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Syllabus

Course Overview

Care coordination is a way of providing care to the whole person as the nurse considers the unique factors that influence health and health outcomes
within a community and for each patient. Care coordination is more than just a care plan, rather, it makes the patient a partner in health care decision
making and establishes mutually agreed-upon goals between the patient and the health care team. As a nurse, you often lead the care coordination
process, so it is important that you have an understanding of the complex process that provides patient-centered care within the context of the
community. To ensure patient-centered care, the nurse needs an understanding of available resources, and the policies, ethical considerations, cultural
factors, and patient preferences that impact patient care. The nurse also must be aware of the change management process when considering
coordination of care, because the nurse is often placed in situations where care is provided within the changing health care environment.

Care coordination is of growing importance in the health care system. Many policy decisions have placed an emphasis on reducing health care costs and
improving fragmented health care. Care coordination is a way to address these challenges and empower the patient and health care team to improve
health outcomes as health care services are provided in a coordinated effort. As a nurse involved in patient care, you will play a role in care coordination
to many varying degrees. It is important that you share information and work to keep the patient and family well informed of health care issues.
Throughout this course, you will describe how you would collaborate with hypothetical patients if you were in an actual clinical situation, to create a
satisfying hypothetical patient experience. Please consider the code of ethics and health care policies, and how to develop your professional and
scholarly communication skills.

Vila Health
To meet the demands of an evolving health care system and the changing needs of patients, Capella designed a virtual lab, Vila Health, to practice
solving real health care challenges. Through the Vila Health simulations in this course, you will quickly gain the interprofessional leadership skills and
competencies that can make an impact in your career.

Discussion Requirements
The requirements for unit discussion posts and peer responses are provided in the School of Nursing and Health Sciences (SoNHS) Faculty
Expectations message (FEM). Be sure to review these requirements, which apply to all discussions. Contact your instructor if you have questions.

When you incorporate another writer's ideas in your work (as a quotation, paraphrase, or summary), to support your position or substantiate a claim, be
sure to give credit to that writer in a correctly formatted APA in-text citation. In addition, be sure to provide the full reference for the source. Remember
that an APA citation, when paraphrasing or summarizing, includes both the in-text citation (the author's last name and the year of publication) and the full
reference for the source. When quoting directly, be sure to include quotation marks and the page or paragraph number in the citation.

Multimedia Recordings
As part of this course, you are required to record and submit short videos of yourself. You may use Kaltura (preferred) or similar software to record audio
and video. Refer to Using Kaltura for more information about this courseroom tool.

Note: If you use assistive technology or any alternative communication methods to access course content, please contact
DisabilityServices@capella.edu with any access-related questions or to request accommodations.

APA Style Resources
Capella uses the Publication Manual of the American Psychological Association (commonly referred to as the APA Manual) as its style guide for
scholarly writing. Using a single publication manual ensures a consistent style across degrees, programs, and schools, and APA style is well respected
and widely used in scholarly works and academic publications.

For your program, Capella provides a selection of online resources designed to help you understand APA style and use it effectively. See Capella's APA
Module, which offers highlights that are designed to help you quickly understand the fundamentals you need to write a course paper that meets APA
guidelines.

Course Competencies

To successfully complete this course, you will be expected to:

Adapt care based on patient-centered and person-focused factors.1



Course Prerequisites

There are no prerequisites for this course. 

Syllabus  Course Materials

Required

The materials listed below are required to complete the learning activities in this course.

Library

The following required readings are provided in the Capella University Library or linked directly in this course. To find specific readings by journal or book
title, use Journal and Book Locator. Refer to the Journal and Book Locator library guide to learn how to use this tool.

• American Nurses Association. (2015). Code of ethics for nurses with interpretive statements. Silver Spring, MD: Author.

Collaborate with patients and family to achieve desired outcomes.2

Create a satisfying patient experience.3

Defend decisions based on the code of ethics for nursing.4

Explain how health care policies affect patient-centered care.5

Apply professional, scholarly communication strategies to lead patient-centered care.6



• Bourgois, P., Holmes, S. M., Sue, K., & Quesada, J. (2017). Structural vulnerability: Operationalizing the concept to address health disparities in
clinical care. Academic Medicine, 92(3), 299–307.

• Bower, K. A. (2016). Nursing leadership and care coordination: Creating excellence in coordinating care across the continuum. Nursing
Administration Quarterly, 40(2), 98–102.

• Cipriano, P. (2012). The imperative for patient-, family-, and population- centered interprofessional approaches to care coordination and transitional
care: A policy brief by the American Academy of Nursing’s Care Coordination Task Force. Nursing Outlook, 60(5), 330–333.

• Collins, B. L. & Saylor, J. (2018). The Affordable Care Act: 8 years later. Nursing Management, 49(8), 42–48.
• Connor, J. A., Antonelli, R. C., OʼConnell, C. A., Bishop Kuzdeba, H., Porter, C., & Hickey, P. A. (2018). Measuring care coordination in the pediatric

cardiology ambulatory setting. Journal of Nursing Administration, 48(2), 107–113.
• Gorin, S. S., Haggstrom, D., Han, P. K., Fairfield, K. M., & Clauser, S. B. (2017). Cancer care coordination: A systematic review and meta-analysis

of over 30 years of empirical studies [PDF]. Annals of Behavioral Medicine, 51(4), 532–546.
• Jones, C. D., Vu, M. B., O’Donnell, C. M., Anderson, M. E., Patel, S., Wald, H. L., . . . DeWalt, D. A. (2015). A failure to communicate: A qualitative

exploration of care coordination between hospitalists and primary care providers around patient hospitalizations [PDF]. Journal of General Internal
Medicine, 30(4), 417–424.

• Lachman, V. D., Swanson, E. O., & Winland-Brown, J. (2015). The new ‘Code of Ethics for Nurses With Interpretive Statements’ (2015): Practical
clinical application, Part II.MedSurg Nursing, 24(5), 363–366, 368.

• Lamb, G., Newhouse, R., Beverly, C., Toney, D. A., Cropley, S., Weaver, C. A., . . . Task Force Members. (2015). Policy agenda for nurse-led care
coordination. Nursing Outlook, 63(4), 521–530.

• Lee, S. J. C., Jetelina, K. K., Marks, E., Shaw, E., Oeffinger, K., Cohen, D., . . . Balasubramanian, B. A. (2018). Care coordination for complex
cancer survivors in an integrated safety-net system: A study protocol [PDF]. BMC Cancer, 18, 1–10.

• Luther, B., & Hart, S. (2014). What does the Affordable Care Act mean for nursing? Orthopaedic Nursing, 33(6), 305–309.
• Magelssen, M., Gjerberg, E., Lillemoen, L., Førde, R., & Pedersen, R. (2018). Ethics support in community care makes a difference for practice.
Nursing Ethics, 25(2), 165–173.

• Martin, M. A., Perry-Bell, K., Minier, M., Glassgow, A. E., & Van Voorhees, B. W. (2018). A real-world community health worker care coordination
model for high-risk children. Health Promotion Practice, 1–10.

• Mazanec, P., Lamb, G., Haas, S., Dahlin, C., Mooney, A., & LaFond, D. (2018). Palliative nursing summit: Nurses leading change and transforming
care–The nurse’s role in coordination of care and transition management. Journal of Hospice and Palliative Nursing, 20(1), 15–22.

• Medina, M. S., & Avant, N. D. (2015). Delivering an effective presentation. American Journal of Health-System Pharmacy, 72(13), 1091–1094.
• Michael, M. J. (2016). Cost containment and the tale of care coordination. The New England Journal of Medicine, 375(23), 2218–2220.
• Pavlish, C., Brown-Saltzman, K., So, L., Heers, A., & Iorillo, N. (2015). Avenues of action in ethically complex situations: A critical incident study.
Journal of Nursing Administration, 45(6), 311–318.

• Radwin, L. E., Castonguay, D., Keenan, C. B., & Hermann, C. (2016). An expanded theoretical framework of care coordination across transitions in
care settings. Journal of Nursing Care Quality, 31(3), 269–274.

• Schaeff, R., Halliday, J., Byng, R., vretveit, J., Exworth, M., Peckham, S., & Asthana S. (2017). Bridging the discursive gap between lay and
medical discourse in care coordination. Sociology of Health and Illness, 39(7), 1019–1034.

• Sheff, A., Park, E. R., Neagle, M., & Oreskovic, N. M. (2017). The patient perspective: Utilizing focus groups to inform care coordination for high-
risk Medicaid populations [PDF]. BMC Research Notes, 10, 1–9.

• Tan, L., Gallego, G., Nguyen, T. T. C., Bokey, L., & Reath, J. (2018). Perceptions of shared care among survivors of colorectal cancer from non-
English-speaking and English-speaking backgrounds: A qualitative study [PDF]. BMC Family Practice, 19, 1–10.

• Toles, M., Moriarty, H., Coburn, K., Marcantonio, S., Hanlon, A., Mauer, E., . . . Naylor, M. D. (2017). Managing chronic illness: Nursing contact and
participant enrollment in a Medicare care coordination demonstration program. Journal of Applied Gerontology, 36(4), 462–479.

• Townsend, C. S., McNulty, M., & Grillo-Peck, A. (2017). Implementing huddles improves care coordination in an academic health center.
Professional Case Management, 22(1), 29–35.

• Vanderboom, C. E., Holland, D. E., Mandrekar, J., Lohse, C. M., Witwer, S. G., & Hunt, V. L. (2017). Predicting use of nurse care coordination by
older adults with chronic conditions.Western Journal of Nursing Research, 39(7), 862–885.

• Vanderboom, C. E., Thackeray, N. L., & Rhudy, L. M. (2015). Key factors in patient-centered care coordination in ambulatory care: Nurse care
coordinators’ perspectives. Applied Nursing Research, 28(1), 18–24.

• Welch, S. R., Carruth, A. K., Wood, R., Bode, B., Babineaux-Jones, A., Mitchell, C., . . . Ducombs, C. (2018). Improving care transitions: An
academic service partnership to achieve coordination of care using students as health coaches. The Journal of Nursing Administration, 48(12),
629–635.

• Winland-Brown, J., Lachman, V. D., & Swanson, E. O. (2015). The new ‘Code of Ethics for Nurses With Interpretive Statements’ (2015): Practical
clinical application, Part I.MedSurg Nursing, 24(4), 268–271.

• Zolotorofe, I. , Fortini, R. , Hash, P. , Daniels, A. , Orsolini, L. , Mazzoccoli, A. & Gerardi, T. (2018). Return on investment for the baccalaureate-
prepared RN in ambulatory care. JONA: The Journal of Nursing Administration, 48(3), 123–126.

External Resource

Please note that URLs change frequently. While the URLs were current when this course was designed, some may no longer be valid. If you cannot
access a specific link, contact your instructor for an alternative URL. Permissions for the following links have been either granted or deemed appropriate
for educational use at the time of course publication.



