Effective care coordination and
transition management for

older adults

As the number of older patients with chronic
illnesses increases, so does the need for nurses
to be knowledgeable and prepared to care for
this often vulnerable population.

By Turna L. Harkness, MSN, RN, LGBC

Effective care coordination focuses on
patient-centered care and patient care
processes that are coordinated, reliable,
and safe for older adults. The Agency
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for Healthcare Research and Quality
states, “Care coordination is the deliber-
ate organization of patient care activi-
ties between two or more participants
(including the patient) involved in a
patient’s care to facilitate the appro-
priate delivery of healthcare services.
Organizing care involves the marshal-
ling of personnel and other resources
needed to carry out all required patient
care activities and is often managed

by the exchange of information among
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participants responsible for different as-
pects of care.”
This article discusses how care coordina-

tion and transition management can have a
positive influence on patient safety. Meth-
ods that foster communication and collabo-
ration during care transitions have been
shown to reduce exacerbations of chronic
illnesses and readmission costs. When
older adults and their families are knowl-
edgeable about their care and have the
needed resources available to make health-
care decisions, wellness can be maintained.

Impact areas: Nurses, patients,

and families

Whether in an acute care or ambulatory
setting, nurses must be prepared to en-
gage with patients and families in care
coordination and transition management
to improve patient outcomes. Prepared
nurses are able to assess and analyze the
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impact of multiple coexisting and chronic
conditions that older adults face, many
causing disruptions in their daily lives.
Not only physical, but also emotional
pressures can have a negative impact on
the patient, including caregiver strain,
financial concerns, and mental and cogni-
tive issues that require social support and
management.

When planning for care, the nursing
assessment should encompass standardized
assessment tools for older adults, including
the patient’s physical, medical, psychoso-
cial, behavioral, socioeconomic, and spiritu-
al needs. Additionally, having access to and
utilizing electronic assessment tools that are
appropriate for the individual patient will
ensure portability of care.

Essential elements to support care coor-
dination and transition management
include evidence-based concepts focused
on supporting self-management that
reflects the patient’s values, preferences,
and goals. Nurses serve as patient advo-
cates, helping patients and their families
access preferred providers, community
services, and medication. Patient and fam-
ily education and engagement are keys to
patient-centered care and teamwork.
Coordination and collaboration of the
healthcare team between and across
healthcare boundaries are foundational in
the planning, sharing, and implementa-
tion of the individualized care plan.

Barriers

Today’s healthcare environment is more
complex than ever, leading to multiple
care providers across multiple care set-
tings. Lack of coordination can lead

to care that’s fragmented and poorly
planned, resulting in potential medica-
tion errors and avoidable hospitaliza-
tions. The absence of a designated care
coordinator can lead to poor communi-
cation, incomplete transfer of informa-
tion, lack of education for patients and
caregivers, and limited or no access to
needed services.

September/October 2020 Nursing made Incredibly Easy! 27

Copyright © 2020 Wolters Kluwer Health, Inc. All rights reserved.


www.NursingMadeIncrediblyEasy.com

Communication is one of the most
important aspects of patient teaching, and
language barriers, cognitive impairments,
and/or difficulty engaging in conversa-
tions can have negative impacts on patient
care outcomes. Poor health literacy has
also been identified as a barrier for
patients navigating the healthcare system,
especially during care transitions.

When examining specific patient popula-
tions, it’s been determined that high-risk
patients require more support and atten-
tion. This includes older adults prescribed
five or more medications, patients with
neurologic illnesses or multiple comorbidi-
ties, and those recovering from cardiac
events. A particular challenge in caring for
this population is making sure that timely
referrals are in place to avoid unnecessary
ED visits.

Sometimes additional barriers arise
when patients are treated across networks,
such as a hospital in one network and a
primary care provider in another. In other
situations, referrals may require contin-
ued requests across networks, particularly
if there are bed shortages at nearby in-
network hospitals.

