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Take-home message: Implementing a
multidisciplinary critical care transition
program to serially evaluate patients after
discharge from ICU was not associated with
patient readmission to ICU or mortality.
Alternative strategies are needed to improve
the quality of care for patients discharged
from ICU.

Electronic supplementary material
The online version of this article
(doi:10.1007/s00134-015-4173-7) contains
supplementary material, which is available
to authorized users.

H. T. Stelfox ()) � J. Bastos � D. J. Niven
Departments of Critical Care Medicine, and
Community Health Sciences, University of
Calgary and Alberta Health Services, 3280
Hospital Drive NW, Calgary, AB T2N 4Z6,
Canada
e-mail: tstelfox@ucalgary.ca
Tel.: (403) 944-2334

S. M. Bagshaw
Division of Critical Care Medicine, Faculty
of Medicine and Dentistry, University of
Alberta and Alberta Health Services,
Edmonton, Canada

T. C. Turin
Department of Family Medicine, University
of Calgary and Alberta Health Services,
Calgary, Canada

S. Gao
Alberta Health Services, Calgary, Canada

Abstract Purpose: Critical care
transition programs have been widely
implemented to improve the safety of
patient discharge from ICU, but have
undergone limited evaluation. We
sought to evaluate implementation of
a critical care transition program on
patient readmission to ICU (72 h) and
mortality (14 days). Methods: In-
terrupted time series analysis of
32,234 consecutive adult patients
discharged alive from medical-surgi-
cal ICUs in eight hospitals in two
cities between January 1, 2002 and
January 1, 2012. A multidisciplinary
ICU provider team (physician, nurse,
respiratory therapist) that serially
evaluated each patient after ICU dis-
charge was implemented in three
hospitals in one city (study group),
but not the five hospitals in the other
city (control group). Temporal chan-
ges were examined using
multivariable, segmented linear
regression models.

Results: After implementation of
the program, there was an immediate
non-significant decrease in the abso-
lute proportion of patients readmitted
to ICU in the study group (-0.4 %,
95 % CI -1.7 to ?1.0 %) and a non-
significant increase in the absolute
proportion of patients readmitted to
ICU in the control group (?1.0 %,
95 % CI -0.3 to ?2.2 %). Subse-
quently, there were non-significant
changes in the absolute proportion of
patients readmitted to ICU in both the
study (?0.1 % per quarter; 95 % CI,
-0.1 to ?0.2 %) and control (-0.1
per quarter; 95 % CI, -0.2 to
?0.1 %) groups over time. No sig-
nificant changes were observed in
mortality. The results were
stable across patient subgroups. Con-
clusions: Implementation of a
critical care transition program was
not associated with patient readmis-
sion to ICU or mortality.
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Introduction

The transition of patient care between the Intensive Care
Unit (ICU) and hospital ward is a vulnerable period in
healthcare delivery associated with medical errors,
adverse events, increased costs and dissatisfied patients
[1–7]. This may be attributed to multiple factors including
a severely ill patient population requiring complex care,
reduction in monitoring capacity outside the ICU, and the
participation of multiple professionals with different
norms and practices and the resulting communication
failures [8].

In response to these challenges, hospitals have
implemented critical care transition programs to provide
support services for patients with resolving critical illness
as their care is transitioned from the ICU to a hospital
ward [9]. The structure and processes of programs vary,
but include medical emergency teams, critical care out-
reach teams and ICU liaison nurse programs, which
follow patients after discharge from ICU. A systematic
review identified nine reports of before-and-after studies
that suggested potential reductions in the risk of ICU
readmission and hospital mortality following implemen-
tation of critical care transition programs [10]. While this
literature is promising, methodological limitations of
before-and-after studies, and the resource-intensive nature
of transition programs, suggest further evaluation is
warranted [10, 11].

We took advantage of a natural experiment [12] within
a geographically defined healthcare system, where critical
care transition teams were implemented in hospitals in
one city, but not those of a nearby city with similar
population demographics to compare readmission to ICU
and mortality among patients discharged alive from ICU.

Materials and methods

We used a quasi-experimental design and interrupted time
series analysis with a concurrent control group to evaluate
whether readmission to ICU and mortality among patients
discharged alive from ICU changed after implementation
of a critical care transition program [11]. Study methods
were conducted and reported in accordance with recom-
mendations for interrupted time series analysis proposed
by Jandoc et al. [13]. The Health Research Ethics Boards
at the University of Calgary and University of Alberta
approved this study.