• Allen, J. K., Dennison-Himmelfarb, C. R., Szanton, S. L., Bone, L., Hill, M. N., Levine, D. M., . . . Anderson, K. (2011). COACH Trial: A randomized,
controlled trial of nurse practitioner/community health worker cardiovascular disease risk reduction in urban community health centers. Circulation:
Cardiovascular Quality and Outcomes, 4(6), 595–602. Retrieved from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3218795/

• Bean, M. (2017). The importance of care in a value-based world: Best practice approaches from Spectrum Health. Retrieved from
https://www.beckershospitalreview.com/quality/the-importance-of-care-coordination-in-a-value-based-world-lessons-learned-by-spectrum-
health.html

• Centers for Disease Control and Prevention. (n.d.). Global health infographics. Retrieved from https://www.cdc.gov/globalhealth/infographics/
• HealthyPeople.gov. (n.d.). Healthy People 2020. Retrieved from http://www.healthypeople.gov/
• HealthyPeople.gov. (n.d.). Healthy people 2020: Framework [PDF]. Available from https://www.healthypeople.gov
• Improving Chronic Illness Care. (n.d.). Care coordination: Background. Retrieved from http://www.improvingchroniccare.org/index.php?

p=Background&s=350
• Improving Chronic Illness Care. (n.d.). Care coordination: Reducing care fragmentation. Retrieved from

http://www.improvingchroniccare.org/index.php?p=Care_Coordination&s=326
• Improving Chronic Illness Care. (n.d.). Reducing care fragmentation: A toolkit for coordinating care [PDF]. Available from

http://www.improvingchroniccare.org/
• Klabunde, C. N., Haggstrom, D., Kahn, K. L., Gray, S. W., Kim, B., Liu, B., Eisenstein, J., . . . Keating, N. L. (2017). Oncologists' perspectives on

post-cancer treatment communication and care coordination with primary care physicians. European journal of cancer care, 26(4), 1–18. Retrieved
from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5489361/

• Library of Congress. (2010.). H.R.3590 – Patient Protection and Affordable Care Act. Retrieved from https://www.congress.gov/bill/111th-
congress/house-bill/3590/text?overview=closed

• McDonald, K. M., Schultz, E., Albin, L., Pineda, N., Lonhart, J., Sundaram, V., . . . Davies, S. (2014). Care coordination measures Atlas update.
Retrieved from https://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/atlas2014/index.html

• Morton, S., Shih, S. C., Winther, C. H., Tinoco, A., Kessler, R. S., & Scholle, S. H. (2015). Health IT-enabled care coordination: A national survey of
patient-centered medical home clinicians. Annals of Family Medicine, 13(3), 250–256. Retrieved from http://www.annfammed.org/content/13/3/250

• Person-centered care: A definition and essential elements. (2015). Journal of the American Geriatrics Society, 64(1), 15–18. Retrieved from
https://onlinelibrary.wiley.com/doi/full/10.1111/jgs.13866

• Quinn, M., Robinson, C., Forman, J., Krein, S. L., & Rosland, A. M. (2017). Survey instruments to assess patient experiences with access and
coordination across health care settings: Available and needed measures. Med Care, 55(Supplement 7 1), S84–S91. Retrieved from
http://europepmc.org/articles/PMC5509356

• Schmaltz, R. M., & Enstrom, R. (2014). Death to weak PowerPoint: Strategies to create effective visual presentations. Frontiers in Psychology, 5,
1–4. Retrieved from https://www.frontiersin.org/articles/10.3389/fpsyg.2014.01138/full

• Vimalananda, V. G., Dvorin, K., Fincke, B. G., Tardiff, N., & Bokhour, B. G. (2018). Patient, PCP, and specialist perspectives on specialty care
coordination in an integrated health care system. Journal of Ambulatory Care Management, 41(1), 15–24. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5726433/

• What is care coordination? (2018). Retrieved from https://catalyst.nejm.org/what-is-care-coordination/

Suggested

The following materials are recommended to provide you with a better understanding of the topics in this course. These materials are not required to
complete the course, but they are aligned to course activities and assessments and are highly recommended for your use.

Optional

The following optional materials are offered to provide you with a better understanding of the topics in this course. These materials are not required to
complete the course.

Library

The following optional readings may be available in the Capella University Library. To find specific readings by journal or book title, use Journal and Book
Locator. Refer to the Journal and Book Locator library guide to learn how to use this tool. If the full text is not available, you may be able to request a copy
through the Interlibrary Loan service.

• Khera, N., Martin, P., Edsall, K., Bonagura, A., Burns, L. J., Juckett, M., . . . Majhail, N. S. (2017). Patient-centered care coordination in
hematopoietic cell transplantation. Blood Advances, 1(19), 1617–1627.

External Resource
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Please note that URLs change frequently. While the URLs were current when this course was designed, some may no longer be valid. If you cannot
access a specific link, contact your instructor for an alternative URL. Permissions for the following links have been either granted or deemed appropriate
for educational use at the time of course publication.

• Bachman, S. S., Comeau, M., & Jankovsky, K. M. (2015). The care coordination conundrum and children and youth with special health care needs
[PDF]. Available from http://cahpp.org/

• Improving Chronic Illness Care. (n.d.). Care coordination: Family Care Network: Developing agreements between primary care and specialty
groups. Retrieved from http://www.improvingchroniccare.org/index.php?p=Family_Care_Network&s=344

• Improving Chronic Illness Care. (n.d.). Care coordination: San Francisco General Hospital: Connectivity through electronic referral. Retrieved from
http://www.improvingchroniccare.org/index.php?p=San_Francisco_General_Hospital&s=347

• U.S. Department of Education. (n.d.). Family Educational Rights and Privacy Act (FERPA) https://www.ed.gov/policy/gen/guid/fpco/ferpa/index.html
• U.S. Department of Health and Human Services (HHS). (n.d.). Health Insurance Portability and Accountability Act (HIPAA). Retrieved from

https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html

Introduction

The nurse's role in care coordination is paramount in health care. The Patient Protection and Affordable Care Act (PPACA, or ACA) and subsequent
policy, the Centers for Medicare and Medicaid Services (CMS), and insurance payer requirements have revolutionized health care. In addition, increased
attention has been placed on nurse-led care coordination. Hospitals and other health care facilities are looking to nurses to lead care coordination efforts
to improve patient health and satisfaction while controlling, and hopefully reducing, health care costs. Nurses have long led care coordination, so this is a
role that nurses have owned for decades, if not centuries, but changes in health care have highlighted the value nurses can add to care coordination.

Health care facilities, especially in large health care systems, often have dedicated case management staff so that discharge planning is delegated to a
team of specialized nurses that are well-versed in care coordination and discharge planning processes. However, care coordination is a core
professional standard and competency for nurses. Sometimes, care coordination is perceived as only about developing care plans or negotiating with the
payer about the transitions of care, but care coordination goes beyond care plans and discharge planning. Care coordination is guided by patient and
family needs and preferences, including quality discharge education and the facilitation of care continuity for patients from different providers in different
settings.

Learning Activities

Readings

Care Coordination Fundamentals and the Nurse's Role

Read the following:

• Bower, K. A. (2016). Nursing leadership and care coordination: Creating excellence in coordinating care across the continuum. Nursing
Administration Quarterly, 40(2), 98–102.

• Connor, J. A., Antonelli, R. C., OʼConnell, C. A., Bishop Kuzdeba, H., Porter, C., & Hickey, P. A. (2018). Measuring care coordination in the pediatric
cardiology ambulatory setting. Journal of Nursing Administration, 48(2), 107–113.

• Lamb, G., Newhouse, R., Beverly, C., Toney, D. A., Cropley, S., Weaver, C. A., . . . Task Force Members. (2015). Policy agenda for nurse-led care
coordination. Nursing Outlook, 63(4), 521–530.

• Mazanec, P., Lamb, G., Haas, S., Dahlin, C., Mooney, A., & LaFond, D. (2018). Palliative nursing summit: Nurses leading change and transforming
care–The nurse’s role in coordination of care and transition management. Journal of Hospice and Palliative Nursing, 20(1), 15–22.

• Michael, M. J. (2016). Cost containment and the tale of care coordination. The New England Journal of Medicine, 375(23), 2218–2220.
◦ As you read this article, focus on the definition provided by the author. This definition of care coordination is from a medical perspective and

slightly different that the values emphasized by nursing. How does this definition differ from your chosen definition of care coordination, and
how does the focus differ from the alignment with nursing values?

• Person-centered care: A definition and essential elements. (2015). Journal of the American Geriatrics Society, 64(1), 15–18. Retrieved from
https://onlinelibrary.wiley.com/doi/full/10.1111/jgs.13866

◦ As you read this article, focus on how the authors created the definition of patient-centered care based on their organizational mission. As you
create your definition of care coordination, you will think through these elements.

• Radwin, L. E., Castonguay, D., Keenan, C. B., & Hermann, C. (2016). An expanded theoretical framework of care coordination across transitions in
care settings. Journal of Nursing Care Quality, 31(3), 269–274.
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• Townsend, C. S., McNulty, M., & Grillo-Peck, A. (2017). Implementing huddles improves care coordination in an academic health
center. Professional Case Management, 22(1), 29–35.

• Zolotorofe, I. , Fortini, R. , Hash, P. , Daniels, A. , Orsolini, L. , Mazzoccoli, A. & Gerardi, T. (2018). Return on investment for the baccalaureate-
prepared RN in ambulatory care. JONA: The Journal of Nursing Administration, 48(3), 123–126.

Campus Resources

Scholarly Writing and APA Style

Use the following resources to improve your writing skills and find answers to specific questions.

• Academic Honesty & APA Style and Formatting.
• APA Module.
• Introduction to the Writing Center.

Library Research

Use the following resources to help with any required or self-directed research you do to support your coursework.

• BSN Program Library Research Guide.
• Capella University Library.
• Journal and Book Locator Library Guide.
• Library Research and Information Literacy Skills.

u01s1 - Learning Components

• Define care coordination.
• Describe the nurse's role in care coordination.
• Identify the framework for care coordination.

Online ePortfolios serve two key purposes: 1) to support learning and reflection, and 2) to be used as a showcase tool. Your learning journey can be
documented, and ePortfolios contribute to lifelong learning and growth through reflection and sharing. Online ePortfolios can also be shared with
employers and peers to present artifacts that demonstrate your accomplishments at Capella.

Using ePortfolio to Prepare for Your Capstone
Your program culminates in a capstone course. At that time, you will be required to show evidence of your learning throughout the program by referring to
multiple assignments that you have created. You will be telling a story about your learning throughout the program using artifacts you have collected
during many of these courses. Remember to save your assignments to your ePortfolio.

Using ePortfolio to Build Your Career
As you are preparing to tell your story in the professional world, leverage your ePortfolio artifacts to demonstrate the knowledge and competencies you
have gained through your program in professional conversations, performance reviews, and interviews.

To do that, reflect on the knowledge and skills you have gained from your courses and the elements you have put in your portfolio, along with how you
have already applied these things to your professional life or how you might apply them in the future.

Next, create your story or talking points to tell your professional story.

Saving Your Documents to ePortfolio
You will need a place to store your documents in an organized fashion so that you can access them at a later date. Do not rely on the courseroom to store
your assignments for you as you will lose access to the courseroom after you have completed the course. Capella uses a cloud-based portfolio platform
to facilitate your organization of the artifacts you create throughout your program.

To make an online portfolio useful, it is essential that it is organized clearly and that important files of any format are accessible. Read the Online
ePortfolio Guidelines [PDF] to ensure you set up your online portfolio correctly. For more information on ePortfolio, visit the Campus ePortfolio page.
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Unit 2  Perspectives on Care Coordination

Privacy Statement
Capella complies with privacy laws designed to protect the privacy of personal information. While you may voluntarily share your own information
publicly, you are obligated to protect the personal information of others that may be associated with your academic or professional development. Before
sharing information and material in any ePortfolio that is set up to be shared externally to your program at Capella, please consider privacy obligations in
relation to protected populations who may be included or referenced in your academic or clinical work. Refer to the Family Educational Rights and
Privacy Act (FERPA) and/or the Health Insurance Portability and Accountability Act (HIPAA) if you have specific questions or concerns about your
choices.

