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ABSTRACT
Introduction: The transition of care from hospital care to other points in the health care network 
constitutes a challenge to contemporary health management, as, depending on how it occurs, it 
can influence the patient’s experience, as well as quality, safety and effectiveness of care. From 
the point of view of clinic management, a model that is guided by scientific evidence and consists 
of micromanagement technologies that aim for quality health care, this transition must be cen-
tered on the persons using the services and their health demands, aiming for better results and 
comprehensive care. However, in pandemic contexts, the transition of care can be compromised, 
and it is important and necessary to recognize this, in order to propose clinical management 
mechanisms that enhance an effective transition. Objective: to evaluate the transition of care 
for post-Covid-19 patients, from the hospital to other points in the health care network, in light of 
clinic management. Methods: This is a cross-sectional study with 29 patients, approached after 
discharge from a federal public hospital in the Brazilian center-west. An instrument was used for 
sociodemographic characterization, another containing information on hospitalization and clinical 
status, as well as to assess the quality and experience of patients in the care transition, the Care 
Transitions Measure (CTM-15) instrument was completed. Results: The transition of patient care, 
from hospital services to other points in the care network, was satisfactory in the investigated con-
text, with an average score of 74.7. Among the factors evaluated, the one related to preparation 
for discharge had the highest score while the one related to the care plan had the lowest. There 
was a significant association between the CTM-15 factors and age, income and days spent in the 
ICU. Conclusion: From the perspective of clinical management, effective transition is achieved 
through the formulation and development of strategies and processes that allow satisfactory re-
sponses to the different demands related to transitional care, which is equivalent to implementing 
structural and procedural solutions for coordination, continuity of care and assistance integration, 
centered on the individual and their family, throughout the care continuum. The study points to 
the need and importance of involvement between the different actors involved in the production 
of care, in the construction of care plans that consider knowledge and potential to ensure the 
continuity and effectiveness of care.
Keywords: Transitional care, Patient-centered care, Patient discharge, Continuity of patient care, 
Covid-19. 

ORIGINAL ARTICLE

1Universidade Federal de Mato Grosso, Faculdade de Enfermagem, Cuiabá, (MT), Brasil.
2Universidade Federal de Santa Catarina, Departamento de Enfermagem, Florianópolis, (SC), Brasil

https://doi.org/10.11606/issn.2176-7262.rmrp.2024.215924

INTRODUCTION
The transition of care from the hos-

pital to other points in the health care ne-

twork (HCN) is a contemporary strategic 
management challenge due to the fact that, 
when  is flawed, it manifests itself in com-
munication failures, users’ long journeys 
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throughout the HCN, perception of lack of 
continuity of care, among other situations 
that negatively interfere with the patient’s 
experience and compromise the quality, 
safety and effectiveness of care1. 

From the clinical management point 
of view, a model guided by scientific eviden-
ce and micro-management technologies ai-
med at quality health care, these transitions 
should be centered on the persons using 
the services and their health demands, ai-
ming for better results and comprehensive 
care1. Transitional care refers to actions de-
signed to ensure the coordination and con-
tinuity of care for people transferring across 
different services or levels of complexity in 
the HCN2. It is a broad and complex pro-
cess that involves patients and their fami-
lies, multi-professional staff and managers, 
at the different levels of health care and 
care devices, so that the articulation of ser-
vices in the HCN is promoted effectively3. 

Within the context of the pandemic, 
the transition of care can be even more 
challenging, and it is important and neces-
sary to recognize this, in order to propo-
se clinical management mechanisms that 
enhance the transfer of information and 
responsibilities effectively. Studies have 
reported that patients with COVID-19 were 
hospitalized for between 10 and 33 days, 
depending on the severity of the infection 
and the history of comorbidities4,5. Staying 
in hospital for this length of time makes 
transitional care essential to ensure a suc-
cessful move from hospital to other HCN 
services, playing a key role in preventing 
adverse events from the disease, reducing 
inflammation and improving lung function6. 
In general, patients infected with the severe 
form of COVID-19 showed signs and symp-
toms of viral pneumonia, which could cul-
minate in Acute Respiratory Distress Syn-

drome (ARDS), acute heart failure, acute 
kidney injury, infection, sepsis or shock7, as 
well as various sequelae that require conti-
nuity of care after hospital discharge.

