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ABSTRACT

Continuity of care becomes difficult when patients receive services from multiple
healthcare institutions that maintain separate clinical records. Important information
may arrive late, remain inaccessible, or lack the context necessary for safe
interpretation. Health information exchange provides an organizational and technical
means of sharing clinical information across institutional boundaries, but data
transmission alone does not ensure coordinated care. This narrative review examines
the relationship between health information exchange and informational, management,
and relational continuity. Selected scholarly literature, an interoperability specification,
and international digital health guidance inform an analytical discussion of exchange
architecture, data quality, patient identification, transitions of care, clinical workflow,
privacy, implementation, and evaluation. The article distinguishes technical
connectivity from meaningful clinical use and separates process improvements from
demonstrated patient benefit. A conceptual framework proposes that successful
exchange requires a sequence of reliable patient identification, relevant information
availability, clinician interpretation, assigned responsibility, completed action, and
patient understanding. Particular attention is given to the planning considerations
relevant to Pakistani healthcare institutions, without claiming nationally representative
findings or reporting an original patient dataset. A graph presents the distribution of
study designs in a published systematic review and illustrates limitations in the evidence
base rather than an intervention effect. The discussion identifies practical priorities
including accurate medication information, timely discharge communication, referral
tracking, correction of shared errors, equitable access, and sustainable funding. Health
information exchange can strengthen continuity when embedded within accountable
care processes, but effectiveness depends on local implementation, trustworthy
governance, and evaluation of outcomes beyond the volume of exchanged records.
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Introduction: clinics. Each institution may possess
only part of the information required to
understand the patient's condition and
treatment history. When these fragments
remain disconnected, clinicians may
repeat investigations, overlook

Healthcare frequently involves a
series of encounters across general
practices, emergency  departments,
hospitals,  laboratories,  pharmacies,
rehabilitation services, and specialist
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medication  changes, misunderstand
previous decisions, or fail to complete
follow-up. Patients and families may be
expected to reconstruct the missing
history while dealing with illness,
financial pressures, and uncertainty. The
resulting discontinuity IS an
organizational problem as well as an
information problem because
information must reach someone who
can interpret it and act.

Health information exchange
refers to the electronic sharing of health
information ~ across  organizational
boundaries. The term can describe an
activity, a technical capability, or an
arrangement through which institutions
agree to share information. These
meanings overlap but should not be
treated as identical. A hospital may
possess an interface capable of sending
documents while lacking a dependable
process for identifying recipients and
confirming follow-up. Conversely, a
small referral network may achieve
useful continuity through a limited but
carefully managed exchange service.
The appropriate unit of analysis is
therefore the complete care process
supported by exchange, rather than the
network connection alone.

Continuity of care provides a
useful framework for examining this
process. Haggerty et al. (2003)
distinguish informational, management,
and relational continuity, emphasizing
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that continuity is experienced over time.
Shared information can support all three
dimensions, but it cannot replace a
coherent care plan or a trusted
professional relationship. A complete
record may still leave patients uncertain
about who is responsible for their next
appointment. Equally, strong
relationships may be undermined when
clinicians cannot access important
information from another institution.
Effective exchange should therefore
connect clinical  knowledge  with
responsibility, communication, and the
patient's experience of coordinated care.

This article is a narrative review
and conceptual analysis based on
selected  publications relevant to
exchange, continuity, transitions,
interoperability, and implementation. It
does not report exhaustive searching, a
registered  protocol, formal study
selection, or a new meta-analysis.
Published reviews provide an evidence
foundation,  while the  proposed
implementation framework and
examples represent analytical synthesis.
The central question is how information
exchange can contribute to safer and
more coherent care across institutions,
particularly when resources and digital
capabilities differ. Attention is given to
Pakistani implementation considerations
as proposals for local assessment rather
than as conclusions from a national
survey.
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1 Conceptual Relationship
Between Information Exchange and
Continuity

Informational continuity means
that  knowledge  from  previous
encounters contributes meaningfully to
current care. This includes observations,
test results, medication history, patient
preferences, and the reasoning behind
earlier decisions. A document that is
available but difficult to locate may
provide little practical continuity.
Similarly, a result without its date, units,
or clinical context may be interpreted
incorrectly. Exchange should therefore
preserve meaning and relevance as well
as content. The clinical objective is to
reduce the need to reconstruct essential
history while maintaining awareness that
previously recorded information may be
incomplete, uncertain, or no longer
applicable.

