Acute and Critical Care

Acute and Critical Care 2021 May 36(2):133-142
https://doi.org/10.4266/acc.2020.00626
| pISSN 2586-6052 | eISSN 2586-6060

Challenges of the patient transition process from the
intensive care unit: a qualitative study
Kobra Ghorbanzadeh1,2, Abbas Ebadi3, Mohammadali Hosseini4, Sadat Seyed Bagher Madah4,
Hamidreza Khankeh5,6
1

Ph.D. Candidate in Nursing, Department of Nursing, University of Social Welfare and Rehabilitation Sciences, Tehran; 2Department of Nursing, Khalkhal
University of Medical Sciences, Khalkhal; 3Behavioral Sciences Research Center, Lifestyle Institute, Nursing Faculty, Baqiyatallah University of Medical
Sciences, Tehran; 4Department of Nursing, University of Social Welfare and Rehabilitation Sciences, Tehran; 5Health in Emergency and Disaster Research
Center, University of Social Welfare and Rehabilitation Sciences, Tehran, Iran; 6Department of Clinical Science and Education, Karolinska Institute, Stockholm,
Sweden

Background: The transition of patients from the intensive care unit (ICU) to the general ward
is challenging. This study aimed to explain the challenges that patients face during the transition process.
Methods: In this qualitative research of conventional content analysis, data collection was
conducted between February 2018 and July 2019 in educational hospitals. After obtaining
informed consent, purposive sampling was performed with 22 nurses, intensive care physicians, anesthesiologists, and patients and their families using in-depth semi-structured interviews until data saturation.
Results: The content analysis yielded three main themes in the challenges patients face during the transition process from the ICU: mixed feelings regarding transition (happiness/hope,
worry/uncertainty, abandonment); care break (different atmosphere, the difference between
the program and the quality of care, assigning care to the patient and family, and care culture and beliefs); and search for support and information (ineffective communication, selfcare capacity of patient and family, ineffective and disrupted training, and weak follow-up
programs), which inflicts care shock in the patients.
Conclusions: The results showed that patients and their families were in a state of care shock
during the ICU transition process and were sometimes disconcerted. It is necessary to design
and implement care models according to the needs and challenges patients face during the
transition period from ICU (patient-centered), based on the evidence available, and after considering the field of medicine and the accessibility of care in the country. The transition process can be improved and enhanced by obtaining knowledge about ICU care and related challenges as well as organizing a learning environment.
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INTRODUCTION
The patient transition from the intensive care unit (ICU) to the general wards of a hospital is a
complex process with many potential challenges [1]. It is also one of the most vulnerable
transitions patients face [2]. Patients admitted to the ICU may experience several complex
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transition issues simultaneously. These transitions can be related to their health-disease status, their situation, and their
organization. Specifically, these include the transition from
health to a life-threatening illness and vice versa; the transition from specialized, technical, and individual care to general care; the transition from a secure environment inside the
ICU to a vulnerable and unpredictable environment; and finally the transition from despair to independence [3,4].
The word transition is used to describe a process of change
in the developmental stages of life, or alterations in health and
social circumstances rather than responses to change [5]. The
transition is associated with changes in identity, role, communication, ability, and behavior, for adaptation to which an individual requires new knowledge, behavior change, and selfdefinition [6]. Factors that can affect the transition process include preparation and planning, individual knowledge, meaning and experience of the transition, individual’s environment
in transition, and, finally, the emotions and physical well-being of the people experiencing the transition [7].
ICU patients recovering from a critical illness often suffer
from physical and mental complications that require recovery
support. Therefore, proper patient preparation throughout
the health-disease transition is critical for patients and their
families [8]. Although ICU discharge is a positive step and
physical improvement for the patient, a patient who is not
psychologically ready to be transferred to the ward will experience severe anxiety during the transition from the ICU to the
ward [9]. The transition of the patient from the ICU is a period
of vulnerability in terms of medical errors which can lead to
unwanted complications, increased costs, and patient dissatisfaction. This may be related to various factors such as the
high number of patients with complex needs, reduced monitoring outside the ICU, staff with different competencies and
skills, and communication failure [10]. How the transition
from the ICU to the hospital ward is experienced by the patient and the family is influenced by how it is organized, communicated, and executed [11].
Anxiety and unpreparedness can lead to a lack of understanding and readiness for the self-care role in other areas [12].
Transition stress is a mental disorder that the patients experience when they move from one environment to another during which they need to be psychologically prepared to gradually break away from equipment and constant monitoring
[13]. This stress will have long- and short-term manifestations.
A nurse must reduce the transition stress for both the patients
and their families using certain strategies such as managing
the time of transition, requesting that patients and their fami134 https://www.accjournal.org

