Care Coordination
Care coordination involves scheduling patient care activities and exchanging information among all people involved in a patient's care to achieve safer and more efficient treatment. Care coordination's primary purpose is to meet patients' requirements and preferences while having maximum, elevated health care (Friedman et al., 2016). This means that the patient's wishes and needs are understood and bore to the relevant individuals at the best time and that this input is used to guide the administration of safe, suitable, and appropriate care. Health, the experience of care, and economic outcomes can all be significantly enhanced when patients, their families, other caregivers, and the general public are complete, active partners in care(Friedman et al., 2016).
The Institute of Medicine has highlighted care coordination as a critical method for improving the American healthcare system's effectiveness, safety, and efficiency. Reduced hospital admissions, excellent chronic disease management quality, higher patient satisfaction, and greater access to professional care are all positive outcomes of care coordination for both quality and cost(Friedman et al., 2016). However, there are three levels of barriers to care coordination that have occurred: Organizational/system, e.g., increased caseload when dealing with time-consuming patients and data and case management challenges, interpersonal, e.g., coordinators working offsite have less face-to-face contact, limiting their better relationships and effective communication, and individual, e.g., the emotional labor of getting both patients and providers to participate actively and maintaining appropriate boundaries with patients(Friedman et al., 2016).
There are instances where care coordination is invaluable to the patient's wellbeing. An excellent scenario is that a 70-year-old patient with congestive heart failure, diabetes, and memory issues would have perished to a treatable disease if care coordination had not been initiated. During a recent lunch delivery, a member of the hospital program's staff saw that he appeared to be quite unwell. The patient was transported to the emergency department, where he was diagnosed with a congestive heart failure exacerbation and hospitalized. Because of his amnesia, the physician was able to see that the patient had missed a prescription dose. By contacting his primary care physicians at different clinics, the admitting physician could obtain his medical history and a list of drugs.  This demonstrated adequate care coordination from all his primary health caregivers.
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