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Introduction

Transition of care means moving from one place of treatment to another.
It can apply to healthcare, where people may have to move from one
hospital to another or to a less intensive care setting. Transitions can be
fluid or stressful for patients, depending on changes in the level of care
they receive and the amount of support available. The transition from
intensive care to a facility offering step-down services is very important
because it can leave patients feeling anxious about their health. Effective
transition helps patients improve while preventing relapses that can occur
when care is shifted between levels of care.

In Intensive Care Units (ICUs), patients receive close monitoring and
detailed care. Patients can be confused about their treatment in step-down
facilities, where nurses may not check on them as frequently as they did
in the ICU. Transition times are difficult for both patients and family
members as everyone tries to understand what the patient is going
through (Abdollahi, 2024).

Difficulties with Transition

When patients are transferred from the ICU to a step-down unit, many
difficulties can arise. Communication gaps among health care providers
can lead to errors in judgment regarding how a patient should be
managed. If there is not a good flow of information between providers,
patients might experience instability due to decreased monitoring or
receiving the wrong medications. Since staff in step-down units may be
less experienced with critically ill patients, there may be fewer resources
available to manage them.

Step-down units often have staff who are not trained to care for critically
ill patients, as in the ICU. Patients may feel less monitored in a step-down
unit, which can cause them to feel anxious or insecure. Not only is there
great discomfort for the patient, but their family is just as confused and
scared because of what they’re seeing happen to their loved ones.
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Best Practices

There are various best practices to ensure effective transitions from the
ICU to a step-down unit. Developing standard operating protocols and
having everyone take part in them is a great way to start. The flow of
information will be consistent, so there will be less room for error. As a
team, it is important to take care of patients together by having
multidisciplinary healthcare providers work with individuals. Meeting
with families and patients helps everyone stay on the same page about
what is happening and what needs to happen during the transition.

One of the best practices during transition is to educate the patient.
Educating patients about what they will experience during their
transition will help them know what to expect throughout the process.
Explaining things to them will help them recover better because they
know what to expect and what is going on.

Role of Communication

Communication during the transition of care is essential. Handoff, or
when one health care provider leaves and another cares for the patient, is
very important. Miscommunication during this time can cause errors in
patient care. Studies have shown that using a script during handoff can
improve communication (Baba et al., 2023). Having family involved can
also benefit the transition of care. Allowing family to be part of the process
helps them better understand what is going on with their loved one. It
also allows them to provide information to the healthcare providers that
can help with the patients’ care.

Assessment and Monitoring

Patients should be properly assessed upon arrival at the step-down unit.
There are various criteria to assess, such as vital signs, mental status, and
red flags. Transitioning caregivers should be aware of the patients’
medical history and current treatment regimens. Once patient’s have been
properly assessed, they should be continuously monitored for any
changes in their condition.



< Knowledge

Monitoring patients after they’ve been properly assessed can help pick up
these red flags. Checking on patients to see how they’re feeling and if
they’re experiencing any discomfort can help you catch things that they
may be trying to hide. Documentation is key when monitoring patients,
providing a foundation for what’s going on with the patient.

If a patient starts to show increased work of breathing, decreased oxygen
saturation, and decreased level of consciousness, that could be a reason
for concern. These are red flags indicating an internal issue and that you
should reassess the patient.

Impact of Technology

Technology has had an array of effects on the transition of care.
Technology allows health care providers to communicate more efficiently
with one another. When transitioning patients, having electronic health
records can allow clinicians to see what is going on with the patient.
Clinicians will know the patient's medical history and current treatments.

Telehealth capabilities allow health care providers to ask specialists
questions during times of need, such as transitions. Telehealth can also
allow health care providers to remotely monitor patients.

Technology also allows for better data collection. When healthcare
facilities analyze trends among previous patients who experienced
complications during transition, they can prevent such complications.
Improvements in technology allow health care facilities to adapt
transition processes that not only improve patients' lives but also engage
families in their loved ones' health.

Patient/Family Engagement

Patient engagement during transitions of care is crucial when moving
patients from the ICU to the step-down. Transitioning helps the patient
feel more involved in their healthcare. When patients feel heard, they’re
more likely to be satisfied with their care. Families can give health care
providers feedback on what they’re experiencing during transitions.
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Providing education to families about what their loved one will
experience will allow them to know what to expect while their loved one
is in the ICU. Families can help alleviate the patient's fear by explaining
what’s going on. If families are educated about what’s going on, they can
help monitor symptoms that should or should not be occurring.

Families should also be engaged during patient transitions. Involving
families in the care allows for better transition of care. When transitioning
patients, family members can help providers catch things that might
otherwise be missed.

Measuring Outcomes

Measuring outcomes is important during transitions of care. Various
metrics can be used to measure outcomes. These metrics include patient
satisfaction surveys, readmissions, and patient-specific indicators such as
complications and recovery time.

Patient satisfaction surveys can help health care facilities identify what
they’re doing well during transitions of care and what they can improve.
Readmissions can tell whether patients received enough care during their
transition. Monitoring patient-specific indicators can help catch things
that should’ve been caught earlier.

Just because a patient doesn’t have any complications during their
transition doesn’t always mean that they had an amazing experience.
There will always be trends that healthcare facilities can discover to help
improve patient outcomes.

Successful Transitions

Case studies allow us to examine successful transitions of care and the
strategies used. One case study described how a facility reduced its
readmission rate by 30%. This facility implemented a transition team that
consisted of nurses, pharmacists, and social workers. The transition team
created a handoff checklist to help with patient transitions.

Another successful transition was when a facility implemented electronic
health records. With a shared EHR, clinicians could see what was going
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on with their patients. These are just some examples of how improving
transitions of care can benefit not only the patients but the facilities.

Policy Implications

Policies should be in place to facilitate the transition of patients from the
ICU to step-down units. The government should provide funding to
hospitals to improve the infrastructure of their step-down units. Funding
can allow hospitals to hire more staff and require them to partake in
training that can improve communication.

There should also be regulations that require consistent communication
during the transition of care. Regulating how hospitals transition patients
can help improve hospitals' view of quality. Just as hospitals are
accredited for providing quality healthcare, they should also be
accredited for their transition processes.

The regulations that are put in place will allow hospitals to assess how
they transition patients. When hospitals transition patients, they can
identify trends during those transitions and use the data to make
improvements.

Future of Transitions

In the future of transitions, there are many things we can look forward to.
Technology will allow healthcare providers to share real-time data with
one another. This will allow for better communication during the
transition of care. Telehealth will allow clinicians to continue to follow up
with patients after discharge.

Educating patients and family’s about what to expect during transitions
will allow them to have a better recovery. Better training for healthcare
providers will reduce errors during handoffs. Social determinants of
health should start to be analyzed when it comes to transitions of care.

Conclusion

Transitioning patients from one facility to another can be difficult and
affect many patient outcomes. Having proper communication during the
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transition of care can help eliminate errors. Improperly assessing and
monitoring patients can cause caregivers to miss things. Technology has
improved the transition of care by allowing health care providers to
communicate more efficiently.

Transitioning should include various methods that engage patients in
their care. Various metrics should be used when measuring patient
outcomes during transitions. Regulations should be in place to allow
hospitals to be accredited not only for healthcare but also for patient
transitions. In the future of transitions, we will begin analyzing how social
determinants of health affect patient transitions.

Caregivers should apply these best practices in everyday life. By applying
some of these practices, we can allow for better transitions of care and
improve patient satisfaction.
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