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ABSTRACT

Objective: To evaluate the quality of the care transition for patients with chronic non-communicable diseases discharged from the
emergency department to home.

Method: A cross-sectional observational and epidemiological study conducted at an emergency department in the South of Brazil
with 117 patients and 81 caregivers. The Care Transitions Measure was applied by phone to collect data. A descriptive and analytical
statistical analysis was performed.

Results: The quality of the care transition’s total score was close to satisfactory (69.5). The “Self-Management Training” factor had
the highest score (70.6), while “Understanding medications” had the lowest (68.3). Iltems related to understanding medications and
confidence in carrying out care after discharge obtained lower scores.

Conclusions: A moderate quality of the care transition was evidenced, as well as the need to adopt strategies to improve the
emergency department discharge process and the continuity of the care of patients with chronic diseases.

Keywords: Patient discharge. Continuity of patient care. Chronic disease. Non-communicable diseases. Emergency nursing.

RESUMO

Objetivo: Avaliar a qualidade da transicdo do cuidado de pacientes com doencas cronicas ndo transmissiveis na alta do servico de
emergéncia para o domicilio.

Método: Estudo epidemioldgico observacional transversal realizado em servico de emergéncia de hospital no Sul do Brasil com 117
pacientes e 81 cuidadores. Na coleta de dados, aplicou-se por telefone o instrumento Care Transitions Measure. Realizou-se analise
estatistica descritiva e analitica.

Resultados: O escore total da qualidade da transi¢do do cuidado foi préximo ao satisfatdrio (69,5). O fator “Preparacdo para
autogerenciamento” teve maior escore (70,6), enquanto “Entendimento sobre medicacdes’, o menor (68,3). Escores inferiores foram
obtidos nos itens relacionados a conhecimento sobre medicamentos e seguranca em realizar os cuidados apés a alta.

Conclusdes: Evidenciou-se qualidade moderada da transicdo do cuidado e necessidade de adocdo de estratégias para melhorar o
processo de alta da emergéncia e a continuidade do cuidado de portadores de doencas cronicas.

Palavras-chave: Alta do paciente. Continuidade da assisténcia ao paciente. Doenca cronica. Doencas ndo transmissiveis.
Enfermagem em emergéncia.

RESUMEN

Objetivo: Evaluar la calidad de la transicion de los cuidados de pacientes con enfermedades crénicas no transmisibles desde el alta
del servicio de emergencia hasta el domicilio.

Método: Estudio epidemioldgico, observacional y transversal realizado en un servicio hospitalario de emergencia en el sur de Brasil
con 117 pacientes y 81 cuidadores. En la recoleccion de los datos, se aplicé telefonicamente el instrumento Care Transitions Measure.
Se realiz6 un andlisis estadistico, descriptivo y analitico.

Resultados: Fl puntaje total de la calidad de la transicion de los cuidados fue cercano a satisfactorio (69,5). El factor“Preparacién para
el automanejo” obtuvo el mayor puntaje (70,6), mientras que “Entender los medicamentos” obtuvo el menor (68,3). Se obtuvieron
puntajes mds bajos en los ftems relacionados con el conocimiento sobre los medicamentos y la sequridad en realizar los cuidados
después del alta.

Conclusiones: Se evidencié una calidad moderada de Ia transicion de los cuidados y la necesidad de adoptar estrategias para
mejorar el proceso del alta del servicio de emergencia y la continuidad de los cuidados de portadores de enfermedades crénicas.
Palabras clave: Alta del paciente. Continuidad de la atencién al paciente. Enfermedad crénica. Enfermedades no transmisibles.
Enfermeria de urgendia.
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H INTRODUCTION

Continuity of care is a challenge for health care systems
worldwide, as more and more patients are seen by different
professionals in the several care network services, requiring
care integration and connectivity over time™. It is known that
patients may be more susceptible to fragmented care when
transitioning between different health services.

