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Good morning fellow nurses. My name is Ambree, I have been a nurse here alongside of you for over 5 years now. We are gathered here today to raise awareness on the importance of care coordination. This presentation will provide you with some background information on what care coordination is, the process, and who may be involved. I will also discuss what your role as a nurse is in the coordination and continuum of care for your patients. Lastly, I will discuss how ethics is also involved in care coordination. 
Care Coordination 
The definition of care coordination may differ from person to person. In the article by Scholz & Minaudo (2015) they defined care coordination as “the deliberate organization of patient care activities between the patient and two or more participants that are involved in the patient’s care to facilitate the appropriate delivery of health care services.” Care coordination consists of managing the exchange of information among the multidisciplinary team responsible for different aspects of the patient’s care, supporting healthy behaviors, and providing pertinent resources to help patients achieve their health goals. Care coordination ensures that the patients heath needs and preferences are being met and the right care is being provided at the right place, at the right time, and by the right person (Families USA, 2013)
Importance of Care Coordination
With the transformation of the healthcare, care coordination is now being implemented by health care systems all over the U.S. to improve patient health, their satisfaction, and control healthcare costs. The Agency for Healthcare Research and Quality (which I will refer to as AHRQ) (2018) shared that care coordination is identified by the Institute of Medicine as an important strategy that can potentially improve the effectiveness, safety, and efficiency of our health care system. The AHRQ also provided five reasons as to why care coordination is so important in health care. Quoting directly from the AHRQ (2018) document:
· “Health care systems are often disjointed, and the processes vary among and between primary care sites and specialty sites;
· Patients are unclear about why their primary care provider is refereeing them to a specialist, how to make the appointment, and what to do after seeing a specialist;
· Specialists do not consistently receive clear reasons for the patient’s referral or the appropriate information on the tests and test results that have already been done;
· Primary care physicians do not consistently receive information about what happened during the referral visit;
· Referral staff deal with a lot of different processes or lost information, which means that care is less efficient.”
Our health care system can be quite complex and complicated to navigate through especially for someone with chronic health conditions. This can deter patient them from continuing their care because they may have to follow up with a number of different providers and services. Care coordination helps align their appointment so they do not have to making multiple trips to and from different doctor. It also helps with transportation option, and providing excellent resources for the patient so they can successfully continue their care and meet their healthcare goals.
 In the article by Bean (2017) she noted that poor care coordination creates negative consequences for the patient and the healthcare providers. If no care coordination plan is in place, this can lead to medication errors, unnecessary testing, increased emergency room visits, and reoccurring hospitalizations, which can lead to poor quality of care, worse heath care outcomes, and unnecessary additional expenses for the patient.  In the article by Family USA (2013) it was reported that inadequate care coordination lead to an estimated $24-25 billion in additional expenses from complications and hospital readmissions that could have been avoided if proper care coordination was in place. 
Care Coordination Process
Fallowing a care coordination process makes sure all the steps to making a successful care coordination plan are implemented, which can dramatically improve outcomes for patients. The successful management of patient care requires care that is coordinated between providers, specialty services, the patient, and their caregiver. This can be accomplishing by implementing the nursing process that you use every day. The care coordination process consists of different steps such as:
· Assessment: This is the initial step to determine the patient’s health care needs, problems, priorities, and services, and to identify barriers (psychological, social, financial, and environmental) that may hinder their ability to adhere to the care coordination plan. 
· Goals and Outcomes: Once your initial assessment is complete, you have to determine what issues to address first and start creating goals based off of three distinct categories: prevention, transitions of acute care, and chronic care (Rushton, 2015).     
· Prevention- focuses on avoidance of disease, early recognition of disease, and deterrence of injury (Rushton, 2015).    
· Transitioning from acute care- focuses on risk factors related to adverse events, such as adverse drug events, insufficient follow-up, and hospital readmissions (Rushton, 2015).    
