
Improving Health Outcomes: The Role of Communication and Collaboration in Care Coordination 

The creation of a comprehensive care coordination plan that supports patient-centered care, addresses 

specific health challenges, and ensures seamless communication NURS FPX 6105 Assessment 1 among 

healthcare providers is typically the primary focus of NURS FPX 6109 Assessment 3. The selection of a 

specific patient population or health condition, the identification of potential barriers to effective care 

coordination, and the formulation of strategies to improve health outcomes are typically included in this 

assessment. 

The evaluation of the requirements and obstacles faced by the selected patient population is the first 

step in developing an efficient care coordination plan. Students should, for instance, take into account 

the self-management abilities, accessibility to care, and social support networks of diabetic patients 

when working with them. A strategy that takes into account the patient's social, psychological, and 

environmental factors as well as their medical requirements can be developed once these needs are 

understood. 

Facilitating collaboration between primary care physicians, specialists, nurses, and social workers is an 

essential component of care coordination. Students can devise strategies for ensuring that all team 

members are aware of the patient's treatment plan, progress, and any changes in condition by 

encouraging open and productive communication. Care coordination software or electronic health 

records (EHRs) can also be used to improve information sharing and reduce errors, duplication, and care 

gaps. 

Another essential part of this evaluation is patient education, which enables patients to actively 

participate in their care and make well-informed health decisions. Patients are more likely to adhere to 

their medication regimens, comprehend their treatment plan, and develop self-management skills when 

clear instructions, resources, and follow-up support are provided. Participating in education sessions on 

topics such as diet, exercise, and blood sugar monitoring can help diabetic patients cut down on 

hospitalizations and improve their own self-care. 

In order to guarantee the desired health outcomes, the effectiveness of the care coordination plan 

needs to be evaluated. A foundation for tracking progress is provided by measurable goals like 

decreasing hospital readmissions, increasing medication adherence, or increasing patient satisfaction. 

Also, the care plan is checked on a regular basis to make sure it fits the changing needs of the patient. 

NURS FPX 6109 Assessment 3 concludes by emphasizing the significance of a comprehensive, patient-

centered care coordination plan that effectively collaborates, educates, and communicates with 

particular populations to meet their needs. Patients' healthcare outcomes and the quality of care can be 

improved across the continuum by implementing strategies supported by evidence and setting 

measurable objectives. 
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