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Need for Care Coordination and Transition Table 1. Example of Dimension with Knowledge, Skills, and Attitudes Use of Logic Model
OBJ ECTIVES Management (CCTM) CompetenCies Delineates vision/purpose for a project

EVIDENCE (LIST

DIMENSION ACTIVITY(IES) COMPETENCY (IES); KNOWLEDGE (K); CITATION/ Surfaces assumptions, environmental issues and needed knowledge, skills, and
SKILLS (S); ATTITUDE (A) .
. .. C e . . . . .. . REFERENCE) attitudes
« Discuss demand for care transition management for individuals with complex care « Nurses in ambulatory care were performing care coordination, until Haas et al. (1995) . Specifies relationships among program goals, objectives, activities, outputs, and
needs acCross the care continuum natlonal StUdy, there was no eVldence Of thell' WOI'k or COIltI'lbllthIl Education and Assessment of readiness to learn | Knowledge: knows questions to ask and cues to look for Boult et al. (2008). Early tcomes ’ ’ ’ ’
. . . . . . . Engagement of Development and use of content regarding physical, psychological and social readiness to Effects of "Guided outco :
* Describe development of the Care Coordination and Transition Management (CCTM) * Nurses typically did not chart in ambulatory care on paper or EHR individuals and | y i< a0 education level and | /€8 Care" on the Quality of  Clearly indicates the theoretical connections among program components; activities
dimensions and competencies : : : ramiles culturally appropriate Skills: Uses techniques that invite/engage patient and Muftimcrbid Older involved, who carries out the activities and specification of short, medium and long
« With advent of EHR, there are few documentation screens for nurse documentation Evaluation of learner significant others in learning Poraon. A Clustor. ‘ t, ’
« Discuss challenges, future directions, and outcomes of the CCTM RN Model in o ] ] ] . understanding of content taught | Uses techniques to assess learning such as “teach back” | Randomized Controlled erm ou comes: o . . .
managing care transitions for individuals with complex care needs * There were no indicators to track the lmpaCt that care coordination and transition Performance of eight clinical Attitudes: Demonstrates creativity in planning appropriate Trial. * Sets up evaluation by a551st1ng with development of the measures used to determine if
management by RNS had on pI'OCGSSGS or outcomes Of care proces_ses: assesglng the patient | learning experiences for patients and significant others Coleman et al. (2007). activities were carri e d out (pI‘O cess an d output measur es) an d lf th e pI‘ 0 gI‘ arn' S
e, “ereating an evidence- | Knowledge: identifies questions to ask to holistically Eﬁecwedn hor W besad objectives are met (outcome measures)
o : : 14 . : - i i i managed home-base
Nurses in acute care may have been doing a form of case management/utilization pased care plan, promoting design ?:e'tn;gg;attgc:) care glsgﬁtgﬁttsexﬁﬂrzgﬁfsgi A variety rmony caro. T d late illustrated in Fi hitos: // bi Jevaluation/guide/pea.ht
review but not care coordination as delineated in CCTM focused on population health %a;ﬁP;rfféftga;;?snTznt needs with the resources needed to maintain the highest emplate illustrated 1n rigure 1 htips://www.bja.gov/evaluation/guide/pe4.him
B AC KG RO U N D management conditions monthly, coaching the level of function.
patient to practice healthy Has awareness of known risk factors that place a patient at . o
. Dld not often use best evidence—based practice or evidence—based guidelines fOI‘ behaviors, coordinating the risk for re-hospitalization or exacerbation and utilizes Flgu re 1 o CCTM LoglC MOdel
. . . . .. patient’s transitions between knowledge and critical thinking to identify actions to
o . . . spe(:1flc populatlons, rather concern was with individuals sites and providers of care, mitigate risk. Program: The CCTM RN Model Logic Model © S. Haas & B. A. Swan
¢ Chronic diseases respon81ble for 7 of 10 deaths each year; and treatlng people with . . . . educating and supporting the Skills: Identifies full range of medical, functional, social, Situation: The Care Coordination Transition Management - Registered Nurse Model (CCTM RN) evolved to standardize work of all
chronic diseases accounts for 86% of nation’s health care costs e Nurses and the work of nursing was invisible f[::::ec?rlr\wlrirl;r?i?;/jrf:lscollggtlar;g.”access and emotional problems that increase patient’s risk of registered nurses using e\iidence from nurs.ing gnd int.erprofessional literature on care coordina_tion_and transition |
. . . . adverse health events. management. The CCTM-RN Model specifies dimensions of CCTM and associated competencies - knowledge, skills, and
httDS://WWW.CdC.gOV/nCCdDhD/dCh/Dde/OO-maklng-hfe-eaSIGI'-nldCdD.Ddf P. 321-322. Addresses identified needs through education, self — care, attitudes. - essential for the CCTM RN tg meet th_e needs of in.d.ivid.uals and families across thg continum_Jm of ca_re. The
. optimization of medical treatment and integration of care Qreparatlon and work as an CCTM RN is recognized by a certification credential from the Medical Surgical Nursing
«  88% of U.S. healthcare dollars are spent on medical care that only accounts for fragmented by care setting and provider. e eoms onies Outputs UKo
. o ) . . . P P Activities Participation Short Medium Long
approx1mately 10% of a person s health D l . C CTM D . . Monitors patients for progress and early signs of problems.
. . . . : eve 0 l n ] m e n S] 0 n S Utilizes data collection and analysis to design interventions Support for Self Enhance health literacy CCTM RN, MD, APRN, Baseline comprehensive Solutions to most critical Engaged, educated
- OtheI' determinants Of health are: llfeSty1e and behaVIOI' ChOlceS, genetlcs, p g . to improve patient outcomes. Management . |Phamacist, social worker | __ |needs assessment reflects |__, |socioeconomic issues L, [individual family,

