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ABSTRACT

BACKGROUND: Transfer of patient care
from an intensive care unit (ICU) to a hos-
pital ward is often challenging, high risk
and inefficient. We assessed patient and
provider perspectives on barriers and
facilitators to high-quality transfers and
recommendations to improve the trans-
fer process.

METHODS: We conducted semistructured
interviews of participants from a multicen-
tre prospective cohort study of ICU trans-
fers conducted at 10 hospitals across Can-
ada. We purposively sampled 1 patient,
1 family member of a patient, 1 ICU pro-

vider, and 1 ward provider at each of the
8 English-speaking sites. Qualitative con-
tent analysis was used to derive themes,
subthemes and recommendations.

RESULTS: The 35 participants described 3
interrelated, overarching themes perceived
as barriers or facilitators to high-quality
patient transfers: resource availability,
communication and institutional culture.
Common recommendations suggested to
improve ICU transfers included implement-
ing standardized communication tools that
streamline provider—provider and provider—
patient communication, using multimodal

communication to facilitate timely, accu-
rate, durable and mutually reinforcing
information transfer; and developing pro-
cedures to manage delays in transfer to
ensure continuity of care for patients in the
ICU waiting for a hospital ward bed.

INTERPRETATION: Patient and provider
perspectives attribute breakdown of ICU-
to-ward transfers of care to resource
availability, communication and institu-
tional culture. Patients and providers
recommend standardized, multimodal
communication and transfer procedures
to improve quality of care.

to a hospital ward is one of the most challenging, high-

risk and inefficient transitions of care because the
patients are among the sickest in the health care system, they
are transitioning from high technological units to less acute
environments, and many interprofessional providers are
involved in exchanges of information and responsibility. Chal-
lenges associated with transfers from ICU, including increased
risk of medical errors,* adverse events,>* readmission,* dissatis-
faction with care® and death,® have been previously described
using primarily quantitative approaches.” Understanding
patient and provider perspectives is vital to guiding efforts to
improve transfers from ICU to hospital ward. Previous studies
have reported the experiences of individual provider groups
(physicians or nurses)®® or patients'®!! at single health science
centres.’?!® These assessments can inform local initiatives to
improve quality targeted to individual stakeholder groups, but
have limited transferability and cannot capture the complexity

T he transfer of patients from the intensive care unit (ICU)

of interprofessional, multidisciplinary and patient-centred
transfers of care.

A comprehensive joint assessment of key stakeholders’ per-
ceptions of barriers and facilitators to high-quality transfers
across multiple hospitals is needed to inform efforts at quality
improvement more broadly. To address this knowledge gap, and
to generate recommendations for how transfers of care from the
ICU might be improved, we sought the perspectives of a diverse
group of patients, their family members, and ICU and hospital
ward physicians and nurses (providers) from multiple
institutions.

Methods

Study design

This study was part of a multicentre prospective cohort study**
that used standardized surveys and case report forms to provide
a 360-degree description of transfers from ICU to hospital ward
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in 10 hospitals in 7 cities across Canada. The study was con-
ducted from July 2014 to January 2016. For each patient transfer
in the study sample, we invited the patient, a family member and
4 providers directly involved in the transfer of care (1 ICU phys-
ician, 1 ICU nurse, 1 ward physician, 1 ward nurse) to participate
in a survey to describe their experiences with the ICU to hospital
ward transfer. Findings from the survey showed that failures of
patient flow and communication are common, identifying a need
for further qualitative inquiry into barriers and facilitators of
high-quality patient transfers.'