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

Care coordination is defined by many groups and professional organizations in numerous ways. As a registered nurse, you have a responsibility to
ensure that your understanding of care coordination is consistent with appropriate professional standards. You are encouraged to review both the
American Nurses Association (ANA) and your own state board of nursing’s position statements on care coordination.

For this discussion, you will be placed in small discussion groups by the instructor. With the members of your group, discuss various definitions of care
coordination. After concluding your small-group discussion:

• Choose one professional organization's definition, other than the ANA's definition, that you think best describes care coordination and provide your
rationale for choosing that definition.

• Interpret the crucial elements of the definition you chose, then create your own definition of care coordination and provide the rationale for your
version.

• Create a poster as a single presentation slide, using PowerPoint or other suitable presentation software, to present your definition of care
coordination.

◦ Include at least two evidence-based references to support your definition.

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far. In your response, address the
following questions:

• Do you agree or disagree with your colleague's perspective on care coordination and how they define it?
◦ Why or why not?

• What assumptions, valid or invalid, might your colleague be making regarding the nature and scope of care coordination?
• Has your colleague's post influenced your perspective or definition of care coordination?

◦ If so, how?

Course Resources

u01d1 - Learning Components

• Define care coordination.
• Determine the nature and scope of coordinated, patient-centered care.

Introduction

As you continue your exploration of care coordination, it is important to think about the elements that influence it. Care coordination is a complicated
process that involves many aspects of care management. The care coordination framework includes many elements that you will learn about in this unit.

Undergraduate Discussion Participation Scoring Guide
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It is important to highlight the three perspectives involved in care coordination: 1) the patient and family perspective, 2) the health care system
perspective, and 3) the system representative perspective, all of which inform care coordination. To recognize these perspectives within the framework of
care coordination, the nurse must listen actively to determine priority needs. As you consider care coordination basics in this unit, you will focus on the
care coordination framework, the three different perspectives of care coordination, and how the nurse will identify each of these perspectives through
active listening.

Learning Activities

Readings

Transitioning Care

Read the following:

• Welch, S. R., Carruth, A. K., Wood, R., Bode, B., Babineaux-Jones, A., Mitchell, C., . . . Ducombs, C. (2018). Improving care transitions: An
academic service partnership to achieve coordination of care using students as health coaches. The Journal of Nursing Administration, 48(12),
629–635.

◦ As you explore health care transitions, it is important to think about the care coordination process. Part of this requires identifying the patient's
needs and wants. This process can be difficult to navigate, so the skilled care coordinator will consider all perspectives and use active
listening to engage in the care coordination process and transition of care. Focus on the strategies the authors identify as important in
improving the care coordination and transition process.

Perspectives and Measurement

Read the following:

• Klabunde, C. N., Haggstrom, D., Kahn, K. L., Gray, S. W., Kim, B., Liu, B., Eisenstein, J., . . . Keating, N. L. (2017). Oncologists' perspectives on
post-cancer treatment communication and care coordination with primary care physicians. European journal of cancer care, 26(4), 1–18. Retrieved
from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5489361/

◦ Many perspectives are involved in the process of care coordination. We are most comfortable considering our own perspective, which is
viewed through a nursing lens. As nurses, we focus on the patient and family perspective. However, we need to consider the perspective of
the health care system and other health care professionals, too. As you read this article, focus on the perspective of physician counterparts.

• McDonald, K. M., Schultz, E., Albin, L., Pineda, N., Lonhart, J., Sundaram, V., . . . Davies, S. (2014). Care coordination measures Atlas
update. Retrieved from https://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/atlas2014/index.html

◦ This is a lengthy document, and you are not expected to read the entire work. However, this is a great resource that will help you understand
the basics of care coordination and how it is measured. Play close attention to the patient-centric language used in Chapters 2 and 3.
◾ Chapter 2, "What Is Care Coordination."
◾ Chapter 3, "Care Coordination Measurement Framework."

Infographics

Review the following:

• Centers for Disease Control and Prevention. (n.d.). Global health infographics. Retrieved from https://www.cdc.gov/globalhealth/infographics/
◦ This web page offers numerous examples of health-related infographics that you may find useful in completing the second discussion in this

unit.

u02s1 - Learning Components

• Determine the best approach to planning for care.
• Determine the nature and scope of coordinated, patient-centered care.
• Describe the nurse's role in care coordination.
• Determine best practices for health improvement.
• Set realistic and measurable health promotion goals.

In your upcoming assignment in Unit 3, you will create a preliminary care coordination plan focused on a particular healthcare problem.
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u02d2 - Active Listening

To prepare for the assignment, complete the Care Coordination Planning media to gain insight into the most important considerations when preparing to
develop a care coordination plan.

• A key aspect of the care coordination process is effective planning that answers the following questions:
◦ What is the best approach to planning for care?
◦ What are the essential steps in the process?

In addition, you may wish to:

• Review the assignment instructions and scoring guide to ensure that you understand the work you will be asked to complete.
• Conduct sufficient research of the scholarly and professional literature to inform your work and meet the requirements for supporting evidence.
• Reflect on the studies and discussions you have completed so far, and consider how the content of these activities might inform your approach to

this assignment.
• Plan sufficient time for your patient clinical encounter.
• Be sure that you have a patient in mind that you can work with throughout the course.
• Ask your instructor any questions you have at this time about the assignment.

Note: Remember that you can submit all, or a portion of, your draft preliminary care coordination plan to Smarthinking Tutoring for feedback, before you
submit the final version for this assignment. If you plan on using this free service, be mindful of the turnaround time of 24–48 hours for receiving
feedback.

u02s2 - Learning Components

• Determine the best approach to planning for care.
• Identify key steps to effective care coordination and planning.

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

There are three perspectives on care coordination. As a nurse, we are taught to focus on the patient and family perspective of care. However, there are
two additional perspectives to consider: 1) the health care professional perspective and 2) the system representative perspective, both of which are
crucial for appropriate and effective care coordination.

For this discussion:

• Create a brief, real-world case study scenario, based on past clinical experience, that illustrates the health care professional perspective or the
system representative perspective on care coordination. Note: If you are unable to draw on past experience, you may create a fictional case study
scenario, based on anticipated future clinical experiences.

• Explain why this perspective is important to the provision of appropriate and effective care.
• Provide a practical example of how you could integrate a non-patient and family care perspective in practice.

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far and who addressed a perspective on
care coordination different from the perspective you chose to address in your initial post.

• What did you find interesting or compelling about your colleague's case study?
• How does the perspective your colleague addressed add to the process of care coordination? Explain.

◦ Cite credible evidence that supports your conclusions.

Course Resources

u02d1 - Learning Components

• Analyze the various perspectives on the provision of coordinated care.

Undergraduate Discussion Participation Scoring Guide



Unit 3  Coordinating Patient-Centered Care

u03s1 - Studies

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

Assessing the different perspectives of care coordination and interviewing those involved in the care coordination process requires a great deal of
listening and patience. Often, active listening is challenging and complicated in health care settings because of illness, medication, and stress.

For this discussion:

• Create an infographic on active listening that provides an overview of the process and basic statistics about active listening.
◦ Create your own design or use an existing infographic template of your choice. Note: The Centers for Disease Control and Prevention's

(CDC) Global Health Infographics web page, linked in the resources, has many different infographics that provide good examples.

• Provide at least two evidence-based references to support your infographic.

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far. Review your colleague's infographic
and address the following questions:

• What did you learn from your colleague's infographic?
◦ What questions do you have?

• Would you suggest making any changes or revisions to the content or design of the infographic?
◦ If yes, be specific and explain your reason for the suggested changes.

Cite one additional scholarly or professional resource on the topic of active listening.

Course Resources

u02d2 - Learning Components

• Identify high-priority health concerns.
• Identify communication best practices when engaging with a patient.

Introduction

Care coordination has well-defined theoretical underpinnings and is bound by ethical factors that influence practice. As you consider the theoretical
underpinnings, it is important to understand how they affect the care coordination process.

In this unit, you will apply your understanding of the theoretical underpinnings of care coordination and ethical practice, as you start the process of care
coordination to address a specific healthcare problem that a patient may experience. In addition, you will identify the components needed for care
coordination and develop a pocket guide to serve as a resource for you and other nurses in your community involved in the care coordination process.

Learning Activities

Readings

Care Coordination Models

Read the following:

• Martin, M. A., Perry-Bell, K., Minier, M., Glassgow, A. E., & Van Voorhees, B. W. (2018). A real-world community health worker care coordination
model for high-risk children. Health Promotion Practice, 1–10.

Undergraduate Discussion Participation Scoring Guide

Global Health Infographics



u03a1 - Preliminary Care Coordination Plan

◦ As you consider the steps to care coordination, it is important to think about how the care coordination model is applied in practice. This article
will help you as you process the steps and determine what this looks like in your own practice.

• Improving Chronic Illness Care. (n.d.). Care coordination: Background. Retrieved from http://www.improvingchroniccare.org/index.php?
p=Background&s=350

◦ This resource provides background information of care coordination. Think about how this information applies to your community and patients
as you read the case study of Ms. G., which highlights the importance of care coordination.

Care Coordination Planning

Multimedia

Complete the following Capella multimedia:

• Care Coordination Planning.
◦ A key aspect of the care coordination process is effective planning. What is the best approach to planning for care? What are the essential

steps in the process?
◾ Complete this activity to gain insight into the most important considerations when preparing to develop a care coordination plan.

Optional Resources
You may review the following:

• Improving Chronic Illness Care. (n.d.). Care coordination: Family Care Network: Developing agreements between primary care and specialty
groups. Retrieved from http://www.improvingchroniccare.org/index.php?p=Family_Care_Network&s=344

• Improving Chronic Illness Care. (n.d.). Care coordination: San Francisco General Hospital: Connectivity through electronic referral. Retrieved from
http://www.improvingchroniccare.org/index.php?p=San_Francisco_General_Hospital&s=347

u03s1 - Learning Components

• Determine the efficacy of available community resources.

Professional Context
The first step in any effective project or clinical patient encounter is planning. This assignment provides an opportunity for you to strengthen your
understanding of how to plan and negotiate the coordination of care for a hypothetical individual in your community as you consider a particular
healthcare problem that a hypothetical patient may experience. You need to consider a patient's unique needs; the ethical, cultural, and physiological
factors that affect care; and the critical resources available in your community that are the foundation of a safe plan for the continuum of care.

By successfully completing this assignment, you will demonstrate your proficiency in the following course competencies and assignment criteria:

• Competency 1: Adapt care based on patient-centered and person-focused factors.
◦ Analyze a health concern and the associated best practices for health improvement.

• Competency 2: Collaborate hypothetically with patients and family to achieve desired outcomes.
◦ Establish mutually agreed-upon health goals for a care coordination plan in collaboration with the patient.

• Competency 3: Create a satisfying simulated patient experience.
◦ Identify available community resources for a safe and effective continuum of care.

• Competency 6: Apply professional, scholarly communication strategies to lead patient-centered care.
◦ Write clearly and concisely in a logically coherent and appropriate form and style.

Scenario
Imagine that you are a staff nurse in a community care center. Your facility has always had a dedicated case management staff that coordinated the
patient plan of care, but recently, there were budget cuts and the case management staff has been relocated to the inpatient setting. Care coordination is
essential to the success of effectively managing patients in the community setting, so you have been asked by your nurse manager to take on the role of
care coordination. You are a bit unsure of the process, but you know you will do a good job because, as a nurse, you are familiar with difficult tasks. As
you take on this expanded role, you will need to plan effectively in addressing the specific health concerns of community residents.