Navigating complexity

Care coordination and transition man-
agement must start with guidelines

for specific settings and populations.
Knowledge of federal/state regulations
and reimbursement demands is a must.
The process must involve administrators,

Evidence-hased dimensions of care

o Self-management
e Patient and family education and engagement
e Communication and transition
e Coaching and counseling patients
and families
e Nursing process
e Teamwork and collaboration
¢ Patient-centered care planning
e Decision support and information systems
e Advocacy

28 Nursing made Incredibly Easy! September/October 2020

nurses, physicians, pharmacists, infor-
mation technology partners, and case
management colleagues and it must be
tailored to the organization. Policies and
procedures should be in place to iden-
tify at-risk patients through healthcare
assessments that are integrated into the
electronic health record and focus on
evidence-based standards.

The Care Coordination and Transition
Management Core Curriculum developed
by the American Academy of Ambulatory
Care Nursing is an excellent competency-
based resource that can be utilized to
guide nurses in new care coordination
and transition management roles. The care
guidelines are built on the Quality and
Safety Education for Nurses competencies
(see Evidence-based dimensions of care). A
benefit of this curriculum is that it estab-
lishes evidence-based practices (EBP) and
competencies for nurses in specific set-
tings and can be focused on a particular
patient population. Empowering nurses
through competency certification can
improve patient/family outcomes across
all settings and providers.

Communication and collaboration are
necessary for care coordinators to work
across boundaries with community part-
ners and expand those partnerships. Rela-
tional coordination among professionals
improves patient care, so it’s appropriate
for managers/organizations to focus joint
training or continuing-education initia-
tives on staff members getting to know
each other’s goals, resources, and con-
straints. Organizations with leaders who
deliberately clarify common goals across
agencies facilitate ongoing opportunities
for ease of communication and relation-
ship building, which will enhance effec-
tiveness of care coordination and transi-
tion management.

Care models

Determining precise models or strat-
egies of care for older adults with
chronic conditions hasn’t been a simple
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consider this

To provide safe, evidence-based care for older adults
transitioning from hospital to home, let’s examine the key
components of the TCM.

Screening: How are high-risk older adults
identified?

Targeting specific populations of older adults is an
important first step, especially those hospitalized with
specific diagnoses, including heart failure, myocardial
infarction, coronary bypass surgery, respiratory infection,
and hip replacement, and/or a recent hospitalization or
ED visit.

Staffing: Why utilize a transitional care nurse?

The transitional care nurse is prepared to conduct
comprehensive assessments of health status, health
behaviors, and social support needs. Additionally, expertise
in developing an individualized care plan consistent with
evidence-based guidelines, in collaboration with the patient
and physician, sets the foundation for patient-centered

care. Ideally, a master’s-prepared RN who’s trained in the
care of older adults with chronic conditions will coordinate a
comprehensive discharge plan and home follow-up.

Maintaining relationships: How are relationships built
and maintained?

The nurse-patient relationship begins at the time of
hospitalization and is reinforced with daily patient visits.
After discharge, periodic home visits and/or scheduled
phone/telehealth visits are conducted with an average
of one nurse visit a week. Nurses are also available to
patients via phone 7 days a week. Respecting patient
values and preferences helps develop trust in building

a collaborative team between the nurse, patient, and
family.

Engaging patients and caregivers: Why’s engagement
necessary?

The level of engagement determines the readiness of

the patient/caregiver to learn and enhances the level of
satisfaction with quality of care. Keeping the patient and
caregiver engaged through teaching and coordination/
collaboration with providers enhances their ability to cope with
care interventions and self-management.

straightforward process. However, new
care delivery models and frameworks
focusing on care coordination and transi-
tion management have been tested and
proven effective. Understanding the key
concepts of each of these frameworks and
how they can be operationalized in the
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Assessing/managing risks and symptoms: Why’s the
assessment so important?

Identifying a patient’s individual needs starts with a comprehensive
assessment of his or her health status using multiple assessment
tools to define physical, psychological, emotional, social, and
cultural dimensions. Through the assessment process, an
evidence-based patient-centered care plan is developed that
addresses individual risk factors, symptoms, and priorities.

Education/promoting self-management: What concepts
are important to self-management?

Understanding symptoms of chronic conditions and self-
management strategies are essential for patients/families to
solve problems and improve quality of life. Understanding
when and how to react to worsening symptoms builds
confidence in decision-making, which promotes health
maintenance and overall health outcomes.

Collaborating: Why’s open communication necessary

for self-management?