In this sense, process management 
in favor of transitional care has been shown 
to improve the quality of health care, as it 
presupposes the articulation of mechanis-
ms for coordination, continuity and inte-
gration of care at the various points of the 
HCN. To this end, it is essential for the mul-
ti-professional team to provide the family 
with tools for the transition of care, from the 
hospital to the other services in the HCN, 
according to the patient’s health needs8, 
and it is necessary to establish articula-
ted processes and cooperation between 
the actors, management mechanisms and 
points of care involved.

The literature shows how patien-
ts recovering from COVID-19 feel better 
prepared to leave hospital when they are 
discharged using clear protocols, adequa-
te information resources and efficient com-
munication strategies from the healthcare 
team9. When health services have imple-
mented a well-established transition of 
care, there is a guarantee of protocols for 
symptom management to provide psycho-
social care and communication with patien-
ts6. In this way, care transition strategies 
are propelling the qualification of care pro-
vided to patients in the process of dehospi-
talization10, by promoting a complete cycle 
of care and providing better alternatives in 
relation to the health needs of people and 
society, which implies continuity of care and 
comprehensive care1.

 Although hospital discharge and 
transition of care are interlinked processes, 
this initiative is still very weak in Brazilian 
health institutions10 . A recent study carried 
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out in the southeastern region of the coun-
try highlighted the existence of strong obs-
tacles to ensuring discharge planning with 
a view to continuity of care, highlighting the 
lack of coordination of care, manifested by 
fragmentation between the different servi-
ces and levels of care in the HCN, barriers 
in the flow of communication, polarization 
in hospital care and fragility in the coordi-
nation of care11. In itself, the transition of 
care between hospital care and the other 
points of the HCN is recognized as a con-
text of risk for patient safety, since failure to 
carry out or even failures in the transition 
processes can increase morbidity and mor-
tality, increase the risk of adverse events, 
delay treatment and recovery time, genera-
te readmissions and emotional damage for 
patients and families, among other aggra-
vating factors12. 

Although several studies consider 
the importance of evaluating transitional 
care2.3.8-11, from the hospital to the various 
points of the HCN, there is an urgent need 
for greater investment in research that 
allows for changes in the formulation and 
development of strategies for the transition 
of care. This is because the management 
of articulated processes with a view to the 
continuity of patient care after hospital dis-
charge has not yet been fully consolidated, 
which indicates the need for studies on this 
issue. Furthermore, it is believed that the 
patient’s assessment of their experience in 
this process of transition from hospital to 
other points in the HCN has social and stra-
tegic relevance, as it provides opportunities 
for improvements in the quality of care and 
supports decision-making.

In view of the above, and conside-
ring the social and scientific need for con-
crete studies on the problem in question, 
we pose the following question: how do 

patients recovering from Covid-19 evaluate 
the transition of their care after discharge 
from hospital to home and other points in 
the HCN? Against this backdrop, the aim 
of this study was to evaluate the transition 
of care for patients recovering from CO-
VID-19, from the hospital to other points in 
the healthcare network, under the perspec-
tive of clinical management of clinical ma-
nagement.

METHODS
This is a quantitative cross-sectional 

study, following the guidelines Strengthe-
ning the reporting of observational studies 
in epidemiology (STROBE)13. The study 
was carried out in a medium-sized univer-
sity hospital located in the central-western 
region of Brazil, which provides care exclu-
sively to the Unified Health System (SUS). 
During the COVID-19 pandemic, it became 
a reference for the care of severe cases of 
the disease.

 The study population consisted of 
patients recovered from COVID-19 who 
were discharged from hospital during the 
data collection period, from April to Decem-
ber 2021, and who met the following eli-
gibility criteria: fluency in Portuguese; ha-
ving been hospitalized in a COVID-19 care 
unit at the hospital under investigation for 
at least 72 hours; having been discharged 
from hospital for more than seven days and 
less than 30 days. The exclusion criteria 
were: patients under the age of 18 and tho-
se who did not respond to three attempts to 
contact them by telephone. 