Fragmentation of care is especially worrisome for people
with chronic non-communicable diseases (CNCDs). These
diseases, mainly represented by cardiovascular and chron-
ic respiratory diseases, cancer and diabetes, are the main
causes of morbidity and mortality and a problem of great
magnitude, both nationally and internationally?.

Patients with CNCDs require continuity of care from sev-
eral professionals in multiple services for disease control and
prevention, but eventually the disease becomes more acute
and exacerbated, requiring urgent care. Evidence indicates
that these individuals, besides representing a greater number
of hospitalizations®, are also more likely to visit emergency
departments®. Punctual and fragmented care provided by
emergency services, however, may be insufficient to address
the patients'health needs because, when there is no continu-
ity of care, exacerbations and use of emergency departments
can become more frequent events in a cyclical process®.

Discharge from the emergency department is considered
an especially critical period for the patient, as these services
have singularities that include a high demand for care, over-
crowding, overload on health care teams, high turnover and
pressure for bed release. Failure to prepare for self-manage-
ment at home often occurs, with hasty discharge education
and patients poorly understanding their health situation and
post-discharge care . Furthermore, there are weakness in the
articulation of emergency department with other services of
the health care network, which are evidenced mainly by the
lack of counter-referral to primary and specialized care and by
the scheduling of returns to the emergency department for a
reevaluation of the health condition. It is estimated that four
out of ten patients treated and discharged from emergency
care have problems with self-management after discharge
and about 15% return to the service within two weeks®.

In spite of that, it is considered that emergency depart-
ments play a fundamental role in linking and articulating the
health care network, while the discharge process could be a
privileged moment to stimulate the integration of health care
services, reducing the frequent demand for emergency care®.
Thus, care transition is considered an important strategy to
ensure continuity of care and patient safety®, especially for
people with chronic diseases who need continuous and
persistent care’=9,
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Care transitions often include actions of discharge plan-
ning, patient and family health education, articulation be-
tween the health services, communication between teams
and post-discharge follow-up®®, with nurses being the main
professionals responsible for the coordination of care®. These
strategies have demonstrated a positive impact on the quality
of life of patients and their families, as well as on reducing
hospital readmissions, on the search for emergency depart-
ments and on health care costs®”.

International studies have been developed to improve
the transition of hospitalized patients in inpatient units®-',
However, there are few publications evaluating the quality
of the transition of people with CNCDs upon discharge
from emergency departments®. It is understood that the
perspective of the patients and their families on care tran-
sition is important for nurses and managers to develop evi-
dence-based transition strategies and practices, contributing
to greater patient safety, and improving continuity of care
and quality of health care.

Given the above, this study aimed to evaluate the quality
of the transition of patients with chronic non-communica-
ble diseases discharged from the emergency department
to home.

B METHOD

This paper, extracted from a doctoral dissertation!?, is
characterized as an observational and cross-sectional epide-
miological study conducted in an emergency department of
alarge university hospital in the South of Brazil. The hospital
has 839 beds and the emergency service has 41 beds for
adults. The emergency department has an average public
ranging from 130 to 150 patients a day and an occupancy
rate ranging from 91.87% to 392.91% due to overcrowding.

The study population consisted of adult patients with
chronic diseases who were discharged from the emergency
department to their homes. The following were considered
as CNCDs: cancer, diabetes, and chronic cardiac, neurologi-
cal, respiratory, kidney and musculoskeletal diseases?. The
study population was identified from weekly reports of
the computerized hospital management system. For the
sample calculation, a 5% margin of error, a 95% confidence
level and an estimate of 50 patients with CNCDs a day in
the service were used, establishing a random sample of
198 participants (n=198).

