Downloaded on 05-08-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

|
\

ﬁ Quality

Anne H. Gross, PhD, RN, FAAN—Associate Editor

Improving Transitions of Care
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Gaps in complex oncology care coordination between inpatient and outpatient
settings can result in treatment and monitoring delays and omissions, which can
negatively affect patient outcomes. Gaps also exist for patients facing complex
treatment modalities and collaborations between multiple care teams working
at geographically distant sites. A pilot advanced practice nurse care coordinator
(APNCC) role to coordinate these complex care transitions and implement processes
for safer and more efficient care has shown promise.

At a Glance

e Treatment and monitoring delays can negatively affect patient outcomes.

e The APNCC can minimize transition gaps, improve patient safety, and increase the
quality of care delivery through effectiveness and efficiency.

e The APNCC pilot program reduced patient length of stay and infection rates.
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atients with cancer receive the ma-

jority of their treatment in outpa-

tient settings (Walter, 2013). At the
University of Washington Medical Center
(UWMC), where Seattle Cancer Care
Alliance (SCCA) inpatients are housed,
the authors identified gaps in care transi-
tions from inpatient to outpatient settings
through quality improvement initiatives.
The specific gaps were clustered in cate-
gories from patient safety goals provided
by the Joint Commission (2015).

Gaps during transitions in care play a
key role in healthcare quality and safety.
Improvements in complex oncology care
must be made at the patient, provider,
and system levels. The intersection of
inpatient and outpatient settings is where
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care transitions are most crucial for en-
suring both the quality and safety of care
(Brez etal., 2009; Snow et al., 2009). Gaps
during care transitions increase the health
risks to patients as well as the liability risks
for providers and care systems (Kelly,
2014). Medically complex patients with
cancer have multiple treatment needs at
discharge. Therefore, care transition gaps
can pose serious risks, anxiety, and stress
for these patients and their families if they
are unable to access appropriate services
and support. Case management can be
effective in reducing care transition gaps
but unable to show total cost efficiency
(Stokes et al., 2015). The authors of the
current article developed a pilot study
with modifications from a case manage-

ment model and other small quality im-
provement projects in UWMC and SCCA.

Methods

The aim of the pilot study was to
reduce length of stay (LOS), lower read-
mission rates, and decrease delays and
misses in treatment during transitions
from inpatient to outpatient care. The pi-
lot was initiated with three resident phy-
sician teams who care for about 50% of
all inpatients with cancer in the hospital.

The advanced practice nurse care coor-
dinator (APNCC) is a non-rotating mem-
ber of the interprofessional team. When
a patient is admitted to the hospital, the
APNCC performs a comprehensive clini-
cal, functional, social, and insurance as-
sessment via chart audit to propose the
best disposition plan. Throughout the
stay, the APNCC coordinates and collabo-
rates with other interprofessional staff to
promote the most efficient transitions.
The APNCC reassesses needs on a daily
basis, adjusts the care plan accordingly,
and communicates with team members
to prepare the patient for the target dis-
charge date and disposition.

During the pilot study, standardized
communication mechanisms were de-
veloped between inpatient and outpa-
tient teams to promote timely dialogue
concerning patients’ evolving needs.
Standardized practice guides, computer-
generated orders, and extensive referral
lists also were developed. Standardized
practice guides, developed by the AP-
NCC, included a central line manage-
ment guide, male/female fertility pres-
ervation guides, and a home infusion
order guide to ensure efficient and ef-
fective care transitions. A computerized
physician order entry (CPOE) system
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