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End-of-Life Care Coordination Plan
Introduction
	Care coordination is described as the deliberate organization of patient care activities and information sharing between participants involved in patient care with the intention of facilitating appropriate delivery of safer and effective care. Care coordination means that information about patient needs and preferences is known and shared with the right people to guide safe and effective healthcare delivery (Kuo et al., 2018). There are various ways of achieving care coordination which including specific care coordination activities and broad approaches (Weaver et al., 201). End-of-life care involves the care, support and treatment of people nearing their last weeks, months or years of life. End-of-life care aims at helping patients live comfortably as they near their end-of-life. It involves providing patients with comfort and address their physical, emotional and spiritual needs. End-of-life care coordination ensures that end-of-life patients receive safe, appropriate and efficient care.
	Medical and technological advancements over the past couple of decades have enabled various healthcare conditions and prolonging life. These advancements, however, have not succeeded in curing some terminal illnesses such as cancer or addressing death. End-of-life care provides comfort care to patients nearing death. Comfort care is an important part of end-of-life care (Ruiz et al., 2017). It helps relieve pain and suffering for dying patients as well as improve their quality of life. It enables patients to die with dignity. This care coordination plan seeks to make changes that improve the safety and quality of end-of-life care. 
Vision of Interagency Coordinated Care for a Population
	End-of-life patients have complex health care needs that can be addressed by multiple healthcare providers and specialists. These healthcare providers and specialists ought to collaborate to provide appropriate, safe, quality, and effective healthcare. Interagency coordinated care enhances end-of-life care by reducing service gaps and improving access to care services (Ferguson, 2018). A vision of interagency coordinated care is to improve patient's quality of life and address their physical, spiritual and emotional needs allowing them to die with dignity and at peace. 
Care Coordination Resource Needs of End-of-life Care Patients
	End-of-life patients have complex health care needs that require various resources to appropriately address and achieve their intended purpose. The resource needs for end-of-life patients include critical care facilities, hospice facilities, community health care centers, educational centers, libraries, personnel and counseling groups. These resources support patients and the healthcare team with the necessary care to provide safe and quality care.
Best-Practices to Affect Ethical Practice and Support Positive Health Outcomes in the delivery of Culturally Competent and Safe Care
	The healthcare that an end-of-life patient receives during his or her last weeks, months and years of their life can help enhance their quality of life, minimize grief and distress associated with their death for their family and loved ones. The application of best practices ensures that patients receive the best possible care that can contribute to positive health outcomes (Voumard et al., 2018). These best practices include healthcare professionals performing during a patient's first visit, providing improved hospice services, ensuring effective information sharing between patients and the healthcare team responsible for their care, and ensuring patients have advanced directives. Studies show that the application of best practices improves the quality of life and health outcomes for end-of-life patients (Hoerger et al., 2018). The benefits of the application of end-of-life care best practices extend to caregivers, family and loved ones. 
Project Milestones and Outcome Measures
	This care coordination plan is intended to facilitate the delivery of appropriate, safe, quality and efficient end-of-life care. The project outcome is enhancing the efficiency of this care. Outcome measures for determination of the desired outcomes include patient health outcomes, caregiver or family outcomes and condition-specific. The patient's health will be measured to determine its effectiveness. 
Ways in Which Care Coordinator Leaders Supports Collaboration in Care Coordination Process
	The complex nature of end-of-life patients' healthcare needs, their care is provided by various healthcare providers and specialists. A care coordinator leader plays a significant role in improving cooperation and collaboration between these healthcare professionals to achieve the desired outcomes. A care coordinator works closely with the interagency team and other stakeholders involved in end-of-life care to ensures patients receive a high standard of care (Weaver et al., 2018). A care coordinator supports this collaboration by monitoring care practice, organizing the stakeholder and the interagency team while taking patient's changing needs and preferences into consideration, ensuring patient healthcare needs are addressed in a timely manner and ensuring the end-of-life care provided is of the highest standards.
Groups and Organizations the Must Participate in Caring for the End of Life Patients
	End-of-life care does not only involve patients, their caregivers, family and nurses. It involves a wide range of professionals, groups and organizations. This includes counselors, community health nurses, hospice nurses, social workers, psychologists, counseling groups, chaplains, and palliative care organizations. 

Conclusion
	End-of-life care coordination ensures patients receive appropriate, safe and quality care. It ensures that patient needs and preferences are known in advance and are communicated to the right people at the right time to inform care. This end-of-life care coordination plan ensures that patients receive appropriate, safe and efficient care that will be critical to achieving improved patient health outcomes. 
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