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In 2000, the world population of people over 60 was
600 million and the projection for 2050 is 2,000 million
[1]. This means the consequent increase in chronic,
degenerative, debilitating and, therefore, the increase
in consultations and hospitalizations for this population
[1]. It is important that the elderly dependent suffer
numerous hospital admissions that may lead to return
to his home in different conditions that he entered. It is
therefore necessary to emphasize something important
for nurses: the continuity of care. Sometimes there is
good communication between hospital, primary care or
nursing homes and if this transition between hospitalold homes is not insured incur a decline in the quality
of care.
The nurse is responsible for the management of
care, that is, nurse should assume the role of manager
and as such care is credited with a number of functions
and powers. The International Council of Nurses (ICN)
[2], in relation to nursing care for the elderly, said:
“Nurses, in partnership with families and with other
health professionals have a key role to play in caring for
older people”. [2], especially if the adult is hospitalized
and depends on other(s) for his/her care. Lower
continuity of care has been associated with higher rates
of adverse outcomes for persons with multiple chronic
medical conditions [3].
Proper care transition and good management could
decrease own care costs by reducing the number of
consultations in revenues and hospital readmissions,
complications of care, and improve the quality of life
of elderly dependent on care and their families [4].
Economic pressures and care complexities of the aged
require improved effectiveness and efficiencies in the

information transfer process. For addressing these
complex chronic patients and their caregivers, arise in
different countries and at different times, models of
care known as “Case Management Models”, whose
main support is nursing. The role of Nurse Case Manager
is well developed, with the aim of providing quality
results and cost effective in the care of these patients
[5]. Using a model of advanced practice nursing as Case
Management allows all health workers involved in
the therapeutic coordinate and plan social and health
resources available in the comprehensive patient care
are mobilized efficiently [6].
The development of these new profiles of nurses
has been used for years in some countries like the US,
Canada and the UK as a strategy to meet the needs of
care and improve health services. Currently, initiatives
for its development have spread globally, so that in
countries like Brazil, Korea, South Africa, New Zealand
or the Netherlands, has started the process of defining
specific proposals for training and development
legislation profiles of Nurse Practitioners [7]. In this
study it is revealed that one of the main reasons for the
development of new nursing roles is to improve access
to health care in countries characterized by limited
availability of medical contexts, but so is the concern
for increasing quality care, by creating, for example,
new profiles that allow nurses closer to a particular
type of patients that require follow-up.
The development of new nursing roles is also
considered a way to contain the cost of health services,
since by delegating tasks to nurses, doctors have
traditionally done, can maintain or increase services at
lower cost [8].
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Improving quality of care may also be a cost
reduction in the long term, due to the prevention of
complications of the disease and decrease unnecessary
hospitalizations. It will also have a decisive impact on
the quality of life of the elderly and their families [9].
Nurses need to reflect on the importance of careful
management and exercise more decisively his caring
role, ie, direct care, and reinforce their educational and
research skills significantly transcend care practice [10].
Care transition can be strengthened from the hospital
setting but also from the field of community nursing;
to achieve knowledge, planning, implementation,
monitoring and evaluation to ensure that care will
continue at home is required, but also involves scientific
and technical quality, warmth in the deal, assertive
communication a teaching-learning intentional process
bidirectionally between people ill and their caregivers
[11].
It is improving a lot in this regard, but nurses still have
yet to assume more leadership in care management and
coordination between levels, especially elderly patient
care, chronic, multimorbidity and therefore fragile [12].
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