Collaboration and communication between the patient, family,
and providers is essential to identify changes in patient health
status and manage and/or prevent health complications,
especially as the patient transfers between different levels of
care and across healthcare boundaries.

Promoting continuity: What aspects of care improve
continuity of care?

Involvement of the same clinician or team members improves
communication and collaboration from admission to discharge
or transition. Structured handoffs with clear instructions to the
patient, family, and providers improve timely care processes,
including medication reconciliation and polypharmacy, while
promoting continuity of patient care.

Fostering coordination: Why are connections

between hospital- and community-based practitioners
necessary?

Promoting communication and connections between hospital
and community settings facilitates timely and efficient sharing
of patient information. Coordinated services, such as real-
time accessibility to discharge medication lists and treatment
protocols, build a culture of communication and promote
patient/family re-engagement after hospital discharge.

older adult population can have a positive
impact on quality, safety, healthcare costs,
and outcomes. Healthcare delivery models
include the transitional care model (TCM),
patient-centered medical home (PCMH),
accountable care organization (ACO), and
chronic care model (CCM).
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did you know?

Care coordination and transition management aren’t new for nurses,
but many nurses feel challenged when understanding their role in

the process. The Hospice and Palliative Nurses Association cre-

ated a collaborative forum for nursing leaders from national specialty
organizations to come together and discuss how to improve patient
and family outcomes in the palliative care areas of pain and symp-
tom management, communication and advance care planning, and
coordination of care and transition management. Participants in one
forum indicated that nurses were less conversant with issues related
to setting an agenda for care coordination and found care coordina-
tion more “abstract” than other focal areas such as pain management.
The nurses verbalized lack of familiarity with research, best practices,
performance metrics, and regulatory and payment guidelines related
to care coordination and transition management.

Transitional care model

One model that’s consistently dem-
onstrated effectiveness is the TCM—a
nurse-led intervention focusing on older
adults with five or more chronic condi-
tions. This evidence-based approach has

been rigorously tested and supports posi-

tive outcomes when used to treat older
adults with chronic illnesses. Addition-

ally, a reduction in rehospitalization costs

and overall healthcare cost containment
have been noted.

In a randomized clinical trial funded
by the National Institute of Nursing
Research, older adults hospitalized with

heart failure who returned to their homes
and received the TCM showed significant

improvement (P = .026) compared with
patients who received standard care.
Additionally, fewer all-cause rehospital-
izations (104 vs. 162, P = .047) were
observed at 1-year post hospital dis-
charge, contributing to lower mean total

costs with an estimated patient savings of

$4,845 (P = .002).

In a report from the Centers for Medi-
care and Medicaid Services (CMS), more
than 20 million Medicare beneficiaries
were examined. Out of this group, 37%
were found to have five or more chronic
conditions. Compared with other Medi-

care beneficiaries, this group accounted for

more episodes of acute illness and higher
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rates of healthcare encounters, including
physician visits, ED visits, and hospitaliza-
tions. The TCM specifically looks at this
population to improve outcomes through
the lens of the “Triple Aim” to enhance
patient experience, improve population
health, and reduce costs.

The TCM provides a set of time-limited
services during an episode of acute illness
between clinicians and across settings.
The core components of the TCM include:
e screening
o staffing
¢ maintaining relationships
e engaging patients and family caregivers
e assessing and managing risks
and symptoms
e educating and promoting
self-management
e collaborating
e promoting continuity
o fostering coordination.

Payment for the TCM is currently
based in a fee-for-service payment system.
In 2019, the CMS physician fee schedule
introduced new billing codes for certain
care coordination services. These codes
were adopted to incentivize better care
coordination but, unfortunately, nurses
weren’t added as an approved provider
for these services. However, when further
examining the fee-for service payment
system, a nurse employed by a practitioner
using the TCM may provide the care coor-
dination portion under the general super-
vision provision (meaning the procedure
or service is furnished under the physi-
cian’s overall direction and control, but
the physician’s presence isn’t required).

Patient-centered medical home
Another effective model is the PCMH
framework in which a team-based ap-
proach to primary care is emphasized.

