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Assessment 3 Assessing the Problem: Technology, Care Coordination, and Community Resources Considerations
Coronary artery disease (CAD) continues to be a resource-heavy, complex chronic condition that requires a holistic approach, which includes the development of the patient's medication regimen. This analysis, based on two additional hours of practicum experience with Jonathan and his primary caregiver, Irene, identifies how high-risk patient Jonathan Konadu's (Jonathan) CAD, which has already resulted in two emergency department visits and one admission this year, would benefit from enhanced technology, care coordination, and community resources. This evaluation, based on two additional hours of practicum with Jonathan and his live-in caregiver, Irene Abugri, explores the use of health care technology, care coordination, and community resources to address the identified needs of Jonathan's CAD management. The assessment focuses on current literature, nursing practice related to CAD, and federal and institutional policy related to statutory and regulatory policies.
Practicum Experience
For the second practicum session, two hours were spent at Jonathan and Irene's home. In the interview, a few questions were framed around the key issues of technology, service access, and community. Jonathan stated that he did not use a remote-monitoring device, he had never tried using a smartphone app for managing his cardiac symptoms and medications, and he was not aware that he could have a telehealth visit with his insurer. Irene reported using a couple of "general" health websites periodically, but neither she nor Jonathan had been informed of any specific and reliable websites on their condition. In terms of coordination of care, Jonathan reported that nothing associated with a home health agency had been offered in the post-discharge period, and although his doctor had referred to cardiac rehabilitation, he said he had not been formally referred or offered help with enrollment in the programme. Jonathan indicated that a transportation barrier existed since he didn't drive, and Irene worked part-time. The practicum visit confirmed that the gaps identified in Assessment 2 go beyond being clinical in nature and are structural; they relate to navigational needs, awareness, and engagement with the health care environment.
The home visit also led to an important modification of the initial plan of care. The interventions before the practicum had an emphasis on education and medication compliance. Through the interviews, it became apparent that we must also prioritise technology use and help navigate the care system. Areas in which this was not apparent were the extent to which Jonathan and Irene have not been guided about options in the community. This pitfall, in which patients are given prescriptions without pathways, is a modifiable gap in the healthcare system for which nursing is well positioned to determine solutions.
Impact of Healthcare Technology
Remote patient monitoring (RPM) is one of the most relevant technological strategies with robust evidence for patients with CAD and medication non-adherence. In a randomized controlled trial of RPM use in patients with chronic cardiovascular disease, study found that patients with RPM programs had greater medication adherence and a 28% reduction in emergency department visits in the six-month period when compared to those receiving usual care (Buisonjé et al., 2022). The constant flow of data from devices like blood pressure, oxygen saturation and cardiac telemetry sensors allow clinicians to identify trends of deterioration to intervene before progression to a symptomatic event. In Jonathan's case, whose two ED presentations were both driven by symptomatic deterioration likely over several days, an RPM device incorporating a nurse-reviewed dashboard would have the potential to result in early intervention at a far lower cost and risk.
Yet, the evidence is mixed about the uptake of RPM. Abejirinde et al. (2025) noted significant differences in RPM adoption among older adults with low health literacy and low-tech familiarity, suggesting that although technology interventions tend to improve outcomes for patients who are relatively well engaged and resourced, it also reinforces outcome disparities for those with limited tech familiarity. Jonathan fits many of these criteria. He is an older person with a non-digital savvy caregiver and is without experience in using health apps or monitoring devices. It doesn't rule out RPM, but it requires a well-organised transition phase; the nurse would conduct training in the home and subsequent visits via telehealth. Again, telehealth (in a video-format asynchronous visit with his cardiologist) is an easy and natural beginning that would solve the problem of transportation but sustain medical oversight. Telehealth practice has also become more common in nursing since the COVID-19 pandemic increased reimbursement guidelines in the Centers for Medicare and Medicaid Services (CMS); these guidelines also apply to Jonathan's Medicare-eligible status.
The cost of these technologies also applies to Jonathan's options. RPM devices have an initial cost, but the Centers for Medicare and Medicaid Services covers RPM services (CPT codes 99453, 99454, and 99457), making them a cost effective option with minimal out-of-pocket cost to Jonathan (Lam et al., 2020). This allows the use of technology to be viable under his insurance plan. The organisational investment in RPM technology is balanced against reduced avoidable hospitalisations (more than $20,000 nationally for each cardiovascular-related admission) (Tsao et al., 2023). Thus, health systems with RPM technology to support cardiovascular patients have consistently demonstrated cost savings from decreased use of the emergency department. Here, the data support technology integration as not only clinically appropriate, but cost-effective, in Jonathan's care.
