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The intent of this essay is to provide an overview of the Care Coordination nursing model that was developed by nursing administration at the University of Pittsburgh Medical Center Presbyterian Hospital in response to the economic and patient satisfaction impact of the Affordable Care Act.  The public health relevance is that nurses, and the care that they provide, will have a significant impact on the quality of care and hospital reimbursement in the evolving healthcare environment.  This paper reviews previous nursing care models and how social and economic factors have impacted their development.   Based on the success of the Care Coordination pilot, the new model is being implemented through the University of Pittsburgh Medical Center system in order to ensure better health outcomes and remain competitive against similar academic medical centers.Mark S. Roberts, MD, MPP
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From the turn of the 20th century to today’s information age, models of nursing care continue to influence nursing practice in acute and critical care. [1]  The term ‘care models’ in nursing refers to the framework in which the work of caring for patients is organized. [2]  There is no innately correct model of care; ultimately, systems of nursing care delivery are a reflection of social values, management ideology and economic considerations. [3]  Industrial, societal and professional trends also play an important part in the development of a nursing care delivery models. [1]
Nursing care models change as a function of the economic, social and patient forces.  Given the socio-economic environment they were created in, these models were designed to provide the best patient care possible in regards to both cost and efficiency.  This paper will highlight the importance of nursing practice and provide an overview of different nursing care models that have been utilized throughout history.  It will then describe the economic influence that lead to a pilot reorganization of care in one unit of the University of Pittsburgh Medical Center (UPMC) Presbyterian Hospital and the early dissemination of that to other units.
[bookmark: _Toc385412643]overview of nursing care Delivery models
The practice of nursing emerged before 500 AD in its most basic form where nurses tended to the hygiene and comfort needs of individuals and families. [4]  During the Crimean War in 1859, Florence Nightingale initiated the first nursing care delivery model by differentiating between the head nurse and the floor nurse.  In this model, the head nurse was responsible for thinking, planning and directing of the patients care while the floor nurse was responsible for provider care. [5]  Following the turn of the 20th century, private-duty nurses dominated professional nursing.  These nurses were utilized through a registry and cared for a single patient in the home or in the hospital. [5]  After the stock market crash, families could no longer afford these private-duty nurses.  These nurses were hired by hospitals to staff their wards utilizing Nightingales original model.
Models of nursing care delivery then evolved based on the economic issues of the Great Depression in the 1930s, the political issues of World War II and the postwar era, the wave of humanism in the late 1960s and early 1970s, and the economic circumstances surrounding healthcare from the 1970s to the present. [6]  Traditional models of nursing care delivery have been used independently at various times throughout history, but have also coexisted as hospitals adapted to economic changes.  These models include total patient care, functional, team and primary nursing.  These models differ in their respective focus, clinical decision-making, and work allocation. [7]
The Affordable Care Act (ACA) has changed economic and quality incentives and nursing care can play a huge role in a health care organizations success under this new legislation.  We must recognize the importance of each type of care model that has been developed.  We will review the history of nursing care models, present what strengths and weaknesses associated with each and present what led us to believe that they are inadequate for responding to the Affordable Care Act. (See Table 1).  
[bookmark: _Toc385412644]Total Patient Care Delivery Model
Total patient care, which was prominent until the 1930s, is perhaps the oldest model of nursing care delivery.  Florence Nightingale believed that nurses should focus on complete care of the patient including their mind, body and spirit.  In this care delivery model, one nurse assumes responsibility for the complete care of a group of patients on a 1:1 basis, providing total patient care throughout the shift. [8]  Direct care is being provided, however the nurse decides whether to provide care in a patient-centered or task-centered manner.  In this model, a charge nurse is responsible for giving all reports related to patient care during the change of shift.  Although it is good to one nurse in such a leadership role, mistakes can easily be made since communication regarding patient care is not directly between the bedside nurses at shift change.
Since activities are primarily carried out by registered nurses who are able to give their complete attention to the patients, the total patient care model delivers high quality care. [7]  However, since no one person is responsible for coordinating a patient’s care during his or her hospital stay, continuity of care is not guaranteed past a given shift.  Total patient care is considered an efficient delivery model because it decreases communication time between staff, reduces the need for supervision to ensure completion of work, and allows one person to perform more than one task at a time. [9] 
Nurse satisfaction in this model varies.  Some nurses prefer total patient care delivery because it allows them to focus on the patients needs, while other nurses dislike this model as they feel their time and skills are wasted on patient care tasks that could be completed by other
	3
Table 1. Comparison of Traditional Models of Care Delivery [adapted 7]
	Model
	Focus
	Clinical Decision Making
	Work Allocation
	Time Span of Allocation
	Advantages
	Disadvantages

