent to which information about 
palliative care and prognosis was communicated was highly dependent on 
the clinical department. They attributed this dependency to the extent of 
awareness of palliative care, but also on predictability of the disease course: 

“In the case of cardiology, people have end-stage heart failure, and those 
people are in the palliative phase. But each time, a little diuretic is added or 
removed, even though life expectancy is less than three months, and it’s not 
communicated in that way to the GP.” (geriatrician)

Communication with patients about their palliative status
Participants described cases in which patients were not necessarily aware 
of their palliative status when discharged home. Participants thought that 
sometimes patients were told this information but did not comprehend it; 
however, they also believed patients were not always informed about their 
palliative status: 

“If the handoff says the patient has a short life expectancy and the patient 
says, ‘I’m not ill at all,’ you end up in a sort of conflict situation. If it is not 
written down that a patient has heard ‘bad news’ and reacted as such and 
such, well, then you don’t know what to do with that. You are at a loss. What 
can I do to respectfully care for this patient?” (community nurse)

In addition, participants noted that not only patients but also their relatives 
should be made aware of their loved ones’ palliative status as well as what the 
patients’ preferences are in order to prevent unwanted interventions in crises. 
Nurses felt physicians should have the initial conversation with their patients 
about the end of life. General practitioners also described first needing medical 
specialists to be clear about their patients’ prognoses, so they could start a 
dialogue about future care when patients were discharged home: 

“As long as a physician doesn’t tell the patients and their family that things 
are moving toward the end, you can’t mention it as a nurse.” (hospital-based 
nurse)

 “It really needs to be said that someone will die in the near future. I believe, 
that is very important for people to know. Otherwise, it’s really hard to 
start the conversation [as a GP]. They are not ready in that case, because 
their mindset is not right at that moment. If they hear it from a specialist, it 
becomes a fact.” (general practitioner)
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2. Incomplete and insufficient handover 

Content: More than just physical 
Participants said the written hospital discharge letter often focused primarily on 
physical aspects and omitted information about other palliative domains, such as 
spiritual, psychological, and social. They felt including psychosocial information 
or a patient’s coping strategies within the general handover improves follow-
up within the primary-care setting.  However, not all participants felt certain 
“sensitive” information belonged in a written handover because patients could 
potentially access this, but also because participants have difficulty writing 
down such information:

“Actually, I have more need for the information that has not been written 
down—the social aspects, how someone is dealing with things now that 
he knows he’s terminal and there are no treatment options left. How is 
someone experiencing that? You don’t hear about that—is someone angry 
or resigned?” (hospice nurse)

P1: “Those sort of ‘soft’ things or context things are also very important for 
the handover, because you sometimes need to anticipate them. For example,  
concerning a euthanasia and an angry son that arrives from another country. 
If you’d known that up front. Those sort of things.”
P2: “But thinking about it, I would find that hard to write down clearly. Then 
I’d call.” 
(P1: general practitioner, P2: geriatrician)

Participants were not in agreement concerning the usefulness of anticipatory 
plans in the handover. Some general practitioners mentioned they felt 
capable of making these plans themselves as long as the palliative status was 
communicated, whereas most nurses thought anticipatory plans could help 
them understand what to expect and what treatment plans to follow:  

“What is the plan when someone goes home? What has been agreed upon? 
If someone becomes dyspneic, does he have medication that he can try first? 
And if that doesn’t work, what can be done? Does his wife call the GP or can 
she call the hospital ward? Those are pre-emptive agreements you could 
make, so you know in the community which steps to follow.” (community 
nurse)

Differences between handovers
Handovers between physicians and between nurses are separate and can 
contain different types of information, which frustrated some nurses, who felt 
privacy laws prohibited them from copying physicians’ reports into their own 
handover. One community nurse described trying to get hold of the medical 
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handover because she wants to know more about treatment limitations that 
are not described in handovers she receives: 

