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Agenda

Project Briefing for Patient Care WG (30 mins)

e Infroduction

- Historical perspective, goals and approach (5 mins)
= C-CDA Care Plan Document
= |dentified missing requirements
= Approach & collaboration

« Results
- Review of Deliverables (3 mins)

= Document Design Details
= Style-sheet transformation — leveraging the design

- Summary of Key “Gap” Findings (3 mins)

- Summary of Recommendations (4 mins)
* Next Steps

- Summary of Next Steps (5 mins)

- Q/A (10 mins)
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SEPTEMBER 2013 HL7 BALLOT COMMENT

CDARZ_IG_CCDA_CLINNOTES_R1_D1_2Z013SEP Ballot Comment
Supplemental Information

HL7 Implementation Guides for CDA Release 2: Consolidated CDA Templates
for Clinical Motes, DSTU Release 2 - US Realm

Submatted by:
BE. Lenel James
Blue Cross and Blue Shield Association

312-404-5852
Contributors:

Shelly Spira, Exec. Dir. Pharmacy HIT Collaborative

Scott M Robertson, PharmD, KP

Bobbi Bonnet, RN, Manager, Care Delvery Compliance, KP

Thaom Kuhn, American College of Physicians

Reed Geltzer, MD

Dwrwin Day (Craig Gabron) Health Care Services Corporation (BCBSIL, BCBSTX, BCBSNM, BCBSOK)
Craig Gabron, Blue Cross and Blue Shield of South Garalina

Pat Wan Dyke, RN, Delta Dental

George Cole, Allscripts

The issue

How to docuwment and track patient enrcllment in specific Care Management or Disease

Management programs.

Backeroumnd:

A= part DF]J‘J.‘D\.'.i.d:]‘E and payers lJ-ci.ug m ACOs and the growth of Patient Centered Medical
Home, thers is a need to know and track which patients ars in Cars Management programs — to
know what treatment protocol is expected, track any special patiznt/member co-pavs or unique
henefits, and to help insure if can be document and reported that the patiznt 45 in the program.
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Historical Perspective

Standards development activities:
« Consolidated CDA Release 2 (C-CDA R2.0)
 New Care Plan Document Template
» |dentified Missing Requirements
 Pilot Lessons Learned

« S&l Framework Longitudinal
Coordination of Care (LCC)

 HL7 Patient Care
« Care Plan Domain Analysis Model
« Added Story Board 8

CONSULTING GROUP

lanfanagroup.com



ABOUT THE PROJECT
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Goals and Objectives

Goal:

- Address 19 Requirements (Table 2)
 Demonstrate possible solutions
 |dentify gaps

Objectives:

 Develop a generalized approach which could
fit many different views of what a Care Plan is

 Educate about C-CDA R2 Care Plan templates
- Elevate CDA usage to a higher level
* Minimize differences between CDA and FHIR
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Stakeholder Collaboration

Requirements identification, project input:
« Pilot experimentation and feedback
* Input from various groups and individuals
« Vocabulary and structural design work
« Collaboration with HL7 Patient Care
« Report, sketch review and feedback
« Experimentation with sample plan

 Sample care plans provided as informative
examples

« Shelly Spiro — Pharmacy HealthIT
Collaborative
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Sample Care Plan - 20 pages

care Plan (NRNNNRY (Fu || Code) MR + S

Problem

Goal ﬁptoach

Last Care Conference: 01/21/2015
Next Care Conference: 04/23/2015

and is at risk for respiratory
distress / fallure:

Edited: 10/16/2014
Edited By:

respiratory distress/failure
within the next 90 days

Edited: 01/20/2015
Edited By:

Discipline
Problem Start Date: 10/08/2014 Long Term Goal Target Date: 04/20/2015 proach Start Date: 01/20/2015 Nursing, Occupational
Therapy, Physical Therapy
P has COPD Will have no s/sx of low breaks when performing

asks - do not rush
Inimize stress / anxiety --
llow to verbalize feelings when
ppropriate
onitor for s/s of respiratory
nfection, report to M.D.
ply 02 per order,encourage
o take slow deep breaths
onitor for signs of relief
$.0.b., provide respiratory
tments per order
minister medications as
rdered.
erapy referral as needed
ess respiratory status le:
reath sounds, respiratory rate,
n color, etc. notify MD of abn's

ited: 01/20/2015
dited By:

Use Insert / Header and Footer to define this footer text. Alwaysinclude the url:

lantanagroup.com
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PC - Care Plan DAM: Story Board 8

time
¢ ¢ ¢ ¢ ¢
Al A2 B1 B2 B3
Annual Nutritionist ERVisit pm/cCM PCP
Exam Visit Asthma  call Follow-up

History&Physical

Care Summary

Care Plan (Clinical)