Management continuity concerns
a coherent approach across professionals
and settings. A patient discharged from
hospital may need medication review,
laboratory monitoring, rehabilitation,
and specialist follow-up. These actions
form a connected plan only when
responsibility, timing, and
communication are explicit. Information
exchange can make the plan visible, but
visibility does not establish acceptance
of responsibility. Receiving institutions
may require a process for confirming
that a referral has been reviewed and an
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appointment  arranged. A useful
framework separates the stages of
sending,  receiving,  understanding,
accepting, completing, and
communicating an action. Failures at any
stage can interrupt continuity despite
successful electronic transmission.

Relational continuity involves an
ongoing therapeutic relationship with a
clinician or team. Exchange can support
this relationship by allowing a familiar
professional to remain informed during
treatment elsewhere. It can also reduce
the burden of repeatedly describing
distressing  experiences.  However,
indiscriminate sharing may weaken trust
when patients do not understand who
can access their information. A patient
might prefer a sensitive concern to be
discussed directly rather than
encountered unexpectedly in a broad
record. Relational continuity therefore
requires  transparent communication
about sharing and a response to patient
concerns. Technical availability should
strengthen trust through appropriate use
and accountable stewardship.

The conceptual model proposed
here links six necessary conditions:
accurate identification, relevant
information availability, understandable
presentation, accountable interpretation,
completed clinical action, and patient
understanding. These conditions are not
a validated scoring instrument. They are
a practical way to identify where an
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exchange initiative may fail to influence
care. An institution could achieve
excellent  network  uptime  while
struggling with incorrect patient matches
or unassigned  follow-up  tasks.
Measuring each condition separately can
prevent  technical  success  from
concealing clinical failure. It also
supports targeted improvement because
organizations can address a specific
weak point instead of repeatedly
investing in broader connectivity.

2 Exchange Architecture and
Technical Interoperability

Exchange arrangements differ in
how information is stored, discovered,
and delivered. A centralized arrangement
may maintain shared copies of selected
information,  while a  federated
arrangement may retrieve information
from participating institutions when
requested. Hybrid arrangements combine
elements of both. Directed exchange
sends information to an intended
recipient, whereas query-based exchange
supports searching for relevant external
records. Event notifications may inform
a care team that a patient has been
admitted  or  discharged.  These
approaches serve different purposes and
create different operational demands.
Architecture should therefore be selected
around a defined care pathway, expected
information needs, and institutional
responsibilities. Vest and Gamm (2010)
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similarly emphasize
extending beyond technology.

Technical interoperability
involves the ability of systems to
communicate, while semantic
interoperability concerns whether the
exchanged information retains a shared
meaning. Common message structures
and interfaces help systems transfer data,
but agreement on codes, units, status,
and context remains necessary. A
laboratory result represented as text may
be readable by a clinician but unsuitable
for automated comparison. Conversely, a
structured value can be misleading if its
unit or specimen context is omitted.
Institutions should agree on a minimum
clinically meaningful dataset and test
how receiving systems display it. A
technically accepted message is not
sufficient evidence of clinically correct
interpretation.

The HL7 FHIR specification
provides a resource-based framework for
representing and exchanging healthcare
information. Reference to FHIR does not
imply that every implementation
supports the same resources, operations,
terminology  bindings, or clinical
workflows. Participating institutions still
need agreed implementation details and
conformance testing. D'Amore et al.
(2014), examining a different document-
based exchange framework,
demonstrated why nominal standards
compliance should not be equated with

challenges
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reliable interoperability. The broader
lesson is that standards need practical
testing against realistic records. A
procurement requirement should
therefore ask what information can be
exchanged correctly in the intended
setting, rather than merely whether a
standard is named.

Reliability also requires clear
behavior when exchange is unavailable
or incomplete. A clinician should know
whether no external records exist, a
query failed, access was restricted, or an
institution is  temporarily  offline.
Treating all these situations as an empty
history can create false reassurance.
Systems should preserve the source and
retrieval time of information and avoid
implying that a partial record represents
the whole patient journey. Downtime
procedures should specify how urgent
communication proceeds and how
delayed information is reconciled
afterward. Architecture becomes
clinically useful when it communicates
its own limits and supports dependable
recovery from routine failures.