	Total Patient Care
	Total Patient Care
	Nurse at bedside, charge nurse makes some decisions
	Assigning patients
	One shift
	Continuity of care guaranteed for a given shift; patient needs met quickly; close nurse-patient relationship
	Continuity of care not guaranteed throughout the hospital stay; high cost of 1:1 RN/patient ratio

	Functional
	Individual Tasks
	Charge nurse makes most decisions
	Assigning tasks
	One shift
	Requires fewer RNs; cost efficient; division of labor clearly outlined
	Fosters fragmentation in care that is not holistic; no one person accountable for total patient care; focus on tasks over critical thinking

	Team
	Group Tasks
	Team leader makes most decisions
	Assigning tasks
	One shift
	RN has accountability for supervision and coordination of patient care; model incorporates and maximizes skills of both RN and non-RN staff
	Limits professional autonomy; most expensive model; communication among team members is complex and affects efficiencies

	Primary
	Total Patient Care
	Nurse at bedside
	Assigning patients
	24 hours/day, 7 day/week for duration of hospitalization
	Better incorporates the professional aspects of nursing practice; focus on holistic care of patients across the course of a hospitalization
	Wide variation in implementation; total accountability may be overwhelming to the RN; intimidating for less skilled nurses
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staff members with less skill and education. [8]  This model tends to be preferred by physicians because they only have to locate and communicate with one nurse who will be familiar with the status of the patient.  Since registered nurses primarily deliver care in this model, the total patient care model results in enhanced nursing vigilance that improves patient safety and better care outcomes. [10] 
[bookmark: _Toc385412645]Functional Care Delivery Model
Functional care delivery became popular in the 1940s during a nursing shortage in the United States that was a result of active involvement in World War II.  Functional nursing uses an assembly line approach to patient care and maximizes the skills of ancillary personal based on the complexity of task in terms of judgment and technical knowledge. [1]  In the functional care delivery model, nurses are able to focus on the complex tasks for all patients, while less skilled workers perform the more routine tasks.  This model is task oriented and requires that procedures, policies, regulations and protocols be followed.  Although policies and regulations are necessary for continuity of care, some say that this models reliance on these is counterproductive to nurses’ decision making and does not encourage professional autonomy or development beyond task mastery. [1]
Care coordination is the task of the nurse manager and delegates tasks, makes all assignments and receives/gives call report. [11]  The task assignment aspect of functional care delivery and the fact that no one person is accountable for total patient care, causes fragmentation of care, with patient problems being overlooked because they did not fit into the defined assignment.  This fragmentation causes an increased numbers of errors and omissions, which decrease the quality of care and threatens patient safety.  However, this model is typically viewed as cost efficient since it can be implemented with the smallest number of nursing staff who can accomplish a large amount of tasks in a small amount of time. [7]
Nurses, who desire to have closer involvement with the patients, generally are unsatisfied with this model. [8]  Additionally, they become bored and frustrated due to the repetitive nature of the work.  Patients being cared for in the functional care delivery model complain about the constant stream of staff coming into their room with a specific purpose and that none of them have time to discuss any patient concerns. [8]  The functional care delivery model clearly delineates the division of labor and uses skills of a variety of individuals to provide care for a large number of patients. [1]
[bookmark: _Toc385412646]Team Nursing Care Delivery Model
The team nursing care delivery model emerged following World War II in an effort to address the existing nursing shortage and to incorporate military corpsmen.  In team nursing a registered nurse leads a group of healthcare workers, usually with diverse educational background, by delegating patient care duties and supervises the care for all of the patients seen by the team. [1]  In this model, communication is hierarchical with reports being exchanged between charge nurse and charge nurse, charge nurse and team leader, and team leader and team members.  The focus of team nursing is to work collaboratively with shared responsibility for assessment, planning, delivery, and evaluation of patient care. [7]
In team nursing, the nurse knows the patients better and can make assignments that best match patient needs with staff abilities and skills, and provide more direction, coordination, and supervision. [8]  Patients’ needs are coordinated and the quality of care is higher with this model because the nurse is accountable for fewer patients. [7]  Although patient satisfaction is greater with team nursing, it is considered a less efficient model since the time spend coordinating, delegating, and supervising leads to a loss of productive work time. [12]  Additionally, the most educated staff members are required to supervise less skilled workers and “good” staff is limited to patients with defined complex needs.
When assigned to the same patients, team members develop closer nurse-patient relationships and therefor feel a greater sense of accomplishment and satisfaction. [12]  In the team model of care delivery, nurses perceived greater work pressure and less commitment and involvement. [13]  The team nursing care delivery model requires strong nurse delegation and supervisory skills and allows patients to interact with fewer caregivers.
[bookmark: _Toc385412647]Primary Nursing Care Delivery Model
