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Hospital Discharge Planning
Marta’s trip to the trauma care center became intimidating both to the patient and the family. Both the senior care coordinator and the family focus on Marta’s smooth recovery and treatment. The family might not take the right precautions when the patient leaves the hospital. However, the transition’s handling is critical to Marta’s health and wellness. Marta could get discharged to a nursing home, trauma center, or a home. Studies revealed that improved hospital discharge plans could improve patients’ outcomes such as in Marta’s case as she transitions to the next care level. Marta, the family, and the senior care coordinator each got roles to play to sustain the patient’s health status post-discharge. Although Marta’s post-discharge care plan is fundamental to her plan overall, inconsistencies and the absence of a quality discharge plan might hamper the patient’s quick recovery.   
HIT Role in Patient-Centered Care
Reduced readmission and improved patient outcomes require hospitals to give more attention to post-acute care. According to Wolfe et al. (2018), communication with patients after discharge remains a challenge forcing healthcare facilities to innovate infrastructure that would facilitate communication to improve the patient’s care. The need for data exchange between the patient and hospital facilities and post-acute care institutions requires communication solutions that only health information technology might address. The success and effectiveness of communication directly affect the patient’s healthcare quality outcomes.
HIT Elements
The research proposed short term measures that conglomerate into long term solutions. The goal is to facilitate the right information rightly wherever needed wherever. Health Information Technology (HIT) elements that could help include payment models, patient engagement, innovative encounter models, and data exchange and harmonization. Patient engagement focuses on dialogue among healthcare stakeholders and the patient. The stakeholders include healthcare plans and healthcare providers. The data exchange and harmonization reflects on the person receiving information and how they use it, for instance, the pharmacist uses the patient information to propose a suitable drug prescription that could help in the post-discharge. The medics back in the nursing home would use the information about the patient to propose to the patient caregivers to administer certain improvements. 
Preventing Patient Readmission within 48 hours
Healthcare Information Technology could effectively reduce hospital readmission within 48-hours after discharge. HIT can assure the patient of a supportive role to the family and home caregivers who jointly monitor the patient’s stability. According to Haddad et al., (2019), HIT’s supportive role in reducing hospital readmission starts with the patient’s willingness to participate in self-care management. Corporative patients with the right amount of resources, capability, acuity, and motivation could take advantage of HIT’s features and tools to improve their conditions. HIT tools offer patients important documents, educative notes related to medication adherence, and non-urgent messages fundamental to their treatment. The HIT tools given to patients might also help their family members and caregivers monitor their movements and stability. Even though the HIT tools do not efficiently work for all, it provides engagement grounds and those patients who prioritize it can reduce their readmission rates to zero within 48 hours of discharge.
Coordinated Patient Care
Caregivers and care coordinators can aid patients to know how to identify authoritative and accurate resources that relate to their medical conditions. According to Wolfe et al., (2018) patients without direct internet access might take advantage of subscription-based libraries. The caregivers and family members could teach the patient about traversing the patient portal from the hospital’s website for critical information such as prescription management, scheduling, and lab result retrieval. The caregivers must also train the patient on interpreting the lab results. The patient must learn also to traverse the hospital website remotely and comment about how they feel and facility satisfaction.
Data Reporting to Client Behavior
Data reporting is vital to patient care outcomes. Providers could source patient data from various healthcare institutions to identify possible patterns, similarities, and align resources to maintain quality healthcare outcomes. Suryanto et al. (2017) proposed that data reporting about a patient’s behavior impact the care coordination and the health outcome. The reported data lets the medical institution understand the challenges associated with the patient’s disease, symptoms, and risk factors. Healthcare givers then formulate solutions that augur with the patient’s safety and quality outcome. The Affordable Care Act supports patient-centered primary care implemented in interdisciplinary methods.
Coordinated care is vital to the care continuum and patient care outcome. Coordinated care allows medics to spot gaps between healthcare providers, patients, and the medical institution. Inadequate patient information often impedes coordinated healthcare and the provision of quality healthcare to the patient promptly. Haddad et al., (2019) explained that uncoordinated healthcare often raises the cost of healthcare and could risk the patient’s scenario. A team-based and coordinated healthcare plan results in a quality approach to specific issues and effective communication which raises the patient outcome. Healthcare professionals’ regular training, skills, and education gears toward improved patient outcomes and safety. Multidisciplinary and inter-professional training programs induce positive behavior change. Data and information technology offer tools that can raise patient health outcomes. 