: : : : : Attitudes: Values the services available to patients by individual values, increased ability to “cope®
human l,)lOIOgy’ social .determlnailts, and.envu'onmental determinants a n d CO m pete n C] eS delivering services that facilitate beneficial, efficient, safe, preferences, goals with care interventions
accounting for approximately 90% of their health outcomes (Trotter et al., 2016) and high quality patient experiences and improve patient

. . . . . o . . . ] ] .. healthcare outcomes.
httlgo). / /wwwf i .exer01si§1ime<glclne.org/oassets}{ page odoc:;ments/ V\é}%ltepaper/o20Fl « Developed evidence-based competencies for Care Coordination and Transition Advocacy Negoliate & secure CCTM RN, MD, APRN, indvualfamly oncemsand|  [Individualfamiy Keep primary are
. . . ices: ist soci Is heard, able t i i intments, appointment
nal%2o0for%20Publis lng/o20(002)/o2OC ronic%20 1S€ASES.P Management performed by I‘eglstered nurses in all Settlngs erirlsv;:l:ilss;;vggsz;;}s;ch Pharmacist, social worker g‘:oavzefsion?mjn;yzzcr:i:& ;lc;?,plr;aendc;ix(t;;reatment ;psoor:mﬁ;ysa:;):g;nsmens
. . . o . . o, e medications
— Many struggle with multiple illnesses combined w1th.soc1al Fomplex1t1es such +  Leveraged expertise of ambulatory and acute care nurse leaders
as, mental health and Substance abuse, extreme medlcal fraﬂty, and a h()St ()f EXp el"t P an el 3 Education and Assess readiness to CCTM RN, Phamacist, Individual/family can Increased engagement in Engaged, educated
. . . . . ° : : L 3 Engagement of Individual leam/leaming styles social worker, dietician, "teach back" info on care preventative care and use individual/family
social needs such as social isolation and homelessness (Berwick, Nolan & Used focus group methods. online as a cost effective, expeditious approach to bring and Farmily osychologist interventions oftelehealth leaming
Whittington, 2008) nurse leaders from all settings together « Reviewed, confirmed, and created a table of dimensions, activities, and competencies modalities
. . . L. . . . d d .. d 1 d b 1 d h 1 5 k 1 d kll (iIlClllding kﬂOWledge, SkﬂlS, attitUdeS) fOI' RN care COOI‘dinatiOn and tranSitiOn Cross Setting Coordination/collaboration CCTM RN, MD, APRN, Care Plan transmitted Use of electronic Individual Decreased erors,
® Escalatlng pI‘Oblem Of mU.ltlple ChrOnlc Condltlons (MCC) among Americans 1s a * Provide Opportunltles to dia ogue an ulid on eacih pane eXpert S Knnowledage, SKIIIS, t 11 tti Communication and between specialty and Phamacist, social worker, between setting, changes Care Plan for handoffs duplication, decreased
. . . . o . ttt d d I.' n managemen acCross all se lngS Transition primary providers who dietician, psychologist, MD & updates communicated costs
major challenge, associated with suboptimal health outcomes and rising healthcare attitudes, and experiences : : : .. : : . develop and share the specialists, acute care,
expenses (Parekh et al., 2011) . . « After much discussion, they determined the original 8th dimension of decision eividual Care Plan Jong-em oare and home
‘ « Used data summary techniques to capture and share data and outcomes achieved by support and information systems, as well as, telehealth practice were technologies that across seftings care RNs
«  Delivery of health services continues to employ outmoded “silo” approaches that each panel support all dimensions
. o 1 h . d kh 1 Coaching and Answer questions CCTMRN Individuals/families come Enhanced understanding of Decreased ED use,
focus on individual c ronic daiseases (Pare eta . 2011) ° Population Health Management became the new 8th dimension given the prominence Counseling of Individuals individualsfamilies have prepared with "Ask Me - health care resources in increased ability to "cope®
.. . . . . . . . and Families before & after seeing Three" questions to clinic the community and need to with care interventions
o Average Medicare patient has seven pI‘OVideI'S across four care Settings involved 1n 1t 1S assuming 1n healthcare even thOugh there was little dlSCUSSlon Of it in the provider visit orcalls seek consultation prior to
o o o o o o o B i d it
their care, five specialty providers and two primary care providers (IOM, 2013) literature reviewed, final nine dimensions listed in Table 2 e

