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Care Coordination Project Plan for End of Life Care Patients
Slide #1: Introduction
· Care coordination is described as an intentional organization of patient care activities that are aimed at improving and achieving safe and effective care. 
· The goal of care coordination is to enhance patient healthcare outcomes by making sure that care from various healthcare providers and specialists is not received in isolation. 
· End-of-life care involves a variety of practices that are intended to improve end-of-life patients' quality of life, provide them with comfort and ensures their physical, emotional and spiritual needs are met as they near their death. 
Speaker Notes. 
Care coordination refers to the process of organizing patient care activities to facilitate appropriate, effective and efficient delivery of healthcare services. End-of-life care requires care from multiple healthcare providers and specialists. Care coordination ensures that these patient practices are appropriately, effectively and efficiently delivered to achieve intended outcomes. 
Slide #2: Purpose
· Care coordination means that patient health needs and preferences are known in advance and communicated to the right people and at the right time to provide safe, quality, and effective care to these patients (Sewell, 2020). 
· The purpose of this presentation is to develop a care coordination plan that will facilitate the appropriate and efficient delivery of healthcare services for end-of-care patients. 
Speaker Notes
Care coordination can be described as the deliberate arrangement of patient care activities and the effective sharing of information with the team responsible for the care to achieve safe and effective care. Care coordination causes delivery of care from multiple specialists and providers. 
Slide #3: End-of-Life Care
· End-of-life care refers to health care provided to people who are at their last days, weeks, months, or years of their life. 
· Individuals are often at their end of life due to either the normal aging process, terminal illness, or unfortunate events such as accidents. End-of-life patients often need care in the following areas; physical comfort, emotional needs, practical tasks, and spiritual issues. 
· End-of-life care entails a range of potential decisions such as palliative care, hospice care, choice of medical intervention, and patient's right to make a choice regarding participation in clinical trials and the type of care they receive (Sewell, 2020). 
Speaker Notes
Death is a natural process; everyone will die at some point. While others will die due to natural processes such as old age, others' death will be a result of not-so-natural processes such as terminal illness and accidents. End-of-life care is provided to those people nearing their death. It involves providing them with health care services, comfort, and support they need as they approach their death. End of life involves various decisions,including palliative care, hospice care, choice of medical intervention, and patient's right to make a choice regarding participation in clinical trials and type of care they receive.
Slide #4: End-of-Life Care Coordination Plan
Enhancing end-of-life care is an essential priority. End-of-life patients often spend their last moments at home being care for by their caregivers or family members, in palliative care facilities, or as hospital outpatients. End-of-life patients' access to well-coordinated care is critical to addressing their healthcare needs and enhancing their quality of life. The proposed changes to improve care coordination for end-of-life patients are;
· Communicating patients' test results and care plans to them or their caregivers and families. 
· Linking end-of-life patients with community resources to assisting in referrals and addressing their social service needs.
· Incorporate specialty care and behavioral health into the care delivery through referral agreements and colocation.
· Tracking and supporting end-of-life patients when they do not access palliative care outside the practice.
Speakers Notes
Improving end of care is an important health priority as most people often spend their end of life moments at home being cared for by family and friends or volunteers' social workers. It is critical to improving the quality of end of life to address patient needs and preferences. The main aim of this care coordination project is to improve healthcare delivery for end-of-life patients. This can be achieved by effective communication of patient test results, linking the end of life patients with community resources to assisting in referrals and addressing their social service needs, integrating specialty care and behavioral health into the care delivery through referral agreements and colocation and tracking and supporting the end of life patients when they do not access palliative care outside the practice.
Slide #5: Goals of End-of-life Care
Everyone will die at some point. Death is the natural process of life. The aims of end of life care are to;
· Help those approaching their end of life to live as comfortably as possible.
· Help patients that are at their end of life to die with dignity. 
· Prevent or relieve suffering (Ferguson, 2018)
· Improve the dying person's quality of life
Speaker Notes
Death is inevitable, especially when one has a terminal illness. Although there has been a significant technological and medical improvement over the years, treatment for some diseases has not been found or developed. When a patient is facing these illnesses, and is important to provide them with effective care as they near their end of life. The purpose of end of life care is to help those approaching their end of life to live as comfortable as possible, help patients that are in their end of life to die with dignity, prevent or relieve suffering and improve the dying person's quality of life
Slide #6: Resource Needs for End of Life Patients
a) Community healthcare facilities
b) Library
c) Education centers
d) Social support and counseling groups
e) Legal facilities
Speaker Notes
The resource needs for end-of-life care patients include community healthcare facilities where they receive healthcare service, libraries where they receive information, legal facilities where they could get advance directives, and social support and counseling groups. 
Slide #7: Interagency Coordinated Care for End-of-Life Care Patients
End-of-life care patients often have complex health needs that require comprehensive medical and social support from various healthcare providers, caregivers, and professionals. Provision of comprehensive care requires coordination from a team made up of various professionals (Nedjat-Haiem et al., 2017). 