In this model, a physician-leader coor-
dinates care between providers across
multiple sites and specialties. The PCMH
model encourages increased access by
expanding practice hours and facilitating
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communication between providers and
patients/families. The framework targets
high-risk older adult patients with mul-
tiple comorbidities, using care planning
interventions that support self-management,
engaging patients through teaching and
education, and conveying timely test
results in a clear manner while coordinat-
ing transitions in care (specialist care)
and follow-up. Identifying and preventing
gaps in care promotes self-management
and reduces costs by decreasing ED visits
and inpatient admissions/readmissions.
Reimbursement is provided through a
value-based care model. This means that
providers are responsible for quality and
costs, thus offering an incentive to imple-
ment care coordination activities as
described in the quality payment program.

Accountable care organization
The ACO model offers financial incen-
tives to provider groups for delivering
lower-cost, high-quality care to a specific
patient population through a framework
that focuses on clinical care routines,
boundary spanning, and team meetings.
Routines address the extent to which
care delivery systems are coordinated
through care management protocols, clini-
cal pathways, and EBP guidelines. Routines
provide a structure for beneficial activities
and practices, such as disease or care man-
agement programs, standardized treatment
guidelines, and care transition protocols.
Boundary spanning includes activities
that integrate multiple people or depart-
ments, crossing over existing organiza-
tional boundaries between physicians and
specialty providers or across settings.
Team meetings facilitate interactions
among participants engaged in the same
process, providing a forum for direct com-
munication, which allows for more timely
and interactive coordination of services.
This is another approach that receives
payment through a value-based care
model. The ACO has been developed
to provide high-quality care through

www.NursingMadelncrediblyEasy.com

processes that drive down costs and pro-
duce positive patient outcomes. Providers
include physicians, hospitals, and other
healthcare organizations who voluntarily
come together to coordinate care for Medi-
care patients.

Chronic care model

The CCM can be defined as an approach
that focuses on delivering high-quality
chronic disease management in a primary
care setting. The key focus areas are:

e the community

e the healthcare system

e self-management support

e delivery system design

e decision support

e clinical information systems.

When examining these key areas, the
CCM has developed “changes” that when
applied to specific chronic illnesses,
healthcare settings, and patient popula-
tions can improve patient satisfaction and
clinical and system outcomes. It’s impor-
tant for organizations to have proactive
teams to develop productive interactions
between engaged patients and families.
Providers should have the expertise to
implement the redesigned processes and
access necessary resources.

The CCM is based on a fee-for-service
payment system under the general super-
vision provision of services for patients
with two or more chronic conditions.
Scope of practice allows nurses to provide
care management services focused on
clinical staff coordination activities that
can be furnished remotely from where the
physician or advanced practice nurse is
practicing.

Significance of the nurse coordinator
In 2012, the American Nurses Associa-
tion adopted a position statement that
set the standard for nursing practice
and addressed care coordination, includ-
ing the nurse’s role. The statement was
developed and centered on the “Triple
Aim,” establishing patient-centered care
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on the web

American Academy of Ambulatory Care Nursing:
www.aaacn.org/practice-resources/care-coordination-transition-management
Institute for Healthcare Improvement: www.ihi.org/resources/Pages/
IHIWhitePapers/IHICareCoordinationModelWhitePaper.aspx

National Rural Health Resource Center:
www.ruralcenter.org/srht/rural-hospital-toolkit/community-care-

coordination-and-chronic-disease-management

Society of Hospital Medicine:
www.hospitalmedicine.org/clinical-topics/care-transitions

University of Colorado School of Medicine Care Transitions Program:
https://caretransitions.org/all-tools-and-resources

University of Pennsylvania School of Nursing:
www.nursing.upenn.edu/ncth/resources

coordination as a core professional com-
petency for nursing practice.

Nurses are recognized as playing an
integral role in improving healthcare out-
comes by leading team-based approaches
and innovations in the design, implemen-
tation, and evaluation of care coordination
processes and models. Additionally, nurs-
es are recognized as advocates for health-
care consumers, families, and the public,
using interprofessional collaboration and
communication to reach shared patient-
centered goals.

All organizations, whether acute care
facilities or primary care settings, should
be prepared to support care coordination
functions and system development. This
includes expanding the role of nurse coor-
dinators through education and certifica-
tion and preparing leaders who can act as
full partners within an interprofessional
team of healthcare providers to provide
high-quality care to patients and families.