KEY MESSAGES
■ The challenges patients and their families experience in
the transition process were considered.
■ It is necessary to design and implement care models
according to the needs and challenges patients face
during the transition period (patient-centered), based
on the evidence available.
■ The transition process can be improved and enhanced
by obtaining knowledge about intensive care unit transition care and related challenges as well as organizing
a learning environment.

lies ask questions, and training and educating them in relation
to clinical progress and any forthcoming issues [14].
Healthcare providers recognize that successful transitions
in care require effective multi-disciplinary communication,
comprehensive planning, and shared accountability throughout the entire transition process [15]. Poor management of the
transition process has negative effects on the patient’s transition, health, treatment goals, and outcomes, and increases
problems such as prolonged hospital stay, high cost of care,
greater degree of disability, and psychological stress for the
patient and family, and ultimately unavoidable death. In contrast, there is new evidence that organized care in the transition process has shown beneficial results for patients and
their families that include greater satisfaction with care, successful transition, better preparation of the patient for transition and fewer visits to emergency clinics, as well as less need
for re-hospitalization of these patients [1,7].
Developing a plan to continue care during the transition
period is essential for patients with critical conditions and
their families. The start of this program from the ICU is of particular importance [16]. The patient and their family must be
involved in the planning process for the transition from the
ICU. The long-term follow-up of patients is highly important
after passing the critical conditions and transition from the
ICU [17]. Therefore, it is essential to understand the experiences of patients and care providers in order to develop protocols to improve patient transition from the ICU to other
wards. However, there is a lack of research that explores the
challenges patients face when being transferred from the ICU.
Thus, it is essential to perform a comprehensive review to
identify the challenges facing patients during the transition
process from the ICU to other wards and to fill in the existing
knowledge gaps with suggestions that can improve this process [18]. This study aimed to investigate the understanding of
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and challenges patients face during their transition process
from the ICU.

MATERIALS AND METHODS
Ethical Considerations
This study was approved by the Ethics Committee of the University of Social Welfare and Rehabilitation Sciences, Tehran,
Iran (IR.USWR.REC.2017.198). Informed written consent was
obtained from the participants to participate in the study. The
participants were also assured that their conversations would
remain confidential and that the audio file would be destroyed
after being transcribed.

Research Design
This qualitative conventional content analysis was part of an
extensive study on the patient transition from ICU to other
wards. This part of the study was conducted using the content
analysis method of Graneheim and Lundman [19].

Setting and Participants
This study was conducted at adult ICUs and general wards of
educational hospitals affiliated with the University of Medical
Sciences in Iran. Purposive sampling was used in this study.
In this type of sampling, the selection of participants is based
on their first-hand experience and knowledge about a phenomenon, and the sampling ends when derived concepts and
their relationships are saturated. Data saturation occurs when
the researcher does not obtain new data by continued sampling [19].
We interviewed ICU physicians, anesthesiologists (n = 6),
ICU nurses and ward nurses (n = 8), as well as patients and
their families (n = 8) who were willing to participate and talk
about their experiences. Age, sex, and years of working experience were also considered to achieve variation in the data.
Health care providers had to have at least 1 year of experience
working in their designated environments, given the average
age range of 35–45 years for the nurses and physicians, and a
clinical experience of 9–12 years. The age of patients was 62–
75 years, length of stay in ICU was 5–10 days and the main
reasons for ICU admission included pneumonia, heart failure,
coronary artery bypass graft, and chronic obstructive pulmonary disease. Inclusion criteria for participants was at least 5
days of hospitalization in the ICU with subsequent transfer to
a general ward. All interviews were conducted in a prearranged calm and private meeting room in the hospitals.

