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Supplementary Material 1: Search Strategy Example 

PubMed search：

("Heart Failure"[MeSH Terms] OR "heart failure, diastolic"[MeSH Terms] OR "heart failure, systolic"[MeSH Terms] OR "Heart Failure"[MeSH Major Topic]) AND ("Transitional Care"[MeSH Major Topic] OR "Patient Discharge"[MeSH Major Topic] OR "Continuity of Patient Care"[MeSH Terms] OR "Patient Transfer"[MeSH Major Topic])
Supplementary Material 2: Reasons for final exclusion 65 studies 
Interventions were not start at hospital, stressed post-discharge management or transitional care post-discharge component(n=15) 
A randomized controlled trial of a community nurse-supported hospital discharge programme in older patients with chronic heart failure

Transitional Care to Reduce Heart Failure Readmission Rates in South East Asia

Transitional Care Home Visits among Underserved Patients With Heart Failure

Prognostic efficacy of a post-discharge visiting program for patients with heart failure

A Comprehensive Management System for Heart Failure Improves Clinical Outcomes and Reduces Medical Resource Utilization

Effectiveness of Remote Patient Monitoring After Discharge of Hospitalized Patients With Heart Failure: The Better Effectiveness After Transition–Heart Failure (BEAT-HF) Randomized Clinical Trial 

The Effectiveness of Transitional Care Interventions on Health Care Utilization in Patients Discharged From the Hospital With Heart Failure: A Systematic Review and Meta-Analysis

Systematic Review and Meta‑analysis of Pharmacist‑Led Transitions of Care Services on the 30‑Day All‑Cause Readmission Rate of Patients with Congestive Heart Failure

Transitional Care Interventions to Prevent Readmissions for Patients with Heart Failure

Evaluation of a Transitional Care Program After Hospitalization for Heart Failure in an Integrated Health Care System

Effectiveness of Transitional Care Interventions for Heart Failure Patients: A Systematic Review With Meta-Analysis

Congestive Heart Failure: A Continuum of Care 

The effectiveness of transitional care interventions for adult people with heart failure on patient-centered health outcomes: A systematic review and meta-analysis including dose-response relationship

Transitional Care Interventions to Prevent Readmissions for Persons With Heart Failure A Systematic Review and Meta-analysis

A multidisciplinary approach to heart failure care in the hospital: improving the patient journey

The lack of post-discharge management (n=2)
Effect of nursing led discharge instructions on improvement of post discharge care management in heart failure patients at tertiary care hospital of Karachi, Pakistan

A Professional-Patient Partnership Model of Discharge Planning With Elders Hospitalized With Heart Failure 

Not heart failure disease only(n=5) 
The clinical effectiveness and cost-effectiveness of clinical nurse specialist-led hospital to home transitional care: a systematic review

Translating research into practice: transitional care for older adults

The nurse-coordinated cardiac care bridge transitional care programme: a randomised clinical trial

Implementation of a Patient Navigator Program to Reduce 30-day Heart Failure Readmission Rate

Comparison of Mortality and Hospital Readmissions Among Patients Receiving Virtual Ward Transitional Care vs Usual Postdischarge Care A Systematic Review and Meta-analysis
Non peer-reviewed articles (n=2) 
Assuring a Continuum of Care for Heart Failure Patients Through Post-Acute Care Collaboration: An Integrative Review Post-Acute Care Collaboration: An Integrative Review

Improving Outcomes for Patients with Heart Failure After Discharge: Mind the Gap

Result presented as abstracts (n=12) 
A Multidisciplinary Initiative to Improve Transitions of Care for Veterans With Congestive Heart Failure to Reduce Hospital Readmissions and Lengths of Stay 

Experience of transition from hospital to home in elderly “real world” patientes with heart failure

HOME VISITS BY A CARDIAC NURSE CLINICIAN AND PATIENTS DIAGNOSED WITH HEART FAILURE

Implementing an Academic-Clinical Partnership to Promote Successful Transition of Heart Failure Patients from Hospital to Home

Making the difference: A shared position to address patients understanding of discharge instructions and post discharge adherence

MAXIMIZING LIMITED RESOURCES IN REDUCING READMISSION RATES IN A HEART FAILURE TRANSITIONAL MODEL

Multidisciplinary Approach to Improve Process Measures and Prevent Heart Failure Readmissions 

