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�Introduction

Definitions of care coordination have proliferated over the last decade. The most 
recent definition from the National Quality Forum’s (NQF) Care Coordination 
Endorsement Maintenance Project 2016–2017 is “a multidimensional concept that 
includes effective communication among healthcare providers, patients, families, 
caregivers (regarding chronic conditions); safe care transitions; a longitudinal view 
of care that considers the past, while monitoring present delivery of care and antici-
pating future needs; and the facilitation of linkages between communities and the 
healthcare system to address medical, social, educational and other support needs 
that align with patient goals” (National Quality Forum 2017, paragraph 1). Earlier 
definitions from NQF and the Agency for Healthcare Research and Quality (AHRQ) 
are given in Table 11.1 to provide a historical perspective. The definition of care 
coordination evolved to include the purposeful nature of the intervention, require-
ment for two or more participants, and most importantly the need for organization 
and harmonization of activities.

In the United States, 60% of adults have a chronic illness, and four in ten adults 
have two or more chronic illnesses (see Chap. 8). Chronic diseases are the leading 
causes of death and disability and leading drivers of the nation’s $3.3 trillion in 
annual healthcare costs (National Center for Chronic Disease Prevention and Health 
Promotion 2019). With such a large population of chronically ill, the need for 
improved care is evident. For individuals and families, the lack of coordination 
leads to fragmented, inconsistent, and poorly planned care. Medical errors, duplica-
tion of tests, and paper shuffling can occur, with results ranging from inconvenient 
to life-threatening. The lack of coordinating care can also lead to unnecessary emer-
gency room visits and hospitalizations, avoidable readmissions, and excessive 
resource use. Conversely, effective care coordination supports achieving the 
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quadruple aim, improving the care experience for individuals, improving individual 
health, reducing costs, and improving healthcare providers’ work-life (Bodenheimer 
and Sinsky 2014). Examining care coordination as an intervention is an essential 
first step in understanding all the activities/components that contribute to delivering 
quality and safe person-centered and system-level outcomes.

�Care Coordination: Linkages to the QHOM

Care coordination is embedded in all components of the QHOM (Mitchell et al. 
1998) with multidirectional relationships whereby nursing care coordination inter-
ventions act through client and system characteristics to improve health outcomes. 
Additionally, client and system interactions affect health outcomes. This chapter 
examines the characteristics of care coordination related to individuals, providers, 
and organizational perspectives and describes the multifocal relationships among 
these perspectives and nursing interventions and care coordination outcomes as 
depicted in Fig. 11.1.

�System Characteristics of Care Coordination

Although the chapter focus is care coordination as an intervention, it is essential to 
explore this (a) in the context of the structure of care coordination, (b) from the 
clinician and organizational perspectives, and (c) to be cognizant that locations of 
care coordination by RNs include programs in primary care, acute care, ambulatory 

Table 11.1  Definitions of care coordination

National 
organization Definition
National 
Quality Forum 
(NQF 2010, 
p. 2)

“Care coordination is defined as an information-rich, patient-centric endeavor 
that seeks to deliver the right care (and only the right care) to the right patient 
at the right time … A function that helps ensure that the patient’s needs and 
preferences for health services and information sharing across people, 
functions and sites are met over time … Care coordination maximizes the 
value of services delivered to patients by facilitating beneficial efficient, safe 
and high-quality patient experiences and improved health care outcomes”

Agency for 
Healthcare 
Research and 
Quality
(AHRQ 2014, 
Paragraph 1)

“Care coordination is the deliberate organization of patient care activities 
between two or more participants (including the patient) involved in a 
patient’s care to facilitate the appropriate delivery of health care services. 
Organizing care involves the marshaling of personnel and other resources 
needed to carry out all required patient care activities and is often managed by 
exchanging information among participants responsible for different aspects 
of care.”

National 
Quality Forum
(NQF 2017, 
Paragraph 1)

Care coordination is: “… the deliberate synchronization of activities and 
information to improve health outcomes by ensuring that care recipients’ and 
families’ needs and preferences for healthcare and community services are 
met over time.”
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care, and home care; programs based in telehealth; and programs with remote moni-
toring (Conway et al. 2019).