MET H O DS * Cross walk with nationally recognized competencies depicted in Table 3

Challenges Using CCTM with Individuals with Complex Care Needs

SIGNIFICANCE , , Table 2. Nine Dimensions of Care Coordination and Transition Management *  Developing and using position descriptions that incorporate CCTM competencies
Translational Research Design * Developing education and evaluation methods that foster CCTM competencies involving

QSEN KSAs within and across professions
« Searched and appraised interprofessional evidence for best evidence-based practices Support for Self-Management . - : :
 The Joint Commission identified miscommunication as the main cause of serious, on care coordination and transition management in all settings Education and Ensasement of Individuals and Families DeYel.Ong staffing models to support/ resource the interprofessional team
unexpected patient injuries and was the second common cause of sentinel events , . . gag ‘ BUIld}ng human. resources/ team configuration to support CCTM
reported during the first six months of 2013 (Ellison, 2015) . gsed th.eory (Walgner stCJltl.romchaI:[e.e ModelJ,[ 199513)).;%7 guld§ ((;evelopmint off . Cross Setting Communication and Transition * Creating an environment (physical and cultural) to support CCTM
: : : : : 1mensions, implementation, adoption, sustainabpility, and dissemination ol Lare : : — — * Choosing and using a tool to stratify individuals with complex care needs that incorporates
*  Potential for medical errors increases when more than one health care provider or site Coordination and Transition Management (CCTM) Coaching and Counseling of Individuals and Families social determinants
of care is involved in providing services to an individual (Clancy, 2008) ' . o . . : . Develonine/standardiz; . hods f . : d
. . . . . o Used Quality and Safety in Education in Nursing (QSEN) format to specify Nursmg Process eveloping standar 1zing communication methods for communication across settings an
* Four out of five patients are discharged from hospitals without direct communication competencies : between interprofessional team members
with primary care provider (PCP) (RWFJ, 2013a, 2013b) . . . . . . . Teamwork and Collaboration * Developing, testing and using process and outcome indicators to track the impact and value of
« Used Logic Modeling to clarify assumptions and relationships between major : CCTM RN
constructs Person-Centered Care Planning
' Advantages of Using CCTM With Individuals with Complex Care Needs
TNi1t] : : « Used project management techniques to keep project on target and on time Population Health Management
Defl nlt]ons Of Ca re COO rd] nat]on prol S a P POl S Advocacy * Dimensions provide evidence-based assessments, interventions, and expected outcomes
P ¢ Communicated with major stakeholders at frequent intervals . ' i i -
an d Tr ans-lt-lon M an agement J q Popu'latlon Health Managerpent foc.uses a.tter.ltl'on on peed to address best evidence-based
practice for defined populations, prior to individualizing care
Expert Panel 1 . . . . . * Suggests use of standardized communication tools to enhance transition management between
- Effective care coordination and transition communication is an expectation Table 3. Cross Walk of Dimensions for CCTM with National Competencies providers and settings
of quality care ’ P'r(ﬁi(}lecgl W.ith I’eS{lltS 01; a selarch Ln MEDLINE, CIIl\kI)?HL Il’.lus,f and PsycINFO that 5 AN G Qualitv and Safet terorof I  Suggests use of extant evidence-based algorithm for assessment, planning, interventions for
T : . : e elded 82 journal articles plus white papers available on line from major imension RN Care uality and Safe nterprofessiona , : e :
« Care coordination “is the deliberate organization of patient care activities er Anizati cfns P pap ) Coordinator and Educati);n for Nursyes Education Collaborative Public Health Nursing individuals with complex care needs . _
between two or more participants (including the patient) involved in a patient’s care 5 Transition Manager (QSEN) Core Core Competencies C°m(|;8t1‘;';°'es  Structures a layout for EHR documentation screens that provide data for:
to facilitate the appropriate delivery of health care services. Organizing care - 26-member panel worked in dyads and abstracted data to a table of evidence (TOE) (CCTMRN) Competencies (2016) —  Decision support tool development
involves the marshaling of personnel and other resources needed to carry out all : : : — Evidence of contribution to comes by distinct members of the interprofessional
: : 7 : . : - Each dyad reviewed four to five articles and needed to reach consensus on items
