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Abstract

Background: Acute admission to an intensive care unit (ICU) can negatively affect

quality of life for patients and their relatives. Relatives play an important caregiving

role after the patient's admission. More knowledge and understanding of their needs

are necessary as the patient transitions home.

Aim: This study aims to explore relatives' experiences of acutely admitted ICU

patients' transition from the ICU to a general ward and then home.

Study design: A qualitative study with a phenomenological approach was conducted.

Interviews were in-depth and featured open-ended questions. The interviews took

place after the patients transitioned from ICU to home and were conducted online

by videoconference. Data were analysed using Colaizzi's seven-step method.

Results: Twelve relatives of acutely admitted ICU patients were interviewed.

Five main themes emerged: (1) mixed feelings, (2) sense of not being involved, (3)

limited information provision, (4) lack of acknowledgement as a caregiver, and (5) an

uncertain future perspective. Relatives experience major uncertainties during transi-

tions and prefer to be actively involved in care and care decisions.

Conclusions: This study indicates that relatives of ICU patients experience a lack of

guidance during the transitions from the ICU to a general ward and to home, or a

follow-up facility.

More focus is needed on the themes of mixed feelings, the sense of not being

involved, limited information provision, lack of acknowledgement as a caregiver, and

an uncertain future perspective. This increased focus might improve the guidance

during these transitions.

Relevance to clinical practice: The insights from this study may help to improve the

care of patients and their relatives during the transitions.
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1 | BACKGROUND

The number of patients admitted to and surviving intensive care units

(ICUs) is increasing worldwide,1,2 and research indicates that ICU

admission negatively affects quality of life in terms of long-term

physical, cognitive, and psychological impairment.1 Moreover, rela-

tives suffer from the consequences of ICU admission after the patient

is discharged from hospital.1,2

ICU's are intended for critically ill patients facing vital organ dysfunc-

tion and potential threats to their life. Advanced monitoring, diagnosis,

and treatment are required.3,4 These patients are often physiologically

unstable and require complex invasive treatment.4

Several studies have reported that 50%–70% of ICU patients suf-

fer from long-term physical, cognitive, and psychological impairment

after discharge from hospital. This is known as post intensive care

syndrome (PICS).2,5,6

The impact of critical illness on family members, referred to as

PICS–family (PICS–F), includes anxiety, depression, sleep deprivation,

and complicated grief.2,5,6 The relatives of more than half of all former

ICU-patients become informal caregivers after the patient transitions

home.2 Relatives play a significant role in patients' physical and emo-

tional recovery in the acute phase and during rehabilitation or dis-

charge home. In addition, relatives are a crucial link in the health care

continuum, and a more caring atmosphere with continuous, straight-

forward information and family participation would be considered an

improvement.7

Transitions from the ICU to a general ward and from the general

ward to home after an ICU admission are both known to be challeng-

ing and stressful for patients and their relatives.7,8

The transition from the ICU, featuring the highest level of medical

technology, to a general ward with less acute care, is one of the most

challenging and stressful experiences for patients and relatives.7,9,10

During these transitions, many health care providers are involved in

exchanging information and responsibility, but according to Hägg-

ström et al., discharge planning often lacks guidelines and tends to be

ad hoc and influenced by patient acuity.4

A previous study found that patients and relatives experienced

the transition from ICU to a general ward as confusing, tiring, and

stressful, and the study concluded that nurses must attend to the psy-

chological adjustments that patients and relatives face.7 How patients

and relatives experience the transition is influenced by how it is orga-

nized, communicated, and executed by health care professionals.7,11

The transition from a general ward to home after ICU admission

can be accompanied by feelings of abandonment after hospital dis-

charge because of a lack of contact.1 Patients without a primary care-

giver have been found to experience more anxiety and fear, while

those with relatives and other support have been found to be more

optimistic and positive about their discharge.1

Researchers have argued that the concept of transition is key to

the nursing discipline.12,13 Some have suggested redefining nursing in

terms of facilitating transitions and helping people who are undergo-

ing them. Based on the principles of the transitions theory, Meleis

et al., argue that transitions can make people vulnerable to health risks

and that nursing interventions can facilitate transitions and thereby

affect the outcome of these transitions.12,14,15

Research into the transition from the ICU to a general ward

indicates that nurses could make this experience more positive on

general wards by involving patients and relatives in treatment

plans, goal-setting, decision-making, and daily care.2 Interpersonal

relationships, the intensity of care, and the amount of information

that patients and relatives receive differ between the ICU and the

general ward.2 As for the transition from the general ward to home

(after an ICU admission) there are indications that ICU follow-up

care such as intensive care follow-up clinics, or the possibility of

revisiting the ICU ward services seem to benefit patients and

relatives.16

When discharged home, the risk of re-admission is increased if

information is provided hastily and inadequately, leaving relatives and

What is known about the topic

• There is little literature about experiences of relatives of

ICU patients during care transitions;