· Chronic care- focuses on utilizing self-management by individual patients with adequate support, providing tools and resources, and focusing research efforts on multiple morbidity readmissions (Rushton, 2015).    
· Interventions: During this phase, the collaboration of the multidisciplinary team considers interventions to address the health problem, goals, and needs of the patient. The interventions should be evidenced-based and/or best practice, and should consist of comprehensive needs of the patient (Rushton, 2015).     
· Assisting-This part of the intervention phase is important because you are helping the patient navigate through the complex network of providers and services. 
· Ensuring- In this part of the intervention phase you are making sure the patient’s health care records reflect the most up-to-date information, and is easily accessible to the multidisciplinary team and the patient. 
· Facilitating-In this part of the intervention phase you are providing appropriate and timely communication between the appropriate members of the multidisciplinary team, so the patient’s health care needs can be addressed.
· Evaluation and Following up: This is the final step where you are collecting the data, and analyzing it. You are looking for sufficient progress to be made towards their goals. You are checking in with the patient to ensure their health care needs are still being met, and to make sure no adjustments need to be made to the plan. You are also determining if the goals need to be modified, changed, or should the plan stay the same. 
Care coordination is more effective if patients are willing to improve their health. You should work closely with your patients and make sure they have the proper education and encouragement needed to reach their health care goals. When patients can adapt to their care plan, it makes it easier for the multidisciplinary team to improve the quality of care, lower healthcare costs, and increase patient satisfaction. 
Who is Part of a Care Coordination Team
As the care for some patient is more complex than others, the number of providers and services tends to increase as well. For example, care of an otherwise healthy patient with uncomplicated type II diabetes may be effectively managed by just their primary care physician. In contrast, care for a patient with congestive heart failure they may have a number of different providers and services to help manage their care. Care coordination is a multidisciplinary approach to managing patient care. In the article by NEJM Catalyst (2018) it implied that in order for health care systems to successfully coordinate care, they must have the proper infrastructure, resources, leadership, and culture to support coordinated efforts, communication, and collaboration among multidisciplinary teams. The multidisciplinary team caring for a patient may consist of: 
· Physicians
· Specialist (such as cardiologist, neurologist, urologist, pulmonologist, ect.)
· Nurses 
· Family caregivers
· Pharmacist 
· Laboratory technicians 
· Home healthcare aids/nurses
· Dietitians
· Physical, occupation, or respiratory therapist
· Social/case workers
· Support staff
· Along anyone else involved in the delivery of health care services.
As you can see there are a number of different disciplines that may be involved in managing the care of one patient. In order for care coordination to work successfully everyone involved needs to know their role in the patients care coordination plan, each discipline has their own knowledge, skill set, and services to helps the patient meet their health care goal. Using a multidisciplinary approach to manage the care of patients with chronic health conditions can improve health care delivery, patient outcomes, and their quality of life.
What is the Nurses Role in Care Coordination?
In order for care coordination to work successfully you need to know your role in the care coordination process when are trying to facilitate the appropriate delivery of healthcare services to your patients. As a nurse, you are a master in quality and safety measures, you know how to provide excellent resources to your patient, you are knowledgeable in working with chronically ill patients, you also have the ability to interpret protocols and apply them to specific patient conditions. Cropley and Sandrs (2013) shared that nurses have the ability to coordinate care, promoting quality, safety, and efficiency in patient care, resulting in improved health care outcomes that are consistent with nursing's holistic, patient-centered framework of care. 			In the article by Scholz and Minaudo (2015) they stated, “one of the most important roles of a nurse in care coordinators is to support the patient-physician relationship, so patients are more likely to adhere to the prescribed medication regimen, and thus help physicians achieve greater efficiencies in their medical care.” Your role in care coordination is also importance because it is not just coordinating care between providers, you are also reinforcing medical recommendations, help patients comply with their health care plan, and reach their health care goals. Here is a list of essential functions of a nurse in care coordinator quoting directly from the article by Scholz & Minaudo, (2015): 
· “To develop and maintain positive relationships with patient across the care continuum; 
· Provide comprehensive assessment and reassessments to determine what patient cannot provide for their own care;
· Conduct face-to-face and home visits and provide ongoing support via telephone, email, or video chat, ect.; 
· Train and educate patients and their families;
· Manage patient transitions among care settings;
· Co-create a health care plan and include the patients and their families when creating goals and targeted dates for completion;
· Assisting patients with coordinating services across the healthcare continuum, especially related to hospitalizations; 
· Initiating, maintaining, and leading communication between the multidisciplinary team, patients, and family. Use data to support and evaluate cost-effective, patient-centered, high quality services across the healthcare continuum of care.”