�Clinician Perspective

Care coordination requires a team to support the complex care and social support 
needs of individuals with chronic illnesses as they are typically high users of health, 
community, and social services (Heslop et  al. 2014). While acknowledging care 
coordination is a part of the role for many healthcare professionals, this chapter 
focuses on the role of RNs in care coordination. Registered nurses are ideally posi-
tioned to be the point of accountability whether they are employed as care coordina-
tors, in specific care coordinator roles, or whether they coordinate care in their 
everyday RN role.

The structural component of care coordination is found in the evidence-based 
dimensions and competencies of Care Coordination and Transition Management 
(CCTM) provided by RNs and includes (1) support for self-management, (2) educa-
tion and engagement of individuals and families, (3) coaching and counseling of 
individuals and families, (4) advocacy, (5) population health management, (6) team-
work and collaboration, (7) cross-setting communication and transition, (8) person-
centered care planning, and (9) nursing process (Haas et al. 2013). A logic model was 

System Characteristics of 
Care Coordination

Clinician, Organization

Outcomes of Care 
Coordination

Individual, Family, Community, 
Population

Client

Individual, Family, Community, 
Population

Care Coordination
Interventions

Individual, Family, Community, 
Population

Fig. 11.1  Framework for care coordination

11  Care Coordination



196

developed to identify structural components with associated activities, processes, 
and outcomes in each of the nine Care Coordination and Transition Management 
dimensions. A logic model linking these relationships is depicted in Fig. 11.2.

The logic model has selected activities for each dimension listed, as well as spec-
ified outcomes. The logic model allows for RN contributions to be recognized and 
provides an estimate of RN value in care coordination and transition management, 
related to processes and outcomes of care (Haas and Swan 2014). These competen-
cies relate to RNs in all settings across the healthcare continuum. They guide acute 
care practice and discharge teaching and planning, care transitions between differ-
ent providers and settings of care, provision of surveillance, and support for persons 
with multiple chronic conditions as they live at home or in assisted living, or receive 
home care within the community, and cope with self-management of their health 
and healthcare (Swan et  al. 2019). Consistent with the QHOM, these structural 
components link with interventions and resulting outcomes of care coordination.

�Organizational Perspective

Healthcare systems have increased investment in care coordination service models 
such as patient-centered medical homes (PCMHs) and accountable care organiza-
tions (ACOs). Four examples of investment in care coordination services are the 
Serious Illness Care Program (Lakin et al. 2017), the Comprehensive Primary Care 
Initiative developed by the Centers for Medicare & Medicaid Services (CMS) 
(Peikes et al. 2018), a funded CMS innovation grant called COMPASS (Care of 
Mental, Physical, and Substance-Use Syndromes) (Katon and Unutzer 2006; Katon 
et al. 2005), and the Veterans Health Administration’s Patient Aligned Care Teams 
(PACTs) providing interprofessional care coordination in primary care (Zulman 
et al. 2017). These programs are described in Table 11.2; however, the programs’ 
common system characteristics are defined as care management, customized longi-
tudinal care plans, and care coordination with other providers.

�Client

From the individual and family perspective, people bring predisposing characteris-
tics such as demographics, social structure, health beliefs, psychological character-
istics, personal and family resources, individual’s ability to access care, individual’s 
self-perceived illness severity, and person-perceived need for care coordination 
(Vanderboom et al. 2017). Individuals needing care coordination may have multiple 
complex physical and social problems that are challenging to manage. The need for 
coordination is not defined by the number of diagnoses but by the complexity of 
health problems, the complexity of social situations, and the complexity manifested 
by frequent use of healthcare services (Vanderboom et al. 2015). Examples of chal-
lenges that exacerbate these complexities include (1) limited support from family 
and friends, limited social support, (2) limited financial resources, and (3) diverse 
language and cultural attributes (Vanderboom et al. 2015).
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Program: The CCTM RN Model Logic Model 
Situation: The Care Coordination Transition Management - Registered Nurse Model (CCTM RN) evolved to standardize work of all

registered nurses using evidence from nursing and interprofessional literature on care coordination and transition
management.  The CCTM-RN Model specifies dimensions of CCTM and associated competencies -  knowledge, skills, and
attitudes - essential for the CCTM RN to meet the needs of individuals and families across the continuum of care.  The
preparation and work as an CCTM RN is recognized by a certification credential from the Medical Surgical Nursing
Certification Board (MSNCB).

