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T

he United States health care system is challenged in its efforts to
effectively manage people with
complex health care needs from an
access, quality, and cost perspective
(Agency for Healthcare Research and
Quality [AHRQ], 2012; Grundy, Hagan,
Hansen, & Grumbach, 2010). To enhance
access to quality and cost effective care,
the Affordable Care Act (ACA) promotes
the use of Patient-Centered Medical
Homes (PCMHs) and Accountable Care
Organizations (ACOs). In addition, for
more than a decade, national reports
have called for patient-centric care models as one strategy to improve quality
care (Institute of Medicine [IOM], 2001). A
2011 IOM report, The Future of Nursing,
again called for care that is patientcentric and identified the need to reconsider the roles of health professionals –
including RNs – and transform practices
related to care coordination and transition management. Coordinating care
and managing transitions across multiple providers and settings requires
patient-centered interprofessional collaborative (IPC) practice teams, and RNs
are ideally positioned to serve in the
care coordinator/transition manager
role (American Nurses Association
[ANA], 2012).
Recognizing the potential of the RN
to contribute to enhanced quality, cost
effectiveness, and access to care in
ambulatory settings, the Board of
Directors of the American Academy of
Ambulatory Care Nursing (AAACN) created a care coordination and transition
management (CCTM) competencies
action plan with three phases to delineate RN competencies and develop an
education program for care coordina-
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tion and transition management in
ambulatory care. The deliverable for
Action Phase I was to create a table of
evidence; Action Phase II was to develop
core competencies for care coordination
and transition management dimensions; and Action Phase III was to review
the care coordination and transition
management dimensions and competencies within each and design a care
coordination and transition management role for RNs working with ambulatory care patients with complex chronic
illnesses. This work resulted in a core
curriculum text to support the development of RNs in ambulatory care settings
to fulfill the role of coordinating care and
managing transitions. In addition, structured education for each dimension and
online education modules are in production.
This groundbreaking text, Care
Coordination and Transition Management
Core Curriculum, contains 13 chapters.
The majority of the book is composed of
the nine chapters listed below, one for
each evidence-based dimension, written
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by nurse experts. This compilation is the
work of a large number of ambulatory
care and acute care nurse leaders representing practice, education, and research.
1. Advocacy
2. Education and engagement of patients and families
3. Coaching and counseling of patients and families
4. Patient-centered care planning
5. Support for self-management
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6.

Nursing process (proxy for monitoring and evaluation)
7. Teamwork and collaboration
8. Cross setting communications and
care transitions
9. Population health management
There is an introduction chapter, as
well as another chapter dedicated to the
transition from acute care to ambulatory
care and the critical nature of hand-offs
in ensuring patient safety and quality of
care. There are two chapters devoted to
technologies that provide decision support and information systems for all
dimensions of care coordination and
transition management: one focused on
informatics nursing practice and one
focused on telehealth nursing practice.
The content in the CCTM Core
Curriculum is presented in outline format
for easy review and reference. Key terms
that are defined in the text are captured
in the glossary. Given that the CCTM
dimensions and model evolved from
extant interdisciplinary evidence, many
online resources and published references are identified throughout the text
and at the end of chapters for further
information.
Each chapter is organized to
include: 1) definition of the competency
for the chapter using evidence from literature reviewed and enhanced where
necessary by expert opinion; 2) learning
outcomes or broad statements of what a
learner should be able to do after reading the chapter; 3) learning objectives or
specific steps needed to reach the learning outcomes in each chapter; 4) brief
introduction to the competency; 5) content outline for the competency; 6) competencies, sets of knowledge, skills, and
attitudes that enable a nurse to perform
in specific dimensions of the CCTM role;
7) a table of knowledge, skills, and attitudes (KSAs) for the competency that are
modeled after the Quality and Safety
Education for Nurses (Cronenwett et al.,
2007) entry/pre-licensure competencies;
and 8) nationally recognized core competencies for interprofessional collaborative practice (American Association of
Colleges of Nursing [AACN], 2011) and
public health nursing competencies
(Quad Council of Public Health Nursing
Organizations, 2011) that link with the
dimensions and competencies needed
for ambulatory care RN care coordination and transition management.
This text is written for practicing
nurses and student nurses (soon to be
professional nurses) – whether currently
practicing or wishing to practice in an
ambulatory care registered nurse role, in
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a hospital, an extended care facility, a
patient’s home; a community setting; or
in any of the other diverse places where
nurses are coordinating care and managing transitions. In the rapidly evolving
health care system that includes patientcentered medical homes and accountable care organizations, this one-of-akind new text is an indispensable guide
to the state of research evidence for care
coordination and transition management.
This core resource on care coordination and transition management is ideal
for:
1. Learning about care coordination
and transition management in
acute care, ambulatory care, and
community settings.
2. Strengthening and growing your
knowledge about care coordination
and transition management based
on current evidence and research.
2. Developing skills and competencies
in care coordination and transition
management.
3. Identifying nurses’ contributions to
patient outcomes.
4. Delineating the value proposition of
the RN in the context of interprofessional team-based care.
5. Expanding/enhancing the use of
longitudinal care planning for
patients across providers of care
and settings of care.
6. Preparing faculty to teach in ambulatory care settings, and students to
successfully function in ambulatory
care settings including patient centered medical homes and accountable care organizations.
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AAACN will offer 13 online education modules corresponding to the content in the text. The first module is now
available with a focus on introducing the
background, significance, and evidencebased development of the CCTM Model
and associated dimensions and competencies. The second module will be
released in March 2014 with a focus on
the advocacy dimension. The third module is scheduled for April 2014 with a
focus on the patient-centered care
dimension. For the first three modules,
participants will be able to access the
online education modules along with a
PDF version of the associated text chapter. Once the text is published, course
participants will receive it as part of their
course registration. The published text
will be available in May 2014. In June
2014, the remainder of the online education modules will be released.
For more information on registering
for the course, please visit the AAACN
website at www.aaacn.org/cctm. To
learn more about the AAACN initiative,
please refer to the article published in
the January/February 2013 issue of
Nursing Economic$, “Developing Ambulatory Care Registered Nurse Competencies for Care Coordination and
Transition Management” (Haas, Swan, &
Haynes, 2013), and the presentation
from the 2013 AAACN Annual Conference, “Ambulatory Care RN Care
Coordination Competencies” (Haas,
Haynes, & Swan, 2013), which is available through the AAACN Online Library
(www.aaacn.org/library). DN
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