required patient care activities and is often managed by the exchange of information for TOE Support Self- Management Person-centered Care team
among participants responsible for different aspects of care.” (McDonald et al., 2007 Education and Engagement — Data to assist with staffing models
in AHRQ Care Coordination Measures Atlas, 2010, p. 4) « Abstracted the information onto the template table of evidence of Individuals and Eamilies Person-centered Care —  Evidence of nurse contribution to outcomes of care
* Carecoordination s: "..the deliberate synchronizatton of activities and Cross Setting Communicaion | - oy onvereg care | MEPIORSSON | i s Communiation Skl Example of Using Standardized Tool During Care Transitions
information to improve health outcomes by ensuring that care recipients’ and Expert Panel 2 and Transition Communication . BOOST® Better Out by Obtimizine Safe Transit
families’ needs and preferences for healthcare and community services are met over . Coaching and Counseling Domain #4: Cultural cticrutcomes by LUpHMmIZING Sale Iahstions
. « 16-member panel was charged with: " o Person-centered Care L « Developed by: Society of Hospital Medicine
time” (NQF, 2016, p. 13) p g of Individuals and Families Competency Skills Ao .p y.f _ y e p I s it/ o italmedicl
. . . . ro . ° t 1n stratitication of risk, as well as assessment of needs http:// www.hospitalmedicine.org
ey « : : . : — Defining the dimensions, identifying core competencies i : idence- i in#1: 5515 ’
. Tr?lns1t10nal Care “comprises a range of time-limited services that complement 8 ons, fying p NPL:rsmlg rroce?_s. AsEseslsnwtgnt, EV(IQder}.(ie Ibased PraCtItCG Roles and Responsibilties Doma'nﬁj-lpﬁsgskﬁfl“e”t and - Advantages to BOOST®
primary care and are designed to ensure health care continuity and avoid — Describing the activities linked with each competency for care coordination and o, e, Y ROV _ i —  Goes beyond individual’s physical and psychological problems
preventable poor outcomes among at-risk populations as they move from one level transition management in all settings Team Work and Collaboration Teamwork and Teams and Teamwork | Doman #3: Leadership and System _ d hi f readmissi d
. . . ” Collaboration Thinking Skills Goes beyond history of readmission and ED use
of care to another, among multiple providers and across settings.” (Naylor, 2000) . . . o , : . : : : : :
. . o . N —  Using focus group methods online, the expert panel identified nine person- | Values/Ethics for Domain #1: Assessment and — Provides evidence-based predictors of risk that include social determinants
° Transition Management is the ongowng support of individuals and their f qmllles centered care dimensions and associated activities of care coordination and Person-Centered Planning Person-centered Care Interprofessional Practice Analytic Skills — Can be used to stratify individuals
over time as they navigate care and relationships among more than one provider transition management —  BOOST Tool with Universal Patient Discharge Checklist and General Assessment
and/or more than one health care setting and/or more than one health care ™ . g » Education in Nursing (OSEID § iy . Population Health Qualty mrovement Domain #g;c g?arztrir:;l;ng{iﬂmensions of Preparedness
: 5 : : : . e Quality and Safety in Education in Nursin ormat was used for eac : : : o
service. The need f or transifion management is not determmec{ l?y age, time, place, Q dt.y . f dt%[' " ‘ dg QSE (C tt et al., 2007) Management Informatics Domain #6: Public Health — BOOST Patient PASS Tool [Patient Preparation to Address Situations (after
or health care condition, but rather by individuals' and/or families' need for support care coordination and transition management dimension (Lronenwett €t al., 7 Sciences Skills discharge) Successfully]
for.‘ ongoing, longitudinal mdwzdual.zzed plans of care and follow-up plans of care - Panelists were asked to identify the knowledge, skills, and attitudes identified in the Person-centered Care Domain #2: Policy —  BOOST Tool For Addressing Risk: Geriatric Evaluation for Transitions, Risk
hin th health del “(H S & H : : oy : : : Advocac Development/Program 5
within the context of health care delivery.” (Haas, Swan, & Haynes, 2014, p. 3) literature, and if absent to use expert opinion to specify each, illustrated in Table 1 y Safety PIaFr)ming Skillg Assessment 8P Screening Tool



https://www.cdc.gov/nccdphp/dch/pdfs/00-making-life-easier-nidcdp.pdf
http://www.exerciseismedicine.org/assets/page_documents/Whitepaper%20Final%20for%20Publishing%20(002)%20Chronic%20diseases.pdf
https://www.bja.gov/evaluation/guide/pe4.htm
http://www.hospitalmedicine.org/Web/Quality___Innovation/Mentored_Implementation/Project_BOOST/About_BOOST.aspx