To define the sample, the number 
of hospital beds was calculated using the 
Winpepi program, version 11.65. A margin 
of error of 4 points, a standard deviation 

https://www.strobe-statement.org/
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of 17.1 and a 95% confidence level were 
considered14 . A minimum sample of 26 pa-
tients was therefore estimated. The sample 
consisted of 29 patients recovered from 
Covid-19 after being discharged from hos-
pital to their homes, under the responsibility 
of primary health care services.

Data collection took place via tele-
phone contact, as a measure to mitigate 
the risks of the COVID-19 pandemic, during 
the aforementioned timeframe, and was 
conducted by duly trained researchers. Pa-
tients were approached randomly, based 
on the availability of the service’s monthly 
discharge list, which contained general 
patient information and contact telephone 
numbers. Individualized contact with eligi-
ble patients took place in the researchers’ 
hospital environment, where they were invi-
ted to take part in the research by means of 
a brief presentation of the project, general 
explanations about the research and rea-
ding of the Informed Consent Form so that 
they could verbally express their consent 
to take part in the research. At the time of 
the telephone calls, the patients were as-
sured of their anonymity in the dissemina-
tion of the results, and duly informed about 
the collection procedures adopted and the 
possible risks and benefits of their partici-
pation.

Once they had given their consent, 
the researchers filled in the sociodemo-
graphic characterization questionnaire to 
collect variables relating to them: gender, 
age group, schooling, race and munici-
pality of residence. Next, they completed 
the questionnaire on hospitalization and 
the patient’s clinical condition, in which 
data was collected on the patients’ clinical 
status: days of hospitalization (general or 
ICU); use of invasive mechanical ventila-
tion; smoking history; comorbidities; signs 

and symptoms of Covid-19. Finally, in order 
to assess the quality and experience of pa-
tients in the transition of care, it was filled 
the Care Transitions Measure (CTM-15) 
instrument, Brazilian version15.

The instrument was developed in the 
United States, based on focus groups with 
patients and their caregivers, to assess the 
quality and experience of the transition of 
care in aspects related to the transfer of in-
formation, preparation of patients and ca-
regivers, support for self-management and 
ensuring the preferences of patients and 
caregivers in the care plan. The Brazilian 
version was validated in 2016, showing se-
mantic equivalence with the original, good 
applicability and easy understanding, as 
well as satisfactory face and content vali-
dation, internal consistency and temporal 
stability15. 

It is a Likert-type scale of agreement, 
with a score of 1 to 5, according to the pa-
tient’s perception of their experience of 
continuity of care in the process of transfer 
between different services, where the score 
“1” refers to strongly disagree, “2” disagree, 
“3” agree, “4” strongly agree and “5” don’t 
know/don’t remember/doesn’t apply. Whi-
le encompassing 15 items, the CTM-15 is 
structured into four factors: 1) preparation 
for self-management; 2) understanding of 
medications; 3) preferences ensured; and, 
4) care plan. The scale generates a score, 
which does not have a specific point at whi-
ch it is possible to classify care as good or 
bad; however, low scores indicate a lower 
quality transition and high scores indicate a 
better transition15.

 The data collected was double-che-
cked in Microsoft Office Excel® spread-
sheets for subsequent processing using the 
Statistical Package for the Social Science 
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(SPSS). The data was analyzed using des-
criptive and inferential statistics, using the 
Mann-Whitney, Kruskal-Wallis and Spear-
man correlation tests. A significance level 
of 95% (p<0.05) was considered.

The ethical and legal precepts go-
verning research with human beings were 
respected, including Resolutions 466/2012, 
510/2016 and 580/2018 of the Ministry of 
Health. The multicentre project from whi-
ch this study comes, entitled “Evalua-
tion of nursing care for patients with CO-
VID-19 in Brazilian university hospitals”, 
was approved in a public call (nº 005/2020 
- nº07/2020) for research to tackle CO-
VID-19, its consequences and other severe 
acute respiratory syndromes (Process nº: 

402392/2020-5), as well as by the Resear-
ch Ethics Committee (CEP) of the Federal 
University of Santa Catarina under CAAE 
nº 4023392/2020-5, and in a local CEP, ac-
cording to institutionalized ethical opinion 
nº 4. 466.821.