Data Collection
Data were collected from February 2018 to July 2019 through
22 semi-structured in-depth interviews conducted by the first
author. The interviews were performed in hospitals, digitally
recorded, and lasted 30 to 90 minutes. Initially, the researcher
talked to each potential participant and, while explaining the
purpose and research questions, determined the appropriate
time for the interview if he/she was willing to participate.
The interview guide included a few open-ended questions
to allow participants to elaborate on their perceptions and experiences and the challenges experienced during the patient
transition process from the ICU to the general ward. Semistructured questions were used when necessary to ensure
that everyone was given the opportunity to discuss anticipated and newly emerging themes. The main interview questions
were, “What complications did you experience during the
transition from ICU?” “What difficulties did you experience
during the transition from ICU?,” “Would you please tell me
about your experiences of patient transition from the ICU?,”
and “May you please tell me about your challenges during the
transition of your patient?” Moreover, probing questions were
used to further identify the experiences of the participant. Examples of these questions were, “Can you explain more about
this?,” “Can you give an example of this?,” and “What do you
mean by ...? Can you clarify what you mean by an example of
your personal experiences?” The participants were able to talk
freely about their experiences without any restrictions on
time. At the end of each interview, participants were asked the
question: “Is there anything you have experienced on this
subject that I have not queried?” And at the end of each interview, we thanked the participant and said that he/she could
call if he/she had any questions about the interview.
The researcher also observed the behavior and interactions
of the care providers with patients and colleagues in the ICU
for 20 hours. Each observation lasted between 54 and 79 minutes (median, 64 minutes). Since the researcher was in the
ward earlier than the specified time, he did observations before the interview. For the observation, the researcher sat in
the nurses’ station and observed their activities and interactions, and their verbal and nonverbal behaviors. The researcher took notes during the observation, and after the observation
was complete, recorded it anonymously and used it as data.
Field notes were also taken during the interview to assist in
data analysis and to document concepts for future exploration.

Data Analysis
To analyze the data from the first interview and in parallel to
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the interviews based on the method by Graneheim and Lundman [19], five steps were proposed for the analysis of the
qualitative data as follows. (1) Transcribing the entire interview immediately after each interview. (2) Reading the entire
interview text to get a general understanding of its content. (3)
Identifying the meaning units and basic codes. (4) Classifying
similar codes in the more comprehensive categories. (5) Identifying the latent content in the data. First, all text material
such as field notes, memos, and transcribed recorded text was
merged, read, and discussed to get a sense of the whole. Firstlevel coding was performed, in which the sentences that answered the questions in the interview were identified. The
main concepts in these statements were then coded, and related codes were merged. Next, based on similarities, the
classes were eventually extracted and the concepts underlying
the data were extracted and named as themes. To validate the
collected data, the results of the interview were read repeatedly and the opinions of the colleagues and some participants
were frequently used to confirm the data.

Table 1. Challenges of the transition process from the intensive
care unit
Category
Mixed feelings regarding the transition

Subcategory
Happiness/hope
Worry/uncertainty
Abandonment

Care break

Different atmosphere
Difference between the program and the
quality of care
Assigning care to the patient and family
Care culture and beliefs

Search for support and
information

Ineffective communication
Self-care capacity of patient and family
Ineffective and disrupted training
Weak follow-up programs

ity of patient and family, ineffective and disrupted training,
and weak follow-up programs). The classes are described and
explained in the following text (Table 1).

Trustworthiness
The four criteria proposed by Lincoln and Guba [20,21] were
used to ensure the trustworthiness of the data. The researcher
attempted to increase the credibility and dependability with
long-term participation, sufficient involvement, and interaction with participants, gathering valid information, and verifying the information. Repeated step-by-step data collection
and analysis as well as the reviews of supervisors, consultants,
and experts were used to increase the reliability of the data. To
increase conformability and transferability, attempts were
made to provide a rich description of the research report for
the evaluation and applicability of the research to other fields.

