Instructions
Complete an interactive simulation in which you will make decisions about a patient's end-of-life care. Then, develop a transitional care plan of 4–5 pages for the patient.

By successfully completing this assessment, you will demonstrate your proficiency in the following course competencies and assessment criteria:
· Competency 2: Explain the effect of societal, economic, and interprofessional factors on patient outcomes and the care coordinator's role. 
. Explain the importance of effective communications with other health care and community services agencies.
. Identify barriers to the transfer of accurate patient information from the sending organization to the patient destination.
· Competency 3: Evaluate care coordination plans and outcomes according to performance measures and professional standards. 
. Explain the importance of each key element of a transitional care plan.
· Competency 4: Develop collaborative interventions that address the needs of diverse populations and varied settings. 
. Provide the key plan elements and information needed to ensure safe, high-quality transitional care and improved patient outcomes.
. Develop a strategy for ensuring that the destination care provider has an accurate understanding of continued care.
· Competency 5: Communicate effectively with diverse audiences, in an appropriate form and style, consistent with applicable organizational, professional, and scholarly standards. 
. Write clearly and concisely, using correct grammar and mechanics.    
. Support main points, claims, and conclusions with credible evidence, correctly formatting citations and references using APA style.


Supporting Evidence
Cite 3–5 sources of scholarly or professional evidence to support your plan.
Developing the Transitional Care Plan
The requirements outlined below correspond to the grading criteria in the scoring guide. Be sure that your transitional care plan addresses each point, at a minimum. Read the Transitional Care Plan Scoring Guide to better understand how each criterion will be assessed.
· Provide the key plan elements and information needed to ensure safe, high-quality transitional care and improved patient outcomes. 
. Include elements such as emergency and advance directive information, medication reconciliation, plan of care, and available community and health care resources.
· Explain the importance of each key element of a transitional care plan. 
. Identify potential effects of incomplete or inaccurate information on patient outcomes and the quality of care.
. Cite credible evidence to support your assessment of each element’s importance.
· Explain the importance of effective communications with other health care and community services agencies. 
. Identify potential effects of ineffective communications on patient outcomes and the quality of care during the transition.
· Identify barriers to the transfer of accurate patient information from the sending organization to the patient destination. 
. Consider barriers (actual or potential) inherent in such care settings as long-term care, subacute care, home care services, and home care with support, family involvement, et cetera.
. Identify at least three barriers (actual or potential).
· Develop a strategy for ensuring that the destination care provider has an accurate understanding of continued care. 
. Consider the patient medication list, plan of care, or other aspects of the follow-up plan or discharge instructions.
. Cite credible evidence to support your strategy.
· Write clearly and concisely, using correct grammar and mechanics. 
. Express your main points and conclusions coherently.
. Proofread your writing to minimize errors that could distract readers and make it difficult to focus on the substance of your plan.
· Support main points, claims, and conclusions with credible evidence, correctly formatting citations and references using APA style.
Portfolio Prompt: You may choose to save your transitional care plan to your ePortfolio.


