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Introduction
Stroke is among the leading causes of 
long‑term disability and death, is the 
second leading cause of disease burden, 
and has considerable socioeconomic 
effects.[1] In Iran, according to Global 
Burden of Disease  (GBD) 2019 data, 
102,778 new stroke cases and 40,912 
stroke‑related deaths were reported in 
2019, highlighting the substantial burden 
of this disease in the country.[2] Each year, 
400,000 patients with stroke are discharged 
from hospital with some post‑stroke 
physical disorders and disabilities.[3] Around 
20% of these patients are rehospitalized 
within 30 days after hospital discharge.[1]

Readmission of stroke patients represents 
a multifaceted challenge, intensifying 
physical morbidity, psychological 
distress, and economic burdens. Repeated 
hospitalizations not only adversely affect 
patients and their families but also impose 
substantial pressure on healthcare systems. 
A  wide gap in the Hospital‑to‑Home 
Care Transition  (HHCT) process is one 
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Abstract
Background: Ineffective hospital‑to‑home care transition  (HHCT) can lead to the early 
rehospitalization of patients with stroke  (PWS). Therefore, effective HHCT management is essential 
to maintain patient safety and reduce rehospitalization. This study was undertaken to examine the 
factors facilitating HHCT after stroke from the perspectives of all stakeholders involved in the 
process. Materials and Methods: This qualitative study was undertaken from 2023 to 2024 in 
Tehran, Iran, using conventional content analysis. Data were gathered via semistructured interviews 
with 23 healthcare clients, professionals, and policy‑makers. The data were analyzed using Zhang 
and Wildemuth’s 8‑step conventional content analysis method. Results: A  total of 138 codes 
were generated and classified into eight subcategories and three categories. The categories were 
improvement of communication and education, maintenance of care continuity, and improvement 
of infrastructures. Conclusions: Different interrelated factors facilitate the process of HHCT. These 
facilitators include effective communication and education, care continuity, patient‑centered care, 
efficient information systems, quality community‑based services, strong support, and clear HHCT 
guidelines. These findings can be used in designing strategies to improve care quality, reduce 
rehospitalization, and enhance safe patient management after discharge.
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of the primary reasons for such early 
rehospitalizations in post‑stroke patients.[4,5]

Care transition refers to a set of planned 
actions to ensure the continuity of patient 
care from the time of patient admission to 
patient transfer from hospital to home or 
during patient transfer among the different 
units of a healthcare setting.[6,7] The main 
components of care transition include 
intrahospital comprehensive care planning, 
postdischarge follow‑up, and continuous 
postdischarge support through telephone 
contacts or home visits for elderly patients 
with high‑risk and chronic conditions.[8,9]

However, there is no standard HHCT 
program in Iran, and hospitals implement 
their own policies, such as predischarge 
verbal and written education or 
postdischarge telephone follow‑ups. As a 
result, most patients with stroke  (PWS) 
face various unmet needs and challenges 
after being discharged to their homes.[10,11] 
Based on the author’s long‑standing clinical 
experience with PWS in Iran, most 

How to cite this article: Bahadoram S, Arsalani N, 
Fallahi‑Khoshknab M, Mohammadi‑Shahbolaghi F, 
Dalvandi A. The facilitators to care transition from 
hospital to home after stroke: A qualitative study. Iran 
J Nurs Midwifery Res 2026;31:161-7.

Submitted: 08-Dec-2024.  Revised: 20-Aug-2025. 
Accepted: 26-Aug-2025.  Published: 02-Jan-2026.

https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/


Bahadoram, et al.: Facilitators to care transition from hospital to home

162� Iranian Journal of Nursing and Midwifery Research  ¦  Volume 31  ¦  Issue 1  ¦  January-February 2026

readmissions stem from inadequate care coordination, lack 
of structured follow‑up programs, and insufficient patient 
and family education before discharge. These observations 
served as a motivation to address existing gaps through this 
research.

Evidence shows that almost one third of PWS experience 
unsuccessful HHCT during the first 30  days after hospital 
discharge.[12] Unsuccessful HHCT may increase the risks 
of complications, medication errors, poor health‑related 
outcomes, and rehospitalization, and increase healthcare 
costs.[13,14] Moreover, the ineffective management of HHCT 
may endanger patient safety[4,15,16] and reduce patients’ 
quality of life  (QOL), self‑efficacy, and satisfaction.[17,18] 
While studies have identified numerous factors influencing 
HHCT, such as attitudes, communication, interdisciplinary 
coordination, resources, and policy barriers, most of these 
researches have focused on patients with other chronic 
conditions  (e.g.,  heart or pulmonary diseases) or were 
conducted in developed countries.[19‑21] Furthermore, this 
study is innovative in that it includes multistakeholder 
perspectives, including patients, healthcare providers, and 
policymakers, unlike previous studies that focused solely 
on patients’ perspectives.[22‑24] Therefore, the present study 
aimed to examine the factors facilitating HHCT after stroke 
from the perspectives of all stakeholders involved in the 
process.