Participants

Consecutive consenting patients who were transferred from the
ICU to a hospital ward were enrolled in our cohort study. Partici-
pants from the cohort study who indicated interest in participat-
ing in a follow-up interview were considered for participation. We
targeted recruitment of 4 participants (1 patient, 1 family mem-
ber, 1 ICU provider, 1 ward provider) from each of the 8 English-
speaking sites (n = 32) (Appendix 1, available at www.cmaj.ca/
lookup/suppl/doi:10.1503/cmaj.170588/-/DC1) to develop our
understanding of transfers of care across institutions further
(Figure 1). We invited participants by email or telephone depend-
ing on contact information they provided when they indicated
their interest in the follow-up interview. Although our team was
prepared to expand recruitment if necessary, reviewers identi-
fied distinct recurring patterns in the data (i.e., barriers, facilita-
tors and recommendations that were identified by participants)

Patients included in cohort study
n=451

Invited to qualitative interviews

n=80

with no new themes emerging before the interviews concluded.
Thus, no further recruitment was undertaken.®

Data collection

We developed the semistructured interview guide to explore stake-
holder experiences with transfers of care from ICU to hospital ward.
The interview guide was loosely informed by domains of inquiry
identified in a stakeholder survey that we conducted as part of an
earlier phase of this research program.** The interview guide was
pilot tested with 9 local stakeholders (4 providers, 5 patient or family
members of patients) and refined based on their feedback. After
obtaining informed consent from each participant, we (C.D. and
Holly Wong, both with experience in conducting qualitative inter-
viewing) conducted private semistructured telephone interviews in
an office (Appendix 2, available at www.cmaj.ca/lookup/suppl/
doi:10.1503/cmaj.170588/-/DC1). The interviews were concluded by
April 2016. Interviews posed questions about participants’ experi-
ences with transfers of care between ICU and hospital ward and their
perceptions of perceived barriers and facilitators to high-quality
transfers. We audio-recorded and transcribed interviews verbatim.

Qualitative analysis

We used qualitative content analysis*® with Nvivo9 (www.
gsrinternational.com/) to analyze interview transcripts and identify
themes related to the needs and preferences of 3 categories of par-
ticipant: patients and their family members, ICU providers (i.e.,
physicians and nurses), and ward providers (i.e., physicians and
nurses) during the transition of care between
ICU and hospital ward. Early in the data col-
lection process, 2 experienced researchers
(C.D., J.P.L.) analyzed a small sample of the
transcripts (n = 5) independently and in
duplicate to fracture the data using an open
coding methodology,' identify emerging
themes and adjust interview questions and
probes to ensure discussion of key themes in
subsequent interviews. Researchers met to
compare open coding and developed a
codebook of emerging themes after they

Declined to Consented to
participate an interview
n=7 n=235

Did not respond
to invitation
n=38

achieved agreement. Each investigator ana-
lyzed half of the remaining transcripts using
open, axial and selective coding'’ to expand
and collapse themes. Researchers traded
codebooks and analyzed remaining tran-
scripts to ensure that key ideas were not
missed. The codebook was iteratively refined
using axial coding and finalized by

ICU providers Ward providers
n=8 n=9

« Physicians n=4
*Nurses n=5

members
n=18

« Physicians n=4
*Nurses n=4

Figure 1: Flow diagram of selection of patients for interview.

Patients and family

3 researchers (C.D., J.P.L., J.M.B.). Coded
quotes were organized by theme, subtheme
and participant type (patient or family mem-
ber of patient, ICU provider, ward provider).

« Patients n=10
« Family members n=8

Ethics approval

The University of Calgary Conjoint Health
Research Ethics Board approved this study
(Ethics ID no. REB13-0021).
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Results

We sent 80 invitations to individuals who had expressed an interest
in being contacted for a potential interview. Of these, 35 consented,
7 declined and 38 did not respond. The mean duration of the inter-
views was 25 minutes (standard deviation: 11 min). Half (51%) of the
participants were patients or family members, and the remainder
(49%) were ICU and ward providers (Table 1). Nearly two-thirds of
the participants (60%) were women (Table 1). Patients and family
members were asked to speak about their recent transfer experi-
ence from ICU, and providers were encouraged to draw from any of
their past experiences with transfers of care from ICU to ward.