RESULTS
Maximum variation sampling produced a diverse group of
participants. A total of 504 initial codes were extracted from
the rich and in-depth descriptions of the participants. After
review, the codes were summarized and categorized according to similarity and appropriateness. Three main themes
were obtained for the challenges of patient transition from the
ICU: (1) Mixed feelings regarding the transition (happiness/
hope, worry/uncertainty, and abandonment), (2) care break
(different atmosphere, the difference between the program
and the quality of care, assigning care to the patient and family, and care culture and beliefs), and (3) search for support
and information (ineffective communication, self-care capac136 https://www.accjournal.org

Mixed Feelings Regarding the Transition
Patients who have regained some of their health and have
reached the stage of discharge from the ICU experience contradictory feelings. Since the nature of hospitalization in the
ICU is critical, the transition from the ICU to the ward is a positive step in recovery for the patients and their families. About
happiness/hope for improvement, patient 6 stated: “... I was
happy. I wasn’t comfortable there was no companion. I was
uncomfortable. I wanted water. No one came to help me. I
asked the doctor to send me to a ward ... I became very happy.
I must obtain the conditions for the transition to a ward. The
doctor should diagnose to go to the ward. I told the doctor to
send me to the ward, only the ward. Have you ever understood freedom? Because you are in the ICU, it means you have
a problem, but when you are transferred you have been
screened, i.e., to get rid of all problems. They keep you there to
solve the problems”.
Fear, worry, and uncertainty were the specific reactions of
the patients and their families and the treatment team, who
were concerned about the recovery situation, continuing the
treatment of the disease, the quality of care, and self-care by
the patient and the family. As for feeling neglected and abandoned, the caregiver of patient 8 reported: “... When the patient was transferred, we felt confused, as if we didn’t know
anything. At 2:30 they brought him to the ward in a wheelchair. After the room was determined, which did not take
Acute and Critical Care 2021 May 36(2):133-142
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more than 5 minutes, there was nobody to give us advice and
training to transfer the patient with good spirit. It is very good
that someone teaches us how to do physical exercises. Everyone who comes says do exercise, but we don’t know how to
do it”.

Care Break
Patients will experience a care break if the transition from the
ICU is done without preparation. This may be related to a variety of factors, including the high number of patients with
complex needs, reduced monitoring outside the ICU, staff
with different competencies and skills, and communication
failure. The treatment and care system employees count on
the ability of the caregivers in the patient’s family. After the
transition from the ICU, continuous care is suddenly reduced
and left to the patient’s family and primary caregivers. There is
a considerable physical and psychological pressure that caring places on caregivers. Nursing staff need the support of
these caregivers and should encourage them to share their
feelings, concerns, and problems so caregivers feel less lonely
in the care experience.
In this study, the participants experienced a serious gap in
the continuity of care due to the obvious difference in the diversity of modern technologies and nursing staff with a higher
level of capability than in the general wards. The experiences
of the participants indicated that a huge difference would lead
to problems for patients and non-compliance with the new
environment. Examples of extracted subthemes in this theme
were: the different atmosphere, the difference between the
program and the quality of care, assigning care to the patient
and family, and care culture and beliefs.
Sometimes there is little access to facilities that meet their basic needs, and unfortunately, in most cases, the shortages were
not only related to expensive and advanced hospital equipment
but also included the simplest essentials of the patient.
Regarding the difference between the two participatory environments, patient 8 reported: “... The environment changed
for me. It was hard for me not to sleep in the morning. There
was one nurse for each patient here, but the number of nurses
is low. My sister goes and says and then they take care of it ...
Our biggest problem is that care has been reduced and we
don’t have peace of mind. At 1:00 am, the patient’s companion comes to the room to use the bathroom, she comes to wash
the dishes, she mistakenly thinks it is a hotel. We don’t have time
to rest. Tonight, I want to write a no entry announcement …”
Participating nurse 8 talked about the difference between
equipment and staff: “... but we don’t have enough equipment
Acute and Critical Care 2021 May 36(2):133-142