RESULTS
Across the overall sample (n=29), the-

re was a predominance of female patients 
(79.3%), with an average age of 39.9 years 
(±15.8), brown (72.4%), with completed high 
school (44.9%), an average per capita inco-
me of 0.6 minimum wages (±0.9), from both 
the metropolitan region (55.2%) and the in-
terior of the state (44.8%) (Table 1). 

Table 1 - Descriptive statistics of the categorical variables of patients affected by COVID-19. Cuiabá, MT, 
Brazil, 2021.

Categorical variables n %
Sex

Women 23 79.3

Men 6 20.7

Age range n %
21 ┤ 29 years 9 31.0

30 ┤ 59 years 16 55.2

≥ 60 years 4 13.8

Age average (±SD)                                                                     39.9 years (±15.8)

Education

Elementary incomplete 7 24.1

Elementary complete 3 10.3

High school 13 44.9

Higher education 6 20.7

Race (self-referred)

Brown 21 72.4

Black 2 6.9

White 4 13.8

Other 2 6.9
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Domicile (municipality)

Metropolitan region 16 55.2

Interior 13 44.8
Source: research data, 2021.

It was also found that these patients 
had been in hospital for an average of 32 
days (±33.0), with an average of 13 days in 
the ICU (±18.9). With regard to the health 
status of these patients, most of them re-
ported having used invasive mechanical 
ventilation (48.3%) and denied a history of 

smoking (89.7%). The most common co-
morbidity was systemic arterial hyperten-
sion (24.1%), and the most common symp-
toms were shortness of breath (79.3%), 
fever (75.9%), fatigue (65.5%), body pain 
(69%) and cough (65.5%) (Table 2).

Table 2 - Patients’ health status, according to survey criteria. Cuiabá, MT, Brazil, 2021.
Days of hospitalization Mean SD

General 32.6 33.0

ICU 13.1 18.9

Use of invasive mechanical ventilation n %

No 15 51.7

Yes 14 48.3

Smoking history n %
No 26 89.7

Yes 2 6.9

Comorbidities n %
High blood pressure 7 24.1

Diabetes 5 17.2

COPD 3 10.3

Obesity 4 13.8

CVD 2 6.9

Cancer 1 3.4

Signs and symptoms n %
Shortness of breath 23 79.3

Fever 22 75.9

Body pain 20 69.0

Fatigue 19 65.5
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Cough 19 65.5

Headache 16 55.2

Nausea and vomits 14 4.3

Diarrhea 14 48.3

Loss of sense of smell and taste 12 41.4

Source: research data, 2021.

Table 3 shows the average total sco-
re of the instrument, by factors of the CTM-
15, whose average score was 74.7 (±12.4), 
with the factor with the highest score being 

preparation for discharge (76.2) (±11.77), 
and the factor with the lowest score being 
the written care plan (71.3) (±12.52).

Table 3  - Distribution of the mean and standard deviation (±SD) of the CTM-15 instrument, by factors. 
Cuiabá, MT, Brazil, 2021.

Scores by factor Mean (±SD)
Factor 1 - Preparation for discharge 76.2 (±11.77)

Factor 2 - Use of medication 74.3 (±12.35)

Factor 3 - Period in hospital 75.8 (±21.20)

Factor 4 - Care plan 71.3 (±12.52)

Total transition 74.7 (±12.4)

Source: research data, 2021.

In the evaluation of the CTM-15 by 
item (Table 4), items 4 and 5, which assess 
guidance and information for self-care, 
obtained the highest scores, respectively. 
Items 12 and 15, which respectively assess 
whether the team provided the patient with 

a list of appointments and tests that should 
be carried out later to monitor the condition, 
and the patient’s orientation in relation to 
the possible side effects of their medica-
tion, obtained the lowest scores.
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Table 4 - Distribution of means and standard deviation (±SD) by CTM-15 item. Cuiabá, MT, Brazil, 2021.
Fac-
tor 

CTM-15 Mean SD

1 3 Before I left hospital, the healthcare team and I agreed on goals for 
my health and how they would be achieved.