Intervention

A critical care transition program was implemented in
three hospitals between 2004 and 2006. The program

comprised an independent (not involved in ICU care or
discharge decision-making) multidisciplinary ICU team
(physician, nurse, respiratory therapist) that provided
standardized support services for all patients discharged
from ICU to a hospital ward, 24 h per day 7 days per
week. Following discharge, members of the team serially
evaluated each patient a minimum of once every 12 h.
The team operated in a consultative fashion providing the
primary hospital ward team with advice and support, re-
engaging the ICU provider team if needed and facilitating
readmission of patients with clinical deterioration.
Patients were followed for a minimum of two consecutive
evaluations (24 h) and signed off when deemed stable.

Study population and setting

We identified consecutive adult patients discharged alive
from eight medical-surgical ICUs in eight hospitals in two
cities in Alberta, Canada, from January 1, 2002 to January
1, 2012, 2 years prior to implementation of the critical
care transition program in the first hospital and 5 years
after implementation of the program in the last hospital.
The three hospitals located in one city implemented the
same standardized critical care transition program (study
group). The five hospitals located in the other city did not
implement the program (control group). The study and
control groups were selected because the two cities have
similar metropolitan populations (*1.2 million) and the
hospitals (8 hospitals, 129 ICU beds, 4529 hospital beds)
are managed by the same organization, thereby control-
ling for potential confounding effects of geography,
temporal trends within the healthcare system, and hospital
characteristics. The ICUs are closed medical-surgical
units, staffed by accredited intensive care physicians, and
include vascular surgery, thoracic surgery, trauma and
transplant (bone marrow in one study group ICU, liver in
one control group ICU) patients.

Outcome measures

The primary outcome was readmission to ICU within
72 h of discharge from ICU. The secondary outcome was
mortality within 14 days of ICU discharge. We chose
these outcomes (and measurement time points) because
they were the most commonly reported outcomes in
previous studies of critical care transition programs, were
objective and feasible to measure (whether preventable or
not preventable), and measured at time points we believe
maximized the likelihood of detecting any effect of
implementing a critical care transition program [10, 14,
15]. We examined readmission to ICU within 7 days of
discharge from ICU and mortality within 30 days of ICU
as tertiary outcomes.
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Data sources and study variables

We used data from two clinical and administrative data-
bases that have previously been used for program
evaluation and research [16, 17]. The ICU databases
prospectively capture demographic, clinical, and outcome
data for all patients admitted to and discharged from the
ICU. The administrative databases capture data on all
hospitalized patients, including vital status, dates of
admission and discharge, up to 25 Canadian Enhancement
of International Statistical Classification of Diseases, 10th
Revision, diagnostic codes. We identified patient and
hospital variables previously reported to be associated
with readmission to ICU or mortality after patient dis-
charge from ICU [8, 14].

Statistical analyses

We performed segmented linear regression analysis of
interrupted time series data to test the hypothesis that
implementation of a critical care transition program was
associated with changes in readmission and mortality
among patients discharged alive from ICU (SAS 9.3;
SAS Institute, NC, USA). We restricted the analyses to
patients’ initial discharge from ICU within a given
hospital stay because discharges following readmission
are likely to be distinctly different in their processes and
outcomes. We developed two models (one for readmis-
sion, one for mortality) that included terms that
described the baseline trend and estimated changes in
the level and trend of readmission/mortality after pro-
gram implementation [18]. Data were aggregated into
3-month intervals (quarters) to allow for sufficient
numbers of readmissions and deaths for stable estimates
and adequate number of time points for interpreted time
series analysis [18]. We used the segmented linear
regression approach recommended by Wagner et al. [18]
because insufficient time periods were available to allow
for autoregressive integrated moving average models
[19], and this approach is commonly used in health
services research and amenable to intuitive graphical
presentation [13, 20]. We excluded outcome values from
the 3-month period during which the intervention was
implemented to allow for a period of institutional
adjustment prior to evaluation.

We used generalized estimating equation models to
account for correlation among observations (i.e., practices
within a given ICU/hospital) and to obtain quarterly rates
of readmission/mortality adjusted for patient and hospital
characteristics (Table 1) (backward elimination model
building approach) [21–23]. We developed segmented

linear regression models with the adjusted quarterly rates
of readmission/mortality included as the dependent vari-
able. A year variable (calendar year) and time of year
variable (yearly quarters) were included in the models to
account for potential secular trends [24]. Within each
hospital, temporal time trends were evaluated and an
interrupted time series analysis performed before data
were merged into the study and control groups, which
were analyzed separately. No evidence of secular trends
was observed and interrupted time series analysis of
individual hospitals was consistent with that of the
aggregate cohort. There was no evidence of autocorrela-
tion of the error terms in the regression models (Durbin–
Watson statistic).