In the 1960s, the primary nurse care model emerged as the nursing profession began to move away from task orientation and focused rather on one-to-one, patient centered nurse-patient relationship that promotes the continuity of care. Returning the nurse to this role is similar to the total patient care model.  However in primary nursing, care is based on a 24 hour per day schedule as opposed to the total patient care model where tasks being based on a shift schedule of eight to twelve hours. [1]  In this model, the primary nurse assumes 24-hour responsibility and accountability for assigned patients for the duration of their hospital stay and has the authority to assess, plan, organize, implement, coordinate and evaluate care in collaboration with patients and their families. [7]  In primary nursing, assignments are based on patient need and staff abilities.  Decision-making in this model is decentralized and takes places at the bedside. [1]  Primary nursing was designed to return the nurse to the role of direct caregiver and was compatible with the individualized, problem-solving approach to care for patients with complex needs. [11]
Primary nursing enhances the continuity of care since nurses take more responsibility for completing the required care for their patients.  The quality of care is greatly improved because the primary nurse can define and resolve the patient’s problems, which results in better patient outcomes. [8]   In the primary nurse model, the communication networks also help to contribute to the continuity of care. [7]  The professional aspects of nursing practice, including autonomy, clinical judgment and decision-making are maximized in primary nursing.
This model is difficult to implement when nurses are assigned too many patients and the 24-hour accountability may be overwhelming to many nurses. [1]  Additionally, when the primary nurse is not available, responsibility for making necessary patient care decisions and the actual delivery of care is delegated to an associate nurse.  If nurses were prepared to take on the role of primary nurse, they experienced a high level of satisfaction because they functioned in a highly autonomous capacity. [8]  Physicians appreciate primary nursing because they come to rely on the nurses’ knowledge of the patient for overall decision making. [6]  When receiving care in the primary nursing care model, patients’ perceived care to be more personalized and were more satisfied when a particular nurse was assigned to their care. [14]  The primary nursing care delivery model is flexible and provides holistic and patient-focused.
Nursing care models have historically been impacted by social and economic factors. The early nursing models utilized 1:1 nursing care.  Nursing shortages drove the development of industrialized “assembly line” based care.  The desire to incorporate care providers with various levels of education prompted a more team-based approach to care.  The need to focus on patient centered care and improve continuity of care led to the nurse returning to a more direct caregiver role.   Moving forward, nursing care models will continue to be influenced by both the economic outlook and patient satisfaction measures.
[bookmark: _Toc385412648]Nursing and the affordable care act
The current healthcare system is fragmented, without any single entity responsible for the overall quality and coordination of the patient’s care.  Additionally, the fee-for-service system has directed the larger share of resources to tests, procedures and acute care. [15]  The Patient Protection and Affordable Care Act of 2010 (PPACA) contains many provisions that seek to intertwine the quality of care with the cost of care and directs renewed attention, more resources and incentives to promote those elements of care which are also essential functions of nursing practice.  Reform is essential to ensure more timely assessment of patients, the retention of a skilled nursing workforce and a system which will meet the ever-changing needs of the wider community. [16]  The PPACA creates a patient-centered care delivery model that relies on a robust nursing contribution for success.  Nurses will play an important role in this model by maintaining patient safety, increasing patient satisfaction levels and ensuring cost efficient, high quality care.
[bookmark: _Toc385412649]Value Based Purchasing and HCAHPS
In the past, in order to increase revenue a hospital simply needed to increase its patient volume.  The PPACA includes value-based purchasing (VBP) that bases Medicare reimbursement rates on the quality of care, which involves both clinical and patient satisfaction targets.  In October 2012, as part of VBP, the Centers for Medicare and Medicaid Services (CMS) started basing 1% of payments to hospitals on the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS).  In 2013, the VBP will establish a total performance score that will have two components: the clinical process of care domain and the patient experience care domain. [17]  By providing financial incentives, the PPACA’s goal is to encourage and facilitate those healthcare delivery elements that have been demonstrated to improve clinical outcomes. [15]
HCAHPS, a survey that was introduced in 2008 as part of the Inpatient Prospective Payment System, is a data collection tool that measures patients’ perception of their hospital experience. The HCAHPS survey contains 18 core questions that ask “how often” or whether patients’ experiences experienced a critical aspect of hospital care. [18]  The survey is administered to a random sample of recently discharged patients and asks 27 questions about their hospital stay.   The HCAHPS survey provides a national standard for collecting and publicly reporting information that will allows providers and consumers to make local, regional and national comparisons. [17]  
[bookmark: _Toc385412650]Nursing and HCAHPS
The impact of nursing care on patient satisfaction has long been established, but never before linked to financial rewards. [19]  The implementation of HCAHPS and value-based purchasing marks the first time that perceptions regarding the quality of nursing care will be directly connected to hospital reimbursement.  The following items comprise the patient experience domain of the HCAHPS survey, six of which are significantly impacted by nurses [17]:
· Communication with physicians
· Communication with nurses
· Pain management
· Cleanliness and quietness of the hospital environment
· Responsiveness of hospital staff
· Communication about medications
· Discharge information
· Overall rating of the hospital