“The patient does get the letter (medical handover) and they have to give 
it to the GP. So, I intercept it. That’s why I would like to receive it with the 
nursing handover. ... Then you have everything you need to know—a bigger 
picture, treatment limitations, and how far someone is willing to go.” 
(community nurse)

Patient wishes 
Respondents said the handover generally did not include patients’ wishes and 
preferences for future care. Hospital-based professionals described not having 
time to have conversations about preferences during hospital admissions. 
Additionally, treatment limitations such as “do not resuscitate” were not 
added, because they felt they were not legally valid in the home situation. In 
all, participants said patients unnecessarily needed to have these conversations 
repeatedly with different professionals, at an often-stressful time: 

“What I experience is that I advise the patient: ‘why don’t you discuss this 
with your pulmonologist?’ It is then discussed with the pulmonologist and 
is written down in the file, but it’s not in the GP’s file. Then, we have to say, 
‘Please also discuss this with your GP, so it’s written down there as well.’”  
(hospital-based nurse)

However, regarding patients’ wishes and preferences, community nurses also 
explained they do not blindly follow what is written in the handover. They feel 
that whatever wishes the patient indicates at the moment they talk to them is 
leading: 

“You start your own intake conversation with a patient after discharge. If 
they said something different during hospitalization than what they say at 
home or during the intake conversation, then what has been said in the 
hospital is not leading. In general, we say that the wishes and needs of a 
patients are key and leading.” (community nurse)

A handover for the patient
Currently, the patient receives the written nurse handover to give to the 
community nurse. Although patients can read these handovers, they do not 
seem to do so. A handover written in “layman’s” language, which one of the 
participants used, was thought to benefit patients and their relatives, providing 
them a summary of the admission and their medication. However, participants 
did not agree on whether expected future symptoms should be mentioned 
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“Only when you see a benefit to a patient knowing all the symptoms he could 
develop. Someone is sick and goes home or to a hospice to die and knows 
things are not well. To what extent should they be burdened with this sort of 
perhaps useless information? As long as everyone else knows what to look 
out for.” (community nurse)

Warm handover 
A warm handover, which our respondents defined as either a face-to-face 
handover or a handover through telephone calls, is important for discussing 
essential information for continuity of care or resolving a lack of clarity in the 
written handover. However, participants noted that phone contact in general 
does not occur often. Reasons mentioned were that not all hospital-based 
professionals are aware of the importance, time constraints, shift work, and strict 
privacy laws. Some primary-care professionals had experience visiting patients 
at the hospital prior to discharge or having a conversation with the hospital 
professional and patient. Participants described this type of “warm handover” 
as beneficial for the transition and said it could also aid in determining whether 
a patient is suitable for terminal care. However, participants doubted if wider 
implementation was time and cost efficient. They thought multidisciplinary 
palliative-care team meetings were a good opportunity to invite primary-care 
professionals, in person or by phone, to get on the same page: 

“I once had a specialist ask me, ‘Could we possibly have a conversation 
together with the patient, because he is here with a euthanasia request and 
I don’t know how to deal with that. And you know him a lot better.’ We 
ended up having the conversation together.” (general practitioner)

3. Uncertainty about responsibilities

Community and ward nurses described the handover process as a clear 
transition of tasks and responsibilities. In cases where a patient goes home 
to die, specialists leave care completely to GPs. However, in the pre-terminal 
stage, which physician is “in charge” of a patient is not always clear to the GPs, 
which could also result in patients and nurses not knowing whom to call. GPs 
were frustrated because they felt this lack of clarity could result in unnecessary 
hospital admissions and hinder their role: 

“Which physician is in charge? ... You have to be clear in this, because also 
when, like me, you have an out-of-hour shift [as a GP] and I visit a patient in 
the palliative phase, I sometimes notice it is not clear at all that responsibility 
is handed over to the GP. And then you are more likely to send the patient to 
that ‘revolving door’ in the hospital.” (general practitioner)