75.9 (±11.4)

2 3 The hospital staff considered my preferences and those of my family 
or caregiver to decide what my health needs would be after I left the 
hospital

76.2 (±21.2)

3 3 The hospital staff considered my preferences and those of my family 
or caregiver in deciding where my health needs would be met after 
I left the hospital

75.3 (±24.5)

4 1 When I left the hospital, I had all the information I needed so that I 
could look after myself

79.3 (±12.3)

5 1 When I left the hospital, I clearly understood how to take care of my 
health

78.2 (±12.1)

6 1 When I left the hospital, I clearly understood the warning signs and 
symptoms I should watch out for to monitor my health condition

77.0 (±11.8)

7 4 When I left the hospital, I received a written, legible and easy-to-un-
derstand plan outlining how all my health needs would be met

74.7 (±10.9)

8 1 When I left the hospital, I had a good understanding of my health 
condition and what could make it better or worse

75.9 (±11.4)

9 1 When I left the hospital, I really understood what my responsibility 
was to take care of my health

75.0 (±18.6)

10 1 Quando eu saí do hospital, eu me senti seguro de que eu sabia o 
que fazer para cuidar da minha saúde

75.9 (±11.4)

11 1 When I left the hospital, I felt confident that I would be able to do the 
things I needed to do to look after my health

72.4 (±11.7)

12 4 When I left the hospital, I was given a written, legible and easy-to-un-
derstand list of the appointments or tests I needed to attend within 
the next few weeks

67.8 (±14.1)

13 2 When I left hospital, I clearly understood the reason for taking each 
of the drugs

75.9 (±11.4)

14 2 When I left the hospital, I clearly understood how to take each of my 
medications, including the quantity and schedule

79.3 (±12.3)

15 2 When I left the hospital, I clearly understood the possible side effects 
of each of my medications

67.8 (±15.6)

Source: research data, 2021.

In the inferential analysis, there was 
an association between factors 2, 3 and 4 
with age, 1 and 4 with  per capita  income 
and 1 and 2 with days in the ICU. Of the 

total, there was a significant association 
between age and days in ICU with the 
CTM-15 factors (Table 5). 
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Table 5 - Association between age, per capita income, hospitalization days and CTM-15 factors. Cuiabá, 
MT, Brazil, 2021.
Variables Factor 1

rs * (P)+ 
Factor 2
rs * (P)+

Factor 3
rs * (P)+

Factor 4
rs * (P)+

Total
rs * (P)+

Age 0.435
(0.010)

0.465
(0.006)

0.362
(0.032)

0.441
(0.009)

0.464
(0.006)

Per capita income 0.354
(0.032)

0.127
(0.260)

0.227
(0.127)

0.386
(0.021)

0.299
(0.061)

Days of hospitalization 0.136
(0.246)

0.210
(0.142)

0.043
(0.416)

0.093
(0.319)

0.146
(0.230)

Days of hospitalization 
in ICU

0.377
(0.024)

0.387
(0.021)

0.159
(0.214)

0.155
(0.215)

0.364
(0.028)

Source: research data, 2021.
*r= Spearman correlation coefficient; +p-value = significance level.

DISCUSSION
The results of the study allowed to 

assess the quality of the transition of care 
from the hospital to other points of the HCN, 
seen from the perspective of people reco-
vered by COVID-19, in a university hospital 
in the central-western region of Brazil. The 
average CTM-15 score was 74.7 (±1.98). 
Although there is no record in the literature 
of a pre-defined cut-off point for the instru-
ment, recent studies carried out in Brazil, in 
emergency services16 and clinical hospita-
lization17.18, considered averages similar to 
this as a satisfactory result, indicating mo-
derate quality for the transition of care16.18.

