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Arguably, the central goal of care coordination in healthcare is to ensure that all the needs of the patients within the healthcare system are well taken care of. Observably, through efficient care coordination, practitioners can ensure efficient delivery of coordinated care. For instance, through coordinated care, the needs and preferences of the patients regarding services and information are met over time. Healthcare practitioners ensure that they meet the responsibility of assessing and meeting the needs of their patients effectively and efficiently. In this sense, in an attempt to achieve optimal health outcomes, it is essential to note that practitioners delivering coordinated care do not only focus on the medical aspects involved in meeting the patients’ needs but also on the support and financial needs of the healthcare systems (Bates, 2015).
Health information technology an aspect of coordinated patient care has been significantly associated with improved patient care that is not only cost-effective but also safe. In a sense, the implementation of HIT as part of efficient care delivery has resulted in the positive financial health of the healthcare system besides resulting in positive patient health and the creation of better health outcomes. Tellingly, as argued here, coordinated patient care involves the deliberate organization of patient care activities and information sharing among all the relevant stakeholders involved in the coordination of patient care. Admittedly, this is usually meant to achieve safer and more effective patient care. 
The federal healthcare system has witnessed commendable improvements in efficiency, safety, and effectiveness associated with coordinated patient care. For instance, it is essential to note that well-designed HIT programs have not only registered positive results in improved patient outcomes but also improved information sharing for providers and payers (FamiliesUSA, 2018). For example, reducing wasteful healthcare spending is currently approximated at 40 billion dollars due to avoidable complications and readmissions.
Cost savings and coordinated care

Although much of the country’s healthcare organizations have not embraced coordinated care leaving a significant portion of the patient care in disjointed gaps, the few organizations with better care coordination have however shown improved health outcomes besides superior patient outcomes. Observably, this is indicative of the fact that coordinated patient care particularly focuses on the healthcare delivery reforms alongside its significant impacts on the overall medical costs (Srinivasan, 2017). For instance, the implementation of HIT programs in hospitals ensures a safe and efficient flow of information among the patients, providers, and third-party payers. Believably, this has helped in reducing healthcare-related costs for example those associated with unnecessary medical operations. Similarly, HIT programs implemented in hospitals ensure efficient follow-ups consequently resulting in reduced readmission rates.
Observably, about 35% of the patients in the US suffer from serious and chronic illnesses, however, this portion of the population has continued to experience failures in the coordination of care which has consequently resulted in medical complications, duplicative testing, and increased morbidity. Ideally, based on previous research, such failures have resulted in increased medical costs to the country’s healthcare system (Agency for Healthcare Research and Quality, 2015). To improve the situation for the patients with recurring and chronic illnesses, the country's healthcare system has since implemented HIT programs which have proven a great deal in the management of care specifically for these individuals. For instance, it is evident that the implementation of EMR has reduced duplicative testing by almost 70% consequently resulting in improved coordination of care besides reduced unnecessary medical costs (Osborne et al. 2016).
Currently, the country’s healthcare system is undergoing rapid changes in information and care management that are observably in line with the ACA to improve patient care and experience alongside the reduction in wasteful spending due to avoidable complications and hospital readmissions. Higher survival rates associated with improved coordinated care has observably resulted in lower medication costs due to the avoidance of unnecessary hospital admissions. This is because with the implementation of these necessary strategies, healthcare practitioners and provides particularly focus on proactive care with regular communication with the patients while also placing much attention on preventive health (Plant et al., 2015). Today, various care coordination plans implemented by various organizations undergo rigorous cost-effective analysis to specifically ensure that they remain within the confines of their primary objectives of enhancing affordable efficient primary care. 
Nurses and primary caregivers in the US are now able to coordinate multi-specialty care through the efficient management of patient data information consequently resulting in improved care for their patients. Many healthcare organizations have depicted the ability to deliver coordinated care plans by enhancing nurse visibilities, effectiveness, and efficiency to deliver care. In a sense, it is worth noting that the resultant impact on better experiences for the patients because of improved efficiency with a positive impact for the third-party payers. For instance, as evidenced by Tole et al. (2017), the implementation of these coordinated care plans has not only led to the improvement of patient experiences but also the continuity and efficiency of care. 
Promoting healthy outcomes