As you assume your expanded care coordination role, you have been tasked with addressing the specific health concerns that an individual may
experience within the community. You decide to prepare a preliminary care coordination plan and proceed by identifying this hypothetical patient's three
priorities for health and by investigating the resources available in your community for a safe and effective continuum of care.

Instructions

Develop the Preliminary Care Coordination Plan

Complete the following:

• Identify a health concern as the focus of your care coordination plan. Possible health concerns may include, but are not limited to:
◦ Stroke.
◦ Heart disease (high blood pressure, stroke, or heart failure).
◦ Home safety.
◦ Pulmonary disease (COPD or fibrotic lung disease).
◦ Orthopedic concerns (hip replacement or knee replacement).
◦ Cognitive impairment (Alzheimer's disease or dementia).
◦ Pain management.
◦ Mental health.
◦ Trauma.

• Identify available community resources for a safe and effective continuum of care.

Document Format and Length

You may use either of the care coordination plan templates, given in the resources. You may also choose a format used in your own organization or one
you are familiar with that adequately serves your needs for this assignment.

• Your preliminary plan should be 3–4 pages in length. In a separate section of the plan, identify the person you have chosen to work with and be
sure to include his or her contact information.

• Document the community resources you have identified in a 2–3 page table.
◦ You can use real or fictitious names/addresses for the community resources you identify.

◾ The type of resource, not the name, is what you need to pay attention to for
this assessment.

Supporting Evidence

Cite at least two credible sources from peer-reviewed journals or professional industry publications that support preliminary plan.

Grading Requirements

The requirements outlined below, correspond to the grading criteria in the Preliminary Care Coordination Plan Scoring Guide, so be sure to address each
point. Read the performance-level descriptions for each criterion to see how your work will be assessed.

• Analyze your selected health concern and the associated best practices for health improvement.
◦ Cite supporting evidence for best practices.
◦ Consider underlying assumptions and points of uncertainty in your analysis.

• Establish mutually agreed-upon health goals for the care coordination plan in collaboration with the selected individual.
• Identify available community resources for a safe and effective continuum of care.
• Write clearly and concisely in a logically coherent and appropriate form and style.

◦ Write with a specific purpose with your patient in mind.
◦ Adhere to scholarly and disciplinary writing standards and current APA formatting requirements.

Additional Requirements

Before submitting your assignment, proofread your preliminary care coordination plan and community resources list to minimize errors that could distract
readers and make it more difficult for them to focus on the substance of your plan. Be sure to submit both documents.

Portfolio Prompt: Remember to save the assignment to your ePortfolio so that you may refer to it as you complete the final capstone course.

Course Resources

Care Coordination Template [DOCX]

Community Resources Template [DOCX]



u03d1 - The Care Coordination Process

Unit 4  Ethical Issues in Care Coordination

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

Understanding the steps in care coordination is essential to providing appropriate and effective patient-centered care.

For this discussion, imagine that, in your clinical practice, you have concluded that you are not as familiar with the care coordination process as you
would like to be. Consequently, you have determined that a pocket guide on the care coordination process would serve as a useful reminder in your daily
practice of the steps in effective care coordination and planning.

Design a pocket guide as a single presentation slide, using PowerPoint or other suitable presentation software, that provides the steps to effective care
coordination and planning. Include at least two evidence-based references that support your pocket guide.

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far. Review your colleague's pocket guide
and address the following questions:

• What did you find to be most helpful about your colleague's pocket guide?
• What are the key differences between the steps in your pocket guide and those in your colleague's pocket guide?

◦ Would you suggest making any changes or revisions to your colleague's pocket guide?
◾ If yes, why, and what evidence supports your recommendations?

Course Resources

u03d1 - Learning Components

• Determine the efficacy of available community resources.
• Define care coordination.
• Identify key steps to effective care coordination and planning.

Introduction

ANA's Code of Ethics for Nurses With Interpretive Statements is an invaluable tool for nurses, because care coordination is a holistic process that
assesses the patient's unique needs. Nursing has an important and long-standing history of being identified annually as the most trusted profession
(Brenan, 2017), and part of this responsibility and professional standard is to uphold the code of ethics. The tenets of the code of ethics are static, but the
application and interpretation is a dynamic process that reflects changing health policies, financing, structure, and standards for the delivery of care.
Nurses will always provide exceptional, holistic care, which as part of the care coordination process, must be explored broadly and across many
determinants of health.

The code of ethics consists of nine provisions with interpretive statements. These provisions are important, because they highlight the fundamental
values and commitments of the nurse (Provisions 1–3), identify the boundaries of duty and loyalty (Provisions 4–6), and describe the duties of the nurse
that extend beyond individual patient encounters (Provisions 7–9). All nine provisions relate to care coordination and the facilitation of safe and effective
care to patients across settings and throughout the continuum of care.

It is important to remember that the code of ethics reflects unchanging provisions of nursing care. The application to contemporary nursing issues is part
of the interpretive statements, and this component of the code of ethics reflects policy and other elements of care. Nursing care is bound by the code of
ethics, which is a guide for nurses' ethical and professional obligations.

ePortfolio

Undergraduate Discussion Participation Scoring Guide



u04s1 - Studies

Reference

Brennan, M. (2017, December 26). Nurses keep health lead as most honest, ethical profession. Economy.

Learning Activities

Readings

Ethics

Complete the following readings, which will help you as you consider the ethical implications that guide care and practice. Nurses, including those in case
management, are in a unique position to uphold and protect the rights of patients, which can become extremely involved and challenging within the
context of care coordination. As you read these articles, consider your experience with ethics and patient care and the challenges nurses in a care
coordination role may face.

• American Nurses Association. (2015). Code of ethics for nurses with interpretive statements. Silver Spring, MD: Author.
◦ You do not need to read this textbook in its entirety. Please familiarize yourself with the nine provisions. Then, read a provision that

corresponds with an ethical issue you see most closely associated with your understanding of ethics in care coordination.

• Gorin, S. S., Haggstrom, D., Han, P. K., Fairfield, K. M., & Clauser, S. B. (2017). Cancer care coordination: A systematic review and meta-analysis
of over 30 years of empirical studies [PDF]. Annals of Behavioral Medicine, 51(4), 532–546.

◦ Diversity is an ever-present consideration in health care. As a nurse engaged in care coordination, it is crucial that you think about ethical
issues with respect to diversity and patient outcomes.

• Pavlish, C., Brown-Saltzman, K., So, L., Heers, A., & Iorillo, N. (2015). Avenues of action in ethically complex situations: A critical incident study.
Journal of Nursing Administration, 45(6), 311–318.

• Winland-Brown, J., Lachman, V. D., & Swanson, E. O. (2015). The new ‘Code of Ethics for Nurses With Interpretive Statements’ (2015): Practical
clinical application, Part I.MedSurg Nursing, 24(4), 268–271.

• Lachman, V. D., Swanson, E. O., & Winland-Brown, J. (2015). The new ‘Code of Ethics for Nurses With Interpretive Statements’ (2015): Practical
clinical application, Part II.MedSurg Nursing, 24(5), 363–366, 368.

Effective Presentations

You will be developing and recording slide presentations for your upcoming assignments in Units 5 and 7. The following resources will help you create
and deliver an effective presentation.

• Medina, M. S., & Avant, N. D. (2015). Delivering an effective presentation. American Journal of Health-System Pharmacy, 72(13), 1091–1094.
• Schmaltz, R. M., & Enstrom, R. (2014). Death to weak PowerPoint: Strategies to create effective visual presentations. Frontiers in Psychology, 5,

1–4. Retrieved from https://www.frontiersin.org/articles/10.3389/fpsyg.2014.01138/full
• SoNHS Professional Presentation Guidelines [PPTX].
• Conquering Death by PowerPoint: The Seven Rules of Proper Visual Design.

◦ This is a useful primer on presentation design.
◦ Approximate run time: 45:00.

• Creating a Presentation: A Guide to Writing and Speaking, which addresses the primary areas involved in creating effective audiovisual
presentations.

◦ You can return to this video throughout the process of creating your presentation to view the tutorial appropriate for you at each stage.

• Microsoft Office Software.
◦ This Campus resource includes tip sheets and tutorials for Microsoft PowerPoint.

• PowerPoint Presentations Library Guide.
◦ This library guide provides links to PowerPoint and other presentation software resources.

u04s1 - Learning Components

• Explain the role of ethics in providing high-quality, patient-centered care.
• Identify the principles of ethical care.
• Determine strategies to respond to ethical challenges.
• Determine how ethical elements correspond to the diversity needs of the population.
• Formulate an ethical care strategy that addresses patient diversity and cultural competence.



u04s2 - Vila Health: Ethical Decision Making

u04s3 - Assignment Preparation

Vila Health is a virtual environment that simulates a real-world health care system. In the various Vila Health scenarios, you will apply professional
strategies, practice skills, and build competencies that you can apply to your coursework and in your career.

Ethics is essential to the care provided by nurses. As has been stated, nursing is the most trusted profession. Nurses have a responsibility to the
Florence Nightingale Pledge, the International Code of Ethics for Nurses, and the ANA Code of Ethics to provide care in a manner that is ethical and
promotes public trust. Because care coordination is such an involved and personal process, wherein the nurse is integral to the patient's unique
background and health needs, the nurse must act in an ethical manner that supports patient care.

During this unit, complete the Vila Health: Ethical Decision Making simulation to gain insight into the role of ethics in providing high-quality, patient-
centered care.

Course Resources

u04s2 - Learning Components

• Identify specific and influential health- and/or safety-related policies.
• Explain the role of ethics in providing high-quality, patient-centered care.
• Identify the principles of ethical care.
• Identify how governmental policies influence the role of the nurse.
• Describe specific governmental policies that influence care coordination.
• Determine the implications and consequences of specific policy provisions.

In your upcoming assignment in Unit 5, you will you will prepare a slide presentation for a local organization regarding health ethics and policy issues that
relate to the coordination and continuum of care.

To prepare for the assignment, research a community organization or support group that you think would be interested in learning about ethical and
policy issues related to the coordination of care. Design your presentation with that particular audience in mind.

Suggested community organizations and support groups include, but are not limited to:

• Homeless shelters.
• Local religious groups.
• Nursing homes.
• Local community organizations (Rotary Club, Kiwanis Club, et cetera).

In addition, be sure you have completed the Vila Health: Ethical Decision Making simulation. You may also wish to:

• Review Code of Ethics for Nurses With Interpretive Statements textbook and associated health policy issues, specifically, the ACA.
• Review the assignment instructions and scoring guide to ensure that you understand the work you will be asked to complete.
• Conduct sufficient research of the scholarly and professional literature to inform your work and meet the requirements for supporting evidence.
• Begin thinking about the content and design of your presentation. Allow plenty of time to rehearse your presentation before recording the final

version for submission, due in Unit 5.
• Reflect on the studies and discussions you have completed so far, and consider how the content of these activities might inform your approach to

this assignment.
• Ask your instructor any questions you have at this time about the assignment.

Note: Remember that you can submit all, or a portion of, your draft presentation to Smarthinking Tutoring for feedback, before you submit the final
version for this assignment. If you plan on using this free service, be mindful of the turnaround time of 24–48 hours for receiving feedback.

Recording Equipment Setup and Testing
Note that the Unit 5 assignment also requires you to add your voiceover to the PowerPoint presentation. You may use Kaltura or similar software for your
audio recording. You may also add audio directly to your slides, using PowerPoint or other presentation software.

Check that your recording equipment and software are working properly and that you know how to record and upload your presentation.