Inputs/Competencies Outputs Outcomes
Activities Participation Short Medium Long

Support for Self
Management

Enhance health literacy CCTM RN, MD, APRN,
Pharmacist, social worker

Baseline comprehensive
needs assessment reflects
individual values,
preferences, goals

Solutions to most critical
socioeconomic issues

Engaged, educated
individual/family, increased
ability to "cope" with care
interventions

Advocacy Negotiate & secure
individual services; Coach
person in self advocacy

CCTM RN, MD, APRN,
Pharmacist, social worker

Individual/family concerns 
and goals heard, able to 
access providers, 
community services, 
medications

Individual/family
compliance with treatment
plan, medications

Keep primary care
appointments, 
appointments
in community agencies

Education and
Engagement of
Individual and Family

Assess readiness to
learn/learning styles

CCTM RN, Pharmacist,
social worker, dietician,
psychologist

Individual/family can
"teach back" info on care
interventions

Increased engagement in
preventative care and use
of telehealth learning
modalities

Engaged, educated
individual/family

Cross Setting
Communication and
Transition

Coordination/collaboration
between specialty and
primary providers who
develop and share the
Individual Care Plan
across settings

CCTM RN, MD, APRN,
Pharmacist, social worker,
dietician, psychologist, MD
specialists, acute care,
long-term care and home
care RNs

Care Plan transmitted
between setting, changes
& updates communicated

Use of electronic Individual
Care Plan for handoffs

Decreased errors,
duplication, decreased
costs

Coaching and
Counseling of Individuals
and Families

Answer questions
individuals/families have
before & after seeing
provider visit

CCTM RN Individuals/families come
prepared with "Ask Me
Three" questions to clinic
or calls

Enhanced understanding
of health care resources in
the community and need
to seek consultation prior
to increased severity

Decreased ED use,
increased ability to "cope"
with care interventions

Nursing Process Assess individual for
knowledge understanding
dx, needs, treatment,
expected outcomes of
treatment

CCTM RN Best evidence used for
interventions/outcomes;
care plan is routinely
updated

Electronic process
indicators show
compliance with EBP plan,
short term EBP outcomes
achieved

Long term EBP disease or
health outcomes achieved
at 80% level

Population Health
Management

Expert use of population
management tools (e.g.
registries, analytics tools)
to track and monitor select
population characteristics

CCTM RN, MD, APRN,
Pharmacist, social worker,
dietician, MA,
psychologist, MD
specialists, acute care,
long-term care and home
care RNs

Maximize impact of visit or
telehealth call regarding
disease managaement,
prevention & wellness
through alerts

Enhanced process
improvement; enhanced
immunization rates,
participation in wellness
programming

Enhanced quality of care,
achievement of
benchmarks for prevention
and wellness

Team Work and
Collaboration

Inclusion of teamwork in
orientation and continuing
education

CCTM RN, MD, APRN,
Pharmacist, social worker,
dietician, MA,
psychologist, MD
specialists, acute care,
long-term care and home
care RNs

Enhanced understanding
of interprofessional roles;
communication techniques

Early collaboration when
issue arises, team problem
solving/planning

Less siloed care; engaged
health care team;
increased appreciation of
team member
contributions

Person-Centered Care
Planning

Motivational interviewing;
eliciting individual's goals
and priorities

CCTM RN, MD, APRN,
Pharmacist, social worker,
dietician, MA,
psychologist, MD
specialists, acute care,
long-term care and home
care RNs

Individualized Care Plan;
care planning activities
transcend barriers/
transitions keeping the
individual at the focus

Plan of care transparent
for individual/family &
perceive team is listening
to their preferences/goals

Enhanced individual/family
engagement & satisfaction
with quality of care

Assumptions : Individuals will seek care across the continuum of care,
individuals will access CCTM RN providers, individuals will be engaged in
care processes. Providers will collaborate, work in teams, develop and
use person-centered care plans. Organization will have EHR that operates
across settings. Outcomes are shared by team, not discipline specific.