Patients’ perceptions of their overall hospital experience are directly related to the quality of nursing care that they receive.  Additionally, nurses’ ratings of their work environment have been linked to HCAHPS measures. [20]  Higher proportions of nursing staff and lower patient-to-nurse ratios have been positively associated with patients’ recommendations of the hospital and their satisfaction in receiving discharge information. [21]  Hospital administrators that are focused on maximizing reimbursement will realize nursing care will have the greatest impact on patient satisfaction and HCAHPS scores.
[bookmark: _Toc385412651]upmc presbyterian hospital
Founded in 1893, the University of Pittsburgh Medical Center (UPMC) Presbyterian Hospital is an adult medical-surgical referral hospital and with over 700 beds is the region’s largest inpatient acute care hospital.  UPMC Presbyterian is an academic medical center that provides state of the art medical care to patients with its primary service area and throughout the world.  Since 2012, U.S. News and World Report has ranked UPMC Presbyterian number 10 in the nation.  UPMC Presbyterian is a recognized leader in cardiology, cardiothoracic surgery, critical care medicine, trauma services and neurosurgery and a renowned center for organ transplantation. [22]  In addition to providing medical care, as a teaching hospital, UPMC Presbyterian trains physicians, nurses, pharmacists and other healthcare providers.
In Section 2.1 will review the current nursing structure at UPMC Presbyterian and discuss the lack of efficiency in this model.  Section 2.2 provides an overview of why nursing administration decided to develop care coordination.  Additionally, this section discusses how the model was designed and piloted.  In Section 2.3, the outcomes of the care coordination pilot of reviewed.  Implementation of the new model is discussed in 2.4 and the next steps for care coordination both within Presbyterian hospital and throughout UPMC are reviewed in Section 2.5.
[bookmark: _Toc385412652]UPMc presbyterian nursing structure
At UPMC Presbyterian Hospital, nurses create, design, support and transform care in our patient and family focused environment.  The hospital recognizes that the nursing staff contributes to the organizations innovation and that they are the drivers of evidence-based practice. [23]  Presbyterian hospital is positioned to provide exceptional opportunities for learning, growth and advancement of nursing careers.  The nursing staff structure at UPMC Presbyterian includes: staff nurses, professional staff nurses, senior professional staff nurses, clinicians/primary nurse care coordinators (PNCC) and unit directors (See Table 2).
A staff nurse, the bedside nurse, is an entry level position for new graduates and is intended to be a novice level of practice where new graduates develop skills and abilities, often through the mentoring of a more experienced nurse. [23]  Professional staff nurses have been practicing for a minimum of 6 months and are relied upon to serve as patient care leaders.  These individuals also serve as preceptors for new and student nurses.  Senior professional staff nurses serve as unit leaders and as role models for professional nursing practice by serving as clinical leaders in at least one of the following areas: clinical expert, staff or patient educator/teacher, specialized resource nurse and/or through evidence based practice. [23]  
Clinician/PNCC and unit director roles are limited leadership roles.  Clinicians serve as leaders in clinical nursing practice, identify patient and staff focused opportunities for improvement and lead the process of change. [23]  The primary responsibility of the PNCC is to lead and clinically manage a caseload of patients.  Unit directors are responsible for the operational leadership of the unit.