3 Patient ldentification, Data
Quality, and Shared Meaning

Patient identification IS
foundational because
information becomes harmful when
attached to the wrong person. Matching
may rely on combinations of
demographic details, local identifiers,
and  other  approved  attributes.

accurate

Institutions must examine the risks of
both false matches and missed matches.
A false match can introduce another
person's diagnoses or medications, while
a missed match can hide important
history. These errors have different
consequences and require different
responses. Matching performance should
be evaluated with representative local
data, including variations in spelling,
incomplete fields, duplicate records, and
changes in contact details. Confidence
should not be inferred from a successful
technical connection.

Record linkage should include
human review for uncertain cases and a
clear method for reversing incorrect
associations. Staff need to understand
which details can be corrected locally
and how corrections propagate across
institutions. A mistaken merge that is
fixed in one system may remain visible
elsewhere unless there is a coordinated
correction process. Audit trails should
identify what changed, why it changed,
and which organizations received the
correction. These processes require
assigned responsibility and accessible
support.  Identity  management s
therefore an ongoing service rather than
a one-time registration  exercise,
especially when patients move between
facilities with different recordkeeping
practices.

Data quality extends beyond
correct values. Completeness, timeliness,
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provenance, internal consistency, and
clinical relevance determine whether
information  supports continuity. A
medication list should distinguish active
therapy from discontinued or historical
prescriptions. An allergy record should
separate a documented reaction from an
unverified report. A diagnosis should
indicate whether it is confirmed,
suspected, resolved, or copied from an
earlier  encounter.  Without these
distinctions, exchange can
ambiguity by  making  uncertain
information appear authoritative.
Systems should display uncertainty and
origin clearly, allowing clinicians to
examine the basis of a shared statement
before incorporating it into current
decisions.

Shared meaning also depends on
preservation of narrative context.
Structured fields can support searching
and comparison, while concise clinical
narratives explain why a decision was
made. Neither format is sufficient in
every circumstance. A  discharge
diagnosis may be less useful without the
unresolved questions and reasons for
medication changes. Institutions should
avoid reducing continuity to an
accumulation of coded observations. A
balanced exchange record combines
structured essentials with readable
explanations and clear source attribution.
Quality monitoring should examine
whether clinicians can understand and

amplify
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use the information, not simply whether
mandatory fields contain some text or a
code.

4 Transitions, Referrals, and
Longitudinal Care Coordination

Transitions between institutions
are particularly wvulnerable because
information, professional responsibility,
and the patient's location change at the
same time. Kripalani et al. (2007)
reviewed deficits in communication
between hospital-based and primary care
physicians, identifying the importance of
discharge information for continuity.
The relevance of this work is the
enduring need for timely and usable
handover. A contemporary exchange
service  should make  essential
information available when the receiving
team needs it, while avoiding
unsupported  assumptions that a
historical study describes current
practice in every healthcare system.
Local baseline assessment remains
necessary  before  choosing an
intervention or claiming improvement.

A useful discharge
communication includes the reason for
admission, important findings, treatment
changes, pending results, unresolved
problems, and a clear follow-up plan.
The receiving clinician also needs to
understand which actions are urgent and
who has agreed to undertake them. If a
test remains pending, the plan should
identify the team responsible for
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reviewing the result and communicating
with the patient. Merely placing the
result in a shared repository does not
close the loop. An effective exchange
pathway should therefore connect
documents with worklists or other
operational  processes  that  track
acceptance and completion without
creating duplicate or contradictory
assignments.

Referral exchange should support
communication in both directions. The
referring clinician needs to know
whether a referral was received, triaged,
scheduled, and completed, while the
specialist needs enough information to
assess the reason for consultation. After
the visit, the specialist's conclusions
should return to the team responsible for
ongoing care. These stages are especially
important when patients attend a
different institution from the one
originally intended. A network should
establish how external outcomes are
captured and how unresolved referrals
are reviewed. The objective is a coherent
patient journey rather than a count of
referral messages
transmitted between servers.

Care coordination also includes
patients and caregivers. Coleman et al.
(2006) evaluated a care transitions
intervention involving patient
participation and coaching; that trial
should not be interpreted as an isolated
test of electronic exchange. Its relevance

successfully

is that continuity interventions often
depend on human support as well as
information tools. A shared record can
assist a transition coach, nurse, or
general practitioner, but it does not
replace  explanation and practical
assistance. Patients should leave an
encounter understanding the next step
and the contact route for problems.
Support should accommodate those who
cannot use a portal or manage multiple
appointments independently.