External Factors  Slow development of interprofessional team education
and practice; changes in reimbursement to value-based purchasing, slow
implementation of EHRs that are operable across settings, and slow
development of longitudinal plan of care that moves with individual between
settings.

Fig. 11.2  Logic model for care coordination. Source: © 2018 by S. Haas & B.A. Swan. Reprinted 
with permission from Swan, B.A., Haas, S.A., Haynes, T.S., & Murray. (2019). Introduction. In 
S.A. Haas, B.A. Swan, & T.S. Haynes (Eds.), Care coordination and transition management core 
curriculum (pp. 14–16). American Academy of Ambulatory Care Nursing
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Table 11.2  Organizational care coordination models and associated interventions and outcomes

Model Interventions Outcomes
Serious Illness Care 
Program (Lakin et al. 
2017)

Integrated care management 
program coordinating care for 
chronically ill, medically complex 
individuals in primary care practices
Focused on conversation and 
communication with individuals 
about their goals and values related 
to end-of-life care
Nurse care coordinator-created 
customized care plan

Increase in communication 
and documentation in the 
EHR’s advanced care 
planning module
More comprehensive 
conversations covering more 
elements related to goals 
and values

COMPASS (Beck et al. 
2018; Coleman et al. 
2017; Rossom et al. 
2017)

Defined care management process 
with a care team of at least one care 
manager, physician consultant, and 
psychiatrist
Use of care management tracking 
system
Monitoring of hospital and 
emergency department use

Reduces unnecessary 
hospital use and cost
Reduces unnecessary 
emergency department use 
and cost
Patient and provider 
satisfaction
Patient Health Questionnaire 
(PHQ) less than 5
Systolic blood pressure less 
than 140, diastolic blood 
pressure less than 90
Hemoglobin A1c less than 8

PACTs (Zulman et al. 
2017)

Interprofessional care team with four 
core members
Comprehensive patient assessment
Tracking of patient’s health-related 
goals, priorities, and self-care 
challenges
Assessment of physical function, 
cognitive impairment, social support, 
advance directives, medication 
adherence, and level of activation
Frequent telephone contact
Weekly team discussions of 
high-acuity patients
Coordination of care with VA and 
non-VA providers

Satisfaction with model and 
each member of the care 
team
Improved patient 
engagement
Improved satisfaction with 
VA care
Improved communication
Improved activation levels

Comprehensive Primary 
Care Initiative (Peikes 
et al. 2018)

Enhanced access to and continuity of 
care
Planned care for chronic conditions 
and preventive care
Risk-stratified care management
Patient and caregiver engagement
Coordination of care with patients’ 
other providers

Improved risk-stratified care 
management
Improved access to 
appointments
Improved access after-hours
Improved care coordination 
after hospitalizations and 
emergency department visits

B. A. Swan
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Effective care coordination by RNs occurs with different populations in a variety 
of settings. Populations include adults with diabetes; adults with dementia; adults 
with a terminal illness; children with special care needs; adults poststroke; adults 
with chronic obstructive pulmonary disease; adults with heart failure; disabled indi-
viduals with functional impairments; older adults in skilled nursing facilities; adults 
with chronic and complex illness and social needs; individuals with mental and 
physical health conditions; people living with cancer; persons at the end of life; 
older adults with multiple health, social, and nonmedical needs; and veterans 
(Breckenridge et al. 2019; Huitema et al. 2018; Kuo et al. 2018; Lee et al. 2018; 
Rentas et al. 2019; Rossom et al. 2017; Ruiz et al. 2017; Talley et al. 2018; Zulman 
et al. 2017).

�Care Coordination Interventions

Care coordination is an effective intervention when working with various popula-
tions in many different settings, as described above. In the QHOM, RN care coordi-
nation can be a direct or indirect clinical process. For instance, a direct process 
would occur during a care visit, such as self-management education or teaching 
coping skills. An indirect clinical process would happen outside the care visit, such 
as telephone management of high-risk older adults at risk for hospitalization or 
facilitated communication between individual, family, and clinicians. Indirect care 
coordination focuses on activities such as administration, consultation, planning, 
and service development.