• The impact of critical illness on family members, referred

to as PICS–family (PICS–F), includes anxiety, depression,

sleep deprivation, and complicated grief;

• Transitions from the ICU to a general ward and from the

general ward to home after an ICU admission are both

known to be challenging and stressful for patients and

their relatives.

What this paper adds

• The results of this study provide a greater understanding

and insight for nurses and doctors during care transitions

of ICU patients, which may lead to more sense of involve-

ment for relatives and a better acknowledgement as a

caregiver.

• Relatives need more guidance during the transitions from

the ICU to ward to home, or a follow-up facility. This

might be improved by more focus on themes of mixed

feelings, sense of not being involved, limited information

provision, lack of acknowledgement as a caregiver and

uncertain future perspective.
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patients with an incomplete understanding of the diagnosis,

medication-changes, and care plan.9,11

Flink et al. found that these problems are associated with dis-

charge communication and conclude that patients are unprepared

for discharge and the self-management activities that follow

hospitalization.9

Other studies have indicated that these problems are associated

with lack of communication upon discharge.9,2,7,17,18 Furthermore, rel-

atives of acutely admitted ICU patients may be affected by the nega-

tive consequences of an ICU admission. However, little is known

about relatives’ experiences during this transition.

2 | AIM

This study aimed to explore the experiences of relatives of acutely

admitted ICU patients as they transition from the ICU to a general

ward and are then discharged home.

3 | DESIGN AND METHODS

3.1 | Design

This qualitative study was grounded in a descriptive, phenomenologi-

cal design. This approach is suitable to develop an understanding of

the ‘lived experiences’ of relatives of acutely admitted ICU patients

and give an accurate description of these experiences.19,20

The findings of this study are reported according to the consoli-

dated criteria for reporting qualitative research (COREQ).21,22

3.2 | Sample

The population of interest was relatives of acutely admitted ICU

patients who transitioned from the ICU to the ward or from the ward

to a follow-up facility or home.

Acutely admitted ICU patients were selected between December

2020 and April 2021 who met the following criteria: (1) older than

18 years; (2) ICU stay of >48 h; (3) Dutch speaking; (4) the intensivist

had made the decision that the patient could be discharged from the

ICU to a ward or to home or follow-up facility; and (5) had at least

one relative. Patients were excluded if they met the following criteria:

(1) COVID-19 diagnosis; (2) required end-of-life care; (3) had a mental

disorder, or (4) were chronically dependent on a ventilator.

If the ICU patient agreed to participate, the contact details of the

relatives were collected. The relatives were contacted by the research

nurse, checked for eligibility, and asked to participate. A relative was

eligible if they met the following criteria:

(1) were an informal caregiver of an acutely admitted ICU patient;

(2) were able to speak and understand Dutch; and (3) were at least

18 years old. In this study, the term ‘relatives’ refers to informal care-

givers such as children, spouses, or siblings.

3.3 | Setting

Participants were enrolled from the ICU unit of a university hospital in

the Netherlands from December 2020 to April 2021. Nine participants

were interviewed after the respective patients were transferred to a

follow-up facility for rehabilitation, and three participants were inter-

viewed after the respected patients were discharged to home. Because

of COVID-19 precautions, the interviews took place online by video-

conference or phone and were videotaped and/or audiotaped. The

interviews lasted 35–70 min, with an average length of 49 min.20

3.4 | Procedures

The identification and recruitment of participants was performed by a

team of experienced research nurses. Patients were screened based

on the inclusion criteria. Eligible patients were approached after being

transferred to the general hospital ward. Patients were given verbal

and written information about the study and were asked to approach

a close family member to determine their interests. Once informed

consent was obtained, the researcher contacted the participants by

phone and planned the interviews. Recruitment ceased when no new

insights were obtained during the interviews.