As a nurse, you are the ones who make coordination of care possible. As nurses, you already possess excellent communication skills, the ability to coordinate care, and the know how to provide support to your patient, as these are all essential skills you need effectively coordinate care. 
Involving Family
When it comes to coordination it is important to have the patient their family, guardian, or care giver involved. When patients have complex health care needs, family involvement can help optimize care. The multidisciplinary team can provide information and medical advice based on their scientific expertise in treatment and intervention options, along with potential outcomes. The patients, their family, or caregiver can offer personal knowledge on whether the different treatments and interventions fit the patient’s needs and preferences.  When information from both sides is brought together it makes it easier to select the right care options. In the article by Smith, Saunders, Stuckhardt, et al., (2013) they indicated that when patients involve family in the decision-making process, it has been associated with reduced pain and discomfort, faster recovery in physical health, and improvements in emotional health. Family should work with the patient and the care coordinator, so they can also be part of the decision-making process, and they can help reinforce decision regarding the patient’s care. It can also promote adherence to the care coordination plan set for the patient, and strengthens the social support for the patient.
Ethics in Health Care Coordination
	I will share provision of ethics that I feel are important for promoting ethical decision making when it comes to care coordination. As I read through the Code of Ethics for Nursing with Interpretive Statements I was looking for provision that I felt were relevant to care coordination. I will be quoting directly from the article Code of Ethics for Nursing with Interpretive Statements (2015):
“Provision 1
1.1 Respect for Human Dignity-Nurses consider the needs and respect the values of each patient;
1.2 Relationship with Patients- Nurses establish relationships built on trust, and provide services according the patient’s needs, setting aside any bias or prejudice;
Provision 2
2.1 Primacy of Patient’s Interest-Nurses provide patient with the opportunity to participate in planning and implementing care, when patient’s wishes are in conflict with others, nurse help resolve the conflict, the nurse commitment remains to the patient;
2.3 Collaboration- collaboration requires mutual trust, respect, transparency, shared decision-making, and open communication among all who share concerns and responsibility for health outcomes; nurse facilitate informed decision-making by assisting patients to secure information that is needed to make choices consistent with their values;  
Provision 3
3.1 Protection of the Rights of Privacy and Confidentiality-Nurses advocate for an environment that provide sufficient physical privacy, including privacy for discussion of personal nature, nurses safeguard the right to privacy.”
Care Coordination and the Affordable Care Act
The Affordable Care Act (I will refer to this as the ACA) is the comprehensive healthcare reform that was put into play during President Barack Obama presidency. The ACA consist of health-related provisions intended to extend health-insurance coverage to uninsured Americans, decrease healthcare costs, and focus on preventative health. The provisions below were taken directly from the Patient Protection and Affordable Care Act (2010):
· “Certain types of preventive care must be covered at no additional cost to the patient;
· Patients are free to choose any physician within the plan's network and may use an out-of-network emergency room without penalty;
· Annual and lifetime dollar limits on care are prohibited;
· Insurers may not cancel policies when policy holders become sick;
· Annual and lifetime dollar limits on care are prohibited;
· Insurers may not deny coverage to individuals for pre-existing conditions, and must offer the same premiums within the same age and geographical group regardless of gender and pre-existing conditions, except tobacco use.”