Table 2. UPMC Presbyterian Nursing Roles

	Title
	Experience Required
	Description

	Staff Nurse
	Entry-Level
	A novice level of practice in which new graduates develop their skills and abilities.

	Professional Staff Nurse
	Minimum of 6 months as staff nurse
	Serve as patient care leaders and preceptors for new nurses.

	Senior Professional Staff Nurse
	Minimum of 2 years of experience
	Serve as unit leaders and role models for professional nursing practice.  

	Clinician
	Minimum of 3 years of experience
	Serve as leaders in clinical nursing practice and in the change process.

	Primary Nurse Care Coordinator (PNCC)
	Minimum of 3 years of experience
	Responsible for leading and clinically managing a caseload of patients.

	Unit Director
	Minimum of 4 years of progressive leadership experience
	Responsible for Unit operational leadership.



Currently at UPMC Presbyterian, in addition to the members of the nursing staff mentioned before, there are other members of the care team that interact with the patient.  These other members typically include: the patient care liaisons, the transition coordinators, physicians, residents, medical students, patient care technicians, care managers, hospital unit coordinators, social workers and pharmacists.  Figure 1 shows the complex communication patterns related to care planning between the members of the care team and the patient.  The blue lines represent interactions with the patient while the red lines represent communication among staff members.  In the current care model, members of the care team visit the patients independently and the patients hear different stories from different people.  There is a lack of standardized modes of communication which results in both dropped and duplicated work.  The bedside nurse is typically out of the loop and the Clinician/PNCC acts as a liaison between the bedside nurse and the physician.  The patients and their families are often left looking for information throughout their stay.
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Figure 1. Current Care Team Model at UPMC Presbyterian Hospital
[bookmark: _Toc385412653]care coordination
In response to the Affordable Care Act, academic medical centers, like UPMC Presbyterian Hospital, will need to address both financial and cultural barriers to the implementation of new payment and care models.  At a micro level, efficiency gains are possible by reengineering nursing processes, improving documentation and care coordination. [24]  All academic medical centers will need to need to maximize quality, align incentives and create highly qualified interdisciplinary care teams. [25]  UPMC Presbyterian will need to develop a model of care that combines what has worked well historically with what the future of healthcare will require.
When compared to other hospitals ranked in U.S. News and World Report, UPMC had consistently lower HCAHPS scores.  Nursing administration at UPMC Presbyterian hospital saw a need to clarify assigned tasks and redesign key processes in order to continue to compete in the changing healthcare environment. Nursing administration identify six HCAHPS categories that needed to be addressed with the new care model. These included: communication with nurses, communication with doctors, communication about medicines, discharge information and care transitions.  Administration wanted to improve communication processes, improve the predictability of the discharge process, improve the accuracy and reliability of care and decrease the amount of effort needed to complete tasks.  The goal was to design a care coordination model on a medicine unit that would: improve patient satisfaction HCAHPS data, decrease case mix index adjusted length of stay and decrease the readmission rate. [26]
[bookmark: _Toc385412654]Changing the Care Model
Changing the care model at UPMC Presbyterian hospital consisted of many steps, constant adaptation and a focus on cultural change.  Baseline observations and staff surveys were conducted of all roles associated with the patient care team (See Appendix A).  After this data was reviewed, a two-day rapid improvement event was conducted on a single medicine unit within the hospital.  During this event, 30 multidisciplinary staff members came together to solve problems as a care team and design what was possible. [26]  The result of this rapid improvement event was a new care model for testing, streamlining of task delegation and redesigned work processes.  These design ideas were tested and refined in a three-month pilot project on the original medicine unit.
The new care model piloted on the medicine unit consisted of a “core care team” and a “consulting care team.”  The core care team is a lean care team consisting of the physician, bedside nurse and care coordinator that the patient sees on a day-to-day basis.  This team rounds together in the patient room, conducts “touch base” huddles and gets assistance from the consulting care team on an as needed basis.  The beside nurse plays a central role in the core care team and facilitates direct communication and continuity within the team.  The consulting care team will interface with the patient based on need.  Part of the consulting care team is a clinical resource specialist, a staff role that was a result of the pilot.  This individual will insure that the system is working for both the care team and their patients.  They will coordinate tests, results, care and focus on discharge concerns.  Figure 2 shows how the new care model creates a more structured model of communication between team members, which results in fewer staff members discussing the care plan directly with the patient.
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Figure 2. Ideal Design for Communication in Care Coordination
From this pilot, there were 11 changes in the care package that were highlighted.  These changes include [26]:
1. Daily multidisciplinary rounds in patient rooms
2. Team decision making
3. Decisions made during rounds
4. Orders entered timely – when decisions are made
5. Central role of bedside nurse
6. Optimize roles/delineate accountability for outcomes
7. Relational communication & equity of voice
8. Shifting of tasks: Right role performing each task
9. Designated help chain for the care team: Clinical Resource Specialist
10. Teaching rounds
11. Pharmacy support
These 11 changes focus on the roles of individual team members with a goal of creating a better experience for both patients and staff.  The care coordination model implemented daily care team rounds, preferably conducted in the morning in the patient the room, so that the patient hears a consistent message.  These initial rounding sessions should be a discussion regarding the patients plan of care and take approximately 10 minutes per patient.  Additionally, the resident places orders in real time during rounds.  Care decisions are made as a team where each team member speaks freely and provides their input.
	In addition to the changes in the care package and the addition of the clinical resource specialist, the PNCC role was phased out.  This was a result of the efficient redesign of the workflow and proper delegation of tasks.  Although loss of this role did not create loss in positions due to the addition of the Clinical Resource Specialist.  Due to their responsibilities, Clinical Resource Specialists cannot have a many patients in their caseload as the PNCCs did previously.  Therefore, additional positions were created and many PNCCs transitioned into roles as Clinical Resource Specialists.
[bookmark: _Toc385412655]Outcomes of the Care Coordination Pilot
The pilot program on the medicine increased patient satisfaction in five categories and slightly the 30-day readmission rate decreased from 25.97% to 21.13%, an overall reduction of 4.84%. [27]
[image: ]Implementation