3.5 | Data collection

The data were collected through in-depth interviews, which enabled the

participants (relatives) to recount their experiences as fully as possible, in

line with the explorative character of the study.19,20 Interviews were

conducted 3 to 5 weeks after the patients' discharge from hospital. This

time frame was chosen so that the participant could provide a clear and

thorough description of the experiences during these transitions.

The interviewer (AN) was a registered nurse who had no profes-

sional relationship with the participants.

An interview guide was used, including open-ended questions

which were developed on the basis of a literature review and were

discussed by the research team (Table 1).2,7,19

Participants were asked to describe their experiences during the tran-

sitions of the ICU patient from the ICU to a general ward and from the

general ward to home. The interviewer began with the following request:

‘Please tell me about your experiences as a relative of an acutely admitted

ICU patient during the transfer from the ICU to the ward.’ To strengthen

the dependability of the data,20,23 the interview guide was evaluated after

the first two interviews; the interview guide appeared to be sufficient and

no adaption was needed. Demographic variables were obtained during

the interviews, facilitating the transferability of the study results.24

3.6 | Data analysis

Despite the fact that four interviews were related to a single patient,

we considered these interviews as an individual and unique

MEIRING-NOORDSTRA ET AL. 119
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experience, especially because the interviews were conducted individ-

ually with each of these family members.

The data were transcribed and analysed using the phenomenolog-

ical method of Colaizzi, which consists of seven steps24,25:

• In the first step, interviews were independently transcribed verba-

tim, and all transcripts were (re)read to allow familiarization with the

data.24 To strengthen the credibility of the study, member checking

was performed by inviting participants to review the transcripts of

their interviews and giving them an opportunity to identify any dis-

crepancies in the information or to request that sensitive data be

removed. All participants affirmed that the interview transcripts pro-

vided their views, feelings, and experiences and that the information

reflected in the interviews was accurate and complete.26

• The second and third steps involved reviewing each interview tran-

script, extracting significant statements, and formulating meanings

of each significant statement.24 The interviews were guided by an

interview guide based on the literature and expert knowledge.2,7,19

Guided by the results from the preliminary analysis, the interview

guide did not need adjustments.

• Simultaneously with Steps 2 and 3, the transcripts were open-

coded (AN). The first step was made in labelling, composing, and

organizing the data gathered from significant statements.24 These

statements were compared and discussed by the research team

(IM and MLL), and meanings were formulated.24 Disagreements

were mainly about whether statements were consistent with the

aim of the study and were resolved through discussion.

• Steps 4, 5, and 6 of Colaizzi's method involved organizing the for-

mulated meanings into clusters of themes. These steps were per-

formed through collaboration among the researchers (AN, IM, and

MLL). Meanings were organized into clusters of themes and were

grouped together. Meetings were organized with the researchers

to reach a consensus about the group codes.24

• Step 7 of Colaizzi's method was a final validating step, which

involved returning the transcripts to the participants for a final

check of the interviews.24

This member check was performed in Dutch, and the results were

then translated into English.

• All data analysis steps were discussed by the research team.

Data analysis was conducted using AN in Atlas. TI version 9.0.27

3.7 | Ethical considerations

The study was conducted according to the principles of the Declara-

tion of Helsinki.28 The Medical Ethics Review Committee at the

University of Groningen approved the Follow-up Intensive Care Study

(FICS) of which this is a sub-study (ref no: 2018/627). Because partici-

pants were not subject to treatment, the Medical Research Involving

Human Subjects Act did not apply for this study.29 All participants and

relatives were provided with verbal and written information about the

study and all participants as well as the researcher (AN) signed an

informed consent form.

TABLE 1 Demographic variables of the study sample.