�RN Clinical Processes: Direct Interventions

As a direct intervention, care coordination is delivered through a variety of activi-
ties. A systematic review of the nurse care coordinator role identified a range of in-
person care coordination activities. These include developing plans of care, 
educating about disease and self-management using behavior change and health 
coaching principles, managing medications, performing comprehensive assess-
ments, evidence-based care planning, and coaching for self-management (Conway 
et al. 2019).

Population care coordination utilizes principles from care coordination, case 
management, and population health to maximize health outcomes and resource uti-
lization for populations and the individuals within them (Rushton 2015). There are 
many population-focused models using care coordination activities as an interven-
tion. Two populations requiring ongoing, complex coordination are older adults and 
individuals living with cancer.

Care coordination for older adults is required in a variety of settings, including 
primary care and the community. Direct interventions in these models include 
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assessing individual needs and goals; building and maintaining relationships; creat-
ing a plan of care; providing self-management support; providing transition man-
agement; linking individuals to community resources; coordinating medications; 
monitoring physical signs and symptoms; managing durable medical equipment; 
monitoring laboratory findings; communicating with primary care providers, phar-
macists, caregivers, and community agencies; finding financial and community 
resources; and addressing complex physical, mental, social, and cultural needs 
(Kim et al. 2016; Scholz and Minaudo 2015; Vanderboom et al. 2015, 2017).

Complex cancer survivors require highly coordinated care to ensure optimal out-
comes for their cancers, coexisting chronic conditions, and overall quality of life. 
Followed by oncologists with little or no care coordination with primary care pro-
viders, care is fragmented and providers are siloed, with suboptimal care quality 
(Lee et al. 2018). Care coordination interventions include both direct and indirect 
activities such as using an electronic health record-driven registry to facilitate indi-
vidual’s transitions between primary care and oncology care; co-locating an RN 
within a complex care team providing clinical care coordination, continuity, and 
transition management, and assisting individual self-management; registry review; 
and enhancing teamwork through coaching (Lee et al. 2018).

At the start of cancer treatment, individuals have an in-person meeting with the 
RN. During treatment, the RN tracks individuals to ascertain completion of initial 
cancer treatment, coordinates appointments and lab tests between primary care and 
specialty clinics weekly, and makes appointments with the social worker. At the end 
of the treatment, the RN provides treatment summary and follow-up guidelines, 
encourages interaction with primary care, recommends a transition to the care team 
posttreatment, tracks appointment results via the registry, synthesizes health and 
cancer history, educates on follow-up for cancer recurrence, educates on self-
management for chronic diseases, educates on long-term effects of cancer treat-
ment, and coordinates specialty care referrals including smoking cessation, health 
behaviors, and psychosocial counseling (Lee et al. 2018).

Additional population-based models requiring similar direct RN care coordina-
tion interventions include children with asthma (Garwick et al. 2015), individuals 
with pneumonia (Seldon et al. 2016), individuals living with diabetes (Talley et al. 
2018), and individuals at the end of life (Ruiz et al. 2017). Successful care coordina-
tion not only requires direct interventions; indirect activities are just as critical.

�RN Clinical Processes: Indirect Interventions

A systematic review of the nurse care coordinator role identified a range of indirect 
care coordination activities including arranging consultations with healthcare pro-
viders, arranging consultations with community service providers, monitoring med-
ication adherence, collaborating with providers, educating about communicating 
with members of the healthcare team, ongoing contact with the individual over 
time, addressing transitions in care, identifying an action plan for situations of clini-
cal deterioration, providing home-based case management, liaising with other 
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providers and settings, providing case management services, supporting clinical 
visits with home telephone support, monitoring proactively, supporting caregivers, 
accessing community-based services, and providing navigator activities (Conway 
et al. 2019).