Figure 3. Medicine Unit HCAHPS from Care Coordination Pilot

An additional positive impact of the care coordination was the positive impact it had on staff satisfaction.  At baseline, the nurses reported that they only spent 5.5-12.4% of their time collaborating with other caregivers.  After the intervention, they were spending on average 25% of their day collaborating to create the best care plan for the patient. [28]  The nursing staff on the medicine unit was also more satisfied with the time they were able to spend with their patients teaching those skills they will need following discharge and the effectiveness of communication within the entire care team.  Staff members stated that the care coordination pilot taught the care team that although solving problems as a team is more complex, it is the right thing to do.  This model demonstrated that giving the front line staff time to think and work together with the patient was the best way to design care solutions.  Therefore, the care coordination model improved patient and staff satisfaction and appeared to have decreased readmission rates.  The hospital leadership made the decision to implement the model across hospital units.
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Figure 4. Nursing Satisfaction Pre and Post Care Coordination Pilot [28]
[bookmark: _Toc385412656]Implementation of Care Coordination
After the successful completion of the three-month care coordination pilot, nursing administration decided to expand the model into additional medicine units throughout the hospital.  Care coordination was implemented onto three medicine units two weeks after the completion of the pilot.  During this time, there was a lot of tension on the units based on fear of job loss and resistance to change.  This may explain the slight drop seen in the overall HCAHPS scores in four categories, however it is important to note that they were higher than the baseline segment (See Figure 5).  Moving forward, expansion throughout the hospital will be conducted unit by unit with care coordination implementation happening in phases, realizing adjustments may have to be made for different service lines.
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	Figure 5.  HCAHPS scores for all units utilizing Care Coordination
Phase one of implementation will be focusing on shifting the tasks and roles throughout the entire hospital.  During this time, the PNCC role was phased out throughout the hospital and these individuals transitioned to new roles.  Care coordinators took on the responsibility of managing all of the components of the discharge plan.  The bedside nurses transitioned into their central role in the care team.  Finally, the hospital unit coordinators, who are part of the new consulting care team, were assigned new duties such as requests for outside records and initiation of the discharge checklist.  Formal training was conducted for these new tasks in order to ensure that the staff understood the changes, the vision was accurately communicated and to dispel any rumors regarding staffing cuts.  Phase two was the unit-by-unit implementation of the formal multidisciplinary rounding.  Although this was initially meant to take place in the morning, adjustments had to be made based on the service line of the unit and the physicians’ schedule.
[bookmark: _Toc385412657]Next Steps
Since the pilot project began in January of 2013, care coordination has been successfully implemented on six units, one of which is an intensive care unit.  Although there has been some variability based on acuity, three of the four original medicine units have a lower 30-day readmission rate when compared to baseline (see Figure 6).  Moving forward, there will be continued adaption to the model to address this issue.
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	Figure 6: 30-Day readmission rate on the four original medicine units
The next step will to expand care coordination to the trauma units throughout the hospital.  Given the unpredictable aspect of the trauma service, it will be a challenge to have scheduled rounds with the physicians on this service.  Given the success of this model, care coordination is set to be a system wide initiative.  Nursing leadership and staff from UPMC Presbyterian are sharing lessons learned with hospitals throughout the system in order to ensure a successful implementation of this care model.