Participants ICU patients

Participant
number Age Gendera

Level of
educationb

Relationship
with patient Age Gendera

ICU
LOSc (days)

General ward
LOSc (days)

Hospital
LOSc Follow-up facility

1 50–60 F 8 Partner 50–60 M 8 7 22 Rehabilitation

2 40–50 F 3 Partner 40–50 M 2 14 16 Home

3 50–60 M 3 Brother 50–60 M 10 53 63 Rehabilitation

4 50–60 F 7 Partner 60–70 M 3 11 14 Rehabilitation

5 50–60 F 2 Partner 40–50 M 2 6 8 Home

6 30–40 M 7 Partner 30–40 F 3 19 22 Rehabilitation

7 30–40 F 7 Daughter 50–60 F 7 21 28 Rehabilitation

8 50–60 M 3 Partner 50–60 F 6 36 42 Home

9d 60–70 M 2 Father 30–40 M 28 21 49 Rehabilitation

10d 60–70 F 3 Mother 30–40 M 28 21 49 Rehabilitation

11d 30–40 F 3 Sister in law 30–40 M 28 21 49 Rehabilitation

12d 30–40 M 6 Brother 30–40 M 28 21 49 Rehabilitation

aM = male, F = Female.
bLevel of education = ISCED 2011 levels of education; 0: early childhood education, 1: primary education, 2: lower secondary education, 3: upper

secondary education, 4: post-secondary non-tertiary education, 5: short-cycle tertiary education, 6: bachelor's or equivalent level, 7: master's or equivalent

level, 8: doctoral or equivalent level.
cLOS, length of stay.
dMembers of the same family, interviewed separately.

120 MEIRING-NOORDSTRA ET AL.
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4 | FINDINGS

4.1 | Study population

A total of 19 participants met the inclusion criteria. Seven declined

to participate, leaving 12 participants to be interviewed. Seven par-

ticipants were female, which is consistent with the mean gender

distribution of patients admitted to the ICU. The mean age of par-

ticipants was 47 years (32–61 years). Four of the 12 participants

were related to one patient. All four family members were inter-

viewed individually. Data of these four family members were con-

sidered as individual experiences and therefore also analysed as

separate data (Table 1).

Five main themes emerged from the data that reflected the lived

experiences of the relatives of acutely admitted ICU patients during

transitions from the ICU to a general ward and home. These five

themes are presented below:

4.2 | Mixed feelings

The relatives experienced negative and positive feelings during the

patients' transitions. Positive feelings mostly corresponded with

the patient's recovery; if improvement was indicated, positive feel-

ings were predominant. In particular, the transition from the ICU to

the general ward was experienced as a relief and with happiness,

because it was a significant step towards recovery. Additionally,

feelings of peace and calm were experienced during transitions to

the ward.

‘We were relieved that he was transferred to the

ward, because he was moving forward. He did well,

another step up. In essence you're happy, because

he's recovering.’ (P9).

Both, the transition from the ICU to the general ward, and to

home or follow-up facility also created negative feelings, such as

fear and stress. From the general ward to home or a follow-up

facility, relatives felt uncertain about further recovery of their

loved-one.

From the ICU to the general ward, relatives felt frightened and

uncertain about whether the transition was too soon, and they wor-

ried that the ward care would be of a lesser quality than the ICU care.

Furthermore, the general ward did not have the same medical moni-

toring as the ICU and such monitoring provided a sense of safety.

When patients were first transferred to a medium-care or high depen-

dency unit, the relatives considered it to be a more positive and safe

experience than direct transfer to a general ward:

‘It's nice to see on the cardiac care unit (CCU) that he's

still being monitored, with all the machines. That was

our fear that it would happen again. First, it has to be

investigated what the cause of the illness was.’ (P4).

4.3 | Sense of not being involved

The relatives felt a low level of involvement during transitions both

from the ICU to the ward, but also from the ward, and from the ward

to home or follow-up care. Opportunities for communication with

health care professionals were missed, which led to unexpected and

unprepared transitions. One family member described how at first, he

felt that they were involved in the transition from the ward to follow-

up care; however, at the last moment, the treatment plan was chan-

ged and so they felt confused about their caregiving role during the

transition from the ward to a follow-up care facility:

‘We said to each other, How is that possible? Is he

really moving to that rehabilitation clinic? No one ever

said anything about this clinic. Then we get a phone

call that he's moving. We were in shock.’ (P10).

Most participants said that they were not involved during the

transitions. If the relatives were included during the nurses' handover,

they felt involved and supported. Some participants were informed

about the transition by telephone, and felt that this was sufficient.

However, when the relatives arrived at the general ward, they saw

the patient's vulnerability:

‘Well, you're not really involved during transition. You

follow the bed to the general ward. You have to con-

tact the ward nurse yourself’ (P2).

4.4 | Limited information provision

In both transitions, relatives experienced limited information provi-

sion. Concerning the transition from the ICU to the ward, the relatives

said that they had insufficient knowledge about the treatment plan

and that they would have liked to be involved in the medical visits.

