Translation of prior care plan relationship diagram to new format

C-CDA R2.0,R2.1

Figure 25: Care Plan Relationship Diagram
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Personal advance care plan document relationship diagram to C-CDA Advance Directives Section
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“Future Potential” Personal advance care plan document relationship diagram

Personal Advance

Clinical Summary* Care Plan Document Care Plan
Header Header Header
References
Informed —
i Health Agent '—I.-Igealth Concerns =) Refersto
Other Sections ealthcare Agents ik Has Component ( o
A
Has Support (f
N
Informe&d by <
d I ; | o }efers to
Procedures GPP End-of-Life Had Component ( Goals -
Reference N
N Informed by Informed b
L D
Results GPP After Death frs to( Interventions J_Has Rpason
fgrmed by |
[ dInformed by nfdrmed ]
Plan of Treatment - > A >
Care Experience < Evaluation & Outcomes J|Has Reason
In d by summagiZePROKts L
|
\l_“ Evaluates
Syfmmarizes
Advance Directives Witness & Notary Advance Directives
Open
Template
* Continuity of Care Document, GPP = Goals, Preferences, and Priorities H = Human Readable Content
Y
Consultation Note, Referral Summary, M = Machine Readable Content

Transition of Care Document



