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Cost Savings Analysis
	The benefits of care coordination across all healthcare settings have been a central focus of health care payment and delivery system reforms.  Better care coordination may be a remedy for a fragmented health system and will result in improved health outcomes, superior patient experiences, and lower costs.  Overall, care coordination means fewer unnecessary services, more comprehensive care, and, ultimately, better health.
Ways Care Coordination Generate Savings
The existing evidence suggests that care today in the U.S. is largely uncoordinated even though evidence also suggests that quality improvement strategies within care can improve performance (Bates, 2015, p. 11).  Care coordination tools reduce the likelihood that patients will slip through the cracks in the health care system.  Some researchers have estimated that inadequate care coordination resulted in $25-40 billion in wasteful spending in 2017 due to complications and hospital readmissions that could have been avoided (FamiliesUSA, 2018).  There are several ways that care coordination save money and are often tied with nursing informatics.  Providing patients is a medical home with access to electronic medical records is the biggest advance in healthcare to save time and money.  Medical homes represent an important effort to try to better manage and coordinate care for populations.  It provides a way for prescriptions to be submitted and medication to be reconciled from one provider to another, track labs and other test results, promote communication between all healthcare settings, and lastly, medicating care plans and managing referrals promptly.  Most researched proved that being able to communicate between all healthcare setting, but the biggest time saving and cost saving tool.  A survey published in Health Affairs found the primary care physician (PCP) was not informed of the care their patients received in 30% of adult emergency department (ED) visits. This lack of medical information leads to negative health outcomes, poor quality of care, increased readmissions and higher medical costs (James, 2013).   The quicker healthcare professionals are able to solve an issue whether it be medication, referrals, or new symptoms the likelihood they would stay out of the emergency room setting.
Promoting Healthy Outcomes
Care coordination involves deliberately organizing patient care activities and sharing data among all of the participants involved with a patient's care to attain safer and more practical care. This means that the patient's desires and preferences are known ahead of time and communicated at the proper time to the right individuals, and that this data is used to supply safe, acceptable, and effective care to the patient. The main goal of care coordination is to satisfy patients' desires and preferences within the delivery of high-quality, high-value health care.  Continuity of care among providers enables better health outcomes, resulting in lower patient mortality rates.
Cost Savings by Care Coordination
	There are many opportunity in care coordination to save cost in healthcare.  A one-in-five patients that is discharged from the hospital is readmitted within 30 days.  Many of these readmissions result from preventable complications and mismanagement (Cerrato, 2013).
A nurse navigator program instituted in the hospital has shown to be cost saving within a healthcare organization.  The navigators will coordinate health care for the patients. They scheduled appointments with primary care physicians, provided reminders, accompanied patients to physician visits and followed up to ensure compliance with the prescribed treatment. The average cost reduction seen was $153 per patient per month.  Over the intervening six-month period, research proved that the use of emergency rooms dropped 22 percent among patients in the study, and the number of times they were treated and admitted to hospitals dropped 48 percent (Srinivasan, 2017).  Also, incorporating a cloud-based electronic medical record (EMR) will enable secure, real-time communication between team members across the continuum both inside and outside healthcare systems and networks. Improved communications are already improving patient care and lowering costs while reducing preventable hospitalizations.  Research shows that where it is in place care efficiencies were substantially improved and timely interventions for high risk patients were delivered in order to reduce and divert ER visits. During a 1 year period, $4.2 million in savings were achieved by ER diversions alone using EMR. In addition, 267 readmissions were prevented and the average length of stay in the hospital for those admitted was reduced (Winkenwerder, 2017). Reducing waste is also another cost saving elements that can be incorporated by the case management team and the entire health care organization.   Waste can include spending on services that lack evidence of producing higher health outcomes compared to less-expensive alternatives; inefficiencies within the provision of health care product and services; and costs incurred whereas treating avertible medical injuries, like preventable infections in hospitals. Over-treatment is a cause of preventable harm and waste in health care (Lyu et al., 2017).  Providing care coordinators to work closely with physicians and help prevent duplication in services and testing hopefully increasing the waste due to unnecessary services by 25 percent.  Policy proposals such as developing national goals for quality improvement and implementing a system of quality measurement, quality reporting, and evidence-based clinical decision-making with care coordination could improve the market for  health care and thereby generate incentives for better efficiency and care.



Transitional Care Model
The Transitional Care Model is an evidence-based model designed to prevent health complications and re-hospitalizations of chronically ill, elderly hospital patients by providing them with comprehensive discharge planning and home follow-up, coordinated by a master’s level “Transitional Care Nurse” who is trained in the care of people with chronic conditions (Bettger, 2018, p. 159).   Research suggests on average 30-50% reduction in re-hospitalizations, and net savings in health care expenditures of approximately $4,500 per patient, within 5-12 months after patient discharge (Social Programs that Work, 2018).  There are several factors contributory to gaps in care throughout critical transitions and coordination of care. The transitional care model addresses them to improve care and enhance quality.  This model provides an increase in communication between healthcare professionals, ensures follow up visit and made and kept, increases in patient and family education, provides a single point person to ensure continuity of care is achieved, and provides holistic culture and language competent care.  The large gaps in care that exist for patients and their caregivers throughout crucial transitions will result in adverse events, unmet wants, low satisfaction with care, and high re-hospitalization rates.  Incorporating the transitional care model is proven beneficial for patients, family and the health care system by providing services that promote needs, preferences, and goals.  This in turn will show gain the cost saving within the healthcare organization.
Conclusion
Care coordination was valued by both providers and patients and improved efficiency of care delivery while likely saving costs and resources.  There will always be a myriad of providers across the care continuum, creating challenges for real-time communications, updates and clinical care.    Integrating care coordination is proved and essential to reduce cost in the hospital setting.  
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