Many health care systems have already started developing care coordination programs in light of the ACA because it puts pressure on them to improve quality of care and to control spending. The ACA also provides models for care delivery that lead to better healthcare outcomes, improving patient experiences, and reducing health care costs. The ACA also focused on improve the quality of care patients are receiving, and encouraged care coordination across health care systems. As I discussed earlier, our health care systems are fragmented, and provide little management of transitions of care delivery. 
Care coordination has come a long way since the ACA was put into action. The ACA has helped promote greater coordination of care, and has created new team-based care strategies for improving health related services to individuals. Coordination, collaboration, and communication is crucial when it comes to expanding healthcare, improving health outcomes, and eliminate duplicated work, which will save time and money for both providers and patients, an enormously important element of the law.
Conclusion
In conclusion, many patients may experience fragmented and uncoordinated care, whether they are transitioning from one setting to another or between different clinicians. As the needs of the patients can be complex, focusing on coordination and communication across all of a patient's health care providers has become increasingly crucial (Smith, Saunders, Stuckhardt, et al., 2013). The goal of care coordination is to deliver seamless, high quality care instead of the fragmented and duplicative care. As we wrap up our day, I hope you are more comfortable now with the care coordination process, and understand how important you are in the care coordination. Thank you.

	




References
Agency for Healthcare Research and Quality. (2018). Care Coordination. Retrieved from	https://www.ahrq.gov/ncepcr/care/coordination.html				             Agency for Healthcare Research and Quality. (2014). Care Coordination Measures Atlas Update.	Retrieved from https://www.ahrq.gov/ncepcr/care/coordination/atlas/chapter2.html
American Nurses Association. (2015). Code of Ethics for Nursing with Interpretive Statements.	Retrieved from https://www.nursingworld.org/practice-policy/nursing	excellence/ethics/code-of-ethics-for-nurses/coe-view-only/
Bean, M. (2017). The importance of care coordination in a value-based world: Best practice	approaches from Spectrum Health. Retrieved from	https://www.beckershospitalreview.com/quality/the-importance-of-care-coordination-in	a-value-based-world-lessons-learned-by-spectrum-health.html
Cropley, S. & Sandrs, E. (2013). Care coordination and essential role of the nurse. Creative	Nursing, 19(4), 189-194. doi:10.1891/1078-4535.19.4.189
Families USA. (2013). The Promise of Care Coordination: Transforming Health Care Delivery.	Retrieved from https://familiesusa.org/resources/the-promise-of-care-coordination	transforming-health-care-delivery/
NEJM Catalyst. (2018). What Is Care Coordination? Retrieved from	https://catalyst.nejm.org/doi/full/10.1056/CAT.18.0291				          Rushton, S. (2015). The Population Care Coordination Process. Retrieved from	https://alliedhealth.ceconnection.com/files/ThePopulationCareCoordinationProcess	1440681712212.pdf
Scholz, J. & Minaudo, J., (2015) Registered Nurse Care Coordination: Creating a Preferred	Future for Older Adults with Multimorbidity OJIN: The Online Journal of Issues in	Nursing Vol. 20 No. 3. Manuscript 4. Retrieved from	http://ojin.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/O	IN/TableofContents/Vol-20-2015/No3-Sept-2015/Registered-Nurse-Care	Coordination.html
Smith M, Saunders R, Stuckhardt L, et al., editors. (2013). Best Care at Lower Cost: The Path to	Continuously Learning Health Care in America. Retrieved from	https://www.ncbi.nlm.nih.gov/books/NBK207234/						       The Patient Protection and Affordable Care Act. (2010). An Act. Retrieved from	https://www.govinfo.gov/content/pkg/PLAW-111publ148/pdf/PLAW-111publ148.pdf