5 Evidence of Clinical Benefit
and Limits of Existing Research

Published  reviews  provide
reasons for cautious optimism while
showing why broad claims require
qualification. Rudin et al. (2014)
reviewed the usage and effects of
exchange, and Hersh et al. (2015)
examined outcomes and research needs.
Rahurkar, Vest, and Menachemi (2015)
highlighted limitations in evidence on
cost, utilization, and quality. These
publications  address  heterogeneous
exchange arrangements and clinical
settings. Their findings should not be
combined informally into a single
expected percentage improvement in
continuity.  Availability of records,
frequency of consultation, reduction in
duplicated tests, and improvement in
patient health are distinct outcomes with
different evidential requirements.

Menachemi et al. (2018)
subsequently reported a more favorable
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picture among stronger study designs in
an updated review. Their review
included 24 articles, of which seven used
designs considered suitable for causal
inference; those seven reported some
beneficial effect. This is not equivalent
to proof that all exchange services
improve outcomes or that seven
randomized trials demonstrated a
universal benefit. The types of exchange,
implementation settings, outcomes, and
risks of bias remain relevant. A balanced
interpretation recognizes positive
evidence while asking whether the local
service resembles the interventions
studied and whether the intended
outcome was actually measured.

The accompanying graph shows
seven studies classified by that review as
suitable for causal inference and
seventeen other included studies,
together accounting for the twenty-four
articles. The second value is calculated
by subtraction. The graph describes the
composition of the review, not the
magnitude of an intervention effect, a
success rate, or the proportion of patients
helped. It is included to illustrate why
study design matters when interpreting
an evidence base. Readers should not
treat the two bars as clinical comparison
groups. No  patient-level  values,
confidence intervals, or before-and-after
performance estimates have been
invented for the figure.

6  Workflow, Professional
Roles, and Patient Participation

Clinicians are more likely to use
shared information when it is accessible
within the task they are performing.
Separate logins, unfamiliar interfaces,
long document lists, and slow retrieval
can  make technically available
information  practically  inaccessible.
Eden et al. (2016) identified workflow
and early user involvement among
relevant factors in exchange use. For
implementation, the practical implication
is to observe real clinical work before
finalizing an interface. The aim is to
place relevant information near the
decision it supports, with enough context
to be understood and enough restraint to
avoid overwhelming the wuser with
unrelated historical material.

Information presentation should
prioritize clinical relevance without
concealing the source. A concise
summary  may  highlight  recent
admissions, medication changes,
important  results, and unresolved
actions. Users should be able to inspect
the underlying document when needed.
Automated  summarization
validation ~ because = omission  or
misinterpretation can distort the record.
Even a manually created summary
becomes outdated unless there is a
process for updating it. The interface
should therefore distinguish source
information from derived summaries and

requires
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show their dates. Searchability and
readability should be tested using
realistic cases, including conflicting
records and patients with lengthy
histories across several institutions.

Professional responsibilities must
be agreed across organizational
boundaries. A receiving team may have
access to a result without having
accepted responsibility for follow-up.
Shared access should not create an
assumption that someone else has acted.
Institutional agreements should identify
how tasks are assigned, when they are
acknowledged, and what happens if the
recipient cannot respond. Staff need
protected time and clear escalation
routes. The exchange service should
support these arrangements but cannot
substitute for them. Evaluation should
examine whether the distribution of
work is sustainable and whether
information exchange has silently
increased administrative burdens for
particular teams.

Patient participation can improve
the accuracy and usefulness of shared
records. Patients may identify an
outdated  medication, clarify an
encounter at another facility, or report
that a referral did not occur. Their
contributions should enter a review
process that distinguishes reported
information  from  verified clinical
updates. Access arrangements should
accommodate  disability,  language,

literacy, and availability of digital
devices. A portal should be one route for
participation rather than the only route.
Patients should also receive explanations
of discrepancies when they affect care.
Participation is meaningful when it helps
resolve a problem and produces a
response, not merely when the system
provides a feedback button.

7 Privacy, Trust, Security, and
Institutional Governance

Trust is central to exchange

because institutions are  sharing
information that may have been
collected in a different clinical

relationship. Patients should understand
the purposes of sharing and the
categories of professionals who may
access their information. Consent and
authorization arrangements depend on
applicable law and policy and require
local legal review. This article does not
prescribe a universal legal model for
Pakistan or other jurisdictions. Instead, it
recommends clear documentation of the
chosen arrangements, practical
communication with patients, and
processes for responding to restrictions,
questions, and complaints. Ambiguous
governance can undermine  both
participation and appropriate clinical
use.