and monitoring. We only have two monitors in the ward.
Many patients do not have a monitor with family caregivers ...
In the ward when the patient is ill-transferred the caregivers
become nurses to inform us of the patient’s conditions and
they are complaining about this situation ... We also have
problems with oxygen, sometimes it happens that you must
take away oxygen from one patient and give it to another patient ... Let me see if they don’t have respiratory distress and
caregivers tell us if there’s a problem …”
Patient 4 expressed concerns about the persistence of specific care needs: “Now my wound is open and swollen. I don’t
know what happened. I forgot to tell the doctor. I’m very worried. I’m not in pain, but the cough bothers me … It is better
that a system follows and supports the things I don’t know, I
have a problem asking her/him. Tell me about my pain. I ask
questions, I have a question, I will bring it. Take care …”
Participating nurse 8 talked about the improper patient-nurse
ratio: “... The number of patients is seven or higher. Only when
the number is high, the quality is low, we can’t take care of it
in time, we prioritize ... I have eight patients, but this patient
transferred from the ICU needs special care and they want us,
but it is not possible, we sometimes miss things. It took me
half an hour to receive this patient …”
Some participants in the treatment team considered the
prevailing culture to be effective in improving patient experience during the transition period, which sometimes caused
problems for the patients. A head nurse talked about the interference of care culture and beliefs: “... Look, a series of
things have been institutionalized in the culture of our nation,
whatever you do is not right. For example, many are very addicted and it’s normal for us to give morphine and methadone. We deliver the substances to the ward we tell them,
don’t give it to him, he gives it to her secretly, he returns with
respiratory arrest conditions. It’s people’s culture all people
claim to be super-specialists. With two internet searches, they
think they know a lot. They think they can do anything. I don’t
know anything to read we have seen this a lot especially aspiration: it’s only the interference of caregivers. I acknowledge
the shortage of staff. The nurse is also busy. They give him too
much oxygen. They get the complete bed rest (CBR) patient,
to walk forcibly …”
About assigning care to the patient and family, patient caregiver 9 said: “If we didn’t take care, it wouldn’t be good. My
son did all the work and dressing, etc. We had a health care
house. We spent 500 million rials. My eldest son was getting
more …”
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Search for Support and Information
Patients, their families, and medical staff sought information
and support to achieve the desired therapeutic results. In this
study, the search for support and information was one of the
themes that was extracted from codes: ineffective communication, self-care capacity of the patient and family, ineffective
and disrupted training, and weak follow-up programs. The
self-care capacity of individuals varies depending on the socioeconomic status, factors influencing learning, and life experiences. The goal of self-care is to minimize the professional
care of these patients. Patients experience more physical disabilities and psychosocial problems due to a lack of awareness of the disease, treatment, and self-care.
About the self-care capacity patient 8 stated: “... Now it’s just
too expensive, the question is if it will be efficient, the patient
does not suffer, and disability is accepted; they don’t accept it.
They say get a loan. We don’t have animals, gardens, or land, I
manage our life through construction work … Then, the main
caregiver who was the patient’s wife said we don’t have a car, I
came here by car every day and I came back in the evening.
Because the ICU didn’t allow a companion, I commuted for 6
days. It costs a lot. He himself can’t go to work, the kids don’t
work either. We have rural insurance, we don’t get help from
anywhere. We first refer to a health center to approve the insurance, they said, we have to see the patient who is hospitalized here …”
Regarding the specific nature of these patients after the
transition from the ICU, the caregiver of patient 2 said: “... With
such conditions, I am not sure whether my patient has fully
recovered so that I can take him home because my patient
underwent surgery on 31 April and was hospitalized until August 9, and even now she can’t hold a spoon. Now with this
situation, I can take my patient home …”
About ineffective and disrupted training nurse 4 reported:
“It’s a question of learning ability. Older patients who haven’t
been able to get an education. It is difficult for them to learn.
You want to teach, he says ok, but she forgets an hour later.
For example, I tell him to cough, do spirometry, but he forgets
about it an hour later. I think it should be taught before the
operation. What will be your situation? What is the importance of care? Because she is already prepared, she will accept
it more easily later”.
Regarding ineffective communication nurse 10 reported:
“Because the patient is coming from the ICU, tensions will
arise as if a monster is coming. When we go, three or more
people get engaged to be mentally drained. If you don’t say
something, they say you didn’t say that. Sometimes we strug138 https://www.accjournal.org