Materials and Methods
This study is the result of a doctoral thesis in nursing. It was 
conducted from 2023 to 2024 using conventional content 
analysis. Qualitative designs help provide a comprehensive 
description of participants’ experiences and obtain a more 
in‑depth understanding of the intended phenomena.[25]

The study participants included healthcare clients (including 
PWS and their family members), healthcare 
professionals  (including home care nurses, physicians, 
and physiotherapists), and home care policy‑makers. They 
were purposively selected from the Tehran University of 
Medical Sciences, the University of Rehabilitation and 
Social Health Sciences, the Deputy Office of Nursing 
at the Ministry of Health and Medical Education, and 
two private home care centers in Tehran, Iran. These 
institutions, all officially licensed by the Ministry of Health, 
provide nursing services, elderly care, and chronic illness 
management on a 24‑hour basis through multidisciplinary 
teams consisting of nurses, physiotherapists, and healthcare 
providers. The selection criteria for patients were age 
above 18  years, definite diagnosis of stroke, a history of 
at least 1 hospital‑to‑home transfer in the past 30  days, 
healthy cognitive function, and no speech disorder. The 
criteria for family members included age above 18  years 
and caregiving to PWS as the main family caregivers, and 
the criterion for healthcare professionals was a home care 
work experience of at least 1 year. Moreover, the inclusion 
criteria for policy‑makers were individuals developing 

home care laws and regulations in the Ministry of Health 
and Medical Education and university faculty members 
with research experience in the field of home care and 
stroke. Sampling was continued until no new data were 
obtained from participants’ experiences and all aspects of 
the intended phenomenon were adequately explored.[26]

Data were gathered via in‑depth, semistructured 
interviews with a length of 25–50  minutes which were 
held at participants’ houses or workplaces according to 
their preferences. Interviews were opened using general 
open‑ended questions [Table 1] and managed using probing 
questions such as “Can you give an example?”, “Can you 
explain further?”, “Why?”, and “How?”.

The data were analyzed using Zhang and Wildemuth’s 
conventional content analysis method. The eight steps 
of this method are preparing the data, defining the unit 
of analysis, developing categories and a coding schema, 
testing the coding schema on a sample of text, coding all 
the text, assessing coding consistency, drawing conclusions 
from the coded data, and reporting methods and findings.[27] 
We typed each interview word‑for‑word immediately after 
holding it and read the transcript several times in order to 
become familiar with the content. The initial coding was 
carried out by two researchers independently. Then, similar 
codes were sorted into subcategories based on shared 
characteristics. These subcategories were further compared 
and grouped to develop main categories through ongoing 
discussion and consensus within the research team. Then, 
the coding schema was tested and used to analyze other 
interviews.

The four criteria of Lincoln and Guba, namely, credibility, 
transferability, dependability, and confirmability, were 
employed for rigor. Credibility was applied through 
prolonged engagement, member checking, peer checking, 
and triangulation of the data source  (i.e.,  data collection 
from PWS, their family members, healthcare professionals, 
and healthcare policy‑makers). Transferability was 

Table 1: Interview questions
Healthcare clients Healthcare 

professionals
Healthcare 
policy‑makers

How were you 
prepared at hospital 
for transfer to home?
What problems did 
you face during the 
first post‑discharge 
days?
How did you manage 
your problems?
What factors could 
improve your 
transition‑related 
experience?

How do you admit a 
patient with stroke to 
a home care system?
What challenges 
and difficulties do 
you face in care 
transition?
How do you manage 
these challenges and 
difficulties?
How can care 
transition be 
improved?

How are patients 
with stroke 
discharged from 
hospital and 
transferred to their 
home?
What strategies do 
you recommend for 
hospital‑to‑home 
care transition?
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applied by providing detailed descriptions of participants’ 
characteristics, sampling method, time and place of the 
study, and all steps of the study. Dependability was applied 
via careful documentation of the data, peer checking, 
and provision of direct quotations from participants’ 
experiences. Moreover, confirmability was maintained by 
asking two external peers experienced in qualitative studies 
to assess the findings and revising them based on their 
comments.