Access controls should reflect
professional role, legitimate purpose,
and the sensitivity of the information.

Organizations need procedures for
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granting, reviewing, and revoking
access, especially when staff change
roles or leave an institution. Emergency
access, where permitted, should be
limited and auditable. Security also
includes secure transmission, protected
storage, reliable authentication,
monitoring, and incident response. These
controls should be assessed as part of
routine operations rather than a checklist
completed only at launch. A network can
be secure against external intrusion yet
still  expose information  through
excessive internal permissions or casual
sharing of user accounts.

Governance must address
responsibility for incorrect information
and cross-institutional incidents.
Participants ~ should  know  who
investigates a suspected mismatch, how
an erroneous result is corrected, and how
affected users are notified. Agreements
should also specify the permitted uses of
data and distinguish direct care from
research, analytics, or commercial
activity. Secondary uses require their
own justification and safeguards.
Institutional participation in exchange
should not be interpreted as unrestricted
permission for all future purposes. A
transparent
includes

governance structure
clinical, technical,
organizational, and patient perspectives
so that decisions are not determined
solely by the priorities of a platform
vendor or one large hospital.

The World Health Organization's
Global Strategy on Digital Health 2020-
2027 emphasizes a broader strategic
approach to digital health rather than
isolated technology acquisition. In the
framework proposed here, governance
should connect exchange investment
with health service priorities and
accountable leadership. Independent
oversight may be appropriate for
disputed access, safety incidents, and
changes in data use. Institutions also
need a clear exit process that protects
continuity if a participant withdraws or a
provider changes. Trust depends on
predictable behavior throughout the
service lifecycle, including failure,
correction, transition, and closure, rather
than assurances made only during
procurement.

8 Implementation Priorities for
Pakistani Healthcare Institutions

A proposed implementation in
Pakistan should begin with a defined
patient pathway and a documented
baseline problem. Examples might
include hospital discharge to primary
care, transfer between a district facility
and a  specialist  center, or
communication of laboratory findings
across a referral network. These are
illustrative use cases, not claims about
national prevalence. Local assessment
should examine institutional workflows,
records, staffing, language
needs, infrastructure, and patient access.

existing
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A limited pathway can make
responsibilities and outcomes easier to
evaluate. Starting with broad data
aggregation without a clear clinical
purpose considerable
technical work while leaving the
continuity problem unchanged.

The minimum exchange dataset
should be negotiated with intended
users. Essential content might include
verified identifying details, encounter
information, current medications with
status, relevant allergies, key findings,
pending actions, and the responsible
team. The list should remain
proportionate to the chosen use case.
Requiring every participating institution
to supply a comprehensive record at the
outset may exclude smaller facilities or
encourage low-quality completion. A
phased approach can establish a
dependable core before expanding. Each
phase should specify what information is
available, what remains outside the
network, and how clinicians should
manage gaps in the shared record.

Infrastructure planning should
include electricity, connectivity, device
availability, technical support, and
recovery procedures where these are
relevant to the participating sites. These
factors should be measured locally rather
than assumed to be uniform across
Pakistan. A system should handle
delayed synchronization safely and make
the age of information

may  create

visible.
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Institutions need a workable alternative
when exchange is unavailable, especially
for urgent transfers. Training should
cover clinical interpretation, identity
verification, privacy, correction of
errors, and follow-up responsibilities.
Competence should be demonstrated
through practical scenarios rather than
inferred from attendance at a software
demonstration or completion of a short
presentation.

Financing should consider the
costs borne by all participants. A large
institution may receive substantial
benefits while a smaller clinic carries
additional data entry or follow-up work.
Sustainable arrangements should
therefore consider shared funding,
support for participation, and allocation
of operational responsibilities. Cost
estimates should include
implementation, maintenance,
terminology  updates, staff  time,
cybersecurity, training, and eventual
migration. Patient expenses also matter
when new workflows require additional
travel or  digital access. An
implementation is more credible when it
shows how the service will be
maintained after initial funding ends and
how its benefits will be assessed across
institutions of different sizes.

