Subgroup 3 Care Plan – RFC Questions


1. How might we advance the concept of an electronic planning and collaboration tool that crosses care settings and providers, allows for and encourages team based care, and includes the patient and their non-professional caregivers?
Think through these priority use cases:

1. Patient going home from an acute care hospital admission

2. Patient in nursing home going to ED for emergency assessment and returning to nursing home
3. Patient seeing multiple ambulatory specialists needing care coordination with primary care
4. Patient going home from either hospital and / or nursing some and receiving home health services

2. What are the most essential data elements to ensuring safe, effective care transitions and ongoing care management?  How might sharing key data elements actually improve the communication? Consider health concerns, patient goals, expected outcomes, interventions, including advance orders, and care team members.  What data strategy and terminology are required such that the data populated by venue specific EHRs can be exchanged.   

3. How is the use of such a tool (this should include both viewing and contributing information) governed? Is it useful to consider role-based access as a technical method of implementing governance decisions?
4. The CCD and C-CDA support an unstructured, uncoded section for Care Plans. What is your experience using this section? Does your EHR put information in this section? What information? Has it been useful for coordinating care? Have you received Care Summaries with a Care Plan? What information did it contain? Was it helpful for providing care? What information would be useful?

5. There are numerous terminologies for health concerns, diagnoses, goals, desired outcomes, interventions, and orders. If standard templates or sets of data elements exist to define the care plan, to what extent have they been used, and with what result? What is your recommendation for a single set of terminologies (by domain)? How might existing terminologies be reconciled?
6. Given that the concept of sharing is broader and that policy is set for “venue specific” EHRs, not patient facing systems, comment on these examples of how EHRs may be used in supporting a shared care planning.   . 

1. .an ERH must recognize all patient identified care team members.  
2. EHR functionality must be to accept, receive, version control, authenticate, ingest and send to/from a certified/qualified participating system including patient facing and patient identified care team member systems, or collaboration systems; a Shared Care Plan CCDA. 

3. An EHR must be able to query and to respond to external queries for Shared Care Plan CCDA from any certified/qualified participating system including patient facing and patient identified care team member systems. 

7. What will be the digital authorization, level of assurance and identity management levels needed for the patient and their identified care team members to participate in a shared care plan?