GPs advocated for earlier involvement and collaboration in decision making 
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during hospitalizations. Hospital physicians also felt this involvement could 
be beneficial. GPs could then provide information about how a patient is 
functioning at home and, if known, what the patient’s wishes are. Furthermore, 
this information would allow for discussion about role division: 

“I hardly ever get called by a hospital specialist: this lady is quickly 
deteriorating. What should she have wanted? Have you had any conversations 
about this? What are the wishes? What can you do? We often know a patient 
very well. But, no, that does not happen.” (general practitioner)

With the introduction of the specialist palliative-care teams and multidisciplinary 
meetings, participants saw an improvement in the content of handover. 
However, some GPs worry that responsibility, even in the terminal stage, will 
not be handed over to them, hindering their relationship with and care for 
patients:
 

“Because there are palliative teams, it is rare that the hospital is done 
[treating a patient] and the GP starts. And that bothers me a little, because 
the team claims to be available for patients until the end, which hinders our 
role.” (general practitioner)

Although responsibility might not always be clear, professionals do emphasize 
they go the extra mile for patients with palliative-care needs. Community 
nurses explained that some care can be declined because of their workload, 
but that a tacit rule exists to never turn down patients with palliative needs. 
Hospital nurses also mentioned that if a patient in the terminal phase wants to 
go home, they do all they can to facilitate a transition within a day: 

“I have experienced that on Saturday morning, it is decided: we are starting 
a terminal trajectory and the patients has said, ‘I would like to die at home’. 
[…] But then it was said, ‘The liaison nurses are out, it has to wait until 
Monday.’ When I heard that, I thought, ’That’s not going to happen, I am 
making it work today.’ It takes three or four hours, but I told my colleagues, 
‘No matter what, I am going to arrange this and that patient will go home 
at the end of my shift.’ And it happened.”  (hospital nurse)

Discussion
Main findings and comparison to literature
This qualitative study explored the views and experiences of physicians and 
nurses with regard to the transition from the hospital to the primary-care 
setting for patients with palliative-care needs. A lack of identification, exclusive 
focus on physical aspects, insufficient interprofessional communication, and 
uncertainty in medical responsibility form important barriers to a sufficient 
handover process. 
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When patients transition between care settings, all who are involved must know 
if the patients’ care goals are curative or palliative. In their review, Cotogni et 
al. suggest hospitals should play a bigger role in identifying patients needing a 
palliative approach.28 Our participants confirmed that currently, when patients 
transfer to the primary-care setting, the focus of care is often not specified or 
remains curative, both of which might not be appropriate. However, primary-
care professionals in our study seem to wait for the hospital-based physicians to 
determine if patients are palliative.  Gott et al. found that structured transition 
to a palliative-care approach seldom happens in the acute hospital setting, and 
the authors indicated lack of clarity about prognosis as an important reason.29 
The Netherlands requires a “three-month life-expectancy declaration” for 
financing 24/7 terminal home care, which might result in professionals 
considering this late time frame the criterion for defining the palliative phase. 

Insufficient communication between professionals was previously described 
as negatively affecting patient care in the end-of-life setting6 and can lead to 
patients having to work as the mediator between settings.30 However, primary-
care providers are often uncertain of whether patients are aware of their 
palliative status. Benzar et al. found patients and relatives do indeed miss 
information about prognoses and disease progression after discharge.14 And 
Ewing et al. found caregivers are not always aware of patients’ end-of-life 
situation, which formed a significant barrier in the discharge process.31 

The primary focus on the physical aspects in the handover further emphasize 
that goals and preferences are not yet discussed with patients and caregivers 
during hospitalization. Advance Care Planning (ACP) has been advocated as 
a means of discussing goals and preferences and formulating anticipatory 
care plans.32, 33 However, whether ACP is realistic in the hospital setting is 
debatable, given that, on average, a hospital admission duration is only five to 
seven days.34 Furthermore, hospital professionals do not always feel confident 
about having these conversations.35 Hence, ACP and a subsequent complete 
advance care plan at discharge might not be realistic or even desired. However, 
from our results, we can derive a minimum of information that primary-care 
professionals need in the handover: a clear declaration of a palliative approach, 
if and how this approach is communicated with patients, and a description of 
psychosocial problems (if any). 