The inclusion criteria were the following: being
18 years old or older, having one or more CNCDs, remaining
in the emergency department for at least 24 hours (mini-
mum period to characterize hospitalization according to
institutional norms) and being discharged home. Patients
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who were hospitalized at the time of data collection or died
after discharge were excluded. During data collection, if
the patient had a cognitive or communication deficit that
prevented them from answering the survey, the caregiver
who assisted them in both hospitalization and discharge
from the service was interviewed as a substitute respondent
(proxy informant). Caregivers present only in hospitalization
or only at discharge were excluded. 14 patients refused to
participate in the study and 52 were not found after three at-
tempts, being replaced. Thus, 117 patients and 81 caregivers
answered the survey, totaling 198 participants.

The first part of the data collection was performed be-
tween April and July 2015, through phone calls made by the
researchers within one to four weeks after the participant’s
discharge. A form with patient data was used and completed
with information present in the weekly report. The following
variables were collected: gender, age, schooling, morbidity,
risk rating, care room, length of stay, shift and day of discharge
and number of previous visits to the service.

Care Transitions Measure (CTM-15)13 adapted for use
in Brazil was also used. This instrument was created in the
United States from focus groups with patients and their
caregivers to assess the quality and experience of care tran-
sition in aspects related to information transfer, instructions
to the patient and caregiver, self-management support, and
assurance of patient and caregiver preferences in the care
plan®™. The Brazilian version has semantic equivalence with
the original, good applicability and easy comprehension,
apart from a satisfactory face and content validity, satisfactory
internal consistency and temporal stability, showing good
psychometric properties!’. It consists of 15 items, organized
into four factors, namely: Management Preparation; Under-
standing Medications; Preferences Imported, and Care Plan.
The instrument is often applied by telephone contact and
allows the caregiver to respond as a proxy when the patient
is in a very poor health condition. The answer options are
arranged on a five-point Likert scale.

The second part of the data collection took place in
November 2015, when the participants’ medical records
showed readmission to the emergency department and/
or hospital admission three months after the emergency
discharge.

The collected data was registered in Excel and the analysis
was performed through the Statistical Package for the So-
cial Sciences (SPSS) program, version 21.0. Descriptive statistics
was used, presenting absolute and percentage frequency
data for categorical variables and calculating position and
dispersion measures for continuous variables. A score based
on the participant’s answer was assigned to each item of
the instrument, as follows: Don't Know/Don't Remember/

Not Applicable=0; Strongly Disagree=1 point; Disagree=2
points; Agree=3 points; Strongly Agree=4 points. A simple
average answer for each item was obtained, as well as the
average of the total scale and per factor according to the
validation factor analysis of the CTMU. As instructed by the
authors of the instrument™, a formula was used that trans-
forms the averages obtained into scores from 0 to 100. It is
considered that the higher the score obtained, the better
the care transition. Although there is no cut-off point, the
authors consider that a score equal to or greater than 70
is satisfactory.

Subsequently, inferential statistics were performed to ver-
ify associations and correlations between the quality of care
transition (dependent variable) and the other independent
variables. Student’s t-test, analysis of variance (ANOVA), Pear-
son’s correlation test, nonparametric Spearman’s correlation
and Cronbach’s alpha were used, with a significance level
of 5% (p<0.05).

The research was approved by the Research Ethics Com-
mittee of the institution (CAAE No. 40208114.7.0000.5327
and opinion No0.937,211), following the ethical principles that
govern research with human beings. Consent to participate
in the research was implied and the verbal consent of the
participant was obtained at the time of the phone call, using
a telephone script with information regarding the objective,
justification, purpose, risks and benefits of the research,
guarantee of voluntariness and anonymity.

B RESULTS

In this study, there were more female patients (53%),
with a mean age of 62.4 years old (+15.3) and incomplete
elementary education (52.2%). The most prevalent chron-
ic diseases were cardiovascular diseases (57.6%), followed
by cancer (27.3%) and diabetes (18.7%). Regarding length
of stay, a median of two days was identified (interquartile
range from 1 to 3). The day of the week patients were most
frequently discharged from the emergency department was
Friday (24.7%), in the afternoon shift (59.1%). 16.7% of the
patients had four or more previous visits to the service in
one year. In addition, 38.9% of the patients were readmitted
to the emergency department, 15.6% within one month
after discharge and 23.2% within three months. Almost 18%
were hospitalized after discharge.

