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Communication in the “in between” 

•  Handovers between health care settings are associated with: 
1.  Care fragmentation 
2.  Poor coordination 
3.  Communication failures 

•  Breakdowns occur at multiple points, including: 
1.  Patient preparation and transport 
2.  Communication of essential health care data 
3.  Medication reconciliation 
4.  Completion of follow up 



Care transitions: the “in between” 

•  Care transitions are defined as the processes of transferring a 
patient either within one care setting or between two different 
care settings.  
•  The potential for medical errors increases when more than one 

health care provider or site of care is involved in providing 
services to a patient.  
•  Patient safety research demonstrates that the cumulative effect of 

mistakes that occur during care transitions can result in significant 
patient harm or even death.  



Patient-centered transitions 

•  Joint Commission National Patient Safety Goal: 
•  Instead of treating a patient as an object or a number that needs to 

move from one site to another, the patient safety goal calls for transitions 
that are: 
•  patient-centered 
•  support patient choices and goals 
•  benefit from an interdisciplinary team approach.  

•  Patient-centered transitions also offer opportunities for patient education 
and participation by determining patient goals and preferences.  



Ensuring patient safety 

•  Efficient transition is key in ensuring that patients can safely move back 
to the community, or to a different level of care 
•  Reduces readmissions and improves patient experience  

•  In order to ensure a well-coordinated transition between the hospital 
and community, regular communication between all parties involved is 
crucial.  
•  This must be efficient, effective and accurate. 

•  Giving patients (and if appropriate their family/caregiver) a complete 
list of medications, an agreed upon treatment plan, and information 
regarding their diagnoses (in written and verbal forms) is important for 
continuity of care and patient/family follow through.  



Ensuring safety & disciplinary knowledge 

•  Computerized records that can be accessed by all care providers facilitates 
open communication and rapid transfer of knowledge between teams.  

•  A proactive approach to tackle potential problems immediately after discharge 
is also important, especially for patients who have complex health problems or 
are approaching end of life.  
•  Awareness of human responses (nursing diagnoses) that were not a priority in one setting, 

but which may be in another, prevents caregivers from missing vital information that 
would facilitate positive patient outcomes. 

•  Need unified terminology that reflects knowledge of the nursing discipline, and 
which is:  
•  Clearly linked to assessment (assessment data are identified) 
•  Clearly defined 
•  Verifiable 



Nurse Care Coordination 

•  Care coordination is a function that helps ensure that the patient’s 
needs and preferences are met over time with respect to health services 
and information sharing across people, functions, and sites and 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.  
•  Care coordination has shown improved outcomes and cost savings for patients 

transitioning from acute care hospitals to the home, especially for the frail, 
elderly population.  

•  Care coordination includes assessing health, ongoing monitoring of residents’ 
health status, recognizing and intervening when there was an acute change in 
health status, managing medication, and facilitating other health care services. 
Care delivery encouraged independence and self-care, providing only services 
that were needed; after acute situations when health status improved, 
additional services were withdrawn.  



Involving the patient in diagnosis and 
treatment planning 

•  Requires the nurse to dialogue with the patient 
•  Explain the nursing diagnoses identified from the assessment 
•  Discuss patient priorities for treatment/care 
•  Agree on goals that would indicate success* in treatment 

•  May require “stair stepping” 
•  Discuss treatment options for those priorities 
•  Agree a plan for treatment 
•  Agree a time frame for reevaluation of the plan, and to discuss other diagnoses 

not addressed in the initial plan, if applicable 

*Success may mean acceptance (e.g., acceptance of chronic pain, death of a 
loved one, etc,) 



Nursing diagnosis as baseline for prescribing 
patient care 

•  Diagnosis results from analysis of assessment data 
•  Requires screening and in-depth assessment 
•  Diagnoses must be MORE THAN a label – must have clear definitions and be 

linked to critical assessment data 

•  The treatment plan should be – whenever possible – based on 
dialogue with the patient 
•  Address the patient’s top priorities FIRST 
•  Address other diagnoses as successes occur 
•  Link the treatment to: 

•  Etiologies whenever possible 
•  Symptoms for short term, or when etiology unknown/has no known treatment 



Nursing diagnosis as baseline for prescribing 
patient care 

•  Remember: a diagnosis should direct the treatment plan, so we 
need: 
•  Clear etiology for problem-focused diagnoses, to direct intervention 
•  Understanding of symptoms which require management until the etiology 

can be addressed (or when it cannot) 
•  An understanding of patient preferences and goals, to prioritize the plan 