Analysis showed 3 overarching themes describing perceived bar-
riers and facilitators to high-quality transfers of patients: resource
availability, communication and institutional culture. Themes were
common to all participant groups and characterized by subthemes to
capture diversity of participant perspectives. Subthemes described
by providers were process oriented (i.e., focused on process, protocol
and outcomes), whereas subthemes described by patients and their
family members reflected personal experiences. Exemplar quota-
tions for subthemes are illustrated in Table 2 and Table 3.

Overarching themes

1. Resource availability

Availability of resources was a theme that emerged in all participant
groups. We define resource availability as the availability of both
physical (e.g., bed) and human (e.g., nurses) resources at the levels of
the individual patient (e.g., transfer form) and system (e.g., rushed
transfer process owing to timing of breaks; Table 2 and Table 3). Pro-
vider concerns were consistent with those of patients and family
members in 2 key areas: staff availability and material resources. Par-
ticipants also described subthemes that were unique to their experi-
ences as a provider (n = 4; e.g., transfer tools) or patient or family
member of patient (n =2; e.g., interprofessional collaboration).

Table 1: Characteristics of participants

No. of participants*
(n=35)

Characteristics
Patient 10
Family
Intensive care unit provider
Physician
Nurse

Ward provider

Physician

aa ~» © » b 0O ©

Nurse
Sex
Male 14

Female 21

*Patients and family members opted to be interviewed together at 3 sites, resulting in
35 participants from 32 interviews conducted.

2. Communication

Communication was a dominant theme among all participant
groups. We define communication as all forms of consultation
and documentation about the patient (e.g., verbal, written, text
message, face to face, over the phone) as well as who was
involved (provider-provider, provider-patient, provider-family)
in these exchanges. Providers described subthemes (n = 4) that
were largely focused on the importance of circumventing com-
munication breakdowns during transfer from ICU to ward (e.g.,
multimodal communication), whereas patients and family mem-
bers described subthemes (n = 4) related primarily to receiving
timely and accurate information (e.g., communication aids).

3. Institutional culture

The concept of institutional culture was the third theme that
emerged in all participant groups. We defined institutional culture
as the norms, beliefs, values and customs that influence processes
and protocols within hospital units (Table 2 and Table 3). Providers
described subthemes (n = 3) focused on institutional norms that
affected their work flow during transitions of care (e.g., importance
placed on transfer by care teams), whereas patient and family sub-
themes (n = 4) concentrated on attitudes in the clinical environ-
ment that affected their sense of well-being during a time of vulner-
ability (e.g., humanization of patient-provider interactions).

Suggestions to improve transfers of care from ICU to ward

Participants were asked to provide suggestions for how to

improve transfer from ICU to hospital ward (Table 4). The follow-

ing were the most common suggestions provided by participants
from more than half of the hospitals:

1) Implement standardized discharge communication tools to ensure
continuity of communication between providers and patients or
their families: Patients and providers across all sites stated that
implementing a standardized discharge communication tool tar-
geted to patient-provider communication would improve trans-
fers by ensuring continuity of communication. Specific details of
the content that should be included in this tool varied across the
sites. For example, one provider highlighted the inclusion of the
patient’s trajectory and journey in the ICU, whereas a provider at a
different site stressed that the tool should prompt conversations
about what patients and family members could expect on the
ward. Regardless of detail, the perceived level of need for this type
of instrument was echoed across participant groups.

2) Implement standardized discharge communication tools to
ensure continuity of communication between providers: Both
ICU and ward provider groups across the 8 study sites sug-
gested implementing standardized discharge communication
tools. Providers described the importance of discharge com-
munication tools, such as electronic or paper-based tools that
travel with the patient during transfer, and the types of infor-
mation that should be included.