9 Evaluation, Sustainability,
and Future Development



Open Horizon Scientific Review

Vol. 04 No.02 2026

Evaluation should begin with a
theory of change that links a specific
exchange function to a care outcome.
For  example, timely  discharge
information may support medication
reconciliation, which  may reduce
clinically important discrepancies and
subsequent harm. Each link should be
measured where feasible. Technical
measures include successful
transmission, retrieval time, and data
completeness. Process measures include
timely review, referral completion, and
resolution of pending actions. Patient
measures include understanding,
experience of coordination, safety, and
relevant  clinical ~ outcomes.  An
evaluation should avoid using a high
message count as a substitute for
evidence that information improved care.

Study design should account for
differences between institutions and
changes over time. Cluster trials,
controlled implementation studies, and
carefully designed interrupted time-
series analyses may be appropriate
depending on feasibility and context.

The protocol should define the
intervention, comparator, primary
outcome, and follow-up period in

advance. Investigators should document
actual use, missing data, concurrent
initiatives, and unintended
consequences. A network that has been
installed but rarely consulted represents
a different exposure from one integrated
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into routine care. Reporting should
therefore distinguish availability, use,
and completed action rather than
combining them under a single binary
label of exchange adoption.

Equity and sustainability should
be assessed alongside effectiveness.
Overall improvements can conceal
weaker outcomes for patients with
incomplete identifiers, limited literacy,
uncommon languages, or care outside
participating institutions.  Evaluation
should examine who is missing from the
network and whether clinicians wrongly
interpret those gaps as absence of prior
care. Sustainability measures should
include staffing, user burden, financial
viability, maintenance capacity, and the
ability to change vendors without losing
essential information. Continuing
investment should depend on
demonstrated value and a practical
improvement process. A system should
be simplified or redesigned when
complexity increases faster than useful
clinical benefit.

Future development may include
richer event notifications, patient
contributions, structured care plans, and
carefully validated decision support
based on shared records. These
capabilities should build on trustworthy
data and clear accountability. Adding
predictive analytics to incomplete or
incorrectly linked records can amplify
existing problems. Institutions should
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first ensure that the exchange reliably
supports fundamental tasks such as
identifying the right patient and
communicating the next step. The long-
term goal is a learning network in which
cross-institutional  information  helps
teams recognize problems, coordinate
action, and improve service design.
Technological sophistication is valuable
when it strengthens that goal and
remains understandable to its users.

Study design composition of an HIE review

Designs suitable for 7 studies
causal inference
Other included 17 studies
studies

10 15 20
Number of included articles

= o

018), n = 24 articles, Other studies: 24 -7 =17
jon; does not measure a clinical treatment effect.

Summary

Health information exchange can
support continuity by making relevant
clinical information available across
institutional boundaries. Its contribution
extends beyond transferring documents
because effective continuity requires
interpretation, responsibility, completed
action, and understandable
communication with patients.
Informational continuity depends on
accurate, timely, contextual records;

management continuity requires
coherent plans and accepted
responsibilities; relational  continuity
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relies on trust and ongoing professional
relationships. A successful exchange
service should support these dimensions
together while recognizing that access to
data does not automatically create
coordinated care. The  proposed
framework identifies the practical stages
through which shared information must
pass before it can influence the patient's
experience or clinical outcome.

The evidence base includes
studies reporting benefits as well as
methodological and implementation
limitations. Published reviews should be
interpreted according to their clinical
settings, exchange arrangements, study
designs, and outcome definitions. The
graph included in this article describes
the design composition of one published
review; it does not estimate the
effectiveness of an exchange
Claims of reduced
duplication, lower expenditure, better
safety, or improved continuity require
appropriate local evaluation. Technical
uptime, message counts, and document
availability remain useful operational
indicators, but they cannot alone
establish that care has become safer or
more coherent.

For Pakistani institutions, a
practical strategy is to select a defined
care pathway, agree a meaningful
minimum dataset, establish reliable
identification, assign follow-up
responsibilities, and test the service

intervention.
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under realistic conditions.
patient  participation, multilingual
communication, equitable access, and
sustainable funding should be addressed
from the beginning. Governance must
support correction of errors, incident
investigation, and accountable decisions
about data use. Long-term success
depends on maintaining the service and
adapting it to changing clinical needs.
Exchange strengthens continuity when
the right information reaches an
appropriate professional in time to
support a justified action that the patient
understands and can
complete.
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