gle and the supervisor gets involved. For example, a damaged
vein or a bloody dressing. Some colleagues become emotionally drained. They are not to blame: the workload is high. For
instance, you are supposed to take this patient and get a bad
patient from the operating room. As if a 100-member army is
waiting to fight”.
Patient 1 also commented on the weakness and inadequacy
of communication, she stated: “Because communication is
disrupted between the patient, the doctor, and the nurse and
if they provide a brief explanation, there is no need for entering the ICU. There is no exchange of information, or it is very
weak. The main caregiver is an expert in another field and
she/he has no medical specialty. It’s more comfortable in the
ward, we see a doctor while visiting, we ask about our patient’s
conditions.”

DISCUSSION
This study aimed to get a deeper understanding of the challenges involved in the patient transition process from the ICU
to the general ward. Due to recent medical advances, the survival rate of hospitalized patients in the ICU has increased.
However, these patients are not without complications. Various studies have shown that these patients suffer from cognitive, psychological, and physical problems [22]. Such disorders lead to medical complications and a decline in patient
quality of life after hospitalization in the ICU [4,23].
The results of this study were classified into three main
themes according to the challenges of the patient transition
process from the ICU, including: (1) mixed feelings regarding
the transition (happiness/hope, worry/uncertainty, and
abandonment); (2) care break (the different atmosphere, the
difference between the program and the quality of care, assigning care to the patient and family, and care culture and
beliefs); and (3) search for support and information (ineffective communication, self-care capacity of patient and family,
ineffective and disrupted training, and weak follow-up programs). These challenges lead to care shock.
As one of the results of this study, mixed feelings regarding
the ICU transition, was a conflicting feeling that existed in patients and their families. The ambiguity between the positive
and negative experiences during the transfer from the ICU to
the general wards is in line with the studies of Cullinane and
Plowright [24] and Cypress [25]. Snow et al. [12] and Op ‘t Hoog
et al. [26] reported that the patients and their families were
confused and felt abandoned because of conflicting advice
from health care providers and an inability to communicate
Acute and Critical Care 2021 May 36(2):133-142
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with the health care team for guidance. Forsberg et al. [27] indicated feelings of anxiety, and fear on the part of the patient
and the family during the transition to an unfamiliar environment. In the study by Chaboyer et al. [28], the main challenges
for patients and their families were feeling insignificant in the
context of the ward admitted to and a feeling of duality. Most
patients and their families feel insecure during this period [4].
Patients felt that their basic care needs were overlooked and
that ongoing support during recovery was inadequate that resulted in feelings of demoralization and depression [29].
In our investigation, patients and their families described
the feeling of the care break between the ICU and the general
wards. Due to the obvious differences in the diversity of modern technologies and nursing staff with a higher level of competence, there is a serious gap in the continuity of care. The
experiences of participants showed that a stark difference led
to problems for patients and a mismatch with the new environment. Patients need to be psychologically prepared to
gradually separate from equipment and monitoring [13,30].
According to Op ‘t Hoog et al. [26], this difference is less prominent depending on the contrast between the two wards, perhaps, some participants were better at putting the new context
into perspective, or they had a different coping style. Patients
experienced the shift from being the center of all attention to
being just ‘one in the crowd’. The ICU patient had to share the
attention of fewer staff with other patients with similar needs
[11]. In the study by de Grood et al. [18], communication and
organizational culture were among the main factors involved
in sensations of care break during the patient transition from
the ICU to a ward, and the application of multiple communication standards and methods was effective in improving the
quality of care.
Moreover, awareness about the existing gap between the
level of care provided in the ICU and the general wards should
induce the sending and receiving units’ healthcare providers
to work together and consider an appropriate continuity of
care as a shared collective responsibility.
Another result of this study was the search for support and
information. Research shows that having the right knowledge
and skills can help a person experience transition effectively.
The transition period is a difficult moment for the patients.
Patients should receive preparations such as training, information, or referral to support resources to facilitate the transition [31]. Lack of proper information can lead to stress, anxiety, and insecurity. Having a supportive environment during
the transition creates a positive sense of well-being and improves the transition that one experiences. Patients who do
Acute and Critical Care 2021 May 36(2):133-142