3) Use multimodal communication to document transfer and
ensure continuity of care: Multimodal communication was
suggested at 5 sites and across all participant groups. Partici-
pants described multimodal communication as verbal com-
munication that is supported with written documentation.
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Table 2: Perceived facilitators and barriers to high-quality transfers from ICU to hospital ward, identified by providers

Theme and subtheme

Resource availability

Staff availability

Material resources (e.g.,
beds, medical record)

Duration of transfer
process

Timing of transfer (e.g.,
shift change, at night)

Transfer tools

ICU follow-up post
transfer

Communication

Multipronged (e.g.,
multiple v. singular [or
no] forms of
communication used)

Communication between

most responsible team

members (e.g., attending

to attending v. trainee to
trainee)

Interprofessional (e.g.,
communication across
professions v. within
professions)

Availability of patient
information at point of
transfer

Institutional culture

Patient- and family-
centred care

Professionalism

Importance placed on
transfer by care team

Note: ICU = intensive care unit.

Facilitators Barriers
Ward
Ward ICU and ward
ICU and ward
ICU and ward
ICU and ward
ICU and ward
ICU and ward ICU and ward
ICU ICU and ward
ICU and ward ICU
Ward ICU
ICU and ward
ICU Ward
ICU and ward

Quote

“What works fairly well is that we as a hospital group are available on a 24-hour basis and
we have a good working relationship with the ICU physicians.” Ward provider (Interview 1)

“... not uncommon situation will be it’s a crunch for beds in the ICU and the ICU fellow
(fourth- or fifth-year resident) will call the internal medicine senior (second- or third-year
resident) in the evening and say listen we have got this patient here in ICU you have got
to come here and transfer them.” Ward provider (Interview 30)

“We tee up the transfer by doing the discharge summary, contacting a service to accept
the patient, agreeing on the transfer, and that’s kind of the process. The part that is more
variable is that after someone says | accept [the patient] there is often a long delay before
they leave the ICU, so that is the part | guess | have less control over or where | feel much
can get lost. Because there is a period of time where the patient is physically still under
my care but the decision-making is more shared then.” ICU provider (Interview 28)

“Sometimes on my end | have two patients. If somebody is stable enough to be
transferred out, | don’t have a whole lot of time to spend with them. | have to get back to
my station or if | have an admission waiting in the emergency department than you
know, | feel pressed for time.” ICU provider (Interview 22)

“At our site we have a transfer record form that details patient name, age, goals of care
and certain standard things that should be done and that you should be telling the other
nurse so when people from ICU use that and follow along that really well, we really get
to know a good picture of the patient. Those are the most successful transfers, when
both teams use that form.” Ward provider (Interview 21)

“We have a medical emergency team that follows up with all of the patients being
discharged from ICU just to make sure that the unit has support, that they know if they
have questions or if the patient all of a sudden becomes more ill they call the medical
emergency team. So it’s a nice bridging program.” ICU provider (Interview 3)

“I think multiple forms of communication need to happen for there to be a well-rounded
transfer of care. It’s my expectation that if | am on service [the ICU team] would
communicate verbally and in a written note or text message.” ICU provider (Interview 26)

“The ultimate report | get about the patient is from my junior resident who has no idea
what is going on. They do their best but they don’t really have a good sense of the
patient’s trajectory and the major issues and so on. As the internist who is going to take
care of the patient, | don’t ever get to talk to someone who actually knows the patient
well.” Ward provider (Interview 30)

“I would also let the [receiving nurse] know that outreach was aware of the discharge
and that they would follow up with them and that they could call back. | would give
them my name and they could call back if they had any questions.” ICU provider
(Interview 14)

“... due to the rotational nature of our work, the physician who actually receives the
patient may be a different physician [than the accepting physician], and the intensivist
at the time of transfer may be different [than the sending physician]. The patient may be
transferred in the evening when somebody’s on call and covering. Familiarity is
somewhat limited.” ICU provider (Interview 31)

“We kind of let the families know [about transfers of care] as an afterthought, or the
family will call us and we will say oh yeah sorry we transferred that patient.” Ward
provider (Interview 29)

“...some of the doctors are not willing to do a transfer note. And that does create
difficulty for us because we don’t necessarily have the time to dig through every page of
the chart to discover what events have transpired and what the decision process was.”
Ward provider (Interview 1)