Vila Health: Ethical Decision Making



u04d1 - Ethics and Diversity

Unit 5  Health Policy

• If using Kaltura, refer to the Using Kaltura tutorial for directions on recording and uploading your video in the courseroom.

Note: If you require the use of assistive technology or alternative communication methods to participate in this activity, please contact
DisabilityServices@capella.edu to request accommodations.

Course Resources

u04s3 - Learning Components

• Explain the role of ethics in providing high-quality, patient-centered care.

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

As a nurse, it is important to review, and become familiar with, the nine provisions of the Code of Ethics for Nurses With Interpretive Statements.

For this discussion, you will be placed in small discussion groups by the instructor. With the members of your group, discuss:

• The key ethical considerations addressed in the code that are applicable to care coordination.
• How patient diversity cultural competence affects the provision of care.

After concluding your small-group discussion:

• Identify the key elements of the code of ethics that apply to care coordination in your practice setting or a setting you are familiar with.
• Identify the provision of the code that addresses care coordination for diverse populations, and explain how this provision will guide the care you

provide.
• Describe a specific strategy that addresses patient diversity and cultural competence.

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far. In your response, address the
following questions:

• What are the similarities and differences in key ethical considers between your practice setting and that of your colleague?
• Has your colleague's post influenced your thoughts about how the code provision addressing care coordination for diverse populations will guide

your practice?
◦ If so, why?

• What is your assessment of your colleague's strategy addressing patient diversity and cultural competence?
◦ Do you detect any questionable assumptions underlying the strategy?

◾ If so, what evidence do you have to support your analysis?

◦ What suggestions could you make to improve your colleague's strategy?

Course Resources

u04d1 - Learning Components

• Determine strategies to respond to ethical challenges.
• Formulate an ethical care strategy that addresses patient diversity and cultural competence.
• Identify resources in the community that can help eliminate disparities.
• Identify the key elements of the code of ethics for nurses that apply to a given practice setting.
• Determine how ethical elements correspond to the diversity needs of the population.
• Identify the factors that contribute to health, health disparities, and access to services.

Vila Health: Ethical Decision Making

Undergraduate Discussion Participation Scoring Guide



u05s1 - Studies

Introduction

Health policy is essential to nursing care. Nurses are guided by elements of health policy that influence all aspects of the care they provide and the health
care systems in which they work. Nurses are in a unique position to influence health policy and translate health policy implications into nursing care.
Policy makers and agencies make decisions that affect patients and health care professionals. Consequently, nurses must be aware of health care
policies, the influence of those policies, and the role nurses can play in improving patient health through policy implementation.

The PPACA is one of the most important policies guiding health care today, so it is important that nurses are aware of the implications of this policy and
its effects on patient care. Nurses know that health care laws and policies are complicated and influence what nurses can and cannot do for patients.
Consequently, nurses must be aware of the impact of advocacy on influencing health care.

Policy actively effects entities that shape health care, including the Centers for Medicare and Medicaid Services (CMS), CDC, Federal Drug
Administration (FDA), and Health Resources and Services Administration (HRSA). These organizations affect health outcomes and health care system
policies and mandates. Policy also influences private organizations and payers, both private and commercial.

Because of changing health care systems, care coordination serves an even bigger role in all aspects of health and health care. Care coordination is an
opportunity to better manage health care resources and promote optimal health outcomes by managing key patient elements, such as health, health care
costs, and patient satisfaction from three perspectives: 1) the patient and family, 2) the health care staff, and 3) the health care system.

Learning Activities

Readings

Policy and Ethics

Read the following:

• Sheff, A., Park, E. R., Neagle, M., & Oreskovic, N. M. (2017). The patient perspective: Utilizing focus groups to inform care coordination for high-
risk Medicaid populations [PDF]. BMC Research Notes, 10, 1–9.

◦ As you consider the elements of policy and ethics inherent in care coordination, it is important to think about the Medicaid population. Health
policy and legislation strictly guides care for the Medicaid population, and these policies and legislation can be difficult to navigate. Because of
this, the Medicaid population has unique needs. As a care coordinator, it is important to understand the unique challenges this population
faces. As you read this article, notice how the authors address the patient perspective when providing care to this vulnerable patient
population.

As you read the following policy documents, consider how policy and ethics relate to your current role and the role of the care coordinator:

• Collins, B. L. & Saylor, J. (2018). The Affordable Care Act: 8 years later. Nursing Management, 49(8), 42–48.
• Library of Congress. (2010.). H.R.3590 – Patient Protection and Affordable Care Act. Retrieved from https://www.congress.gov/bill/111th-

congress/house-bill/3590/text?overview=closed
◦ Read the Table of Contents to familiarize yourself with this document. Then, under Title IV – Prevention of Chronic Disease and Improving

Public Health, read one section that you feel closely aligns with care coordination and the role the nurse plays in managing care.

• Luther, B., & Hart, S. (2014). What does the Affordable Care Act mean for nursing? Orthopaedic Nursing, 33(6), 305–309.

As you read or review the following, focus on how ethics impacts community care, and consider the cultural implications:

• American Nurses Association. (2015). Code of ethics for nurses with interpretive statements. Silver Spring, MD: Author.
• Magelssen, M., Gjerberg, E., Lillemoen, L., Førde, R., & Pedersen, R. (2018). Ethics support in community care makes a difference for practice.
Nursing Ethics, 25(2), 165–173.

u05s1 - Learning Components

• Identify specific and influential health- and/or safety-related policies.
• Identify how governmental policies influence the role of the nurse.
• Describe specific governmental policies that influence care coordination.
• Determine the implications and consequences of specific policy provisions.
• Determine the policy elements that impact care.



u05a1 - Ethical and Policy Factors in Care Coordination

Professional Context
As coordinators of care, nurses must be aware of the code of ethics for nurses and health policy issues that affect the coordination of care within the
context of the community. To help patients navigate the continuum of care, nurses must be proficient at interpreting and applying the code of ethics and
health policy, specifically, the ACA. Being knowledgeable about ethical and policy issues helps ensure that care coordinators are upholding ethical
standards and navigating policy issues that affect patient care.

This assignment provides an opportunity for you to develop a presentation for a local community organization of your choice, which provides an overview
of ethical standards and relevant policy issues that affect the coordination of care. Completing this assignment will strengthen your understanding of
ethical issues and policies related to the coordination and continuum of care, and will empower you to be a stronger advocate and nursing professional.

By successfully completing this assignment, you will demonstrate your proficiency in the following course competencies and assignment criteria:

• Competency 4: Defend decisions based on the code of ethics for nursing.
◦ Assess the impact of the code of ethics for nurses on the coordination and continuum of care.

• Competency 5: Explain how health care policies affect patient-centered care.
◦ Explain how governmental policies related to the health and/or safety of a community affect the coordination of care.
◦ Identify national, state, and local policy provisions that raise ethical questions or dilemmas for care coordination.

• Competency 6: Apply professional, scholarly communication strategies to lead patient-centered care.
◦ Communicate key ethical and policy issues in a presentation affecting the coordination and continuum of care for a selected community

organization or support group. Either speaker notes or audio voice-over are included.

Scenario
Your nurse manager at the community care center is well-connected and frequently speaks to a variety of community organizations and groups. She has
noticed the good work you are doing in your new care coordination role and respects your speaking and presentation skills. Consequently, she thought
that an opportunity to speak publicly about contemporary issues in care coordination would be beneficial for your career and has suggested reaching out
to a community organization or support group to gauge their interest in hearing from you, as a care center representative, on a topic of interest to both
you and your prospective audience.

You have agreed that this is a good idea and have decided to research a community organization or support group that might be interested in learning
about ethical and policy issues related to the coordination of care. Your manager has suggested the following community organizations and support
groups, but acknowledges that the choice is yours.

• Homeless shelters.
• Local religious groups.
• Nursing homes.
• Local community organizations (Rotary Club or Kiwanis Club).

Instructions
Complete the following:

1. Choose the community organization or support group that you plan to address.
2. Develop a PowerPoint presentation and record a presentation, with typed speaker notes (the script for your voice recording) and audio voice-over

recording, intended for that audience. Video is not required.

Note: For this assignment, develop your presentation slides and audio script, then record your presentation.

You are not required to deliver your presentation to an actual audience.

Presentation Format and Length

You may use Microsoft PowerPoint or other suitable presentation software to create your slides and add your voiceover.

Check that your audio speaker and PowerPoint software are working properly. You can record audio directly to your slides, using PowerPoint or other
presentation software.

Note: Technical support about the use of PowerPoint, including voice recording and speaker notes, can be found by clicking the Microsoft Office Software
link in the Resources.

If you elect to use an application other than PowerPoint, check with your instructor.

Be sure that your slide deck includes the following slides:



• Title slide.
◦ Presentation title.
◦ Your name.
◦ Date.
◦ Course number and title.

• References (at the end of your presentation).

Your slide deck should consist of 10–12 slides, not including a title and references slide. Your presentation should not exceed 20 minutes.

Create a detailed narrative script for your presentation. This would be the script of what you would say in an actual presentation. Note: PowerPoint has a
feature to type the speaker notes directly into the presentation. You are encouraged to use that feature or you may choose to submit a separate
document that would be approximately 4–5 pages in length. See the Microsoft Office Software information, linked in the Resources, for technical support
about the use of PowerPoint, including voice recording and speaker notes.

Supporting Evidence

Cite 3–5 credible sources from peer-reviewed journals or professional industry publications to support your presentation. Include your source citations on
a references page appended to your narrative script.

Grading Requirements

The requirements outlined below correspond to the grading criteria in the Ethical and Policy Factors in Care Coordination Scoring Guide, so be sure to
address each point. Read the performance-level descriptions for each criterion to see how your work will be assessed.

• Explain how governmental policies related to the health and/or safety of the community affect the coordination of care.
◦ Provide examples of a specific policy affecting the organization or group.
◦ Be sure the influential policies include HIPAA.

• Identify national, state, and local policy provisions that raise ethical questions or dilemmas for care coordination.
◦ What are the implications and consequences of specific policy provisions?
◦ What evidence do you have to support your conclusions?

• Assess the impact of the code of ethics for nurses on the coordination and continuum of care.
◦ Consider the factors that contribute to health, health disparities, and access to services.
◦ Consider the social determinants of health identified in Healthy People 2020 as a framework for your assignment.
◦ Include any evidence you have to support your conclusions.

• Communicate key ethical and policy issues in a presentation affecting the coordination and continuum of care for a selected community
organization or support group. Either speaker notes or audio voiceover are included for a proficient score; both speaker notes and the audio
voiceover are included for a distinguished score.

◦ Present a concise overview.
◦ Support your main points and conclusions with relevant and credible evidence.

Additional Requirements

Before submitting your assignment, proofread your presentation slides and script to minimize errors that could distract readers and make it more difficult
for them to focus on the substance of your presentation.

You can record audio directly to your slides, using PowerPoint or other presentation software. See the Microsoft Office Software link, in Resources, for
technical support about the use of PowerPoint, including voice recording and speaker notes.

Note: If you require the use of assistive technology or alternative communication methods to participate in this activity, please contact
DisabilityServices@capella.edu to request accommodations.

Portfolio Prompt: Remember to save your presentation to your ePortfolio so that you may refer to it as you complete the final Capstone course.

Course Resources

DisabilityServices@Capella.edu

ePortfolio

PowerPoint Presentations Library Guide

SoNHS Professional Presentation Guidelines [PPTX]



u05d1 - Addressing Ethical Issues

Unit 6  Disparities and Cultural Competence in Care Coordination

u06s1 - Studies

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

As a nurse, you understand how important it is to act in an ethical manner, and you understand the ethical challenges you face in clinical practice.