NURSE PRACTITIONERS IMPROVING THE TRANSITION FROM HOSPITAL TO HOME AND REDUCING ACUTE CARE READMISSION RATES IN HEART FAILURE PATIENTS

EVALUATION OF THE EFFECTIVENESS OF A NATIONAL DISCHARGE PLANNING PROGRAM (PRADO) FOR HEART FAILLURE IN FRENCH HOSPITALS

POST DISCHARGE MANAGEMENT PROGRAMS FOR ELDERLY HEART FAILURE PATIENTS: A SYSTEMATIC REVIEW AND META-ANALYSIS OF RANDOMIZED CLINICAL TRIALS

Pilot Study of a Hospital-to-Home Program To Reduce Heart Failure Readmissions Led by Heart Failure Nurse Practitioners

THE HEART FAILURE OUTREACH SUPPORT TEAM - CARDIOVASCULAR NURSES NAVIGATE THE TRANSITION FROM HOSPITAL TO HOME

Patients did not return to home after discharge (n=3)
Heart Failure in Post-Acute and Long-Term Care: Evidence and Strategies to Improve Transitions, Clinical Care, and Quality of Life

Effectiveness and Cost of a Transitional Care Program for Heart Failure( not describe deliver to home)
Implementing a Transitional Care Program for High-Risk Heart Failure Patients: Findings from a Community-Based Partnership Between a Certifified Home Healthcare Agency and Regional Hospital

Study projects (n=3)
Optimization of Heart Failure Patients Discharge Plan in Rajaie Cardiovascular Medical and Research Center: An Action Research 

Improving the Safety and Continuity Of Medicines management at Transitions of care (ISCOMAT): protocol for a process evaluation of a cluster randomised control trial
Designing an eHealth Coaching Solution to Improve Transitional Care of Seniors’ with Heart Failure: End-User Needs 
Full-text is not available (n=1)
Planning to reduce 30-day adverse events after discharge of frail elderly patients with acute heart failure: design and rationale for the DEED FRAIL-AHF trial

Published in France language (n=1)
Pre-Discharge and Post-Discharge Management and Treatment Optimization in Acute Heart Failure

Not described transitional care or stressed holistic management (n=11)
Usefulness of a personalized algorithm-based discharge checklist in patients hospitalized for acute heart failure

Structured discharge instructions for hospitalized heart failure patients to improve guideline implementation and patient outcomes

Association of Discharge Summary Quality with Readmission Risk for Patients Hospitalized with Heart Failure Exacerbation

Multidisciplinary care of heart failure: what have we learned and where can we improve?

Specialist Nurse-Led Intervention in Outpatients with Congestive Heart Failure

Essential Elements of Early Post Discharge Care of Patients with Heart Failure

Peri-discharge complex interventions for reducing 30-day hospital readmissions among heart failure patients: overview of systematic reviews and network meta-analysis

Team -based Care for Patients Hospitalized with Heart Failure

A Blueprint for the Post Discharge Clinic Visit after an Admission for Heart Failure

Diagnosis and Management of Heart Failure in Elderly Patients from Hospital Admission to Discharge: Position Paper
Cost-Effectiveness of Transitional Care Services After Hospitalization With Heart Failure
Only stressed reconcile medications (n=3)
Experiences of patients with heart failure with medicines at transition intervention: Findings from the process evaluation of the Improving the Safety and Continuity of Medicines management at Transitions of care (ISCOMAT) programme
Treatment Considerations and the Role of the Clinical Pharmacist Throughout Transitions of Care for Patients With Acute Heart Failure

The effect of a clinical pharmacist discharge service on medication discrepancies in patients with heart failure

Only stressed education content (n=3)
Development of Core Educational Content for Heart Failure Patients in Transition from Hospital to Home Care: A Delphi Study 

A Review of the Literature on Heart Failure and Discharge Education

Effectiveness of discharge education using teach-back method on readmission among heart failure patients: A systematic review and meta-analysis 

Stressed the compliance of the implementation of better evidence (n=2)
Discharge planning for heart failure patients in a tertiary hospital in Shanghai: a best practice implementation project 

Transitional care from the hospital to the home in heart failure: implementation of best practices
to explore the concept of discharge(n=1)
Termination of professional responsibility: Exploring the process of discharging patients with heart failure from hospitals
Incomplete description of interventions (n=1)
Comparative effectiveness of transitional care services in patients discharged from the hospital with heart failure: a systematic review and network meta-analysis