One participant described this experience as follows:

‘The information about the treatment plan and care is

discussed between the specialist and my husband. As a

partner, you would like to join these visits. The visiting

hours are in the afternoon, but by then the doctor's

visit has already taken place.’ (P4).

During the transition from the ward to the follow-up facility, par-

ticipants described the information provided as confusing and incom-

plete. Medical and nursing transfer documents lacked details about

the patient's illness, and to what extent the patient had recovered.

That made the relatives feel insecure.

Some relatives enjoyed a relationship with a permanent contact

nurse in the department, and said that this made them feel safe and

free to ask questions. Others had conversations with the doctor, rat-

ing this as a highly positive experience that gave them the opportunity

to ask questions and receive information about the treatment plan:

MEIRING-NOORDSTRA ET AL. 121
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‘In particular, the conversations we had every Friday

with the specialist, were very pleasant. They were very

good conversations that also helped you. And every-

time we left, we had a more positive feeling than when

we went in.’ (P6).

4.5 | Lack of acknowledgement as a caregiver

The relatives experienced the patients' transitions as life-changing

and, expressed a need to be better acknowledged as caregivers. They

described the nursing and medical staff as being mainly focused on

the patient in all transitions, giving them, relatives, no attention or

time to ask questions, or expressing their feelings. Some participants

spoke with a social worker and had a positive experience:

‘It's important to take care of loved ones too, as they

feel limited in their own options due to the whole situ-

ation.’ (P5).

However, not all participants were offered a social worker. These

participants lost an opportunity to express their feelings.

Participants said that the more a patient recovers and works

towards discharge, the greater the role of the relative becomes as

they will be taking care of the patient at home. They understood this

role to be natural, but they missed the necessary guidance on care

related activities:

‘I missed the attention for me as a relative. I missed

the attention of how I was doing. Just to acknowledge

that.’ (P8).

4.6 | Uncertain future perspective

When discharge from the hospital was mentioned, the participants

had new worries about the coordination of care at home or at the

rehabilitation facility. The relatives said that they were worried

because their son (the patient) lived alone, and first needed to com-

plete his rehabilitation. If they were expected to be caregivers, they

wondered how they would manage this new role. One relative

described this feeling:

‘We just have to wait and see how far the recovery will

get. If he stays in a wheelchair, it doesn't have to be a

problem that he can't move in his own house. But he

must be able to live at home by him self. He can't rely

on us, visiting five times a day.’ (P10).

The relatives felt the need to be informed about what they could

expect in the future. They said they felt a lack of guidance in the skills

to cope with the new situation and indicated that they felt there were

barriers to approaching a professional for help. They also mentioned a

need to regain confidence about the patient's health and the new situ-

ation at home. Some of the relatives said that they were still struggling

with the patients' limitations:

‘In rehabilitation, he's still a patient. That's really diffi-

cult to see. A big tough guy who now walks behind a

walker. Then you think, ‘This is like a really, really bad

movie'. You'll get another person at home.’ (P1).

5 | DISCUSSION

This study aimed to explore the experiences of the relatives of acutely

admitted ICU patients as they transition from the ICU to a general

ward and are eventually discharged to home. The relatives' experi-

ences described in this study can be summarized into five main

themes: (1) mixed feelings, (2) a sense of not being involved, (3) limited

information provision, (4) lack of acknowledgement as a caregiver, and

(5) an uncertain future perspective.

The findings reveal that the relatives experienced mixed feelings

(positive and negative at the same time) during the transitions. Posi-

tive feelings were related to the patient's mental and physical recov-

ery. These were also reported by Op ‘t Hoog et al., where relatives

described a transition to the general ward as a relief, as it was consid-

ered a positive step towards recovery.2

The transition from the ICU also caused negative feelings of fear

and stress in relatives, as described in other studies.2,19,30,31 Op ‘t
Hoog et al., describe how negative feelings have three main causes:

the unexpected transfer to the general ward, no medical monitoring

on the general ward, and the differences between the ICU and the

general ward.2 These findings are in line with the findings of the pre-

sent study, where relatives also felt uncertainty during the transitions.