However, no item had an avera-
ge score equal to or greater than 80%, 
as has already been highlighted in other 
investigations18, which reflects the need 
to boost investments in actions to em-
ploy better quality standards with regard 
to transition processes. For clinical ma-
nagement, the standardization of work 
processes based on evidence-based cli-
nical guidelines are mechanisms for coor-
dinating care that allow management 
through programming systems based on 
results indicators1, making it possible to 

implement quality referrals and transitions.  
Transitions have become more challenging 
during the COVID-19 pandemic19. This 
perception may be related to the fact that 
COVID-19 patients, in general, were more 
vulnerable in their health condition, with a 
high risk of clinical deterioration. A Chinese 
study showed that patients affected by the 
infection who received transitional care on 
discharge from hospital to home showed 
a significant improvement in the typical 
symptoms of the disease, such as anxiety, 
depression and improved lung function6. 

Thus, it is presumed that moments 
of transition generate insecurity for people, 
especially with regard to a real understan-
ding of clinical actions and the trajectory at 
the various points of care in continuity of 
care. These conjectures reaffirm the impor-
tance of investing in mechanisms that pro-
mote clinical management, since the model 
aims to empower users to be more proac-
tive in the production of their health, pre-
supposing collaborative and person-cente-
red care, with emotional support and relief 
from fear and anxiety, and respecting their 
values, preferences and needs in access, 
transition and continuity of care1. 
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A set of factors are highlighted in 
the literature as facilitating or inhibiting the 
transition of care for elderly patients from 
hospital to home, as underlined in a recent 
meta-synthesis, which identified that res-
pecting the patient’s independence and de-
cision-making power in care; maintaining 
bonds of involvement in family care, as well 
as uninterrupted care can facilitate the tran-
sition of care for elderly patients from hos-
pital to home6. Furthermore, the benefits of 
ensuring the transition of care on discharge 
from hospital for adult patients refers to a 
reduction in hospital admissions, mortality, 
hospital costs and an improvement in quali-
ty of life and patient satisfaction11. 

Considering the identified benefits, it 
is postulated that the adoption of a profes-
sional case manager, as proposed by clinic 
management through one of its micro-ma-
nagement technologies, would be a driver 
for undertaking quality transition proces-
ses. For clinical management, the incor-
poration of case management technology 
translates into a cooperative process that 
develops between a case manager and a 
person with a certain health condition and 
their support network, in order to plan, mo-
nitor and evaluate care options and coor-
dination of care, according to the person’s 
needs, aiming for quality and humanized 
care1 . 

When evaluating the factors of the 
CTM-15, it was observed that factor 1, whi-
ch concerns preparation for discharge, had 
the highest score, demonstrating quality 
in the transition of care in this area, which 
corroborates other studies already descri-
bed in the literature16.18.20. This is a finding, 
linked to the result presented above, which 
deserves to be analyzed critically by mana-
gers and decision-makers, as it attests to 
the fact that strategies such as discharge 

planning, safe discharge, nurse liaison and 
home care are fundamental to facilitating 
the transition of care3, as they are able to 
prepare the patient and their family2. That 
said, and taking into account the existing 
communication barriers between the va-
rious points of the HCN, and consequent 
weaknesses in accountability for the transi-
tion of care, it would be strategic to have liai-
son professionals between these points of 
care, intensifying communication between 
services, and providing clear information 
necessary for greater understanding, auto-
nomy and safety in self-care from the time 
of preparation for discharge.

Following the proposal of case ma-
nagement, during a hospital discharge, the 
case manager would be responsible for 
monitoring the person’s stability and needs, 
providing guidance on the care to be provi-
ded after discharge, preparing the contact 
details of the referring professionals and 
checking the conditions of transportation, 
reception and accommodation of the per-
son at home1. In this respect, factor 2, whi-
ch assessed understanding of the use of 
medication, had the second highest avera-
ge score in the CTM-15 factor assessment.

However, in the evaluation by items 
of the instrument, the lowest score was for 
item 15, which refers to this factor, indica-
ting that patients understand the reason for 
taking each medication and its dosage, but 
are unaware of the medication’s side ef-
fects. Good communication is an essential 
action to mitigate the chances of serious 
medication errors in the transition of care, 
which makes it one of the priority actions 
in this context, as already highlighted in 
the World Health Organization’s 3rd Global 
Patient Safety Challenge, which addresses 
Medication without Harm21. These findings 
point to possible needs for improvement, 
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especially in the communication skills of 
health professionals, with the aim of em-
powering people under care and increasing 
adherence to treatment.