Care Plan (Specialty)

J

Discharge Summary

Care Plan (Clinical)

Care Plan (Disease Management)

Care Plan (Clinical)
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RESULTS

Picasso
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Summary of Deliverables

Deliverables:
* Report (50+ pages)
« 19 CM/DM care plan requirements addressed
Context for sketches (Chapter 3.1)
« Visualizations of the “longitudinal view”
« Summarized C-CDA R2.0 care plan document sections and entries
« (Appendix A, Table 5)
 Novel care plan document design (Chapter 3.2)
« Care plan “containers” organize human readable content

- Care plan standard “core sections” organize machine
readable entries

«  Multidimensional *linkages” to aid information processing
- 9 CDA Care Plan Documents

« (Table 1 (over time), Table 4 (requirements met)

« Reinforce longitudinal context

« Demonstrate a way to address CM/DM requirements

« |dentify potential new templates, and current gaps

« Stylesheet to illustrate processing possibilities that leverage the
proposed design (Chapter 3.3)
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Acceptance Structure

Linking

Uncharted

Summary of Requirements Addressed (Tables 2,4)

Pr1or1ty . A . B M B/C S=Sketched G=Guidance X=Gap

Metadata — S 'S S S
Acceptance/status

Requirement
Characterization

Care Plan structure
— Containers

Linking — internal S S S
and external

Linking of G
Outcome
Observaction

Linking Supplied G
Edu materials
Types of X

interventions,
barriers, etc.

Goal not met X
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A Longitudinal Context for Care Plans

Figure 6: Storyboard Example—Context for CDA Sketches

Jan1, 2014 Mar 15, 2015
Pre-A Pre-A Al A2 B1 B2 B3
StartaPHR  Opt-intheHIE  Annual Nutritionist  ER Visit DM/CM  PCP
Exam Visit Asthma Call Follow-up
| Care Plan (Personal)
cCcD Care Plan (Personal)

Consent Document (out of scope)

History&Physical
Care Plan (Clinical)

CCcD

Care Plan (Specialty)
Discharge Summary
\ Care Plan (Clinical)

Care Plan (DM)

Care Plan (Clinical
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Care Plan Document

Concerns

Document Design Details

An illustration of the CDA document developed in C-CDA R2.0
for representing a care plan.

The design for a C-CDA R2.0 care plan document includes a
header and in the body of the document it includes

one section for each of the following types of information:

* the concerns

* thegoals,

* theinterventions, and

* the assessments and outcomes.

These set of “core sections” make up the structure of a care

plan.
N

TRV vAS

I
[
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Care Plan
Container
Is a
Recursive
Design

15

Figure 10: Proposed Care Plan Document Structure with “Container”

Document Design Details

Care Plan Document

Header

Plan Metadata

Interventions

Outcomes

TR s ——

Concerns

Goals

T

The new care plan container uses a section to organize the
content in each plan so that each plan can be

Proposed “Containerized” Design

distinguished.

__J

Machine readable information about the plan itself,
people’s involvement/acceptance of the plan, timing of
the plan, and entry references to entries that are

L organized according the basic design for a C-CDA R2.0 care

Each care plan container organizes the human readable
— information and enables recording enrollment and
participation “metadata” information specific to each plan.

plan.

Every C-CDA R2.0 care plan organizes the machine
readable entries in this standard way using these
“core sections”,

-

lanfanagroup.com
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Document Design Details

Figure 13: CDA Linkages Add Processing Benefits

Care Plan Document

Text

Reference
Links

Header

=

Plan Metadata

e

T R P,
interventions

-

*Outcomes

Machine Readable Plan Metadata

Entry

Lirnks

_ ‘Assessment

Container Design — Linkages Add Processing Benefits

CDA linkages enable the information to be
processed in a multiple meaningful ways:

- Text reference links connect entries to the
associated human readable text.

- Entry reference links connect entries together.

Outside in,

Inside out,

Top down — from human readable text down
into machine-readable entries that are organized
by fundamental “resource” type

Bottom up — from machine readable entries up
into the corresponding human readable text that

Reference jg grganized bY P'E""

Side to side — linking between entries within the
document which reference each other.