Pre-specified subgroup analyses were performed
according to patient (reason for ICU admission, number
of comorbidities, severity of illness, length of ICU stay)
and hospital (tertiary vs. community) characteristics
hypothesized to modify the association between a critical
care transition program and readmission/mortality. Sen-
sitivity analyses were conducted to evaluate the
robustness of the findings by using aggregated raw data
(instead of adjusted data), conducting segmented linear
regression on the 95 % confidence intervals of the
adjusted quarterly rates to account for uncertainty in the
analyses, testing different models to evaluate potential
lagged effects and aggregating data into 6-month inter-
vals. At the request of the reviewers’ hospital length of
stay following ICU discharge was included as tertiary
outcome measure and a subgroup analysis was performed
according to the duration of mechanical ventilation.

Results

Study population

From January 1, 2002 to January 1, 2012, 32,234 patients
were discharged alive from the eight medical-surgical
ICUs to a hospital ward within the eight hospitals. The
median age was 58 years [interquartile range (IQR)
45–72 years], 42 % were female, 71 % had one or more
comorbidities, 57 % had a medical reason for ICU
admission and a median admission APACHE II score of
19 (IQR 14, 24). The median length of ICU stay was 77 h
(IQR 40–167) with 31 % of patients discharged between
1801 and 0759 hours. Patient characteristics were similar
for both the study group (n = 12,940) and the control
group (19,294) and the pre-implementation (n = 12,432)
and post-implementation (n = 19,802) periods with a few
exceptions (Table 1).
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Readmission to ICU

At the start of the study period, 3.7 % [95 % confidence
interval (CI) 2.6 to 4.8 %] of patients in the study group
and 4.2 % (95 % CI 3.1 to 5.2 %) of patients in the
control group were readmitted to ICU within 72 h of

discharge (Table 2; Fig. 1). After implementation of the
critical care transition program, there was an immediate
non-significant decrease in the absolute proportion of
patients readmitted to ICU in the study group (-0.4 %,
95 % CI -1.7 to ?1.0 %) and a non-significant increase
in the absolute proportion of patients readmitted to ICU in

Table 1 Patient and hospital characteristics

Characteristics Study group Control group

Pre-implementation
(n = 4872)

Post-implementation
(n = 8068)

Pre-implementation
(n = 7560)

Post-implementation
(n = 11,734)

Patient
Age, median (IQR), years 58 (42,72) 58 (44,70) 61 (46,73) 59 (46,72)
Female 2069 (42 %) 3367 (42 %) 3192 (42 %) 4992 (43 %)
Comorbidities
Congestive heart failure 678 (14 %) 968 (12 %) 1278 (17 %) 1504 (13 %)
Coronary artery disease 703 (14 %) 606 (8 %) 1217 (16 %) 1414 (12 %)
Chronic lung disease 951 (20 %) 1412 (18 %) 2295 (30 %) 3563 (30 %)
Diabetes 927 (19 %) 1744 (22 %) 1990 (26 %) 3128 (27 %)
Liver disease 315 (6 %) 611 (8 %) 679 (9 %) 1137 (10 %)
History of malignancy 636 (13 %) 1078 (13 %) 1051 (14 %) 1569 (13 %)
HIV 13 (0.3 %) 39 (0.5 %) 21 (0.3 %) 81 (0.7 %)
Neurological disease 571 (12 %) 783 (10 %) 671 (9 %) 862 (7 %)
Renal insufficiency 444 (9 %) 666 (8 %) 1038 (14 %) 1299 (11 %)
Any comorbidity 3195 (66 %) 5324 (66 %) 5763 (76 %) 8665 (74 %)
Charlson scorea, median (IQR) 2 (1,4) 2 (1,4) 2 (1,4) 2 (1,4)
Reason for ICU admission
Medical 3136 (65 %) 5238 (65 %) 2782 (58 %) 7260 (62 %)
Surgical 1662 (35 %) 2807 (35 %) 2001 (42 %) 4474 (38 %)
APACHE II Score on ICU admission,
median (IQR)

