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Assessment 3 – Care Coordination Presentation to Colleagues
Hello, everyone. Today, I have the privilege to present on a critical subject that influences the quality of care we provide patient outcomes, and care coordination. This presentation will address care coordination basics and discuss how I and other staff nurses play an expanded role in helping to manage the care continuity process. The basic principles of care coordination refer to the core beliefs undergirding the process of organizing patient care activities and sharing patient data between multiple healthcare providers to foster positive patient outcomes and high-quality care. I will address the fundamental principles of care coordination and community resources, as well as ethical and policy issues that affect the continuity of care. 
Three principles critical to ensuring that patient’s needs and preferences are communicated effectively among all healthcare team members and used to provide timely and safe care include teamwork, shared goals, and effective communication. The fundamental principle of teamwork involves creating formal structures to support care continuity. All healthcare professionals involved in a patient’s care must cultivate a collaborative mindset and a commitment to their roles. Teamwork means that all healthcare team members understand the main goals of care coordination and have clear expectations of themselves and other clinicians (Anderson et al., 2020). Effective teamwork also requires a cooperative mindset that acknowledges the contributions of other members, including patients and their families, and a solid commitment to relationship building. Recognizing that effective care coordination necessitates collaboration, effective relationships, and clear roles will help improve teamwork, positively influencing patient outcomes. 
The second principle of shared goals is crucial to care coordination, particularly in managing cardiovascular diseases involving complex decision-making relating to medical treatment, treatment objectives, and self-care behaviors. Shared goals facilitate teamwork by allowing healthcare professionals to develop interprofessional competencies and inclusive identities. Common treatment goals provide the basis for coordinated healthcare plans, mitigating the risk of adverse reactions from unwanted or unwarranted treatments. For instance, healthcare systems are often fragmented, and healthcare processes may differ between primary care sites and specialty sites. Shared goals help overcome healthcare fragmentation and information silos in multidisciplinary teams, promoting learning about healthcare services, processes, and decision-making of all participating healthcare providers (Spitzer et al., 2023). Additionally, having the same treatment goals fosters relational teamwork, which is particularly relevant for coordinating cardiovascular care that is highly interdependent, uncertain, and time-constrained.
The third principle of communication is also integral to continuity of care, especially for effective operations, quality healthcare delivery, and patient outcomes. Effective communication between healthcare team members is crucial for shared decision-making, treatment plan development, and resource allocation, ultimately enhancing operational efficiency and benefiting patient care. It streamlines patient care activities by ensuring that all healthcare team members understand their roles and can efficiently follow treatment protocols and procedures (Hempel et al., 2023). Effective communication is crucial to improving patients’ survival rates during critical heart disease and stroke events, allowing for prompt coordination between the administration, clinicians, and across departments like cardiology, radiology, and emergency services. Proper communication may include standardized processes like the SBAR tool or EHR systems. Moreover, it is essential to consider the health literacy needs of the patient and their families as they are also part of the healthcare team: checking for understanding and communicating with kindness improves patient-clinician relationships and ensures treatment adherence. 
On the other hand, some effective strategies for collaborating with patients and their families to achieve desired health outcomes include shared decision-making, patient education, and culturally competent care. The AHA community organization recommends patient involvement in cardiovascular care decisions, endorsing it as an essential feature of high-quality, value-based care (Himmelfarb et al., 2023). An effective way of soliciting the input of patients and their families to achieve desired health outcomes is adopting a patient-centered model of care delivery that is not just focused on the clinical perspective but also integrates patients’ emotional, mental, social, and financial perspectives. Additionally, it is essential to empower patients by providing accurate and accessible education on diagnostics, medication use, and community resources (Bhattad & Pacifico, 2022). Healthcare professionals must ensure patients have a thorough understanding of healthcare plans before discharge and enough health literacy to facilitate self-management and positive health outcomes, particularly for patients with chronic cardiovascular issues. The teach-back method is suitable for evaluating patients’ comprehension and adjusting teaching to improve medication adherence and motivate better health behavior and outcomes. Additionally, it is integral to demonstrate cultural competency when providing care and during patient education (Stubbe, 2020). Healthcare professionals can partner with patients and their families to attain shared health outcomes by respecting and responding to patients' preferences, needs, and values. 
Patient engagement and healthcare technologies like EHR and telehealth are the main entities of change management that deeply influence patient experience and patient-centered care. Patient engagement refers to the active participation of patients, families, and carers in their healthcare decisions, treatment plans, and overall health. It includes all activities and behaviors that empower patients to take charge of their healthcare and wellness: patient engagement is increasingly destined to play a central part in cardiovascular disease management and the development of guideline recommendations (Will & Mascherbauer, 2021). Engaging patients has the potential to ensure that evidence-based cardiovascular treatments and guidelines are adopted in real-world practice to enhance patient outcomes. Another aspect of change management affecting patient experience concerns healthcare technologies like EHR and telehealth. Health IT, EHR, and digital patient outreach technologies can foster positive patient-clinician relationships outside the office (Pawelek et al., 2022). These tools allow healthcare providers and patients to coordinate real-time healthcare and mitigate health concerns through tailored outreach messages.
Similarly, the healthcare policies addressed in the previous presentation, including ACA (at the national level), California’s Medi-Cal Program (at the state level), and New York City community health programs (at the local level), have a positive impact on patient outcomes and experiences. All three policies share similar provisions to expand healthcare screening and prevention services to low-income families and individuals, increasing care coordination for underserved populations like minority groups and immigrants. For instance, the study by Jiang et al. (2023), which AHA Journals published, showed that ACA’s Medicaid expansion resulted in a general increase in insurance coverage of cardiac treatments and improved cardiac outcomes and cardiac-tailored prevention and screening. On the other hand, the publication by the California Health Care Foundation (2024) explains why integrating California’s Medi-Cal Program with other social services improves health outcomes, especially for patients with complex medical conditions like congenital heart disorders. Similarly, the study by Bales et al. (2023) indicates the importance of New York City community health programs in screening for cardiovascular disease risk factors in underserved communities, particularly uninsured adults. 
In conclusion, nurses are the linchpin of cardiovascular care coordination. Our role goes beyond helping physicians in direct patient care and includes acting as patient educators, advocates, and communicators. By upholding the fundamental principles of teamwork, shared goals, and effective communication, we ensure care coordination across the healthcare continuum from acute care settings to home care.
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