For this discussion:

• Describe what you believe to be the foremost ethical issue for care coordination and justify your conclusion.
• Provide a solution for addressing this issue in the coordination and continuum of care.
• Identify the key elements of the code of ethics for nurses that apply to this issue.

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far.

• Argue for or against your colleague's position on the foremost ethical issue for care coordination.
◦ Provide credible evidence to support your argument.

• Provide a critical assessment of your colleague's solution for addressing the issue.
◦ What considerations might your colleague have overlooked?

Course Resources

u05d1 - Learning Components

• Explain the role of ethics in providing high-quality, patient-centered care.
• Determine strategies to respond to ethical challenges.
• Formulate an ethical care strategy that addresses patient diversity and cultural competence.
• Identify the key elements of the code of ethics for nurses that apply to a given practice setting.

Introduction

Part of care coordination is assessing disparities and acting in a culturally competent manner. As a nurse engaged in care coordination, it is important to
treat every patient in a manner that promotes health equity. Care coordination does not mean that all patients are treated equally. In fact, care
coordination means that patients are treated according to their own unique health needs and in consideration of their cultural backgrounds.

Several models of care coordination address disparities and cultural competence. The University of Missouri School of Nursing's Aging in Place
Program, the University of Pennsylvania School of Nursing’s Living Independently for Elders (LIFE) Program, The Nurse-Family Partnership, and the
Transitional Care Model (TCM) at the University of Pennsylvania School of Nursing are just a few that provide care coordination focused on addressing
health disparities and providing culturally competent care.

Learning Activities

Conquering Death by PowerPoint: The Seven Rules of Proper Visual Design | Transcript

Creating a Presentation: A Guide to Writing and Speaking | Transcript

Using Kaltura

Microsoft Office Software

Undergraduate Discussion Participation Scoring Guide



u06s2 - Assignment Preparation

Readings

Diversity and Health Disparities

Note: The articles Allen et al. (2011) and Cipriano (2012), although a bit older, are still relevant and useful resources for the discussions in this unit.

• Allen, J. K., Dennison-Himmelfarb, C. R., Szanton, S. L., Bone, L., Hill, M. N., Levine, D. M., . . . Anderson, K. (2011). COACH Trial: A randomized,
controlled trial of nurse practitioner/community health worker cardiovascular disease risk reduction in urban community health centers. Circulation:
Cardiovascular Quality and Outcomes, 4(6), 595–602. Retrieved from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3218795/

• Bourgois, P., Holmes, S. M., Sue, K., & Quesada, J. (2017). Structural vulnerability: Operationalizing the concept to address health disparities in
clinical care. Academic Medicine, 92(3), 299–307.

• Lee, S. J. C., Jetelina, K. K., Marks, E., Shaw, E., Oeffinger, K., Cohen, D., . . . Balasubramanian, B. A. (2018). Care coordination for complex
cancer survivors in an integrated safety-net system: A study protocol [PDF]. BMC Cancer, 18, 1–10.

◦ As you know, different patient groups have different health needs. Addressing these specific health needs helps eliminate health disparities
and improve patient outcomes. As you read this article, consider your patient population's unique needs and how you can use care
coordination to reduce health care disparities.

• Cipriano, P. (2012). The imperative for patient-, family-, and population- centered interprofessional approaches to care coordination and transitional
care: A policy brief by the American Academy of Nursing’s Care Coordination Task Force. Nursing Outlook, 60(5), 330–333.

• Schaeff, R., Halliday, J., Byng, R., vretveit, J., Exworth, M., Peckham, S., & Asthana S. (2017). Bridging the discursive gap between lay and
medical discourse in care coordination. Sociology of Health and Illness, 39(7), 1019–1034.

• Vanderboom, C. E., Thackeray, N. L., & Rhudy, L. M. (2015). Key factors in patient-centered care coordination in ambulatory care: Nurse care
coordinators’ perspectives. Applied Nursing Research, 28(1), 18–24.

◦ Care coordination occurs in all patient populations and patient groups. Diversity is an important consideration, as is cultural competence.
Consequently, the nurse must be able to act in a culturally competent manner. In this article, the authors discuss cultural competence as a key
factor in providing coordinated care. As you read the article, reflect on how this relates to your patient population and how you will act in a
culturally competent manner when providing care and care coordination.

u06s1 - Learning Components

• Identify the social determinants of health.
• Describe the nurse's role in care coordination.
• Determine the best approach to planning for care.

In your upcoming assignment in Unit 7, you will design and record a video of an educational session for nurses on care coordination. To prepare for the
assignment, identify key factors nurses must consider to effectively engage in the care coordination process.

In addition, complete the Managing Change media to gain insight into the importance of being able to effectively manage change.

• Care coordination occurs in a rapidly evolving health care system. Today's resources and policies may not be available or applicable tomorrow.
Patient goals today will change and evolve over time. Because nurses work in a changing environment, they must be familiar with change
management and strategies for dealing effectively with change. As a care coordinator, you will need to understand how to manage change.

You may also wish to:

• Review the assignment instructions and scoring guide to ensure that you understand the work you will be asked to complete.
• Conduct sufficient research of the scholarly and professional literature to inform your work and meet the requirements for supporting evidence.
• Begin thinking about the content and design of your presentation. Allow plenty of time to rehearse your presentation before recording the final

version for submission, due in Unit 7.
• Reflect on the studies and discussions you have completed so far, and consider how the content of these activities might inform your approach to

this assignment.
• Allow plenty of time to rehearse your presentation before your assignment is due next week.
• Ask your instructor any questions you have at this time about the assignment.

Note: Remember that you can submit all, or a portion of, your draft presentation to Smarthinking Tutoring for feedback, before you submit the final
version for this assignment. If you plan on using this free service, be mindful of the turnaround time of 24–48 hours for receiving feedback.



u06d1 - Health Disparities

u06d2 - Culturally Competent Care

Recording Equipment Setup and Testing
Check that your recording equipment and software is working properly and that you know how to record and upload your presentation. You may use
Kaltura or similar software for your video recording.

• If using Kaltura, refer to the Using Kaltura tutorial for directions on recording and uploading your video in the courseroom.

Note: If you require the use of assistive technology or alternative communication methods to participate in this activity, please contact
DisabilityServices@capella.edu to request accommodations.

u06s2 - Learning Components

• Identify the social determinants of health.
• Identify effective change management strategies.
• Describe the nurse's role in care coordination.
• Determine the best approach to planning for care.

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

Part of the care coordination process is considering health disparities. For this discussion, identify the health disparities you see in your patient
population, then:

• Create a resource list that could be used by nurses to help them address health disparities in practice.
• Provide at least two evidence-based reference to support it.

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far. In your response, address the
following questions:

• How do the health disparities that your colleague identified compare to those that you identified?
• Which resources from your colleague's list could you use in your practice?
• What suggested resources can you provide that your colleague might want to add to his or her list?

Course Resources

u06d1 - Learning Components

• Identify health disparities.
• Determine how ethical elements correspond to the diversity needs of the population.
• Determine appropriate cultural adaptations to care.
• Identify resources in the community that can help eliminate disparities.

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

As a care coordinator, you have a role in providing culturally competent care.

For this discussion, consider your patient population, or a population you are familiar with. Then:

• Identify cultural adaptations for care coordination that you may need to meet.
• Create a brief, real-world case study scenario, based on past clinical experience, that illustrates the health care professional's role in providing

culturally competent care. Note: If you are unable to draw on past experience, you may create a fictional case study scenario, based on anticipated
future clinical experiences.

Undergraduate Discussion Participation Scoring Guide



Unit 7  Healthy People 2020 and Care Coordination

u07s1 - Studies

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far.

• Include the cultural adaptations your colleague identified that you could apply to your own practice.
• Evaluate your colleague's position on the health care professional's role in providing culturally competent care, as illustrated by his or her case

study.
◦ Include any insights you have gained from your colleague's perspective.
◦ Compare your colleague's views on this issue with yours.
◦ Use evidence to support your critique, question your colleague's assumptions, or uncover unstated assumptions.

Course Resources

u06d2 - Learning Components

• Identify health disparities.
• Determine how ethical elements correspond to the diversity needs of the population.
• Determine appropriate cultural adaptations to care.
• Identify resources in the community that can help eliminate disparities.

Introduction

Care coordination is multi-faceted, as you have discovered during this course. Healthy People 2020 provides interventions that are based on science,
and the goals are focused on improving health for all Americans. Healthy People has been around for over three decades and does the following:

• Encourages collaboration across communities and sectors.
• Empowers individuals to make informed health decisions.
• Measures the impact of prevention activities.

As a nurse engaged in care coordination, it is important to consider how Healthy People 2020 shapes the health of our nation and emphasizes the
targeted health goals for our country. You should be familiar with Healthy People 2020, its overarching goals, and the healthy people framework.

Learning Activities

Readings

Care Coordination Best Practices

As you read through the following articles, it is important to consider how you can convey the principles of care coordination clearly to your colleagues.
Remember that some staff nurses and nursing managers may feel more comfortable focusing on direct patient care and completing tasks while turning
over care coordination to social workers and case or care managers. However, care coordination belongs to all nurses, and changing health care
systems, legislation, and budgetary restrictions are placing staff nurses in roles where they are more involved or lead care coordination. As a BSN-
prepared nurse, it is your role to assist and lead care coordination and determine how you can help nursing colleagues understand care coordination as a
powerful way to improve patient outcomes.

• Bean, M. (2017). The importance of care in a value-based world: Best practice approaches from Spectrum Health. Retrieved from
https://www.beckershospitalreview.com/quality/the-importance-of-care-coordination-in-a-value-based-world-lessons-learned-by-spectrum-
health.html

• Morton, S., Shih, S. C., Winther, C. H., Tinoco, A., Kessler, R. S., & Scholle, S. H. (2015). Health IT-enabled care coordination: A national survey of
patient-centered medical home clinicians. Annals of Family Medicine, 13(3), 250–256. Retrieved from http://www.annfammed.org/content/13/3/250

• What is care coordination? (2018). Retrieved from https://catalyst.nejm.org/what-is-care-coordination/

Undergraduate Discussion Participation Scoring Guide



u07a1 - Care Coordination Presentation to Colleagues

Healthy People 2020

Review the following:

• HealthyPeople.gov. (n.d.). Healthy People 2020. Retrieved from http://www.healthypeople.gov/
◦ Explore the Healthy People 2020 website, and pay close attention to the Social Determinants of Health topic area.

• HealthyPeople.gov. (n.d.). Healthy people 2020: Framework [PDF]. Available from https://www.healthypeople.gov

Optional Readings

Care Coordination

You may read the following:

• Bachman, S. S., Comeau, M., & Jankovsky, K. M. (2015). The care coordination conundrum and children and youth with special health care needs
[PDF]. Available from http://cahpp.org/

• Khera, N., Martin, P., Edsall, K., Bonagura, A., Burns, L. J., Juckett, M., . . . Majhail, N. S. (2017). Patient-centered care coordination in
hematopoietic cell transplantation. Blood Advances, 1(19), 1617–1627.

u07s1 - Learning Components

• Identify the social determinants of health.
• Determine measures of care coordination.
• Describe the nurse's role in care coordination.

Professional Context
Nurses have a powerful role in the coordination and continuum of care. All nurses must be cognizant of the care coordination process and how safety,
ethics, policy, physiological, and cultural needs affect care and patient outcomes. As a nurse, care coordination is something that should always be
considered. Nurses must be aware of factors that impact care coordination and of a continuum of care that utilizes community resources effectively and
is part of an ethical framework that represents the professionalism of nurses. Understanding policy elements helps nurses coordinate care effectively.