18 (13,24) 18 (13,24) 19 (15,24) 19 (14,24)

Hospital stay prior to ICU admission,
median hours (IQR)

3 (0,37) 4 (1,29) 4 (0,32) 5 (0,35)

ICU length of stay, median hours (IQR) 73 (38,167) 87 (43,183) 73 (35,163) 76 (40,161)
Eligible for readmission to ICU according
to patient goals of care on ICU discharge

4871 (100 %) 7832 (97 %) NA NA

APACHE II score on ICU discharge,
median (IQR)

15 (11,19) 14 (10,18) NA NA

Hospital
Time of year for discharge
January–March 1032 (21 %) 1952 (24 %) 2133 (28 %) 2920 (25 %)
April–June 1339 (27 %) 2081 (26 %) 2192 (29 %) 2939 (25 %)
July–September 1296 (27 %) 2000 (25 %) 1546 (21 %) 2853 (24 %)
October–December 1205 (25 %) 2035 (25 %) 1689 (22 %) 3022 (26 %)
Day of week for dischargeb

Weekday 3545 (73 %) 6060 (75 %) 5620 (74 %) 8871 (76 %)
Weekend 1327 (27 %) 2008 (25 %) 1940 (26 %) 2863 (24 %)
Time of day for discharge
08:00–18:00 3045 (63 %) 5131 (64 %) 5760 (75 %) 8529 (73 %)
18:01–07:59 1827 (37 %) 2937 (36 %) 1854 (25 %) 3205 (27 %)
Hospital type
Community care 2106 (43 %) 4034 (50 %) 4628 (61 %) 7800 (66 %)
Tertiary care 2766 (57 %) 4034 (50 %) 2932 (39 %) 3934 (34 %)
Number of hospital beds
\600 1467 (30 %) 2283 (28 %) 2001 (26 %) 3628 (31 %)
C600 3405 (70 %) 5785 (72 %) 5559 (74 %) 8106 (69 %)
Number of ICU beds
B10 639 (13 %) 1751 (22 %) 2001 (26 %) 3628 (31 %)
[10 4233 (87 %) 6317 (78 %) 5559 (74 %) 8106 (69 %)

IQR interquartile range, NA not available
a Charlson score calculated among patients with one or more
comorbidities

b Weekday defined Monday 0800 hours through Friday
1800 hours. Weekend defined Friday 1801 hours through Monday
0759 hours

404

 

 

 



the control group (?1.0 %, 95 % CI -0.3 to ?2.2 %).
Subsequently, there were non-significant changes in the
absolute proportion of patients readmitted to ICU in both
the study (?0.1 % per quarter; 95 % CI -0.1 to ?0.2 %)
and control (-0.1 per quarter; 95 % CI -0.2 to ?0.1 %)
groups. At the end of the study, 3.6 % (95 % CI 2.7 to
4.5 %) of patients in both the study and control groups
were readmitted to ICU within 72 h of discharge.

Mortality

At the start of the study period, 4.8 % (95 % CI 4.0 to
5.6 %) of patients in the study group and 3.6 % (95 % CI
2.8 to 4.4 %) of patients in the control group died within
14 days of discharge from ICU (Table 2; Fig. 1). After
implementation of the critical care transition program,
there were immediate non-significant increases in the
absolute proportion of patients who died following dis-
charge from ICU in both the study (?0.2 %, 95 % CI
-0.8 % to 1.1 %) and control (?0.4 %, 95 % CI -0.6 to
?1.4 %) groups. Subsequently, there was a non-signifi-
cant increase in the absolute proportion of patients that
died following ICU discharge in the study (?0.1 % per
quarter; 95 % CI, 0.0 to ?0.2 %, p = 0.2984) group and
a significant decrease among those in the control (-0.1
per quarter; 95 % CI, -0.2 to 0.0 %, p = 0.0236) group.
At the end of the study, 3.4 % (95 % CI, 2.8 to 4.0 %) of
patients in the study group and 4.2 % (95 % CI
3.5 to 4.9 %) in the control group died within 14 days of
discharge from ICU.

Secondary Analyses

The duration of hospital length of stay [median (IQR)
days] following patient discharge from ICU was similar in
the study (9 [4, 22] versus 10 [4, 24]) and control (9 [5,
20] versus 10 [5, 22]) groups before and after imple-
mentation of the critical care transition programs.
Figure 2 summarizes the results of the subgroup analyses.
Results were similar when analyses were stratified
according to reason for ICU admission, severity of illness,
comorbidities, duration of mechanical ventilation, length

of ICU stay, and type of hospital. Evaluation of read-
mission at 14 days after ICU discharge and mortality
28 days after ICU discharge produced similar results.