Jump around - linking from entries to other
documents, from entries in this document to
entries in other documents, from this document
to prior documents and outside reference
documents.
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Contact info Primary Home:

1111 StreetName St.

Silver Spring, MD 20901, US
Tel: +1(201)111-1111

Contact info Work Place:
2222 StreetName St.
Silver S ring, MD 20901, US
Tel: +1(301)222-2222

Information recipient: Nelly Nutritionist

Legal authenticator Patricia Primary, MD signed at February 14, 2014, 00:00:00

Contact info Work Place:
5555 StreetName St.
Silver Spring, MD 20901, US
Tel: +1(301)555-5555

Document maintained by Fictienal Primary Care Clinic

Work Place:

4444 StreetName St

Silver Spring, MD 20501, US
Tel: +1(301)444-4444

Contact info

able of Contents

& PAYMENT INFORMATION
* Clinical Care Plan
o Care Plan [Disorder) Disbetes
» Health Concerns Section
* Goals Section
« Interventions Section
* Health Status and Outcome Evaluation Section

AYMENT INFORMATION

AYER INFORMATION GOES HERE...
linical Care Plan
Section Author(s):
Prericis Primary, MD (Nevember 24, 2014, 00:00:00 )
Enrollment
Care Plan Program Name Good Health Patient wellness Program

Patiant Enroliment Start 20140101

Dara:

Enralled (ENROLLED) (e.g. Use your Enrollment status codes here Proposed, Enrolled,
Rejected, Cancelled)

20140815

Patient Enrollment Status

Status Updated on:

ote: This care plan content does not fit with the Story Board 8 Scenario, The Care Plan content was provided on Janury 25,

D15 to supply 3 sample showing care plan entry content,

Problem Goal Approach

* Approach Start Date: 01/20/2015

* Fluid intake as ordered, offer fluids the
resident likes —- assist as nesded,

+ Monitor skin tugor and for leg cramps
-- repert abn,s to M.D.

+ Monitor for increased temp./ B/P and
constipation - report to M.D, as
needed,

# Monitor weight monthly and prn,

# Labs per MD ordered,

® Meds as ordered,

= Edited: 1/20/2015

« Patricia Primary

* Long Term Goal Target Date:
4/20/2015

* Goal: adequately hydrated with no
s/s of dehydration over the next 90

days
+ Edited: 1/20/2015
+ Patricia Primary

* Problem Start Date:
10/08/2014

* Risk Concern:
Dehydration

+ Edited: 11/12/2014

« Edited by: Patricia
Primary
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CDA XML Walk Through

<code code="EX-PersonalCarePlan™ displayl

3

LEy]

codeSyst

yHame="Personal Care Plan"™
t="1.2.826.0.1.3680043.8.2160.1.1.1.1.5.1"/>

<title>Clinical Care PFlan</title>

<text>

<!—— Header Info for the Care Plan ——>

<table =ty
<thead>

leCode="EnrollmentInfo™>

<tr>

<th>Enrcllment</th>
<th>Data</th>

</tr>
</thead>
<tbody ID="CFl_Enrollment™>

<tr

I="CFl_Enrollment Name">
<td>Care Plan Program Name</td>
<td IC="CFl_Enrollment CFType Value">Good Health Patient W

</tr>
<tr I0="CPl Enrollment StartDate™>

<td>Patient Enrcllment 3Start Date:</td>
<td>20140101</cd>

</trx>

<tr I[="CPl_Enrollment 3tatus™>

<td>Patient Enrollment Status</td>
<td IC="CPFl_Enrollment Status_Value">Enrolled (ENROLLED) (

<ftrx
<tr I0="CPl _Enrollment StatusEffectivelate™>

<td>3tatus Updated on:</td>
<td>20140815</cd>

</trx>
</tbody>

</table>
<br/=>
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“Uncharted Areas”

Short Description
13 Value Set Options for Types of Interventions, Concerns, Activities,
and Barriers

17 Care Step (Goal or Intervention) Is Not Met

Priority: ll A M B B B/C e

[antTana
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Care Plan

Table of Contents

Care Plan Containers

® Clinical Care Plan
¢ Care Plan (Disorder) Diabetes

Standard Aggregate Care Plans Sections

® Agoregation of Health Concerns
* Aggregation of Goals

* Aggregation of Interventions

L

Agpregation of Health Status Assessments and Outcome Evalations

Leveraging the Design

Clinical Care Plan

Author: Primary, Patricia MD
November 24, 2014

Enrollment Data
Care Plan Program Name Good Health Patient Wellness Program
|[Patient Enroliment Start Date: 20140101
atient Enrollment Status [Enrolled (ENROLLED) (e_g. Use your Enrollment status
codes here Proposed, Enrolled, Rejected, Cancelled)
[Istatus Updated on: 20140815
Problem Goal Approach Assessment/Evaluation
® Problem Start Date: * Long Term Goal Target * Approach Start Date:
10/08/2014 Date: 4202015 01/20/2015
® Risk Concern: * Goal adequately hydrated ||* Fhud intake as ordered.
Dehydration with no s/s of dehydration offer fhuds the resident
e Edited 11/12/2014 over the next 90 days likes -- assist as needed.
e Edited by: Patricia Primary ||* Edited: 1/20/2015 ® Monitor skin tugor and for
® Patricia Primary leg cramps -- report abn.s
to MD.
@ Monitor for increased
temp./ B/P and
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Purpose: Render Care FPlan