“People argue that it’s [having sending and receiving teams conduct in-person transfers]
impossible because of busy schedules etc., but we need to say no, transfers are a critical
component of the care of patients. This is a goal that we should aspire to.” ICU provider
(Interview 18)
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4) Develop procedures for delays in patient transfer: ICU and  Interpretation
ward providers at 5 sites suggested developing procedures to
manage delays in patient transfer from ICU (i.e., patients who  Patient transfers from the ICU are complex events that can dis-
wait for days for a ward bed). Providers agreed that care must ~ rupt continuity of patient care,>* yet little is known about the
be coordinated and advanced during this period and the  experiences of key stakeholders. Our study provides a multicen-

patient’s readiness for transfer reassessed daily.

tre qualitative report of patient, family member, ICU and ward

Table 3: Perceived facilitators and barriers to high-quality transfers from ICU to hospital ward, identified by patients and families*

Theme and subtheme Facilitators

Resource availability
Staff availability

Material resources (e.g., beds,
medical record)

Interprofessional
collaboration (e.g., social
work, physicians, nurses)

Provider follow-up

Patient-provider communication

Family kept informed

Communication aids (e.g.,
informational brochure,
white board in patient room)

Ward orientation before
transfer

Consistency of information
delivered (e.g., variation in
what providers say)

Institutional culture

Role clarity (e.g., stating
name and purpose during
provider-patient interaction)

Patient education

Humanization of patient-
provider interactions

Investment in family
well-being

Note: ICU = intensive care unit.

Quote

“Just knowing that they [ICU providers] were there if there was a problem ... they
stressed that, | have to say, that there was always somebody going to be available
and they were right there.” Patient (Interview 4)

“They said ‘we’re not particularly sure that you are exactly ... ready to leave ICU. We're
very sorry, we've got a major trauma coming in and you’re doing a whole lot better,
we have to move you. They just had no beds left.” Family member (Interview 7_2)

“The social worker from the trauma unit came down a few days beforehand and
told me what unit | would be transferred to and even then she gave a little bit of a
rundown on what | should expect.” Patient (Interview 20)

“I remember a nurse that I had seen previously. I'd been in there for a lengthier stay
and she either heard or saw me coming down. She came down to say hello. Just
hello, hi, you know, seeing me again. That was really nice, you know. It gives you
more of a comfort level. You know, you’re not just a package.” Patient (Interview 5_1)

“It would’ve been nice if someone could’ve called and explained it [description of
transfer process] to me. | couldn’t always be there... | respect that they’re really
busy and they’re not necessarily thinking of discussing things with family
members.” Family member (Interview 8)

“It just feels like when you get to unit you’re all by yourself and there hasn’t been
any communication from ICU. They don’t know your situation. You have to explain
... that’s one of the big things in the hospital, explaining the situation. Sometimes
3,4, 5, 10 times a day, it feels like.” Family member (Interview 7_2)

“The transfer process was largely, you know, he is physically going to be moved to
another ward, the nature of the care will be different, he will be in a four-bed room
as opposed to a two-, you know, person room, there will be fewer machines he will
be hooked up to. | knew all of that was going to happen, so that wasn’t a surprise.
It didn’t feel like a lessening quality of care, it actually felt hopeful because he
didn’t have to be in ICU anymore.” Family member (Interview 2_2)

“[The health care staff] will say ‘rumour has it that you will be leaving our care
going to award’ ... You can’t ask people questions when it’s impossible for them
know the answer.” Patient (Interview 7_1)

“So | would have preferred doctors introduce themselves and spell out their name
or have a card that you could refer to because it just felt awkward to not know
exactly who the doctor was even though you were seeing that person once a day or
s0.” Family member (Interview 2_2)

“There were courses to prepare you for physiotherapy and how to get better ... . It
was very good.” Patient (Interview 9)

“It was the contact with the people. How the people were with me. That made me feel
comfortable. That was the most important thing. And | think that’s why | think I could
handle it [the transfer] and why | accepted it, because it was scary, you know? But |
was treated like a normal person. Talked to like a normal person.” Patient (Interview 4)

“In our second stay [my wife] stayed at one of the hospital facilities; it’s called the
outpatient residence. So when | had an emergency, they phoned her and she was
probably closer to the ICU than | was at that point. Patient (Interview 7_1)

*Identified facilitators and barriers were reported as per-participant experience and do not necessarily represent an absolute list.