Sensitivity analyses

The results were robust to sensitivity analyses that
included using aggregated raw data (Supplementary File
Table 1 and Fig. 1), conducting segmented linear
regression on the 95 % confidence intervals of the
adjusted quarterly rates to account for uncertainty in the
analyses (Supplementary File Fig. 2), testing different
models to evaluate potential lagged effects (Supplemen-
tary File Table 2) and aggregating data into 6-month
intervals.

Discussion

We found that implementing a critical care transition
program that employed a multidisciplinary ICU team to
serially evaluate patients discharged from ICU was not
associated with patient readmission to ICU or mortality.
The results were stable across a number of subgroup and
sensitivity analyses. Our study raises questions about the
effectiveness of critical care transition programs to
improve the quality of care for patients discharged from
ICU.

Critical care transition programs have been widely
implemented. A survey in England reported the propor-
tion of hospitals with a critical care transition program
increased from 3 % in 1996 to 78 % in 2004 [25]. Studies
employing qualitative methods have suggested these
programs improve quality of patient care and comfort
among less experienced ward nurses [26, 27]. Studies
employing quantitative methods have reported mixed
results. Gao et al. conducted an interrupted time-series
analysis comparing a 1-month period before and a
3-month period after implementation of critical care
outreach services that included a transition program and
reported no significant change in readmission to ICU
within 48 h of discharge or hospital mortality [28]. A

Table 2 Time trends in readmission and mortality after patient discharge from ICU

ICU readmission within 72 h, % (95 % CI) Mortality within 14 days, % (95 % CI)

Study group Control group Study group Control group

Beginning of study 3.7 (2.6, 4.8) 4.2 (3.1, 5.2) 4.8 (4.0, 5.6) 3.6 (2.8, 4.4)
Baseline trend change quarter-to-quarter 0.0 (-0.2, 0.1) 0.0 (-0.1, 0.1) -0.1 (-0.2, 0.0) 0.1 (0.0, 0.2)
Immediate change post-implementation -0.4 (-1.7, 1.0) 1.0 (-0.3, 2.2) 0.2 (-0.8, 1.1) 0.4 (-0.6, 1.4)
Change in trend post-implementation 0.1 (-0.1, 0.2) -0.1 (-0.2, 0.1) 0.1 (0.0, 0.2) -0.1 (-0.2, 0.0)
End of study 3.6 (2.7, 4.5) 3.6 (2.7, 4.5) 3.4 (2.8, 4.0) 4.2 (3.5, 4.9)

CI confidence interval
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systematic review and meta-analysis of nine before-and-
after designed studies by Niven et al. reported a signifi-
cant reduction in the risk of ICU readmission, but not
hospital mortality following implementation of a critical
care transition program [10]. Benefits appeared to be
stable across different program structures.

Why did we find no significant impact of imple-
menting a critical care transition program on ICU
readmission and mortality among patients discharged
alive from ICU? Several possible explanations need to be

considered. First, perhaps the literature has been overly
optimistic in previous evaluations, most studies employ-
ing before-and-after study designs in single hospitals that
are at increased risk of bias [11]. Second, perhaps we
studied the wrong patient population, although subgroup
analyses restricted to patients with the largest number of
comorbidities, highest acuity of illness and longest dura-
tions of mechanical ventilation and ICU stay produced
similar results. Third, perhaps the program employed the
wrong intervention. The ICU discharge process is

A

B 

* Data are provided by quarter. Bars indicate the adjusted proportion of events per quarter; dashed
horizontal lines the adjusted overall mean; the black dashed lines the quarter in which the critical care 
transition program was implemented. 

† Patients discharged within 3 months of program implementation (study quarter 0) were excluded from
analysis to allow for a period of institutional adjustment prior to evaluation.
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Fig. 1 Trends in patient outcomes over time. a Readmission to ICU within 72 h of discharge. b Mortality within 14 days of discharge
from ICU
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complex [8], it may be unrealistic to expect a single
health service intervention to meaningfully impact care
[29] and different combinations of interventions and

implementation strategies tailored to local needs may be
needed [30]. And fourth, perhaps we measured the wrong
outcomes. Although ICU readmission and mortality are

A

* Each OR represents the (multivariable adjusted) quarterly change in the odds of readmission to ICU (mortality) 
after implementation of the critical care transition program in the study group; an OR greater than 1 indicates 
increasing odds of readmission to ICU (mortality) over time and an OR of less than 1 reflects decreasing odds of 
readmission to ICU (mortality) over time. P values refer to the significance of the interaction between the given 
subgroup and time. 