Ethical considerations

This study obtained ethical approval from the Ethics 
Committee of the University of Social Welfare and 
Rehabilitation Sciences, Tehran, Iran  (code: IR.USWR.
REC.1398.009). At the beginning of each interview, the 
interviewer informed the interviewee about the study aim 
and methods, and their informed consent was obtained.

Results
Participants were 23 PWS (n = 2), family caregivers (n = 5), 
nurses (n = 7), physicians (n = 2), physiotherapists (n = 2), 
and nursing faculty members  (n  =  5). Most participants 
were women  (52.17%), and their mean  (SD) age was 
42.6  (6.7) years  (in the range of 26–73  years). In the 
process of data analysis, 138 codes were developed and 
categorized into eight subcategories and three categories, 
namely, improvement of communication and education, 
maintenance of care continuity, and improvement of 
infrastructures [Table 2].

Improvement of communication and education

Communication in HHCT refers to the communication 
of information among all involved individuals in care. 
Communication and education enable PWS and their 
families to better understand and manage their self‑care 
activities. The two subcategories of this category are 
communication between care providers and PWS and 
patient and family education.

Communication between care providers and patients with 
stroke

Most participants highlighted the importance of improving 
the communication between PWS and care providers. 

They noted that the multiplicity of care providers, 
their avoidance of introducing themselves to patients, 
and their inability to answer patients’ questions cause 
bafflement, disappointment, and distrust among PWS. 
They also reported care providers’ inattention to patients’ 
needs, concerns, and talks and believed that effective and 
respectful professional communication together with active 
listening and empathy improve patients’ satisfaction and 
treatment adherence. “Some nurses happily answered 
patients’ questions, while others either referred us to 
physicians for our questions or were so indifferent that we 
preferred not to ask them any questions (P. 9).”

Patient and family education

Most participating PWS and family caregivers reported the lack 
of patient and family education about patient care, self‑care, 
medications, and follow‑up visits at the time of hospital 
discharge. They also highlighted that at the time of patient 
and family education, healthcare providers need to pay close 
attention to patients’ and family caregivers’ hearing abilities, 
language, and memory because these factors can influence the 
absorption and retention of the provided education. Moreover, 
they referred to the importance of providing clear and 
comprehensible written educational materials without the use 
of technical terms. “At the time of hospital discharge, they told 
me that the level of some of my blood parameters was high 
and I had to undergo laboratory tests 1  week after hospital 
discharge. However, I forgot it (P. 13).”

Maintenance of care continuity

Maintenance of care continuity refers to the maintenance 
of communication, information flow, and management 
throughout the process of care, from hospital to home. This 
category has two subcategories, namely, care coordination 
and patient‑centered care.

Care coordination

Participants highlighted the importance of effective 
information transfer between healthcare providers 
and clients through teamwork and interdisciplinary 
collaboration. They recommended the development of a 
new professional role for information exchange between 
hospital settings and community‑based healthcare settings. 
Healthcare professionals who are assigned with this role 
need to know all medical information of patients and all 
community‑based healthcare settings and be able to connect 
patients to hospital and community‑based healthcare 
settings. This role can reduce errors and costs and enhance 
patient satisfaction. “We have an office in the hospital for 
the pre‑discharge assessment of patients respecting their 
treating physicians, diagnoses, necessary equipment and 
devices, and need for physiotherapy (P. 21).”

Patient‑centered care

According to the participants, the maintenance of care 
continuity requires patient‑centered care, in which all 

Table 2: The facilitators to hospital-to-home care 
transition after stroke

Subcategories Categories
Communication between care 
providers and PWS

Improvement of 
communication 
and educationPatient and family education

Care coordination Maintenance of 
care continuityPatient‑centered care

Improvement of information systems Improvement of 
infrastructuresAccess to community‑based services

Access to support services
Development of HHCT guidelines
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services are provided based on the assessment of each 
patient’s physical, mental, socioeconomic, and cultural 
status, needs, resources, home setting, and family. Patient 
and family involvement in decision‑making and planning 
for patient‑centered care is also important because it 
facilitates the identification of patients’ needs and their 
preparation for discharge. “They had to tell us about the 
time of my father’s discharge from hospital so that we 
could buy a bed and oxygen tank and prepare the home 
environment (P. 14).”