CMAJ | JUNE 4,2018 | VOLUME 190 | ISSUE 22 E673

HOYUV3iS3y



RESEARCH

provider perspectives of why transfers of care break down, and
how they can be improved to enhance quality of care and
improve stakeholder experiences. The in-depth description of
stakeholder experiences with transfers of care presented here
adds to the existing literature on transfers of care that has
largely been developed using quantitative methods.”!?® Main

findings of the study include the shared assignment by diverse
stakeholders of resource availability, communication and insti-
tutional culture as main drivers in the breakdown of transfers of
care from ICU to ward, and the call for standardized, multi-
modal communication and transfer procedures to improve
quality of care.

Table 4: Suggestions to improve transfers from ICU to hospital wards

Patient or
family
ICU Ward member
Suggestions providers  providers  of patient Quote
Implement standardized discharge v v v “| like to keep communication [with patients and families]
communication tools to ensure continuity very patient focused, to be explicit ... about the main issues.
of communication between providers and ... some sort of written template where we see ‘the main
patients and their families (e.g., issues of the day included the following’ would be a huge
standardized written summary of patient benefit.” ICU provider (Interview 16)
course in ICU and treatment plan)
Implement standardized discharge v v “It would be great if we identified a patient for transfer, the
communication tools to ensure continuity team, that might involve [the] doctor and nurse who are going
of communication between providers to accept the patient ... and the team that has the patient right
(e.g., standardized written transfer now, all getting together close to the patient and family having
summary, checklist for verbal handoff) amultidisciplinary sign-over. And ideally that would be
facilitated by a standardized checklist with prompts to talk
about specific things to the patient, about the domains that
are important.” ICU provider (Interview 18)
Use multimodal communication to v v 4 “Communication between the medical teams in different
document transfer and ensure continuity places should occur as both verbal communication and very
of care (e.g., verbal, written, electronic) detailed written communication about all the current issues,
the plan, the follow-up plan, the medications. | think both
types of communication are important and complementary.”
ICU provider (Interview 18)
Develop procedures to manage delays in v v “Just because somebody is up for transfer from ICU yesterday
patient transfer (e.g., scheduled doesn’t mean that they just blindly stay up for transfer; it
communication updates for patients should be evaluated every day.” Ward provider (Interview 29)
waiting days for a ward bed)
Conduct transfer-of-care handover at the v v v “A family meeting prior to transfer where the former ICU
patient bedside (e.g., multiprofessional team meets with the new ward team ... who are going to be
team huddle with ICU and hospital ward caring for them.” Family member (Interview 24)
teams and handoff at bedside)
Ensure necessary resources are 4 v 4 “The ward said they were ready ... so we brought [the
available at time of transfer (e.g., patient] over there but the respiratory therapist ... wasn’t
bedside nurse for hospital ward prepared, she didn’t think the patient was coming at the time
available to receive patient) so we were stuck ... for about half an hour in the hallway
because there was a lot of controversy and push back from
different levels of the hospital so that was kind of a miserable
transfer.” ICU provider (Interview 3)
Actively involve attending physician in v v “It wouldn’t be totally unreasonable for the decision about transfer
the transfer process (e.g., verbal or not transfer to always have to be at least run through over the
handoff between attending physicians) phone with the internist so they can ...go over what they think are
the red flags, hear the story, agree that [the transfer] makes sense”
Ward provider (Interview 25)
Ensure essential information is v v “It’s hard to find information about when the last time

up-to-date at the time of transfer (e.g.,
current medications and when last
administered)

Note: ICU = intensive care unit.

something was given or their med record so it would be nice to
go through the meds [with the ICU provider] because
sometimes it takes a long time to put together that chart and
you are kind of getting late on med times.” Ward provider
(Interview 21)
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Resource availability