In our study, physicians’ roles and responsibilities were unclear, which can 
result in nobody taking the lead in decision making or starting conversations 
with patients about the end of life.36, 37 This uncertainty not only exists between 
primary and hospital care, but is also highlighted in our study by the fact that 
nurses do not start a conversation about the end of life when physicians have 
not addressed this uncertainty, whereas nurses could play a bigger role in 
patient transition to palliative care.38, 39 Our participants suggested a “warm 
handover,” where professionals have direct contact with each other, for 
improvement of continuity of care. Direct communication was previously found 
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to be infrequent, but appropriate in complex cases.40, 41 However, the benefits 
at the patient level need further assessment.42 

Implications for practice and research 
In our study, we found late identification and insufficient communication 
with patients about their palliative status is an important barrier within the 
transitional care process. Researchers have developed multiple instruments in 
recent years to aid in identification, although with varying levels of success.43, 44 
However, these instruments often focus on prognostication, although clinicians  
also advocate to instead assess needs.45, 46 

Studies have shown the involvement of palliative-care teams positively 
influences patients’ quality of life.47, 48 Although some palliative-care teams 
follow up with patients after discharge, most teams either work within the 
hospital or within primary care, leading to a gap in follow-up.49, 50 In the last 
decade, transitional care interventions, where primary-care nurses visit a patient 
at the hospital and follow up at home, show positive results in complex-care 
patients such as frail elderly or those with heart failure.51, 52 Within transitional 
palliative-care programs, the specialist palliative-care teams play an important 
role.53, 54 However, our study showed that when hospital teams follow up with 
patients in the primary-care setting discussions can arise between generalists 
and specialist palliative care. Partnership between generalists and specialist 
palliative care is therefore necessary for these interventions to be successful,55 
and future studies should determine what model is most effective in improving 
the continuity of care for patients with palliative-care needs. 

Limitations
The results of this study must be considered within their limitations. The study 
was set in the Netherlands and might not be directly translatable to other care 
settings. However, multiple European countries have similar generalist-plus-
specialist-care models. Furthermore, our results can also benefit settings where 
specialists are the sole providers of palliative care, because their involvement 
is often late, and the lack of resources will intensify the role of generalists.  
The number of participants from the hospital were limited, so we may not 
have gotten the full scope of hospital-based perspectives. Furthermore, 
recruiting physicians proved difficult, which also could have resulted in missed 
perspectives. By dividing the focus groups between physicians and nurses, 
interdisciplinary discussions were not possible; therefore, we may have missed 
findings on interdisciplinary communication and collaboration. During the last 
focus groups, we did not feel we gained many new perspectives. However, 
we cannot claim data saturation, because we divided the focus groups into 
physicians and nurses.
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Conclusion
From a professional’s perspective, the transition between hospital and primary 
care for patients with palliative care needs is hindered by lack of identification, 
focus on the physical aspects, insufficient interprofessional communication, and 
unclear distribution of responsibilities. For the transitions to improve, efforts 
should be made to enhance knowledge and skills in the hospital setting about 
identifying and communicating with patients about the end of life. Moreover, 
transitional care interventions for these patients in which primary, hospital, 
and specialist palliative care closely collaborate could potentially benefit this 
patient group but needs further research. 
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Supplement 1. Topic List 

 - How does the handover between hospital and primary care currently occur 
for patients in the palliative phase? 

 - What are experiences with the written handover?

 - What are experience with the verbal handover? 

 - Which information do you consider crucial for the continuity of care for 
these specific patients? 

 - What are important barriers in current practice? 

 - How could the transitional handover be organized best for patients in the 
palliative phase? 

 - What information should be included within the transitional handover? 