This is a minimally wiable stylesheet and should not be utilized
in a production environment.
Revisiona: 02

2715 BWS Creation

Copyright 2015 Healthwise, Incorporated

-3
<x3l:stylesheet

roeda="urn:hl7-org:vi"™
radtc="urn:hl7-org:sdcc"”

i=" .0rg/2001/¥ML5chema-instance™
adte xsi">

<1--

Section 1: Stylesheet Configuration

text-align:center;

'

</x3l:comment>

</style>

</head>

<body>
<hl id="Top" na: ">Care Plan</hl>
<x3l:call-template "BuildTOoC"/>
<!-- Care Flan Container -->

<xsl:apply-terplates = cda:ClinicalDocument/cd

fedazsection[cda:code[ (2

'= "75310-3" and £

<!-- Health Concerns -

<xsl:apply-templates s

feda:section[cda:code| = '"75310-3"11"/>»

<!-— Goals Section —-»

<x3l:apply-templates s "cda:ClinicalDocument/cda:
fedatsection[cda:code[ = '8l1l46-7'1]"/>

<!-- Intervention Secticn --»>

<x3l:apply-templates ==1

/cda:section[cda:code[? 'e238T-6"]]" />
<!-- Health Status Assessments and Outcome Evaluation Section -->
ct="cda:ClinicalDocument, cd;

feda:section[cda:code|

<xsl:apply-templates s

'11383-7"]1]1"/ >
<p id="Spacer"/>
</body>

</html>
</x3l:template>

[anTana

CONSULTING GROUP

component/oda: structuredBody / cda: component
I= "§1146-7" and ¢

:ClinicalDocument/cda: component/cda: structuredBody/cda: component

compenent/cda: structuredBody/ cda: component

="cda:ClinicalDocument/cda: component/cda: structuredBody/cda: component

:component fcda: structuredBody / cda : component



G
é!; - Sumary of Key “Gap” Findings (Chapter 4)

M S

= R=Requirements = M=Modeling = S=Semantics (value set) = G=Guidance =
Semantics Status-related concepts need value sets
Modeling “Content Status”, “Care Team Acceptance” needs to be clarified.
Semantics Types of barriers and types of interventions, need value sets
Modeling Care Plan “Containers” and the metadata for each care plan
Modeling Documentation of a care step or goal “not met”
Modeling Information for the payer section needs to be clarified
Requirements Informational content in a care plan needs to be clarified

Requirements The function of Care team members needs to be clarified

@OO\]O\U"I-PL)J[\)HH

Requirements  ServiceEvent coding to help search for care plans, track activites

—_
-}

Guidance Internal and external “linking” within and across documents

[antTana
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Recommendations (Chapter 5)

Form a technical implementation team to address usage issues for C-CDA R2
Templates

«  Payor/Provider pilots
« PCWGIGissues

Establish coded concepts and value sets to clarify expected care plan content and
support machine readable entries

« Key CM/DM & pilot value sets
« PCWG for other value sets
« Use care plan examples to establish needed value sets

Record progress as it happens by developing a detailed implementation guide for
creating and processing care plan documents

« 2014 pilots as input
«  Submission of pilot and PCWG DSTU comments
|G work by PCWG, StrucDocsWG & Attachments WG
* Include more implementer guidance (volume 1 content)
Explore and develop content representation that makes sense in clinical use
2014 pilots as input
« PCWG & StrucDocs WG domain

« Focus on content that makes sense in clinical use before addressing machine
readable enftries

+ Address how the content will be presented in meaningful, useful ways

[antTana
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Conclusions (Chapter 6)

Three key take away points:

1. This is much more complex than anticipated. Some fundamental
concepts are not yet agreed, like goals and targets. A shared
vision has not yet emerged making implementation difficult.

2. More examples, prototyping, and piloting are needed to
understand the requirements of field implementations.

3. Assignificant effort will be needed to examine implementation
details and develop consensus at a finer level of detail. Changes
will be needed, and additional template refinement or
development will be needed to mature this work.

Thom Kuhn: Yes! This is true. There is a real danger of getting ahead of
ourselves.

Lenel James: | agree that we need to find what provider and payer
care Plan software can do, from those willing to work on a pilot process.

[antTana
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»

N o O A

Next Steps

. Schedule Q&A with interested stakeholders
. Meet with key project participants to assess

available resources

Determine Plan, Provider, and Vendor
candidates for one or more pilot projects

Review options and timetable for pilot(s)
Kick-off pilots
Assess pilot progress and lessons learned

Determine impact on proposed Care Plan
template changes

Prepare and submit formal C-CDA R2.X DSTU
comments
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QUESTIONS