† APACHE II score calculated on the day of patient discharge from ICU. 

B

Fig. 2 Patient characteristics associated with changes in the odds of readmission to ICU and mortality after implementation of the critical
care transition program. a Readmission to ICU within 72 h of discharge. b Mortality within 14 days of discharge from ICU
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common, practical and objective metrics [15], they may
not be sufficiently sensitive to detect important changes in
care or sufficiently specific to detect effects of a critical
care transition program and may be disproportionally
influenced by patient (e.g., natural history of illness), and
hospital (e.g., organization of ward care) factors. It is
unclear what proportion of ICU readmissions and deaths
can be avoided by preventing errors, facilitating conti-
nuity of care, providing early detection and management
of clinical deterioration, and not offering readmission to
patients unlikely to benefit. In which case, what clinically
important measures should be considered when evaluat-
ing the care of patients discharged from ICU—adverse
events, patient/family reported experiences, lengths of
stay, hospital readmissions?

What should hospitals do with the data presented? We
believe that organizations should evaluate the effective-
ness of their own critical care transition programs. These
are resource-intensive initiatives and if ineffective repre-
sent important opportunity costs [31]. A more effective
strategy may be to consider multi-dimensional approaches
that could include: (1) risk stratification to estimate
individual patient risk and guide discharge decision
making; [14] (2) goals of care reconciliation to help
patients and their families review goals of care before
ICU discharge and ensure that treatment plans are con-
sistent with patients’ clinical circumstances and
preferences; [32] (3) synthesis and communication of data
for providers to present and prioritize patient information
in a standardized fashion to highlight urgent issues and
avoid redundant tests and treatments; [33, 34] (4) syn-
thesis and communication of data for patients and
families to provide a patient-centered record that contains
essential information about the patient’s health and
healthcare and engages and empowers patients/families in
the transition process; [35] (5) patient needs assessment to
facilitate early institution of appropriate evaluations (e.g.,
mobility) and supports (e.g., walking assists) to facilitate
recovery; [36] and (6) transfer checklist to standardize the
ICU discharge process and ensure that all essential steps
are completed before patients leave the ICU [37]. Many
of these elements have been individually developed, tes-
ted and implemented by organizations [8], but combining
them into a coordinated complex intervention that is tai-
lored to the needs of individual institutions may be more
effective [29].

Our study needs to be interpreted within the context of
its limitations. First, we have no data on the care provided
by the critical care transition program (i.e., number,
duration and nature of visits). The structure and processes
for the program were standardized, but our study evalu-
ated the effectiveness (not efficacy) of the program in a
real world context. Second, despite evaluating over
30,000 patients, we are not able to exclude small, but
clinically important changes in patient outcomes. For
example, the adjusted 95 % CIs included an immediate

post-implementation absolute reduction of 1.7 % in
readmission to ICU and 0.8 % in mortality. These
observations are in the context of relatively low baseline
proportions of patients being readmitted to ICU or dying
and therefore potentially limit opportunities for
improvement. Third, although we used a robust quasi-
experimental design with a concurrent control group, it is
possible that other activities may have occurred during
the study that could have affected the readmission of
patients to ICU and mortality. A more robust study design
would be a cluster randomized control study, which is
unlikely to be conducted in the near future [11]. And
fourth, our study was performed in hospitals using an
intensive care physician-led model of ICU care within a
publicly funded healthcare system. Allocation of resour-
ces and processes for ICU discharge may vary across
healthcare jurisdictions; therefore, the results may not
apply to other institutions. However, the challenges of
safely transitioning patients from the ICU to the hospital
ward are likely common across healthcare organizations
[8].

Conclusions

In summary, we found that implementation of a critical
care transition program that employed a multidisciplinary
ICU team to serially evaluate each patient discharged
from ICU until they were deemed stable was not associ-
ated with patient readmission to ICU or mortality. These
results raise questions about the effectiveness of critical
care transition programs to improve the quality of care for
patients discharged from ICU. We recommend that hos-
pitals evaluate the effectiveness of their own programs
and consider alternative strategies to address the multi-
dimensional challenges of ICU discharge.
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