[bookmark: _Toc385412658]conclusion
Nursing care models have been successfully developed throughout history in order to meet the changing demands of the patient, economy and the workforce.  Health care is constantly evolving and it is important to recognize what aspects of nursing care have been successful in the past.  The Affordable Care Act has caused the health care industry to go through an immense amount of change in a relatively short period of time.  Hospitals and providers are constantly learning how to provide efficient, high-quality and patient-focused care.
	There are many factors that may have contributed to the success of the Care Coordination pilot.  The rapid-improvement event included multiple members of the care team who provided input for development of the most streamlined care model for all of the individuals involved with patients day to day care.  Also crucial to the success of the pilot was the clear definition of roles for each staff member, which allowed tasks to be completed more efficiently.  Additionally, the open communication from administration to the staff helped create a culture of change with positively impacted the outcomes of the Care Coordination pilot and its subsequent spread throughout the hospital.
	As Care Coordination continues to develop, there are important factors that should be considered for the models next steps.  First, it is necessary to continue to focus on staff satisfaction and recognition of their opinions on how to develop the Care Coordination model for different service lines.  There also needs to be continued focus on metrics that are being measured, such as average length of stay and HCAHPS categories, since some are still fluctuating.  Although this variation could be random, it is important to continue to develop the model and communication patterns in order to ensure the best outcomes for the patient.  Finally, a thorough statistical analysis needs to be completed to determine the impact of other initiatives that were conducted during the same times as Care Coordination, such as the medicine requisition program conducted by the hospitals pharmacists.  The Care Coordination model will be successful as long as staff continues to remain positive about the change and focus on how their role affects the hospitals overall performance.
Care Coordination is nursing administrations way to ensure that UPMC Presbyterian hospital remains a high-quality care provider.  By utilizing Care Coordination, UPMC Presbyterian will continue to stay ahead of its competitors by ensuring concise communication of care plans and proper dissemination of tasks.  This model has positively effected HCAHPS scores, 30-day readmission rates and staff satisfaction.  The nursing staff will continue to play an enormous role in the success of the hospital and its value-based purchasing scores.  Care Coordination will continue evolve will play a significant role in UPMC Presbyterians continued success in the dynamic health care environment.


[bookmark: _Toc385412659]APPENDIX: CARE TEAM SURVEY 
10D Care Team Survey
 
As you know, on January 14, our unit will begin testing a new model of care. To help us measure improvement, please fill out this brief survey before we start testing. 
 
1. Circle your role:            RN   	HUC     		SW    	    CM    	    MD   	Other
 
2. In the current model, I have adequate time to teach my patients throughout their stay on the skills/info they need for home.
 
        Strongly disagree    	Disagree   	 Agree    	Strongly Agree  		N/A
  
3. At discharge our 10D patients have been adequately prepared for home. 
 
        Strongly disagree 	   Disagree   	 Agree   	 Strongly Agree
 
4.  In the current model, rate the effectiveness of COMMUNICATION (i.e. how well the team passes info to each other) of the entire care team (nursing physicians, care management, ancillary departments, etc), 
 
    Very poor		Poor		Fair		Good		Very Good
 

5. I feel a sense of accomplishment and pride after I have completed my work day on the unit.  

Strongly disagree  	  	Disagree   		 Agree   	 Strongly Agree
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