Care Coordination and Community Resources
Care coordination serves as the glue that enhances the likelihood of individual medical recommendations being translated into behaviour. For Jonathan, whose lack of continuity following discharge has been marred by the lack of effective communication from providers to patients, care coordination would be the site of continuity that his current care plan lacks. A recent prospective cohort study found that nurse-led transitional care programs for persons with CAD which included structured discharge planning, a 72-hour post-discharge follow-up phone call and a 30-day home visit, resulted in a 34% reduction in 30-day hospital readmissions compared to traditional discharge protocols (Feng et al., 2025). Their structure mirrors Jonathan's circumstances: he was not properly educated at discharge, he did not receive post-discharge follow-up after his most recent hospitalization and he does not have the self-management literacy to be able to safely respond to symptoms.
However, there is a contradictory line of evidence in place. Singer & Porta (2022) reported that care coordination interventions for patients with CAD had mixed results across socioeconomic backgrounds, with patients who have limited housing security, mobility, and low caregiver health literacy not benefiting as significantly from typical care coordination without additional social support. Irene's roles as mother, part-time employment and novice nurse bring these factors to play. This suggests that coordination needs to go further than scheduling appointments and follow-up calls to realistic support, including enrollment in other transportation support programs such as those run by Medicaid non-emergency medical transportation (NEMT) providers and local Area Agencies on Aging (AAA) that provide transportation for medical visits.
Community resources are a low-cost resource that are underused in the clinical environment. American Heart Association (AHA) Heart Failure and CAD screening programs provide free coaching, risk factor modification programs and educational materials in most urban and many rural communities. Program participation has been linked with increased self-management confidence and decreased symptoms in patients with cardiovascular disease. Although these are not treatment interventions, the peer support can be effective in improving the adherence to treatment programs of minority populations with cardiovascular disease. Referral to these types of community resources is an area in which the coordinating role of the registered nurse can easily make a difference and is a high-impact, low-cost option not sufficiently used during discharge.
Nursing Practice Standards, Policy, and Ethics
The Code of Ethics of the American Nurses Association and board of nursing practice standards combine to establish registered nurses' duty to advocate for patients' access to safe, coordinated and technology-enabled care (Numminen et al., 2024). For Jonathan, this means the following nursing tasks: conducting an information technology needs assessment, formally referring to cardiac rehabilitation programs, collaborating with case management for NEMT benefits, and documenting education for the caregiver in a standardized manner (Sedlack & Aamer, 2025). The Joint Commission's standards on patient education and care transition also require that discharge instructions are individualised, patient understanding is confirmation through approaches such as teach-back and follow-up must be established (Joint Commission, 2026). These appear to have fallen short at Jonathan's initial episode of care, that full adherence to Joint Commission discharge requirements reduced 30-day cardiovascular readmissions, which is pertinent to Jonathan's multiple trips to the emergency department.
At the system level, the CMS-implemented Hospital Readmissions Reduction Program provides the institution with an incentive to improve discharge and post-discharge care for acute myocardial infarction and heart failure (CMS, 2026). Nurses working in health care institutions subject to HRP become potential key players in altering avoidable readmission rates through collaboration (Sana et al., 2023). The provisions of the 21st Century Cures Act for interoperability and access to patient data have also widened regulatory guidelines for reimbursement for telehealth and remote patient monitoring (RPM) services, allowing nurses to recommend and document these as services for payment (Sana et al., 2023). Yet, according to authors, HRRP metrics can disproportionately impact vulnerable patients when compliance trumps individual care, continuing the ethical guidepost that nurses follow (Sana et al., 2023). Beneficence, non-malificence, and justice require that Jonathan is given the same degree of technologically enhanced coordinated care as recommended in guidelines, regardless of his educational status, caregiver support or socioeconomic situations.
Conclusion
Jonathan Konadu is a reminder that CAD control is more than about prescribing drugs. RPM and telehealth technology provides clinically proven solutions for better adherence and fewer acute events provided that initial sign up issues can be overcome through nurse education. Care coordination models, informed by structured transitional care, and broadened to include social coordination of care, counter the historic breakdowns in system continuity that have led to his habitual use of acute care. Community assets, such as AHA programs, faith groups and NEMT programs, bring expert care to Jonathan's life at little cost. They are supported and demanded by both nursing practice standards and federal policy.
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