Better outcomes, less costs

Although there’s great variation across
settings and patient populations, care
coordination and transition manage-
ment for older adults requires attention
to education and competency develop-
ment, technology, communication, clini-
cal decision support systems, and policy
and regulatory changes. The nurse’s care
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coordinator role must be defined and
operationalized to enhance patient safety
and decrease healthcare costs. W

REFERENCES

American Nurses Association. Care coordination and reg-
istered nurses’ essential role. 2012. www.nursingworld.
org/~4afbf2/globalassets/practiceandpolicy /health-
policy /cnpe-care-coord-position-statement-final—draft-6-
12-2012.pdf.

American Nurses Association. Medicare payment for
registered nurse services and care coordination. 2017.
www.nursingworld.org/~4983ef/ globalassets / practice
andpolicy /health-policy /final_executivesummary_
carecoordination.pdf.

Campagna V, Nelson SA, Krsnak J. Improving care transi-
tions to drive patient outcomes: the Triple Aim meets the
four pillars. Prof Case Manag. 2019;24(6):297-305.

Clark EC, Howard ], Ferrante J, et al. Optimizing the care
coordinator role in primary care: a qualitative case study.
Qual Manag Health Care. 2017;26(2):83-90.

Ghaffari A, Wells R, Creel L, Sianez M. A relational per-
spective on care coordination. Health Care Manage Rev.
2020;45(2):96-105.

Haas SA, Swan BA, Hayes TS. Care Coordination and
Transition Management Core Curriculum. Pitman, NJ:
American Academy of Ambulatory Care Nursing; 2014.

Higgins S, Chawla R, Colombo C, Snyder R, Nigam S.
Medical homes and cost utilization among high-risk
patients. Am | Manag Care. 2014;20(3):e61-e71.

Hirschman KB, Shaid E, McCauley K, Pauly MV, Naylor
MD. Continuity of care: the transitional care model.
Online | Issues Nurs. 2015;20(3):1.

Improving Chronic Illness Care. Resource library. www.
improvingchroniccare.org/index.php?p=1:_Models&s=363.

Institute for Healthcare Improvement. Changes to
improve chronic care. www.ihi.org/resources/Pages/
Changes/ChangestolmproveChronicCare.aspx.

Lewis VA, Schoenherr K, Fraze T, Cunningham A. Clinical
coordination in accountable care organizations: a qualita-
tive study. Health Care Manage Rev. 2019;44(2):127-136.

Mazanec P, Lamb G, Haas S, Dahlin C, Mooney A,
LaFond D. Palliative Nursing Summit: nurses leading
change and transforming care: the nurse’s role in coordi-
nation of care and transition management. | Hosp Palliat
Nurs. 2018;20(1):15-22.

McDonald KM, Schultz MS, Albin L, et al. Care coordina-
tion measures atlas. Agency for Healthcare Research and

Quality. 2014. www.ahrq.gov/ncepcr/care/coordination/
atlas.html.

Swan BA, Hass SA, Jessie AT. Care coordination: roles of
registered nurses across the care continuum. Nurs Econ.
2019;37(6):317-323.

Turna L. Harkness is an Assistant Professor of Nursing at Texas
Tech University Health Sciences Center School of Nursing in
Lubbock, Tex.

The author has disclosed no financial relationships related to this
article.

DO0I-10.1097/01.NME.0000694184.27758.h9

www.NursingMadelncrediblyEasy.com

Copyright © 2020 Wolters Kluwer Health, Inc. All rights reserved.


www.NursingMadeIncrediblyEasy.com
https://DOI-10.1097/01.NME.0000694184.27758.b9
www.ahrq.gov/ncepcr/care/coordination
www.ihi.org/resources/Pages
www.nursingworld.org/~4983ef/globalassets/practice
www.nursing.upenn.edu/ncth/resources
https://caretransitions.org/all-tools-and-resources
www.hospitalmedicine.org/clinical-topics
www.ruralcenter.org/srht/rural-hospital-toolkit/community-care
www.ihi.org/resources/Pages
www.aaacn.org



