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Care coordination is an important system which ensures that people with special healthcare needs are well catered for. Principles of care coordination help to establish correct mechanisms for organizing patient care activities to achieve more effective and safe care. This is aimed to satisfy the needs of patients and also their preferences by giving them the health care that is of high value and quality. Therefore, teamwork, employing technology in healthcare, medication management and patient-centered Medicare are key healthcare coordination. Also, specific care coordination may involve sharing of knowledge, evaluation of the needs of patients, establishing a proactive plan for care and monitoring and follow-ups to assess patient’s response.
The following are the fundamental principle care coordination that provides a smooth flow of the workforce between the client and professionals in medical care or facilities (Boyd et al. 2009)
1) Accessibility 
· The universal source has to be available and be able to be accessed by all CYSHCN
· Has to be continuous across service system and transition as important to the family
· It must be housed within a medical home but with family, rather than practice as a client 
· Help in integrating with community resources to assure access for all linguistic and cultural groups 
2) Individualization- it is based on family circumstances, needs and strength.
· Maximizing family caregiving capacity 
· Looks to family to define needs, rather than giving what the system has provided 
· Creating the strength of the family 
· Enable anticipatory guidance to prepare family and child for future
· By respecting and engaging with family culture and custom
3) Aligned with the family in its interactions with the broader community 
· Promotes the inclusion of child/youth in all settings 
· Promote autonomy of child/youth towards and through the transition 
· Serve as an advocate for the family when the system with challenging or unresponsive systems.
· Elevates status of the family and legitimize family concerns to the broader community 
4) Promotes solution of systemic problems- this is done through a network of CCs guided by clear standard and ethics.
· Identify and tracks systemic gaps and barriers 
· Reduce fragmentation and connects services across systems 
· Ties individual CC to broader network for quality assurance, accountability and support
· Draws on knowledge base and resources of multiple disciples, while not focused on providing any one specific therapeutic or curative service.
· Promotes appropriate use of services and resources based on needs of child, family and system.
The ethical policies are very important (Mary Henderson & Neva Kuye, 2012). For instance, the determine, evaluate, and analyze the client’s outcomes. 
Participants in care coordination should exchange information communications among various stakeholders is important in ensuring this success of the process (Williams, 2019). Exchanging information related to patients is instrumental in ensuring excellent coordination and good medical decision-making. When clinicians and other medical specialists do not exchange basic and critical information regarding the patient’s conditions, this always negatively impact the patients care. Information sharing facilitates delivery of the correct healthcare services to patients in the right manner, setting and also time without confusions. They are able function very well under the following community care procedures.
· Continuity with a primary care professional 
· Collaborative planning of care and shared decision-making 
· Case management for people with complex needs 
· Collocated services or a single point of access 
· Transitional or intermediate care
· Comprehensive care along the entire pathway 
· Technology to support continuity and care coordination 
· Building workforce capacity 
Accessibility is also a key principle of care coordination. All information related to care should be accessible to stakeholders to ensure patients’ needs are correctly achieved by the right personnel. Accessibility ensures that accountability is established in the process of assessing a patient’s needs. This also prevents the health care system from being disjointed which may negatively impact the health care system. 
Individualization of care is also a fundamental principle. Individualization ensures that care is coordinated in a manner that suits the individual. Patient’s needs and preferences. This makes a patient respond quickly to medical care because of the great attention accorded to him/her. Individualization should be determined by the circumstances of the patient’s family and also strength and needs. Therefore, to achieve this, medical stakeholders should increase their capacity to care for the family through defining family needs instead of fast providing for family what only the system provides. Building on the strength of the family and also providing guidance to the families is vertical in ensuring good care coordination. The customs and culture of the family should be respected to make the process smooth (Henderson, 2012). 
Promotion remedies of system problems is also a key principle. Care coordination should focus on providing more solution than increasing problems. Identifying and tracking of systemic problems and barriers is the first step towards achieving this (Yang, 2014). After identifying systemic gaps, stakeholders should properly connect services across all their systems to ensure that fragmentation is reduced and resources from the family are prudently used for the care of the patient’s needs. Knowledge from past incidents and similar medical situations should be utilized in providing curative or therapeutic services. This ensures that the well-being of a patient and a family is achieved. The efficiency and effectiveness of the health-care system.
Aligning with the family in the process of its interaction with the larger community is key. This means that various stakeholders should work tirelessly to ensure that there is the inclusion of the victim in all the family are elevated to a larger community. If this process is well-coordinated, care coordination that is provided to a particular target group may positively impact the outcomes of providers, patients and even payers. Also, the system should be able to integrate all information that is important in carrying out the care by all the stakeholders. Therefore, if the system fails to coordinate its financial performance will negatively impact which will lead to poor care. However, policies must be there to allow a smooth flow of the coordination as follows:
1) Policies to pay for care coordination 
· CPT Codes for multi-disciplinary care coordination 
· Per member per month fees
· Medical homes
· Targeted case management 
· Meaningful use of electronic health records 
2) Policies supporting systematic communication
· Referral and feedback system 
· Interagency agreements
· Responsibilities of agency and provider staff
· Data-sharing agreement 
· Privacy policy across agencies this is done by making compliance with multiple privacy laws simple for providers and patients. 
3) Policies supporting and sustaining quality and measurement of cross-system coordination 
· Policies to incentivize quality improvement protocols and measures 
· Leveraging Medicaid managed care policies for quality improvement 
· Leveraging maintenance of certification part four requirements for physician practices 
· Automated measurement of care coordination between PCPS and other systems 
· Aligning with medical home policies 
The above policies affect the care coordination directly, so they must be followed for better care coordination within the medical facilities and clients and professionals (Kathy Ryan & Debby Allen, 2005). 
Transition is important in care coordination. In many cases, patient’s caregivers and families fail to coordinate during the points of transition. This may be caused by shifts in information flow and responsibility (Schultz, 2014). Transition is an important point that allows stakeholders to correctly make the process keep flowing without gaps. The poor transition may affect coordination as a result of the overlap of duties, repetition or even omitting some key duties through assuming that such a duty was done by another person. This communication breakdown can make the process less effective or even fail.
[bookmark: _GoBack]The intensity of care coordination is determined by the level of the patient’s care needs. The needs of a person determine the kind of care that should be applied. Therefore, the care coordinators should be strictly guided by the need of the patient’s, ensure consistency and also continuity in the patient’s care, coordinate with different agencies and provide support to patient’s self-management and the family. It is important to undertake early screening and identification to identify the problems early and provide possible remedies. This should be coupled with providing simple and clear information that patients can easily understand. When patients understand the process, it becomes easy for them to coordinate. Therefore, when coordination is effectively done, it improves the way patients receive care, it reduces the costs and also improves the health outcomes of the patients. 
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