not receive adequate support experience negative emotions,
weakness, confusion, frustration, and conflict [7,32].
The experiences of the participants in the study by Forsberg
et al. [27] showed that they needed to receive information to
be transferred to the general ward. Information is key in the
movement toward empowerment. Patients must have information and knowledge of their disease and health to make
the best decisions on actions and must be considered
throughout the transition from the ICU to the hospital ward
[11]. Information and teaching are aimed at relatives with a
focus on specific transfer plans, ward information, staff information, expectations in the hospital ward, and support services for the family [33]. Nurses in practice are the instructors
of patients during the transition. Nurses develop new skills,
knowledge, and behaviors that facilitate the desired outcome
of patient transition [34].
Interviews with participants showed that patients and family self-care was effective in a successful transition. The selfcare capacity of each individual varies depending on socioeconomic status, factors affecting education, and life experiences. The goal of self-care is to minimize the professional
care of these patients. Patients experience more physical disabilities and psychosocial problems due to a lack of awareness of their disease, treatment, and self-care. The transition
can also change the behavior of the person or determine the
behavior of the patient in response to the transition, and affect
the self-efficacy of the patient [7]. Relatives of the ICU patients
highlighted the lack of sufficient physical and neuropsychosocial rehabilitation of the patient after the ICU discharge [35].
The problem of inadequate communication for information
exchange among the care providers is the potential source of
mortality and morbidity in patients. These communication
problems are more common in the transition hand-off between two places when the responsibility of the patient shifts
between the members of the care team [36] and if the communication method is not clear and consistent. A basic analysis of these failures showed that the lack of a standard protocol
for transition from the ICU to a ward is a contributing factor to
the potential risks of harm to the patient [37]. In this study, the
findings indicate that ineffective communication is one of the
challenges of the patient transition process from the ICU. In
previous studies, the challenges associated with this transition
included an increased risk of medical errors, unwanted complications, readmission, dissatisfaction with care, and death
[24,38].
Our study has several implications for practice that suggest
the need to increase safe transitions. First, a care transition
https://www.accjournal.org
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program should be adopted. Second, improve communication during the transition. Third, specific tools, checklists, and
a systematic approach should be used. Fourth, careful planning and adequate support are necessary. Finally, regular
critical care transition follow up should be ensured together
with the implementation of early plans to promptly detect
and treat the deterioration of patients. Health care providers
must aim to make the transition less abrupt. Our results also
suggest that people experience stressful situations during
their transition period.
The patient transition between the ICU and ward is associated with high challenges and risks. The main findings obtained from the experiences of patients and their families in
the transition showed that during the transition period, patients underwent care shock in response to the care atmosphere change. It is better to design the care models according
to the needs and challenges of patients in this period using
the available evidence in the national treatment and care context. We recommend more research on strategies for the continuity of care during patient transitions after an ICU stay.
However, the individual and a set of supporting systems are
effective determinants in dealing with the transition phenomenon. If the patient transition from the ICU is not performed
properly, there are risks to the health of the patient. Health
care providers must be aware of the relatives’ expectations
and proactively ask them for their needs to secure continuity
and establish and maintain lines of communication.
A limitation of interpreting the findings of this study is that
some problems and challenges may be forgotten due to the
critical transition period. Another limitation is that the transition process is affected by various factors. Hence, the views of
other caregivers involved in this process could be explored in
future studies. Moreover, further studies are needed on new
methods of rehabilitation, training, and support to improve
the experiences of patients and their families during the transition from the ICU.
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