The availability of competent home care providers is 
another facilitator to patient‑centered care, care continuity 
maintenance, and HHCT. Most families prefer fixed 
competent nurses who have adequate knowledge about 
their patients’ medical history and preferences because such 
nurses improve the trust and safety of patients, reduce the 
risk of errors, and improve family satisfaction with home 
care. “My mother has 3–4 fixed nurses, all of them are 
skillful and know my mother. My mother feels comfortable 
with all of them. We have requested that always these 
nurses provide care to my mother (P. 2).”

Improvement of infrastructures

Infrastructure, in this study, refers to facilities and systems 
which can influence HHCT. The subcategories of this 
category were improvement of information systems, access 
to community‑based services, access to support services, 
and development of HHCT guidelines.

Improvement of information systems

PWS need to receive healthcare services from various 
healthcare professionals, and, hence, the professionals 
need to have effective communication with each other. 
Development of long‑term strategies which support 
interdisciplinary information exchange, such as electronic 
information documentation and management systems, can 
facilitate a safe HHCT, maintain care continuity, and reduce 
errors and costs. However, participants highlighted that 
current discharge summaries are of low quality, cannot be 
used by home care centers, and do not contain all necessary 
patient information. “Some patients say that hospital staff 
have not given them their ultrasonography report. As we 
need the report, we need to re‑perform ultrasonography 
and this imposes added costs on patients (P. 15).”

Access to community‑based services

Easy access to community‑based services facilitates a safe 
HHCT and alleviates patients’ physical, mental, social, 
and care‑related and rehabilitation‑related problems during 
HHCT. However, some participants highlighted that some 
healthcare professionals do not have adequate information 
about these services and do not provide patients with 
adequate information about these services at the time 
of hospital discharge. Moreover, patients need to travel 
long distances, experience different transportation‑related 

problems, wait a long time, and spend heavy costs to 
access these services. “The nearest public center for 
physiotherapy is 2 hours away from our home, meaning 
that I need to take a leave from work for 1 whole day for a 
physiotherapy session. Home physiotherapy also costs very 
much and is not covered by insurance (P. 16).”

Access to support services

Patients’ socioeconomic status greatly influences 
postdischarge care continuity and treatment adherence. 
PWS are discharged from hospital, bearing the heavy costs 
of staying in the intensive care unit on their shoulders. 
After hospital discharge, they also need to receive home 
care services which are mostly not covered by insurance. 
The heavy costs of these services may require their families 
to cut the costs by resorting to low‑quality services, 
employing lay caregivers, frequently using disposable 
equipment, and omitting some rehabilitation services such 
as physiotherapy or swallowing therapy. “My father lost his 
job because of the stroke. I have also cancelled many of my 
work‑  and family‑related affairs to care for my father. We 
have no strong support; there is no insurance organization 
or welfare system to help us (P. 7).”

Development of HHCT guidelines

Inconsistent HHCT approaches in different hospitals 
negatively affect interdisciplinary communication, 
patients’ and families’ access to homecare equipment and 
resources, and patient follow‑up and monitoring. On the 
other hand, well‑structured approaches for HHCT improve 
interdisciplinary coordination, maintain care continuity, 
reduce errors, and enhance patient trust and treatment 
adherence. “In my opinion, the current discharge process 
has problems because rehabilitation and physiotherapy, 
which are the principal components of stroke management, 
end after the patient is discharged from hospital and nurses 
do not provide patients with any advice in this area. We 
need a protocol for nurses if we want to provide quality 
services after hospital discharge (P. 11).”

Discussion
This study explored the facilitators to post‑stroke HHCT 
from the perspective of all involved individuals. The three 
main categories of the facilitators in the present study 
were improvement of communication and education, 
maintenance of care continuity, and improvement of 
infrastructures.

Improvement in communication and education was 
identified in our study as a key facilitator for HHCT as it 
allows better monitoring, supports self‑management, and 
reduces stress after discharge.[28] This finding is consistent 
with previous research by Parkes and Shepperd,[29] who 
reported that structured discharge planning and effective 
communication are associated with lower hospital 
readmission rates and better patient outcomes. Similarly, a 
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recent systematic review and meta‑synthesis of qualitative 
studies  (201‑2024) found that insufficient communication 
and education during hospital‑to‑home transitions often 
leads to confusion and anxiety among patients and 
families. The study emphasized that improving the quality 
of information and providing continued educational 
support after discharge are crucial for a successful 
transition.[30] Overall, our results support the evidence 
that strong communication and educational strategies are 
essential for a safe and successful HHCT.