Regarding the CTM-15 results, the total score ranged from
26.67 to 100, with a mean of 69.5 and a Cronbach’s alpha
coefficient of 0.922. The mean scores according to the factors
were similar, although factor 1 (Management Preparation)
had the highest mean value and factor 2 (Understanding
Medications) and the lowest (Table 1).
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Table 2 presents the mean and standard deviation ob- Preparation”factor). ltems 15, 11 and 3 had the lowest mean
tained for each item of the instrument. The items with the values and were included in the “Understanding Medica-
highest scores were items 14 (included in the“Understanding ~ tions’,“Management Preparation”and“Preferences Imported”

Medications”factor), 9 and 5 (included in the “Management factors, respectively.

Table 1 - Distribution of the mean values and standard deviation of the total CTM-15 score and per factor. Porto Alegre,
RS, Brazil, 2015

+ B
CTM-15% Score Standxza;e;iation Cr:‘?'::;h °
Total 69.5+19.7 0.922
Per factor
Factor 1 -Management Preparation 70.6 £23.3 0918
Factor 2 — Understanding Medications 683+ 225 0.647
Factor 3 — Preferences Imported 684+ 227 0.787
Factor 4 — Care Plan 68.8 +26.9 0.641

Source: Research data, 2015.

Table 2 - Distribution of the mean values and standard deviation per CTM-15 item. Porto Alegre, RS, Brazil, 2015

+
Item No. Factor CTM-15* Stan daersal;‘e;iation
14 2 Understand how to take medications, including quantity and times. 81.52+21.47
9 1 Understand health care responsibilities. 754242494
5 Understand how to manage health. 73.23428.23
13 Understand medications’ purpose. 73.23427.48
4 Had information needed for self-cafe. 72.25428.31
6 Understand warning signs and symptomes. 71.04+28.35
1 Agreed with the health care team on health goals and means. 70.87424.20
7 Had a written care plan. 7049427 .44
10 Confident knew what to do to manage care. 68.87+29.56
12 Had a written list of appointments or exams for the next weeks. 68.71+33.27
8 Understand what makes the health condition better or worse. 67.86+30.07
2 Preferences considered when deciding health needs. 67.34+27.34
3 rPT:S;erences considered when deciding where health needs are 670142981
11 Confident could do what needed to take care of health. 66.16+28.34
15 Understand medications'side effects. 50.09+37.60

Source: Research data, 2015.
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The distribution of the participants’ answers with sim- understanding of the items that had the highest agreement
ple and relative frequency is also presented in each item (grouping “agree”and “strongly agree” options) or disagree-
of the instrument (Table 3). This analysis provides a better ment (sum of the “disagree”and “strongly disagree”options).

Table 3 - Simple and relative frequency distribution of response options per CTM-15 Item. Porto Alegre, RS, Brazil, 2015

ls)ti::;?elz Disagree Strongly Agree NZ::::I?;VI\;L
1 8 (4.0%) 17 (8.6%) 115 (58.1%) 58 (29.3%) 0 (0.0%)
2 12 (6.1%) 28 (14.1%) 101 (51.0%) 56 (28.3%) 1(0.5%)
3 19 (9.6%) 20 (10.1%) 97 (49.0%) 60 (30.3%) 2 (1.0%)
4 12 (6.1%) 21 (10.6%) 86 (43.4%) 78 (39.4%) 1(0.5%)
5 11 (5.6%) 22 (11.1%) 82 (41.4%) 83 (41.9%) 0 (0.0%)
6 13 (6.6%) 21 (10.6%) 91 (46.0%) 73 (36.9%) 0 (0.0%)
7 11 (5.6%) 22 (11.1%) 93 (47.0%) 66 (33.3%) 6 (3.0%)
8 17 (8.6%) 25 (12.6%) 88 (44.4%) 66 (33.3%) 2 (1.0%)
9 8 (4.0%) 12 (6.1%) 98 (49.5%) 80 (40.4%) 0 (0.0%)
10 16 (8.1%) 23 (11.6%) 90 (45.5%) 68 (34.3%) 1(0.5%)
11 12 (6.1%) 36 (18.2%) 91 (46.0%) 57 (28.8%) 2 (1.0%)
12 20 (10.1%) 16 (8.1%) 61 (30.8%) 66 (33.3%) 35(17.7%)
13 12 (6.1%) 14 (7.1%) 91 (46.0%) 76 (38.4%) 5(2.5%)
14 4 (2.0%) 4 (2.0%) 87 (43.9%) 98 (49.5%) 5(2.5%)
15 54 (27.3%) 30(15.2%) 64 (32.3%) 43 (21.7%) 7 (3.5%)