Strahan et al, described how fear and anxiety can be related to

uncertainty about what will happen next, and feelings of doubt about

the patient being healthy enough to be discharged.19 In the present

study positive feelings and negative feelings have been described

as separate emotions, which is in line with previous studies.2,19 The

participants in the present study described having both positive and

negative feelings at the same time, indicating strong emotional confu-

sion and ambivalence. Further research is needed to explore the inter-

section of these mixed feelings.

The sense of not being involved, as found in the present study,

was often related to feelings of not being prepared for the patient's

transition and a lack of contact with nurses and health care profes-

sionals. Other studies found that the sense of not being involved

increased feelings of fear in family members and their perception of

gaps in their knowledge.2,32 An ICU transfer is a complex and emo-

tional process, where preparation, information and emotional support

during transition is important.33

The participants in the present study also described limited infor-

mation provision. Information provision has been claimed to be the

greatest need of relatives of ICU patients.34 Furthermore, Op ‘t Hoog

et al. found that when relatives are involved in communication

122 MEIRING-NOORDSTRA ET AL.
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between the ICU and ward nurses, they feel supported by the profes-

sional care.2 In the present study, communication in terms of informa-

tion provision was often described as confusing and/or incomplete.

Assigning a permanent contact person or having a conversation at a

fixed time each day or week may be helpful in providing structure and

consistency in information provision for patients and their relatives.

Furthermore, the present study showed that the relatives

experienced changes in the delivery of care during transitions, such

as reduced monitoring of the patient and less attention from

nurses. This finding is in line with earlier studies, which also showed

that relatives experienced differences in safety and trust during the

transition from ICU to the general ward.2,33 To improve care for

patients and their relatives during transitions, nurses should be

aware of this transfer anxiety in family members and know how to

prevent or reduce.30

In addition, the relatives in the present study reported a lack of

acknowledgement of their role as caregivers. They felt neglected and

craved involvement. Chaboyer et al. also described relatives' feelings

of not being acknowledged, especially during transition phases.33 It is

of great importance for nurses to be aware of caregivers and the

impact of an ICU admission and, more specifically, transitions on their

emotional well-being. Acknowledging relatives in the transition pro-

cess might involve explaining the next steps and encouraging relatives

to ask questions.35 Nurses can help patients and their caregivers by

fulfilling their need for information and support during admission and

especially during transitions and discharge.32

Finally, the relatives expressed the burden of an uncertain

future.2,23 They expressed their worries about the future and how to

organize life at home. They mentioned a need for information and

guidance. The literature indicates that the use of a liaison nurse can

decrease anxiety and uncertainty during transitions among the rela-

tives of neurological ICU patients.32,36 Contact with a liaison nurse

may also help the relatives of patients in other ICU categories by

heightening their sense of involvement during transitions.

6 | LIMITATIONS

Some limitations of this study should be acknowledged. The results

may be prone to selection bias; 4 out of the 12 interviewees were

related to one single patient. Although we considered these interview

data as individual experiences, these individual experiences are

coloured by the same patient context which may have influence the

overall picture. However, the variation in demographic variables of

the relatives was sufficient to draw conclusions. The online interviews

may have led to a lack of non-verbal communication. Subjectivity may

have influenced the identification of the topics; however, we

attempted to enhance the credibility of the study by using triangula-

tion. All transcripts were considered and analysed independently by

two researchers. Where interpretation diverged, a third researchers

was involved. The research team all together discussed the interim

and final analysis. By doing this, we attempted to minimize the influ-

ence of subjectivity.

7 | IMPLICATIONS CLINICAL PRACTICE

Having knowledge about the experiences of relatives of former ICU

patients can provide by nurses and doctors with a greater understand-

ing during care transitions. This knowledge can be used to guide

nurses and other health care professionals in improving the care for

the relatives of ICU patients, including communication and informa-

tion provision during care transitions. This may lead to a greater sense

of involvement for relatives and better acknowledgement of relatives

as caregivers, which is important both for the relatives and for the

patient.

8 | CONCLUSION

In the transition from the ICU to a general ward, relatives experienced

mixed feelings. They felt fear and uncertainty about whether the tran-

sition was too soon, and if the ward care would be of lower quality

than the ICU care. When improvement was indicated, however, posi-

tive feelings were predominant. In the transition to home or a follow-

up facility, the relatives felt a lack of guidance in the skills to cope with

the new situation and indicated that they felt there was a barrier to

approaching a professional for help.

Identifying the needs of relatives can help improve of experiences

their experiences during transition.
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