Maintenance of care continuity was the second main 
category of the facilitators to post‑stroke HHCT. Despite 
the known significant role of care coordination in 
maintaining care continuity,[31,32] some previous studies 
reported poor coordination between hospital and home care 
settings.[33,34] The main reasons for this poor collaboration 
include incoherent organizational structures, shortage 
of accountable staff, poor communication, ineffective 
information exchange, and patients’ limited participation 
in care‑related decision‑making.[35,36] Therefore, strategies 
such as video conference for information exchange,[37] 
use of electronic patient medical records for information 
communication between hospital and home care 
settings,[38] and use of hospital discharge coordinators[20] 
are recommended to maintain care continuity. Discharge 
coordinators can facilitate communication between hospital 
and home care settings, provide quality education, and, 
thereby, play a pivotal role in complication prevention, 
effective HHCT, and patient outcome improvement.[39,40]

Our findings also revealed patient‑centered care as a 
key component of care continuity maintenance and a 
facilitator to HHCT. This is in agreement with the findings 
of several previous studies.[19,20,41] Patient‑centered care 
strengthens communication, improves access to resources, 
facilitates support provision to patients, helps more 
effectively fulfill patients’ needs, and, hence, facilitates 
safe and healthy HHCT.[42] However, careless patient 
assessment and routine‑based care provision may lead 
to the disregarding of patients’ problems and unsafe 
HHCT.[41] Involvement of patients and families in the 
process of discharge helps identify their care‑related 
abilities and needs and improves their responsibility toward 
care.[23] Therefore, ensuring effective communication 
using joint decision‑making techniques in the process of 
hospital discharge, improvement of discharge process, 
and supplying appropriate resources may help facilitate 
HHCT.[43] In contrast, the lack of patient‑centered care 
during HHCT can cause misconceptions about care plans, 
reduce patients’ autonomy in daily activities, increase 
patients’ unfulfilled care‑related needs, and increase the 
risk of re‑hospitalization.[44]

The third main category of the facilitators to HHCT in the 
present study was improvement of infrastructures. Home 
care nurses may have challenges and difficulties in accessing 

patient‑related information.[45] Therefore, development of 
integrated information systems which facilitate information 
exchange among different healthcare providers is a strategy 
to facilitate HHCT,[44] reduce information repetition and 
errors, and improve patient safety.[19,45] Nonetheless, given 
the challenges of using information systems, further work 
is still necessary to improve their effectiveness.[46]

Study findings also indicated that access to 
community‑based services can facilitate HHCT. Consistent 
with this finding, two studies showed the lack of 
community‑based rehabilitation centers, home care centers, 
financial resources, insurance, and governmental support 
as the main barriers to post‑stroke HHCT.[47,48] However, 
healthcare authorities in Iran value hospital‑based services 
more than community‑based services and consider the 
hospital setting as the main site for healthcare service 
delivery. Therefore, patients do not have easy access to 
home care services and need to refer to hospitals to receive 
their necessary health‑related services.[48] Improving public 
access to community‑based services, providing adequate 
insurance for these services, and changing the healthcare 
provision policy from treatment‑based to community‑based 
services can facilitate HHCT.[49]

Development of HHCT guidelines was the other 
infrastructure‑related facilitator to HHCT. The lack 
of HHCT guidelines causes bafflement respecting 
postdischarge care measures and leads to patients’ frequent 
attendance at healthcare settings,[32] while clear HHCT 
guidelines help maintain patients’ postdischarge autonomy 
and improve their QOL.[50] Therefore, development of clear 
HHCT guidelines based on patients’ disease type, disease 
severity, and postdischarge care delivery site can increase 
HHCT success.[50]

The strength of the present study lies in the exploration of 
the experiences of all stakeholders involved in the process 
of HHCT, including healthcare clients, providers, and 
policymakers. Nonetheless, as this study was conducted 
in a large city in Iran, its findings may not be widely 
transferable to other contexts, and replication in smaller 
cities is recommended. Additionally, some key issues 
such as the formal structure of home care and the role of 
telehealth were not explicitly addressed by all participants, 
including policymakers. Future research should further 
investigate these structural aspects to provide a more 
comprehensive understanding.

Conclusion
This exploration concludes that different interrelated factors 
can facilitate the process of HHCT. Improvement of HHCT 
infrastructures and development of clear HHCT guidelines 
are necessary to improve interdisciplinary collaboration, 
community‑based care services, and communication 
between healthcare clients and providers. Development 
of strategies to remove the barriers to community‑based 
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care provision is also necessary to improve the quality of 
HHCT.
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