Source: Research data, 2015.

The items with the highest percentage of agreement percentage in the neutral option of the Likert scale (17.7%),
were 14,9 and 1 (93.4%, 89.9% and 87.4%, respectively), a value much higher than the rest of the instrument items.
while those with the highest percentage of disagreement Table 4 shows the association and correlation between
were 15, 11 and 8 (43.5%, 24.3% and 21.2%, respectively). the total score and the score per factor of the CTM-15 with
It can be noticed that item 12 had the highest response the independent variables of the study.

Table 4 - Association and correlation between the CTM-15 total score, score per factor and independent variables.
Porto Alegre, RS, Brazil, 2015

Variables Total Factor 1 Factor 2 Factor 3 Factor 4
Who answered*
Patient 68.0+19.3 68.9+24.3 66.8+20.6 67.2+214 68.0+27.2
Caregiver 71.6+20.3 73.0+21.8 70.5+25.0 70.1424.6 69.9+26.7
p 0.213 0.229 0.271 0.385 0612
Gender*
Male 70.7+22.6 71.6+259 70.6£22.7 68.5+26.0 70.8428.2
Female 684+16.8 69.7+20.9 66.3+22.3 684+19.5 66.9+25.8
p* 0417 0.570 0.195 0976 0326
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Table 4 - Cont.
Variables Total Factor 1 Factor 2 Factor 3 Factor 4
Age (years old) " -0.033 -0.052 -0.048 0.082 -0.087
p° 0.649 0.469 0.508 0.252 0.225
Schooling level® -0.105 -0.111 -0.069 -0.102 0.059
pl 0.157 0.132 0.360 0.170 0432
Risk rating’ 0.078 0.070 0.061 0019 0.138
pl 0.277 0332 0404 0.789 0.054
Length of stay (days)' 0.095 0.098 0.092 0.093 0.032
pl 0.183 0.168 0.201 0.195 0.653
Shift of discharge*
Morning 63.6+17.5 66.2+19.5 61.34+22.5 63.1+26.6 59.54274
Afternoon 72.0+£19.7 725242 70.7+£21.6 71.6+£20.6 73.5+253
Evening 67.6+20.5 69.3+23.7 68.2424.2 64.4+23.7 64.4+28.7
p! 0.062 0.324 0.087 0.056 0.010
Day of discharge*
Weekday 69.2+19.8 70.2423.5 67.8+22.9 68.6+23.2 68.9+25.9
Weekend 70.5+19.4 7224228 70.5£20.9 67.5+20.8 684+31.2
p! 0.708 0639 0.511 0.787 0.925
No. of previous hospital visits’ 0.147* 0.170* 0.112 0.089 0.062
pl 0.039 0.017 0.121 0214 0.389
Emergency readmission*
Yes 70.7£20.5 72.7+23.1 68.2+24.4 68.9+236 70.2+27.8
No 68.9+19.4 69.6+23.4 68.4+21.6 68.2+22.4 68.1+26.6
p* 0.543 0.383 0.964 0.845 0.603
Hospital admission after
discharge from emergency
department*
Yes 749+17.2 76.7£18.8 704+25.6 746174 77.6+19.4°
No 68.3+20.1 69.3+24.0 6794219 67.1423.6 66.9+28.0
p* 0.072 0.087 0.564 0.075 0.032

Source: Research data, 2015.
*Values expressed as mean value + standard deviation. tValues expressed as correlation coefficient. +Using Student’s t-test. §Using Pearson's correlation test. ||Using Spearman’s correlation test. Using the analysis of variance (ANOVA)
test complemented by Tukey.