�Outcomes of Care Coordination

Care coordination is a crucial strategy for addressing complex health and social 
issues and improving quality outcomes and performance measures. Care coordina-
tion models have been developed, recognizing that coordinating care for individuals 
with chronic conditions and complex healthcare needs requires new ways to provide 
care. Care coordination is intended to prevent costly consequences of poor manage-
ment and improve short- and long-term quality for individuals, families, communi-
ties, and populations. The body of evidence linking care coordination to important 
quality outcomes is described below.

Person-centered outcomes resulting from care coordination as an intervention 
include quality of life, decreased symptom severity both physical and mental 
(depression, cognition), greater symptom control, concerns and problems, self-
efficacy, knowledge about disease and self-management, continuity of care, treat-
ment adherence, individual satisfaction with care, family satisfaction with care, and 
morbidity (Conway et al. 2019).

Organizational or system-centered outcomes resulting from care coordination as 
an intervention include decreased preventable hospitalizations and rehospitaliza-
tion; resource use during hospitalization; length of stay; and inappropriate use of the 
following services: emergency department, outpatient clinic, home visit, hospice, 
physician visits, community service, physical therapy, occupational therapy, and 
rehabilitation. Further, care coordination can improve the number of patients receiv-
ing appropriate care, who have no treatment delays, and who go for follow-up 
appointments. Finally, organizations’ throughput, costs, clinician satisfaction, and 
understanding of the care coordination role can all improve with care coordination 
(Conway et al. 2019).

�Outcome Measures for RN Care Coordination

While the above quality outcomes are important, the creation of quality outcomes 
and performance measures that uniquely appraise the contribution of RNs to care 
coordination is critical. There is growing work by Start et al. (2018) in collaboration 
with Collaborative Alliance for Nursing Outcomes (CALNOC) that has led to 
developing outcome metrics for nine care coordination and transition management 
RN dimensions displayed in Table 11.3.

When implemented, these metrics will provide the data to track the outcomes of 
RN care coordination. Data will be even more robust when RN care coordination 
interventions are coded in SNOMED CT and tracked and linked to the outcomes 
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achieved. Two articles discuss how to discover value in the care coordination work 
of RNs across the care continuum and track the impact of care coordination done 
by other members of the interprofessional team (Haas and Swan 2014; Haas 
et al. 2016).

�Summary

The QHOM provides a framework to describe and discuss the structural character-
istics, interventions, and outcomes of nursing care coordination in the context of 
client—individual, family, community, and population. This chapter examined sys-
tem characteristics of care coordination related to clinicians and organizational per-
spectives and described the multifocal relationships among these perspectives and 
nursing interventions and care coordination outcomes. RNs are increasingly looked 
to for leadership in the transformation of healthcare. Leveraging the RN role in care 
coordination is a strategy aimed at increasing the value for individuals, families, 
communities, and populations across the care continuum. It requires a commitment 
from nursing to lead and facilitate performance improvement that focuses on quality 
and safety and enhanced care delivery.

Table 11.3  Care coordination and transition management dimensions and validated outcome 
measures

Dimensions Outcome measures
Support for self-management 1. Pain

2. HTN
3. Community falls
4. BMI
5. Depression
6. �DM HCG A 1 C Rates and Targets Achieved 

(prioritized)
7. Opioid misuse
8. Advanced planning
9. �Comprehensive DM/HgH1c
Process:
10. Risk assessment and follow-up plans
11. Interprofessional team engagement
12. Reassessment
Outcomes:
13. Admission
14. Readmission

Education and engagement of patient and 
family
Cross-setting communication and transition
Coaching and counseling of patients and 
family
Nursing process: assessment, plan, 
intervention, evaluation
Teamwork and collaboration
Patient-centered planning
Population health management
Advocacy

Source: © 2019 by D. Brown & R. Start. Reprinted with permission from Austin, R., Mercier, 
N., Kennedy, R., Bouyer-Ferullo, S., Start, R., & Storer-Brown, D. (2019). Informatics compe-
tencies to support nursing practice. In S.A. Haas, B.A. Swan, & T.S. Haynes (Eds.), Care coor-
dination and transition management core curriculum (p. 274). American Academy of Ambulatory 
Care Nursing
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