The vision for an interagency coordinated care for end of life care patients is to;
· Create a sense of community and society ownership to support end-of-life patients and addressing their needs. 
· Enhancing information sharing between the interagency or interprofessional team.
· Improving communication and allowing for greater efficiency of resources. 
· Improving end-of-life patient's quality of life. 
Speaker Notes
Appropriate and effective provision of healthcare care to end-of-life patients requires collaboration from various providers and specialists. The vision of an interagency care coordination for end-of-life care includes improving the patient's quality of life, create a sense of community and society ownership for support end of life patients and addressing their needs, and enhancing information sharing between interagency or interprofessional team.
Slide # 8: Best Practices to Affect Ethical Practice Positive Health Outcomes
End-of-life care centers on provider empathy and strong interpersonal skills. To achieve positive health outcomes in palliative care, it is critical to apply best practices. These best practices include;
· Integration of end of life care into the standard of care treatment approaches.
· Performing a prognosis at the first visit for patients with terminal illnesses. 
· Discussion advance directives
· Ensuring an effective flow of information. 
· Developing coping strategies and care goals
Speaker Notes
End-of-life care patients' needs are complex; it is critical for healthcare providers to apply best practices to achieve the best outcomes. Discussion on advance directives ensures that the patient's wishes are known even when he or she is unable to make an independent decision, conducing a prognosis in the first visit ensures an appropriate care plan is designed to provide end of care patient with appropriate and effective care (Khandelwal et al., 2017). 


Slide # 9: Project Milestones and Outcome Measures
The purpose of the care coordination plan is to facilitate appropriate and efficient delivery of end-of-life care with the aim of improving the quality of care provided to these populations. The project milestone is improving the efficiency of end-of-life care. The outcome measures include;
· Information needs
· Family anxiety
· Patient depression
· Depression among family and friends
Speaker Notes
Care coordination ensures that patient needs and preferences are known and addressed on time. The milestones of the care coordination plan are to improve efficiency in end-of-life care. The outcome measures for the project include the quality of care provided and monitoring patient health. 
Slide #10: Ways in Which Care Coordinator Leader Supports
Care coordination is recommended as the effective way of streamlining care for populations such as the end of life patients. Care coordination plays a crucial role in identifying patient needs and preferences. Working closely as an interagency team helps ensure the patient population receives high standards of care (Hoerger et al., 2018). Care coordinator leader supports by;
· Ensuring delivery of end-of-life care is done to the highest standards. 
· Ensure care and support is provided to end of life patient in a timely way. 
· Organizing the interagency team, taking into consideration the patient's changing needs and preferences.
· Monitor care practice
Speaker Notes
Care coordination plays a crucial role in identifying patient needs and preferences. Working closely as an interagency team helps ensure the patient population receives high standards of care. A care coordinator leader plays various roles, including monitoring care practice, ensuring delivery of end-of-life care is done effectively and organizing an interagency team. 
Slide #11: Groups and Organization's Participating in Caring for End of Life Patients
· Social Workers
· Psychologists
· Counselors
· Family members
· Caregivers
· Nurses
· Palliative care organizations
Speaker Notes
Provision of end of life care to patients requires various health providers and specialists. This includes caregivers, counselors, nurses, social workers, palliative care organizations, and family members. 
Slide #12: Conclusion
· End-of-life patients have complex health care needs. A care coordination plan ensures that patient care activities are organized to meet patient needs and preferences. 
· Care coordination plan for the end-of-life care patients facilitates the appropriate, effective, and efficient delivery of palliative care services to these patients. 
· Care coordination improves the quality of end of life and enables them to die with dignity.
Speaker Notes
End-of-life patients have complex health care needs. A care coordination plan ensures that patient care activities are organized to meet patient needs and preferences. Care coordination plan for the end-of-life care patients facilitates the appropriate, effective, and efficient delivery of palliative care services to these patients.
Slide #13: References
Ferguson, R. (2018). Care coordination at end of life: the nurse's role. Nursing2020, 48(2), 11-13.
Hoerger, M., Greer, J. A., Jackson, V. A., Park, E. R., Pirl, W. F., El-Jawahri, A., ... &Temel, J. S. (2018). Defining the elements of early palliative care that are associated with patient-reported outcomes and the delivery of end-of-life care. Journal of Clinical Oncology, 36(11), 1096.
Khandelwal, N., Curtis, J. R., Freedman, V. A., Kasper, J. D., Gozalo, P., Engelberg, R. A., &Teno, J. M. (2017). How often is end-of-life care in the United States inconsistent with patients' goals of care?. Journal of palliative medicine, 20(12), 1400-1404.
Nedjat-Haiem, F. R., Carrion, I. V., Gonzalez, K., Ell, K., Thompson, B., & Mishra, S. I. (2017). Exploring health care providers' views about initiating end-of-life care communication. American Journal of Hospice and Palliative Medicine®, 34(4), 308-317.
Sewell, S. (2020). Care Coordination plan.