Ideally, coordinated care plans are usually based on the idea of improving health-related –outcomes and lower costs. Arguably, patients usually become vulnerable after discharge and may require effective follow-up visits to reveal the details of their transitional care plans. Against this understanding, coordinated care plans assist in ensuring efficient patient transitions from hospitals to their homes. In essence, this is a better strategy than significantly reduces hospital readmissions. Over the past few years, healthcare practitioners are have particularly focused on the promotion of healthy outcomes for their patients, meaning 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.
Conway et al. (2017), observed that improved patient-provider communication resulted in better care experiences and lower hospital readmissions besides lower healthcare costs. Similarly, Xing et al. (2015) also observed reduced inpatient hospital costs for Medicaid enrollees. Potential benefits of care coordination for both care quality and cost include reduced hospital admissions, improved quality of chronic disease management, improved patient satisfaction, and better access to specialty care. 
Cost savings by care coordination

Kelly & Kates (2017) argued that most of the hospital readmissions for patients are particularly due to avoidable healthcare complications. However, with the increased focus on patient-centered care, most hospitals have experienced improved cost-effectiveness and improved overall health for the patients. Evidence drawn from past research in Alaska indicated that unnecessary inpatient and ED accounted for over 24% of the total healthcare costs. 
In this sense, the implementation and practice of coordinated care plans have significantly assisted in curbing the unsustainable costs associated with avoidable ED utilization by taking steps to reduce them. Similarly, in 2016, Columbia Medical Associates identified unnecessary ED utilization as a major area which resulted in unnecessary and exaggerated healthcare costs by about 15%. Over the past one year, due to the increase in coordinated patient care, there has been a decrease in ED utilization and avoidable ED admissions consequently resulting in the reduction of related healthcare costs by close to 6.5 million dollars in just a year.

With reduced inpatient stay in hospitals, a study on Medicaid patients in the United States revealed fewer follow-up visits and reduced usage of the emergency care department resulting in savings of 4295 dollars per beneficiary-episode (Khullar & Chokshi, 2018). 
Notably, the incorporation of HIT programs in hospitals for patient data capture besides EMR has ensured convenient and secure means of information storage and transfer. Observably, the improved communication between the healthcare providers and patients has seen a reduction in related-healthcare costs due to the reductions in preventable and avoidable hospitalizations. EMR for instance ensures real-time communication among healthcare providers, which is a key strategy in the success of patient-centered care which significantly reduces preventable infections and wastes in healthcare. Arguably, with the secure and efficient flow of patient information, practitioners are less likely to over-treat their patients. Lyu et al. (2017) noted overtreatment as one of the key ways through which a lot of funds are lost in the healthcare sector. Notably, practitioners would possibly know when to release their patients to avoid incurring extra medical costs.
Approximately between 760 million dollars and 935 million dollars have been lost wasteful healthcare spending due to evident gaps in care coordination during the past years. These losses have been particularly associated with overtreatment, low-value care, inefficient pricing systems, and failures in the coordination of care. Admittedly, open and secure sharing of patient data has been found to reduce unnecessary spending by a significant percentage by as much as 195 million annually. For instance, the participating physicians and other practitioners do not engage in unnecessary medical procedures since they can easily access and share with patient consent comprehensive health information and medical record. 
As observed with the use of HIT and EMR, doctors easily access patient health information over the system hence making it difficult for patients to face unnecessary delays in receiving the prescribed care or better still getting unnecessary care that is generally inappropriate for their medical needs (Winkenwerder, 2017). In this sense, improvements in information sharing have registered huge capabilities in limiting wasteful spending with a greater focus on improving the overall patient care and experience. 
Transitional care model
There have been gaps identified in the country’s healthcare system especially for individuals with chronic and recurring conditions that require constant medical attention. For this reason, federal healthcare schemes have been spending disproportionately due to their high readmission rates associated with ineffective transitioning process. In essence, drawing from a plethora of past research indicates that embracing an effective transitional care model can help reduce the rates of hospitalizations to consequently help in saving money (Bettger, 2018). Additionally, in the promotion of healthy outcomes, it is worth noting that patients with chronic conditions are usually informed of the important role they have to maintain their health. Practitioners may address the barriers that prevent effective patient engagement after discharge.
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).
Conclusion
Care coordination involves designing strategies to address and meet the needs of patients to address the observable gaps in the healthcare system limiting the delivery of optimal health, wellness, and patient experience particularly based on patient preferences. The implementation of coordinated plans such as EMR is believed to not only offer informal support to address the financial needs of the healthcare system but also address the issue of inadequate information exchanges impeding the achievement of necessary levels of coordination of care. 
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