Consequently, it is important that 
when assessing the patient’s needs in tran-
sitional care, in addition to providing infor-
mation about daily care, medication and 
signs and symptoms of possible complica-
tions, linking access to the different equip-
ment in the network, and promoting user-
-centered, comprehensive and continuous 
care3, it is ensured that the patient has a 
real understanding of their health condition 
and the plan of interventions necessary for 
continuity of care. Health literacy is the abi-
lity to obtain, develop, process and unders-
tand basic information that allows users to 
make decisions and make full use of servi-
ces for the benefit of their health1.

It is worth noting that in this study, fac-
tor 4, care plan, had the lowest mean CTM-
15 score in the evaluation by factors and 
by item, with item 12 standing out, which 
assesses whether the patient received the 
appropriate referrals for follow-up appoint-
ments and tests after discharge from hos-
pital20. This does not mean that this study 
indicates that the care plan for discharge 
in the reality investigated is inadequate, not 
least because the empirical results of the 
research do not support such a statement; 
rather, it points to the importance of it being 
constantly monitored to check that its ob-
jectives and goals are being met, determi-
ning the need for adjustments to the inter-
ventions. In addition, these difficulties were 
also highlighted in a study carried out in the 
southern region of Brazil in the emergency 
service16, which highlights the similarity of 
these problems in different types of servi-
ces and regions, and reinforces the poten-
tial of case management, whose ultimate 

goal is the quality of health care and the 
efficient use of resources, providing people 
with maximum autonomy and independen-
ce1.

Against this backdrop, it is believed 
that sharing care plans in hospital transition 
processes is strategic for hospital care ma-
nagement, as it presupposes the adoption 
of preventive and monitoring measures, 
which reduces the number of unnecessary 
hospitalizations and adverse events. In this 
study, COVID-19 was predominantly found 
in men over the age of 60, a finding that 
corroborates international literature which 
has discussed the more severe outcomes 
of the disease in men and the elderly22. 
In addition, in the study, systemic arterial 
hypertension and diabetes were the most 
prevalent comorbidities, conditions that in-
crease the risk of the patient developing the 
most severe form of the disease and ha-
ving greater complications23. 

Similar data has been identified in 
the national literature, in studies of the qua-
lity of care transitions in various age groups, 
such as adults with a CTM of 69.516, 90.1 
(± 19.5) in children19, and 68.6 in the elder-
ly20. It can be assumed that, regardless of 
age group, there is a need for professionals 
from different points of care to get to know 
each other, get to know people’s needs and 
work together through a shared care plan. 

With regard to hospitalization days, 
this study found that these were higher than 
in other regions of the country5,24, but the-
re was no significant relationship between 
quality in the transition of care and hospi-
talization days. In any case, it is essential 
to reduce the length of stay in healthcare 
facilities without compromising quality, and 
it is essential to recognize the appropriate 
mechanisms for this reduction.
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Discussions about the patient’s ex-
perience in the process of transition from 
hospital care to other points in the HCN 
have become increasingly relevant to the 
management of health services and, with 
this, the need for related strategies to be 
thought out, formulated and implemented 
in everyday practice. However, integration 
between services at the different levels of 
healthcare in the HCN presents challenges, 
such as fragile communication between 
services and centralization of actions in the 
hospital11,25, which can hinder strategies 
related to the transition of care to ensure 
coordination and continuity of care in PHC.

Specifically, patients’ experiences 
of recovering from COVID-19 after being 
discharged from hospital to their homes 
have been reported in the literature, highli-
ghting that better verbal communication 
and even patient education by the team is 
more necessary than written information or 
packages provided9. Using the clinical ma-
nagement approach, coordination of care is 
essential and it is necessary to break away 
from fragmented models so that mecha-
nisms can be produced to ensure effective 
communication between the different poin-
ts of health care1. It is therefore up to health 
management to formulate and implement 
strategies so that fluid communication oc-
curs between the different production uni-
ts of the HCN, through powerful regulatory 
solutions aimed at quality, effectiveness, 
efficiency and equity of care.