This assignment provides an opportunity for you to educate your peers on the care coordination process.

By successfully completing this assignment, you will demonstrate your proficiency in the following course competencies and assignment criteria:

• Competency 2: Collaborate with patients and family to achieve desired outcomes.
◦ Outline effective strategies for collaborating with patients and their families to achieve desired health outcomes.

• Competency 3: Create a satisfying patient experience.
◦ Identify the aspects of change management that directly affect elements of the patient experience essential to the provision of high-quality,

patient-centered care.

• Competency 4: Defend decisions based on the code of ethics for nursing.
◦ Explain the rationale for coordinated care plans based on ethical decision making.

• Competency 5: Explain how health care policies affect patient-centered care.
◦ Identify the potential impact of specific health care policy provisions on outcomes and patient experiences.

• Competency 6: Apply professional, scholarly communication strategies to lead patient-centered care.
◦ Raise awareness of the nurse's vital role in the coordination and continuum of care in a video-recorded presentation.

Scenario
Your nurse manager has been observing your effectiveness as a care coordinator and recognizes the importance of educating other staff nurses in care
coordination. Consequently, she has asked you to develop a presentation for your colleagues on care coordination basics. By providing them with basic
information about the care coordination process, you will assist them in taking on an expanded role in helping to manage the care coordination process
and improve patient outcomes in your community care center.

Instructions
Complete the following:



1. Develop a video presentation for nursing colleagues highlighting the fundamental principles of care coordination. Include community resources,
ethical issues, and policy issues that affect the coordination of care. To prepare, develop a detailed narrative script. The script will be submitted along
with the video.

Note: You are not required to deliver your presentation to an actual audience.

Presentation Format and Length

The video-based presentation should be no more than 20-minutes in length. You can record your presentation using Kaltura (recommended) or similar
software.

Create a detailed narrative script for your video presentation, approximately 4–5 pages in length. Include a reference list at the end of the script.

Supporting Evidence

Cite 3–5 credible sources from peer-reviewed journals or professional industry publications to support your presentation. Include your source citations on
a references page appended to your narrative script. Explore the resources about effective presentations as you prepare this assignment.

Presentation Requirements

The requirements outlined below correspond to the grading criteria in the Care Coordination Presentation to Colleagues Scoring Guide, so be sure to
address each point. Read the performance-level descriptions for each criterion to see how your work will be assessed.

• Outline effective strategies for collaborating with patients and their families to achieve desired health outcomes.
◦ For example, drug-specific educational interventions and cultural competence strategies.

◾ What evidence do you have to support your selected strategies?

• Identify the aspects of change management that directly affect elements of the patient experience essential to the provision of high-quality, patient-
centered care.

• Explain the rationale for coordinated care plans based on ethical decision making.
◦ Consider the reasonable implications and consequences of an ethical approach to care and any underlying assumptions that may influence

decision making.

• Identify the potential impact of specific health care policy provisions on outcomes and patient experiences.
◦ What are the logical implications and consequences of relevant policy provisions?
◦ What evidence do you have to support your conclusions?

• Raise awareness of the nurse's vital role in the coordination and continuum of care in a video-recorded presentation.
◦ Fine-tune the presentation to your audience.
◦ Stay focused on key issues of import with respect to the effects of resources, ethics, and policy on the provision of high-quality, patient-

centered care.
◦ Adhere to presentation best practices.

Additional Requirements

Before submitting your assignment, proofread your script to minimize errors that could distract readers and make it more difficult for them to focus on the
substance of your video presentation.

Submit both your presentation video and script. The script should include a reference page. See Using Kaltura for more information about uploading
multimedia files. You may submit the assignment only once, so be sure that both assignment deliverables are included.

Note: If you require the use of assistive technology or alternative communication methods to participate in this activity, please contact
DisabilityServices@capella.edu to request accommodations.

Portfolio Prompt: Save your presentation to your ePortfolio. Submissions to the ePortfolio will be part of your final Capstone course.

Course Resources

DisabilityServices@Capella.edu

ePortfolio

PowerPoint Presentations Library Guide

SoNHS Professional Presentation Guidelines [PPTX]

Conquering Death by PowerPoint: The Seven Rules of Proper Visual Design | Transcript



u07d1 - Managing Change

Unit 8  Endpoints

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

Change is inevitable in health care. You may have experienced multiple change processes in your practice as a nurse, and you may have seen nurses
who handle change well and those who do not. Change has a predicable cycle, and you know that understanding the change process can help you deal
with change more effectively. You also know that change management is key to effective care coordination.

For this discussion:

• Create a poster as a single presentation slide, using PowerPoint or other suitable presentation software, that provides an overview of the change
cycle.

◦ Include at least two evidence-based references to support your poster.

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far. Review your colleague's poster and
address the following questions:

• Did your colleague address the change cycle differently than you did?
◦ If so, what did you learn from your colleague's poster?

• Do you agree or disagree with any point in their overview of the change cycle?
• Would you suggest making any changes or revisions to the content or design of the poster?
• Can you suggest any additional evidence-based resources that address the change cycle?

Course Resources

u07d1 - Learning Components

• Identify effective change management strategies.
• Determine measures of care coordination.
• Describe the nurse's role in care coordination.
• Determine the change cycle elements.
• Identify how change management affects care coordination.

Introduction

Care coordination standards, or endpoints, are important for the nurse to understand and follow. As a nurse, you must understand the essential elements
of care coordination and their relationships to professional standards. By now, you have discussed the elements associated with care coordination,
including the framework and the ethical, policy, and other issues that address health disparities and promote the health of all patients. In this unit, you will
review the standards and consider how they apply to your patient population and your role as a nurse.

Learning Activities

Creating a Presentation: A Guide to Writing and Speaking | Transcript

Using Kaltura

Microsoft Office Software

Undergraduate Discussion Participation Scoring Guide



u08s1 - Studies

u08s2 - Vila Health: Cultural Competence

Readings

Care Coordination Endpoints

Read the following:

• McDonald, K. M., Schultz, E., Albin, L., Pineda, N., Lonhart, J., Sundaram, V., . . . Davies, S. (2014). Care coordination measures Atlas
update. Retrieved from https://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/atlas2014/index.html

◦ Focus on how care coordination is measured and evaluated from a patient and family viewpoint. Notice how AHRQ even identifies specific
activities the nurse may complete to aid in care coordination and how these activities are measured.
◾ Chapter 5, "Measure Mapping."
◾ Chapter 6, "Measure Maps and Profiles."

• Vanderboom, C. E., Holland, D. E., Mandrekar, J., Lohse, C. M., Witwer, S. G., & Hunt, V. L. (2017). Predicting use of nurse care coordination by
older adults with chronic conditions.Western Journal of Nursing Research, 39(7), 862–885.

◦ In this article, the authors research predictors of care coordination utilization by older adults with chronic conditions. This is a vulnerable
patient group, so understanding whether the patient is likely to participate in care coordination provides information to the care coordinator
regarding the likelihood of utilization and may be a predictor to health outcomes. Understanding whether patients are at risk means the nurse
can target specific care coordination initiatives to help improve the rate of utilization. Focus on how you can use this information with your
patient population to improve care coordination utilization.

• Toles, M., Moriarty, H., Coburn, K., Marcantonio, S., Hanlon, A., Mauer, E., . . . Naylor, M. D. (2017). Managing chronic illness: Nursing contact and
participant enrollment in a Medicare care coordination demonstration program. Journal of Applied Gerontology, 36(4), 462–479.

◦ As you read this article, reflect on how chronic illnesses are managed in Medicare care coordination programs. It is important to consider this
vulnerable population and identify how the care coordinator can improve health outcomes for this population. As a care coordinator, the nurse
has tools to address chronic illnesses and mitigate ongoing symptoms through good care coordination. What can you apply to your patient
population? How is the process of addressing Medicare patient outcomes different from other patient populations, and what role does care
coordination play in empowering the nurse to provide excellent patient care?

u08s1 - Learning Components

• Discuss the metrics, or endpoints, of care coordination.
• Discuss medication-specific endpoints.
• Identify specific endpoints for care coordination.
• Determine the role of policy in the outcomes of care coordination.
• Identify the role of care coordination in the continuum of care, considering changing health policies.

Vila Health is a virtual environment that simulates a real-world health care system. In the various Vila Health scenarios, you will apply professional
strategies, practice skills, and build competencies that you can apply to your coursework and in your career.

Cultural competence is a skill set for care coordinators that is crucial to the provision of patient-centered care and satisfying patient experiences. Each
individual comes with a unique set of cultural experiences and an identity shaped by their cultural upbringing. Even if a patient comes from a similar
background as you, their cultural background may be completely different. If patients come from a very diverse background, you must still approach their
care by identifying and prioritizing their unique cultural needs. Often nurses will focus on treating all patients the same. However, we know that from a
cultural and even biological standpoint, treating all patients the same may result in harm. Because nurses are to provide care without harm, cultural
competence is a necessary skill.

During this unit, complete the Vila Health: Cultural Competence simulation to gain insight into the implications for a safe and effective continuum of care
and the potential consequences when culturally competent care is lacking.

Course Resources

u08s2 - Learning Components

• Determine the influence of culture on care.

Vila Health: Cultural Competence



u08s3 - Assignment Preparation

u08d1 - Endpoints

• Determine the implications and consequences for care when culturally competent care is lacking.

In your upcoming assignment in Unit 9, you will create a final care coordination plan, based on your preliminary plan from Unit 3, and present it to your
hypothetical patient.

To prepare for the assignment, consider the hypothetical patient experience and how you will present the plan. Make sure you schedule time accordingly.

In addition, be sure you have completed the Vila Health: Cultural Competence simulation. You may also wish to:

• Review the assignment instructions and scoring guide to ensure that you understand the work you will be asked to complete.
• Conduct sufficient research of the scholarly and professional literature to inform your work and meet the requirements for supporting evidence.
• Reflect on the studies and discussions you have completed so far, and consider how the content of these activities might inform your approach to

this assignment.
• Ask your instructor any questions you have at this time about the assignment.

Note: Remember that you can submit all, or a portion of, your draft plan to Smarthinking Tutoring for feedback, before you submit the final version for this
assignment. If you plan on using this free service, be mindful of the turnaround time of 24–48 hours for receiving feedback.

u08s3 - Learning Components

• Determine appropriate actions for the nurse in care coordination based on relevant health policies.
• Provide the components of a care coordination plan.
• Discuss how care coordination can be used to manage chronic diseases.
• Communicate the impact of care coordination on patient outcomes.

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

Endpoints with positive outcomes are associated with high-quality care coordination. As a nurse engaged in care coordination, you are concerned with
endpoints for your patients and understand the importance of considering how endpoints are influenced by cultural background.

For this discussion, you will be placed in small discussion groups by the instructor. With the members of your group:

• Discuss endpoints that support your nursing practice and population (or a population you are familiar with) and how this relates to your care
coordination role.

• Consider your patient population and the specific endpoints for care coordination you may need to meet, as well as the influence of cultural
background on endpoints.

After concluding your small-group discussion:

• Provide a brief overview of endpoints for your specific population.
◦ Include one medication-specific endpoint.

• Provide a brief overview of the endpoints for your specific population that are influenced by cultural background.
◦ How will you address differences in endpoints due to a patient's cultural background? Explain.
◦ What can you do as a nurse to ensure health equity in care coordination endpoints?

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far.

