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	Transitional care involves the coordination of care when a patient moves from one healthcare setting to another or home. The coordination plan involves a team of practitioners and caregivers to cater to the patients' changing needs. Many healthcare organizations are keen when managing transitional care to prevent readmission and minimize waste of resources. Therefore, certain key elements are considered to ensure transitional care meets the needs of patients, especially those in critical conditions. 
Key Elements of Transitional Care and their Importance 
	The key elements of transitional care include; patient engagement and education; caregiver engagement and education; medication management; care continuity and accountability; and patient and caregiver wellbeing (Naylor et al., 2017). These approaches are key in ensuring the patient has all resources required to promote quality health care even during end-of-life care. 
	According to Naylor et al. (2017), patient engagement begins by identifying the needs and perspectives of a patient regarding her health. This approach will help to determine the best way to engage the patient. Also, a health practitioner should find out the patient’s capabilities as these may affect self-care interventions. Besides, patient engagement also involves finding out whether the patient is in the right state to make decisions that will affect health (Naylor et al., 2017). The importance of patient engagement is that it helps to promote treatment adherence and supports patient-centered care. Additionally, patient education entails informing the patient about her current state and recommending solutions for the best outcome. This approach is crucial in promoting better decision-making as the patient will consider options that will provide the best results. For instance, educating Mrs. Synder about the hospice option as a form of transitional care enabled her to decide on the best facility even though she was reluctant in the beginning. 
	Caregiver engagement entails discussing with caregivers about patients’ outcomes that are more important. Healthcare practitioners also involve caregivers in decision making and encouraging shared responsibilities regarding the care of the patient (Naylor et al., 2017). This approach is crucial because it promotes accountability and adherence to treatment. Additionally, caregiver education is also crucial and involves providing caregivers with essential knowledge, such as how to access community programs that will be beneficial for the patient. This approach helps to make better decisions that will promote the wellbeing of the patient. 
	Medication management is a crucial element of transitional care that is usually aligned with patient’s goals. This approach is mainly important for critically ill patients since they present challenging needs. For instance, in the case of Mrs. Synder, medicate management is important since she had a complex medication schedule, which was hard to follow (Naylor et al., 2017).Medication management is vital as it helps to minimize costs that may result from patient readmission if the patient does not adhere to medication. 
	Patient and caregiver wellbeing entails fostering coping skills to help them manage the patient’s health condition and this approach also involves the application of nursing codes of ethics to respect and support patient’s decisions and promote quality life. In the case of Mrs. Synder, each considered strategy aimed at promoting her general wellbeing and her caregivers’ which included her family members. This element is important since it enables the effective development and implementation of strategies. 

Importance of Effective Communication with other Healthcare and Community Service Agencies 
	Effective communication plays a crucial role in the coordination of patient care provided by the diverse practitioners. This approach entails communication about the patient's needs and agreeing on the strategies that will improve the patient’s recovery process. All the service providers involved should also understand the patient’s complex conditions and agree on appropriate approaches (Figueiredo&Potra, 2019). As a result, this approach promotes teamwork which essential in promoting the safety of patients in critical conditions. 
	Effective communication is also important as it enables relevant service providers to set realistic expectations regarding the patient’s outcome. This approach will also enable the practitioners to share ideas, fears, and hopes regarding the patient (Figueiredo&Potra, 2019). The patient will also be more comfortable as she will trust that the healthcare team is committed to promoting her quality of life. For instance, Mrs. Synder’s daughter was pleased by how the care coordination team took care of her mother, and this led to identifying the best hospice facility for her mother. The daughter even called to thank for the services. This example shows that effective communication leads to better decisions that promote patient satisfaction. 
Barriers to the transfer of Accurate Patient Information from Sending Organization to the Patient 
	One of the obstacles that may limit the accurate transfer of information to the patient is a lack of resources. Transfer of information to patient requires resources such as IT and appropriate devices. Therefore, facilities that have not yet invested in these resources risk delay or inaccuracy when transferring information. Besides, poor documentation, especially when using traditional paper records, may also increase the chances of providing inaccurate information (Patterson et al., 2019). 
	Ineffective policies also hinder the transfer of patient information. A facility that lacks a policy that specifies communication procedures is less likely to foster the transfer of inaccurate information. Regulations help to promote confidentiality by providing the right information to the patient. Therefore, healthcare organizations and other service providers can minimize these barriers by implementing strict policies and regulations. Failure to consider these aspects may lead to cases such as medication errors that would harm the health of the patient or cause preventable death. These barriers could also cause high costs from the repetition of procedures such as recording laboratory tests. 
Strategic Plan to ensure Destination Organization has Accurate Information 
	After discharge, patients with critical conditions such as Mrs. Synder will still require care coordination after being transferred to a hospice facility. Therefore, a strategic plan will ensure Fern Hill Center, which is the destination organization, receives accurate information regarding the patient’s health. One of the strategies is discharge planning, which will involve an interdisciplinary team that was in charge of the patient’s care. The professionals will decide on essential information to be included in the patient’s transfer document. 
	The second strategy will entail planning on time-specific follow-ups and hospice visits. This approach will provide a chance to confirm patient’s details and ensure the right treatment is implemented. Additionally, the patient and caregivers in the destination organization will be provided with primary care hotline to the hospital’s emergency department (Kripalaniet al., 2019). This information will help in timely care in case of an emergency. The transition care plan will also include medication reconciliation to ensure that the patient’s prescriptions are up-to-date. This will be important especially since Mrs. Synder’s doctor recently prescribed antiemetic drugs to prevent nausea which has affects patient’s adherence to other medication.  
Conclusion 
	To sum up, transition care enables a healthcare team in charge of a patient to follow upon her recovery process after discharge to a hospice facility or to home. The effectiveness of this type of care depends on key elements such as patient engagement and caregiver education, among a few. Besides, effective communication will ensure accurate transfer of information to the destination facility. Finally, transition planning ensures timely follow-ups and medication reconciliation to promote the quality of health in the patient. 
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