The total CTM-15 score was higher among caregivers,
men and patients discharged in the afternoon shift but
without statistical difference. It is noteworthy that the mean
score was higher in patients readmitted to the emergen-
cy department or who were hospitalized after discharge
from the emergency department, although this is not a
significant difference.

Rev Gatcha Enferm. 2020;41(esp):e20190155

There was a statistically significant association between
the score of Factor 4 (Care Plan) and the variables “shift of
discharge”and“hospital admission after discharge from the
emergency department”. In the correlation between the
total score and Factor 1 (Management Preparation) with
the variable “number of previous hospital visits”, positive
correlations of low magnitude were observed. The CTM-15
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mean value increased as the number of prior emergency
care visits increased. Other associations and correlations
were not significant.

B DISCUSSION

The results of this study made it possible to evaluate the
quality of the care transition at discharge from the emergency
department of patients with chronic non-communicable
diseases. The mean CTM-15 score in this study (69.5+19.7)
was almost satisfactory, indicating a moderate quality.

Studies that used CTM-15 or CTM-3 (a simplified version
of the instrument) to evaluate care transition have shown
high scores, indicating a positive quality in the patients'per-
ception>19, There is a tendency for participants to answer
questions in the affirmative!'”, producing positive results
that perhaps are distorted and do not represent the true
quality of the care transition™®. Therefore, it is recommended
that the CTM be used with caution and associated with other
quality of care indicators!"’-'®.

However, the mean score obtained in this study was lower
than that found in a research conducted in emergency ser-
vices in the United States® and in international investigations
in inpatient wards"'". Within the Brazilian context, CTM-15
was used with hospitalized patients with clinical problems,
identifying a higher average score (79.0+15.3)"3,

The quality of care transition in emergency departments
is expected to be lower than in inpatient units due to the
accelerated pace of care and the shorter length of stay®. The
literature indicates a positive association between patient
satisfaction, care transition and length of stay. In addition,
it is assumed that the professionals’ conception of the pur-
pose of their work in emergencies is related to the care of
patients with life-threatening conditions, so that perhaps,
after clinical stabilization, the patient’s transition to home
would not be a priority of these services. On the other hand,
professionals from inpatient units have more opportunities
to prepare the patient for discharge, but also believe that
this is part of their work.

By assessing the individual score and the score per factor
of the CTM-15 in this study, as well as the percentages of
disagreement of the items, it was found that the main gaps
in the care transition of patients with CNCDs upon discharge
from the emergency department were the following: un-
derstanding medications use and side effects; confidence
in self-management after discharge; understanding of the
health condition and of the aggravating and attenuating
factors; and incorporating patient and caregiver preferences
into the post-discharge care plan. Furthermore, data indicate
that many patients left the emergency department without

remembering, knowing or having referrals and scheduling
for post-discharge follow-up. Similar difficulties have been
described in the literature®, demonstrating that the prob-
lems are convergent in different health services and systems.
Thus, it can be verified that interventions are needed to
improve discharge practices, the patient’s understanding of
post-discharge care, and the inclusion of patient preferences
in decision making''®.

Itis understood that discharge planning and the design
of a care plan are essential to ensure the patient is prepared
for self-management at home. When discharge is planned,
during hospitalization, the multi-professional team checks
the patient’s understanding of their health, combines new
and pre-hospitalization medications, sets treatment goals
with patient preferences, and schedules hospital stay®?. The
nurse can act as a care coordinator?, identifying the needs
and preferences of the patient and their family, creating an
individualized plan and developing health education actions
during hospitalization, which may contribute to a reduction
in hospital readmissions.