• Explain how your colleague addressed medication-specific endpoints.
◦ How does this approach differ from your experience with, and approach to, care coordination?

• Assess your colleague's approach to the issue of cultural influences on endpoints.
◦ Do you agree or disagree with the approach?
◦ What evidence can you provide that supports or challenges the approach?

• Consider if any aspect of your colleague's approach influenced your thinking about endpoints.
◦ If yes, how?



Unit 9  Putting It All Together

u09s1 - Studies

Course Resources

u08d1 - Learning Components

• Discuss the metrics, or endpoints, of care coordination.
• Determine appropriate actions for the nurse in care coordination based on relevant health policies.
• Discuss the cultural influences that affect care coordination endpoints.
• Discuss medication-specific endpoints.
• Explain the care coordination process and cultural elements.
• Identify specific endpoints for care coordination.
• Determine the influence of a patient's cultural background on endpoints.
• Identify the role of care coordination in the continuum of care, considering changing health policies.

Introduction

As a nurse engaged in care coordination, you are responsible for creating care coordination plans for your patient population. In this unit, you will have
the opportunity to create a final care coordination plan for a particular healthcare problem that a patient may experience. It is important to conceptualize
care coordination for your patient population and think critically regarding the process of optimally addressing health needs in your community.

Learning Activities

Readings

Care Coordination Resources

Review the following:

• Improving Chronic Illness Care. (n.d.). Care coordination: Reducing care fragmentation. Retrieved from
http://www.improvingchroniccare.org/index.php?p=Care_Coordination&s=326

• Improving Chronic Illness Care. (n.d.). Reducing care fragmentation: A toolkit for coordinating care [PDF]. Available from
http://www.improvingchroniccare.org/

◦ Explore this toolkit, which contains useful strategies and resources intended to help make the provision of coordinated care easier.

Cultural Diversity

Read the following:

• Tan, L., Gallego, G., Nguyen, T. T. C., Bokey, L., & Reath, J. (2018). Perceptions of shared care among survivors of colorectal cancer from non-
English-speaking and English-speaking backgrounds: A qualitative study [PDF]. BMC Family Practice, 19, 1–10.

Optional Resources

Care Coordination Measures

You may read the following:

• Quinn, M., Robinson, C., Forman, J., Krein, S. L., & Rosland, A. M. (2017). Survey instruments to assess patient experiences with access and
coordination across health care settings: Available and needed measures. Med Care, 55(Supplement 7 1), S84–S91. Retrieved from
http://europepmc.org/articles/PMC5509356

◦ Consider how health care scientists assess and evaluate a diverse cultural setting and the impact on needed health care.

Undergraduate Discussion Participation Scoring Guide



u09a1 - Final Care Coordination Plan

u09s1 - Learning Components

• Identify appropriate care coordination measures.
• Determine the implications and consequences for care when culturally competent care is lacking.
• Determine the influence of a patient's cultural background on endpoints.
• Identify a patient's cultural needs in providing coordinated care.

Professional Context
Care coordination is the process of providing a smooth and seamless transition of care as part of the health continuum. Nurses must be aware of
community resources, ethical considerations, policy issues, cultural norms, safety, and the physiological needs of patients. Nurses play a key role in
providing the necessary knowledge and communication to ensure seamless transitions of care. They draw upon evidence-based practices to promote
health and disease prevention to create a safe environment conducive to improving and maintaining the health of individuals, families, or aggregates
within a community. When provided with a plan and the resources to achieve and maintain optimal health, patients benefit from a safe environment
conducive to healing and a better quality of life.

This assignment provides an opportunity for you to apply communication, teaching, and learning best practices to the presentation of a care coordination
plan for a specific healthcare problem a patient may experience.

By successfully completing this assignment, you will demonstrate your proficiency in the following course competencies and assignment criteria:

• Competency 1: Adapt care based on patient-centered and person-focused factors.
• Competency 2: Consider how you would collaborate with patients and family to achieve desired outcomes.

◦ Evaluate learning session outcomes and the attainment of mutually agreed-upon health goals.

• Competency 3: Create a satisfying patient experience.
◦ Evaluate predicted patient satisfaction with the care coordination plan and progress made toward Healthy People 2020 goals and leading

health indicators.

• Competency 4: Defend decisions based on the code of ethics for nursing.
◦ Make ethical decisions in designing patient-centered health interventions.

• Competency 5: Explain how health care policies affect patient-centered care.
◦ Identify relevant health policy implications for the coordination and continuum of care.

Scenario
In this assignment, you will implement the preliminary care coordination plan you developed in Unit 3 and communicate the plan in a professional,
culturally sensitive, and ethical manner.

Instructions
Complete the following:

1. Complete the preliminary care coordination plan you developed in Unit 3. Tailor the care plan to a particular health problem a patient with unique
needs may require.

2. Evaluate session outcomes and addressing possible revisions to the plan.

Document Format and Length

Build on the preliminary plan document you created in Unit 3. Your final plan should be 5–7 pages in length.

Supporting Evidence

Support your care coordination plan with peer-reviewed articles, course study resources, and Healthy People 2020 resources. Cite at least three credible
sources.

Grading Requirements

The requirements, outlined below, correspond to the grading criteria in the Final Care Coordination Plan Scoring Guide, so be sure to address each
point. Read the performance-level descriptions for each criterion to see how your work will be assessed.

• Designs patient-centered health interventions and timelines for a selected health care problem
◦ Address three patient health care issues.



u09d1 - Meeting Cultural Needs

◦ Design an intervention for each health issue.
◦ Identify three community resources for each health intervention, so the hypothetical patient may make an informed decision about what

resources to use.

• Make ethical decisions in designing patient-centered health interventions.
◦ What are the practical effects of specific decisions?
◦ What ethical questions remain that generate uncertainty about the decisions you have made?

• Identify relevant health policy implications for the coordination and continuum of care.
◦ Cite specific health policy provisions.

• Evaluate learning session outcomes and the attainment of mutually agreed-upon health goals in collaboration with the patient.
◦ What aspects of the session would you change?
◦ How might revisions to the plan improve future outcomes?

• Evaluate for each health intervention, so the patient may make an informed decision about what resources to use. progress made toward Healthy
People 2020 goals and leading health indicators.

◦ What changes would you recommend to improve patient satisfaction and better align the session with Healthy People 2020 goals and leading
health indicators?

Portfolio Prompt: Save your presentation to your ePortfolio. Submissions to the ePortfolio will be part of your final Capstone course.

Course Resources

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

Nurses provide care for a diverse group of patients. It is crucial that such care, especially coordinated care, addresses the needs of the patient.

For this discussion, consider your own patient population and community, or one you are familiar with. Then:

• Create a brief case study scenario, based on past clinical experience, that provides an example of a cultural need you may experience when
providing coordinated care. Note: If you are unable to draw on past experience, you may create a fictional case study scenario, based on
anticipated future clinical experiences.

• Describe common cultural needs that you have seen and how they apply to the care coordination process.

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far. In your response, address the
following questions:

• How do the cultural needs that your colleague identified compare to those that you identified?
◦ Were any of those needs surprising or of particular interest or concern to you?
◦ If so, why?

• What resources can you cite that would provide additional, useful insight on the topic?

Course Resources

u09d1 - Learning Components

• Determine the influence of culture on care.
• Discuss the cultural influences that affect care coordination endpoints.
• Explain the care coordination process and cultural elements.

ePortfolio

CORE ELMS

Undergraduate Discussion Participation Scoring Guide



Unit 10  Care Coordination and Informatics

u10s1 - Studies

u10d1 - Care Coordination Process Overview

• Identify a patient's cultural needs in providing coordinated care.

Introduction

In today's health care environment, it is important to understand the many issues inherent in professional nursing practice. Care coordination is largely
data-driven, and informatics support nurses in their care coordination role. Whether your facility uses an electronic medical record (EMR) or electronic
health resource (EHR), care coordination is integrated with these tools.

Informatics and technology are major components of health care that impact the role of the nurse. In this last unit, you will reflect on the entire care
coordination process and consider how informatics and technology augment your nursing role.

Learning Activities

Readings

Communication, Measurement, and Process

Read or review the following:

• Jones, C. D., Vu, M. B., O’Donnell, C. M., Anderson, M. E., Patel, S., Wald, H. L., . . . DeWalt, D. A. (2015). A failure to communicate: A qualitative
exploration of care coordination between hospitalists and primary care providers around patient hospitalizations [PDF]. Journal of General Internal
Medicine, 30(4), 417–424.

◦ Communication is key to care coordination. This article provides a good overview of the importance of communication in care coordination.
As you read through the article, think about the entire care coordination process, its impact on care and patient outcomes, and the elements
of care coordination that are the most important to communicate.

• McDonald, K. M., Schultz, E., Albin, L., Pineda, N., Lonhart, J., Sundaram, V., . . . Davies, S. (2014). Care coordination measures Atlas
update. Retrieved from https://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/atlas2014/index.html

◦ Chapter 4, "Emerging Trends in Care Coordination Measurement."
◦ Chapter 5, "Measure Mapping."

• Vimalananda, V. G., Dvorin, K., Fincke, B. G., Tardiff, N., & Bokhour, B. G. (2018). Patient, PCP, and specialist perspectives on specialty care
coordination in an integrated health care system. Journal of Ambulatory Care Management, 41(1), 15–24. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5726433/

◦ As you put the care coordination elements together, it is important to reflect on the care coordination process. This article provides a useful
perspective of the care coordination process for you to consider in your future practice.

u10s1 - Learning Components

• Identify appropriate care coordination measures.
• Determine the role of policy in the outcomes of care coordination.
• Communicate the impact of care coordination on patient outcomes.

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

After completing this course, you have a good understanding of the care coordination process.

For this discussion, consider how you can contribute to the care coordination process in your role as a BSN-prepared nurse and post a brief overview of
the care coordination process as it applies to your patient population.



u10d2 - The Impact of Care Coordination on Patient Outcomes

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far. In your response, address the
following questions:

• How does your colleague's overview of the care coordination process compare with the process as it applies to the patient population in your
practice setting?

• What is your assessment of the process your colleague has outlined?
◦ What suggestions could you make to improve the process?
◦ What evidence can you provide to support your suggestions?

• Has your colleague's process overview influenced you to rethink any aspects of how patient care is coordinated in your practice?
◦ If so, why?

Course Resources

u10d1 - Learning Components

• Determine potential future contributions to the process of care coordination.
• Select appropriate actions for the nurse in care coordination based on relevant health policies.
• Discuss how care coordination can be used to manage chronic diseases.

Note: Remember to adhere to the requirements for initial discussion posts and responses addressed in the SoNHS FEM.

For this discussion, share your working knowledge of care coordination with your colleagues.

• Create an infographic on the care coordination process that highlights the impact that care coordination has on patient outcomes.
◦ Create your own design or use an existing infographic template of your choice. Refer to the CDC's Global Health Infographics web page for

examples.

• Provide at least two evidence-based references to support your infographic.

Response Guidelines
Read and respond to your colleagues' posts. Try to comment on those who have had few or no responses thus far. Review your colleague's infographic
and address the following questions:

• What did you learn from your colleague's infographic?
◦ What questions do you have?

• Would you suggest making any changes or revisions to the content or design of the infographic?
◦ If yes, be specific and explain your reason for the suggested changes.

Cite one additional scholarly or professional resource on the topic.

Course Resources

u10d2 - Learning Components

• Provide the components of a care coordination plan.
• Identify the role of care coordination in the continuum of care considering changing health policies.
• Communicate the impact of care coordination on patient outcomes.

Undergraduate Discussion Participation Scoring Guide
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