Nursing diagnosis as baseline for prescribing 
patient care: An example 

Signs/ symptoms Etiologies AC / ARP Nursing Diagnosis Patient Priorities Patient goals Interventions 

Dissatisfaction with sleep Anxiety Demanding occupation 
(high stress) 

Insomnia READINESS FOR 
ENHANCED NUTRITION 

Eat foods high in protein, iron, 
& that can prevent fatigue and 
improve nutritional status 

Functional medicine consult 

Alteration in 
concentration 

Physical 
discomfort: pain 
in hips (8 on 10-
point scale) 

Anemia Readiness for 
enhanced nutrition 
 

READINESS FOR 
ENHANCED HEALTH 
MANAGEMENT 

Eliminate foods that aren’t 
well absorbed 

Lab tests for Iron panels, 
thyroid panels, trace 
elements, adrenal function, 
etc. 

Difficulty maintaining 
sleep 

Depression Illness (Malabsorption 
syndrome) 

Chronic pain FATIGUE Use foods/ herbs rather than 
medications as much as 
possible 

Herbalist consult 
 

Expresses desire to 
enhance nutrition 

Malnutrition Bariatric surgery 10 
years ago 

Fatigue 
 

CHRONIC PAIN Develop coping strategies for 
chronic pain 

Develop plan to address 
symptom management 

Insufficient energy Prolonged increase in 
cortisol levels 
 

Readiness for 
enhanced health 
management 

INSOMNIA Pain at tolerable level of 4-5 
 

Nutritional consult 

Drowsiness Female, Age >50 years Pain consult 

Lethargy Immune disorder 
 

Mindfulness meditation 

Expresses desire to 
enhance choices of daily 
living for meeting goals 

Impaired metabolic 
functioning 
 

Interdisciplinary team 
meeting to develop plan 
with patient once consults 
completed 



Documenting in the electronic health record 
within each setting 

•  Assessments should link to the nursing diagnosis, through standardized 
codes: 
•  Defining characteristics  
•  Related factors  
•  Risk factors  
•  Associated Conditions 
•  At risk populations 

•  Assessments using these coded phrases can allow decision support via 
information technology to: 
•  Identify missing etiologies (focus of intervention) 
•  “Suggest” potential diagnoses 
•  Rule out diagnoses 
•  Help with differential diagnosis 



Assessments linked to the nursing diagnosis, 
through standardized codes: an example 

Signs/ symptoms Etiologies AC / ARP Nursing Diagnosis 

Dissatisfaction with sleep (00458) Anxiety (00116) Occupational demand (02976) (high 
stress) 

1.  Insomnia (00095) 

Alteration in concentration (00066) Physical discomfort: pain in hips (8 
on 10-point scale) (01452) 

Anemia (01904) 2.  Readiness for enhanced nutrition 
(00163) 

Difficulty maintaining sleep (00407) Depression (00362) Illness (00967) (Malabsorption 
syndrome) 

3.  Chronic pain (00133) 

Expresses desire to enhance 
nutrition (00674) 

Malnutrition (02870) Impaired metabolic functioning 
(02530) 
 

4.  Fatigue (00093) 

Insufficient energy (01201) Anxiety (00116) 
 

Prolonged increase in cortisol levels 
(03111) 

5.  Readiness for enhanced health 
management (00162) 

Drowsiness (00487) Depression (00362) Female gender (02538), Age >50 
years (01844) 

6.  Readiness for enhanced sleep 
(00165) 

Lethargy (01274) Immune disorder (02512) 

Expresses desire to enhance choices 
of daily living for meeting goals 
(01544) 

Expresses desire to enhance sleep 
(00690) 



Necessary information to be shared between 
sites 

•  Importance of including key history elements such as cognitive 
impairment, behavioral health, and psychiatric diagnoses in 
discharge information available to agencies outside the hospital.  
•  Increased information about patient conditions and responses to 

those conditions is a key item both for the delivery of appropriate 
services and for ensuring patient safety. 
•  Identification of nursing diagnoses that were not a priority for 

treatment in one setting, but which should be important in the 
following setting. 

 



Accurate, timely, patient-centered 
information 

•  Care transitions frequently involve verbal or written transmission 
of patient information, increasing the potential for information to 
be lost or miscommunicated.  
•  As patients move from one site of care to another, active 

communication (i.e., communication that does not leave room for 
interpretation and reflects changing circumstances) provides 
nurses with the appropriate knowledge base with which to provide 
quality care.  
•  This type of information transfer should be the standard during patient and 

shift handoffs to reduce or eliminate the potential for errors caused by 
missing or inaccurate information.  