Seen from this perspective, care 
coordination is beneficial, especially in the 
process of de-hospitalization, in which pa-
tients and their families must be prepared 
for clinical substitution, making the transi-
tion from professional care to supported 
self-care.     To this end, PHC must be a 
strong ally in ensuring a successful and 

quality transition of care, as it can offer 
face-to-face consultations and home visi-
ts, which can have an impact on reducing 
readmissions, increasing adherence to 
treatment and strengthening the bonds be-
tween the PHC team and patients, caregi-
vers and family members25,26. It is therefore 
essential that efficient coordination is pre-
sent in hospital care, and that in-hospital 
and out-of-hospital transitions are properly 
coordinated, as this breaks down barriers 
to access and inappropriate use of other 
HCN services, reduces waiting lines, du-
plicate complementary tests, unnecessary 
referrals, hospital readmissions, average 
length of stay, etc.; enhancing communica-
tion between the various points of care and 
allowing users of health services to feel a 
sense of continuity of care and satisfaction 
in relation to the transition of their care1.

The results of this study on the tran-
sition of care, interpreted in the light of the 
framework adopted, allow us to postulate 
that processes guided by the dictates of 
clinical management can favor strategic 
processes that contribute to guaranteeing 
adequate flows and transitions, through 
the use of micro-management technolo-
gies that promote quality among the points 
of care of the HCN. That said, the trans-
formative nature of its implementation can 
help ensure the solidity of transitional care, 
allowing for its continuity and boosting ope-
rationalization mediated by the principles 
and technologies of clinical management.

 The limitations of this study are: 
the difficulty in contacting patients by te-
lephone, the fact that many calls were not 
answered, or even the participants’ fear of 
passing on information by telephone, even 
with the prior presentation and identifica-
tion of the researchers, which restricted the 
sample. In view of this, investigations using 
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other research techniques, or even qualita-
tive approaches or mixed-methods resear-
ch, are suggested in order to gain a deeper 
understanding of the transition of care from 
hospital care to other parts of the health 
care network, so that the patient’s expe-
rience in this process of transition of care in 
these services can be better revealed.

CONCLUSION
It can be concluded that the patient’s 

transition of care from hospital services 
to other points in the care network is sa-
tisfactory in the investigated context, con-
sidering the average score of 74.7 on the 
CTM-15. From the perspective of clinical 
management, effective transition is achie-
ved by formulating and developing strate-
gies and processes that enable satisfactory 
responses to the different demands related 
to transitional care, which means imple-
menting structural and procedural solutions 
for coordination, continuity of care and inte-
gration of care, centered on the individual 
and their family, throughout the entire con-
tinuum of care.

Therefore, in order to promote and 
enhance effective strategies in transitional 
care, the implementation of proactive and 
permanent actions related to the care plan, 
an aspect that scored lowest in this study, 
tends to be one of the main strategies, and 
should be carried out in an interdisciplinary 
manner, between professionals, users and 
their families, and with solutions to support 
the transition based on the joint transfer of 
responsibilities and information necessary 
for the continuity of care, and ensuring that 
these have, in fact, been understood. On 
the other hand, the findings show that pa-
tients are somewhat prepared for de-hos-
pitalization, which in this study was the 

highest quality factor. This implies preser-
ving and enhancing promising strategies 
in order to stimulate the implementation of 
transitional care aimed at quality, efficiency, 
effectiveness and equity in care practices.

In any case, the results of this stu-
dy can support important reflections and 
discussions on the subject, for subsequent 
decision-making among hospital care ma-
nagers and professionals, in order to iden-
tify aspects that need to be improved with 
a view to coordinating care at the different 
points of care in the HCN, and considering 
the real needs of users. They also allow for 
a rethink of communication practices and 
co-responsibility between managers, pro-
fessionals and users, so that they can act 
together in the care transition process.
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