Medical data processing enables medics to eradicate errors in healthcare service delivery. Reducing errors starts at the data collection sources, for instance, computerized data collection ensures accurate data entry. Suryanto et al. (2017) opined that computerized data processing facilitates accurate report output with little to no errors. Automated features like notification signals provide patients and medics with timely feedback about the patient. The result of the patient’s data processing can help medics provide efficient and safe medication. Other possible errors in data collection might happen through the healthcare standards and data collection procedures used. The technology must accommodate as many variables about patients’ medical issues.
Client Records to Improve Patient Outcomes
Access to accurate and comprehensive information and data about patients enables medics to provide quality medical care. Electronic health records for instance shown improved disease diagnosis and prevent medical errors. According to Wolfe et al. (2018) client health information and data guide medical practitioners to improve their medical outcomes and perform an accurate diagnosis. The accurate data is helpful to all stakeholders serving the patient including outpatient facilities offering drug prescriptions. The patient data can be electronically shared among various stakeholders who strive to ensure healthcare continuity, safety, and quality. Electronic health records also help multi-agencies doing background studies about a condition to understand its impact on patients from one locality versus other localities. Medics use patient information to coordinate effective treatment and communication plans especially when a patient is under chronic illness. Electronically sourced patient data provides accurate data that medics could prepare treatment plans for use among other patients with the same problems.
Electronic health records accurately sourced from patients come with several benefits. For instance, it is easier to access the patient information in a well-organized environment, then sharing it across different departments in the health facility. The patient information also can get shared with other healthcare provides who perform additional diagnostic procedures excluding the ones already performed on the patient. Reduced medical errors from informed and clean sheets of records are possible because the records are untampered from the source. Electronically sourced records also facilitate easier communication between patients and medical institutions, thus increasing productivity. Storing the data on the cloud makes them accessible in any scenario and condition, unlike manual and physical records that become inaccessible during a disaster like fire and flood. The electronic storage reduces paperwork in medical institutions, letting the medics focus on care improvement and quality outcomes.
Coordinated care is vital to the care continuum and patient care outcome. Coordinated care allows medics to spot gaps between healthcare providers, patients, and the medical institution. Inadequate patient information often impedes coordinated healthcare and the provision of quality healthcare to the patient promptly. Haddad et al. (2019) stated that uncoordinated healthcare often raises the cost of healthcare and could risk the patient’s scenario. A team-based and coordinated healthcare plan results in a quality approach to specific issues and effective communication which raises the patient outcome. Healthcare professionals’ regular training, skills, and education gears toward improved patient outcomes and safety. Multidisciplinary and inter-professional training programs induce positive behavior change. Data and information technology offer tools that can raise patient health outcomes. 
Healthcare facilities in the US already find HIT fundamental to their operations. The institutions also liaise with partners globally to internationalize healthcare information technology. The process is costly to implement and operationalize but the safety, accuracy, and quality of healthcare-associated with makes the process worthwhile. Most healthcare facilities previously adamant to change from manual to electronic record-keeping now find it indispensable to keep electronic records. Electronic health records let patients get treated based on their medical history and accurate diagnosis information regardless of the institution. Making the records available to other institutions makes it easier to treat and continue the medication for the patient even at other facilities. 
Conclusion
[bookmark: _GoBack]In sum, the research combines interdisciplinary approaches that could help treat patients after discharge. The case of Marta creates an opportunity for the senior coordinator to identify a customized healthcare solution that addresses the exact issues the patient would face after discharge. A multidisciplinary team would work together aiding the patient to reduce the chances of readmission within 48 hours. The report also proposed training manuals that caregivers and medics could use to help the patient understand the process and ask for help whenever necessary. Marta underwent a holistic treatment plan that starts with diagnosis, prescription, treatment, discharge, and post-discharge. Healthcare Information Technology proved essential in keeping detailed information about patients’ right from admission, previous medical treatment, and prescriptions. Sharing such information across other medical institutions and departments makes it easy to admit and treat the patients from informed records. HIT tools offer patients important documents, educative notes related to medication adherence, and non-urgent messages fundamental to their treatment. The HIT tools given to patients might also help their family members and caregivers monitor their movements and stability. Even though the HIT tools do not efficiently work for all, it provides engagement grounds and those patients who prioritize it can reduce their readmission rates to zero within 48 hours of discharge.
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