In this study, it was verified that the Management Prepa-
ration factor obtained the highest score, with items 9 (Un-
derstand health care responsibilities) and 5 (Understand how
to manage health) having good mean values while item 11
(Confident could do what needed to take care of health) had
the second lowest score. The short time available to prepare
the patient and family members, added to the accumulation
of information, can influence the understanding of the ori-
entations and the clarification of doubts, which may lead to
uncertainties and lack of confidence in the post-discharge
care. Discharge planning and health education actions could
contribute to this aspect?.

Considering the specificities of emergency departments
and nursing work, the use of protocols based on the system-
atization of nursing care for discharge planning can help the
health education process for patients with chronic diseases.
Other methods of health education are described in the litera-
ture”? and may be used with patients in emergency services.

Prior scheduling of follow-up appointments, articula-
tion with health services, and post-discharge follow-up are
important strategies for qualifying patient transitions®?,
However, the lack of referrals and of articulation of emer-
gency departments with other care network services was
also evidenced in another study®. The adoption of “liaison
nurses” as coordinators of the care transition process can
improve integration between services, promote continuity
of care and decrease return to acute care.

Regarding readmission to the emergency department,
the percentage of patients who sought emergency care
after discharge was much higher than the one obtained in
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other studies. While in this survey it was found that about
40% of the patients were readmitted to the service, values
of 3.5% were found in a survey conducted in China??, and
17% in the United States"”. Similarly, with respect to hospital
readmission, the percentage was higher than that found in
the studies!”?9, However, unlike what is described in the
literature!®'”), there was no association between the quality
of care transition (total CTM-15 score) and readmission.

In an investigation with patients in a US emergency
department, it was found that a 10-point increase in the
CTM score, representing a better transition experience, was
associated with a 12% increase in the risk of readmission
in the service. Also, people with Medicaid insurance (for
low-income individuals), descendants of Native Americans
and with a poorer self-reported health condition were found
to have lower scores®. In this study, the total CTM-15 score
only correlated with the "number of previous hospital visits”
variable, which indicates that patients with previous hospi-
talizations had a better quality of care transition. Perhaps
health professionals perform more transitional actions when
the patient is readmitted to the service.

The data from this research suggests that the quality
of care transition for patients in emergency care was little
influenced by patient-related factors, and may be more
affected by health care practices and health policies at the
institutional and national levels.

It can be noticed that the CTM-15 Cronbach’s alpha coeffi-
cient was satisfactory, indicating good internal consistency of
the instrument, a result similar to that found in other studies
conducted in the United States"”, China® and Brazil"?.

Il CONCLUSION

It was found that the quality of care transition for patients
with non-communicable diseases discharged from the emer-
gency department was moderate. Aspects related to orienta-
tion for self-management had positive results. However, the
main gaps identified included understanding of medication
use and side effects, confidence in the necessary care after
discharge, understanding the health condition and its ag-
gravating and mitigating factors, incorporating patient and
caregiver preferences into the care plan for after discharge
and referral for post-discharge follow-up. The total CTM-15
score had a small positive correlation with the number of
previous hospital visits factor and was not associated with
the other demographic and clinical variables investigated.

The contribution of the study to nursing is highlighted,
playing a fundamental role in the care transition, identifying
aspects that need to be improved in management and care
practices. It is necessary to strengthen the role of nurses in
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coordinating the care transition, participating in discharge
planning, providing self-management guidance in health,
as well as assisting in the articulation between hospital and
primary care services. Thus, other investigations need to be
carried out to give visibility to the theme and to support
changes and qualification of practices.

The limitations of this investigation include the partici-
pation of caregivers as substitute respondents, the potential
communication challenge in data collection by phone and
the difficulty of comparing and discussing the results with
national studies. This study is expected to spark a debate on
the transitional care in the country.
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