Material and human resources were highlighted by participants
as both facilitators (i.e., when available) and barriers (i.e., when
lacking) to high-quality transfers of care. Previous studies have
shown that bed availability can negatively affect transfers from
ICU when patients are transferred before they otherwise would
be (e.g., owing to an influx of more acute patients).'*?° Con-
versely, participants in our study also cited long transfer pro-
cesses as a barrier to high-quality transfers where patients ready
for transfer waited days for a hospital ward bed to become avail-
able. They reported variable quality of care during this “waiting
period” with confusion or a lack of accountability about who is
most responsible for the patient.??2 Health care organizations
that have flow failure (i.e., inefficient movement of patients)?
must develop procedures to minimize transfer delays (e.g.,
mimic just-in-time manufacturing)? and strategies to ensure
patients receive coordinated care while awaiting transfer (e.g.,
co-management or graduated management).

Communication

Patients, family members and providers described the impor-
tance of using multiple modes of communication to support the
exchange of information during transfers of care. Verbal and
written communication types serve different purposes. Verbal
communication can be used to ensure that accurate information
is exchanged in a timely manner, but written communication can
ensure the durability of patient information over time, preserving
the “patient’s story” for all relevant stakeholders (i.e., current
status, relevant history, patterns that emerged during care, and
future-oriented care plan).?® It is not surprising that patients
recovering from a severe illness* and family members who are
under stress may have difficulty remembering details and retain-
ing verbal information.® Electronic health records that make
information?” available to a broad group of stakeholders may
provide a platform for multimodal communication.?® For exam-
ple, some electronic health records have developed mediums for
patient-provider communication such as online portals,?® email®
and instant messaging.?! Although promising, concerns remain
about confidentiality breaches when using electronic portals to
communicate patient information,? confusion or anxiety when
patient information is accessed in the absence of a care pro-
vider,? and the potential impact on the frequency and length of
face-to-face patient-provider interactions.>

Institutional culture

Reconceptualizing the relative importance of transfers of care
from ICU to hospital ward (i.e., where transfers are understood as
critical to maintaining the continuity of patient care and are pri-
oritized by sending and receiving care teams) was identified as a
key facilitator to high-quality transfers.3* What is more, patient-
and family-centred care was a facilitator of high-quality ICU
transfers. This is important because health care cultures that
promote the active involvement of patients and families in part-
nered care have been shown to alleviate communication bar-
riers,® increase psychological well-being,* preserve continuity of
care,® and improve patient and family perceptions of care

received.’” Partnering with patients and their family members
during transfers of care from ICU to ward should be considered a
high priority by both sending and receiving care teams. To
improve transfers of care, they must be recognized as institu-
tional priorities in which patients, patient families and providers
all play key roles.

Limitations

There are limitations to consider when interpreting the findings of
our study. First, some participants were interviewed up to 2 years
after the relevant ICU admission and, thus, recall bias®® might have
affected their recollection of events. It is also possible that some
perspectives may have been missed, given that participants may
have been motivated to interview as a result of a mostly positive or
mostly negative experience. Second, this study is limited to the
perspectives of providers most responsible for patient care (i.e.,
physician and nurse) and did not capture the perspectives of other
provider groups (e.g., social workers). Nevertheless, the scope of
our sample (i.e., perspectives from 6 key stakeholder groups col-
lected from 8 diverse hospital settings across 7 cities and 3 health
systems), as well as the distinct likeness of reported perceived bar-
riers, facilitators and recommendations, lead us to believe that our
results are applicable to units across the country as factors worth
considering in their specific institutional context.

Conclusion

Transitions of care between the ICU and hospital ward are chal-
lenging and high risk. Key stakeholders describe 3 overarching
themes perceived as barriers or facilitators to high-quality
patient transfers: resource availability, communication and insti-
tutional culture. Patients and providers have distinct (e.g.,
process- vs. experience-oriented) but largely overlapping per-
spectives. They suggest implementing standardized multimodal
communication and procedures to manage common delays in
patient transfer.
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