PEDIATRIC ALLERGY Care Plan Storyboard

(HL7 Patient Care Work group 2012-02-29)

1
INTRODUCTION

1.1 Specific information for the Storyboard Reviewer(s)

Domain experts are invited to review this storyboard (SB) to determine its clinical accuracy, adequacy/completeness and representativeness in supporting the development of Care Plan models for adequately communicating chronic condition management among relevant health care provider persons and organizations.

The following are suggested questions aiming at providing boundary and scope to help focus the reviewer comments:

· Does the overall story and workflow represent a typical situation? What changes would you suggest to make it more illustrative?

· Is it clinically accurate?

· Is the information exchanged between providers and organization accurate without going into the details that may be specific to a jurisdiction or country?

Please provide comments directly on this document (using the Track Change mode or Insert Comment feature of the Word software). Alternative all comments can be captured in a separate document and referencing directly the sections, subsections, line number which the comments are intended to address.

Please provide comments and feedback to the HL7 Care Plan Initiative Co-Lead:
· Andre Boudreau, Boroan inc., Phone 514.992.8433

· email: a.boudreau@boroan.ca
Please provide comments and feedback to Care Plan Team Member and Author of this storyboard:

· Susan E. Campbell (USA), Phone: +61 7 595-5852 

· email: bostoncampbell@mindspring.com
·  Other contributors and reviewers of this care plan include:

· Pediatrician Johnye Ballenger, M. D., FAAP, Children’s Hospital Boston

· Board Certified Allergist, Russell Leftwich, M.D., Co-Chair Office of the National Coordinator (ONC) Transition of Care (ToC) project and CMIO of Tennessee HIE
Kindly give us your name and contact information
· Reviewer name: 

· Title, organization, jurisdiction, country: 

· email address: 

· Contact phone number(s): 

1.2 Introduction to HL7 Care Plan Storyboards

HL7 International Patient Care Work Group (PCWG) (http://wiki.hl7.org/index.php? title=Patient_Care) has launched a new initiative, the Care Plan Initiative Project 2011, (http://wiki.hl7.org/index.php?title=Care_Plan_Initiative_project_2011) to conduct a Domain Analysis Process (DAP) for Care Planning that will lead to updating the existing Draft For Trial Use (DSTU) version. The resulting Domain Analysis Model (DAM) will be an analysis model that describes business processes, use cases, process flows, business triggers, and the information exchanged that are derived from a project's requirements. A DAM is equivalent to a Requirements Analysis Specification and contains not only an information model but also a comprehensive analysis model which includes business processes, system interactions and behavioral/dynamic aspects. The focus is on interoperability in information sharing among different health care actors (i.e. providers, organizations, patient, other caregivers). (Ref 1, HL7 HDF 1.5)

Storyboards are one of the first deliverables of the initiative. A storyboard is a narrative description of a series of steps involving some exchange of information between different participants to achieve the objectives of a healthcare business process. The list of steps can be in generalized, abstract terms, or in the form of a real-world example. 

The PCWG has identified six stories that would provide sufficient coverage of situations for the HL7 Care Plan DAM:

· Acute Care 

· Chronic Care 

· Home Care 

· Pediatric Immunization and Allergy/Intolerance 

· Perinatology 

· Stay healthy/ health promotion

A storyboard’s content is developed primarily from guidance by the domain experts. Some guidelines in preparing a SB:

· Focused on one typical story, not on exceptions
· Is written using common clinical terms, not in technical or IT terms (is architecture, implementation and platform independent), and it uses business terminology to illustrate the context for the message exchange, functional model, etc.

· Focused on the exchange of information about care plan; a clear distinction is made between Care Plan information and medical record information or other non care plan specific data (e.g. lab results, referral request)
· Identifies what should be a best practice in the exchange of clinical information, i.e. what is described here may not be the reality in some cases.
· Subjected to the VACCI test: Validity, Accuracy, Completeness, Clarity and Integration (that all the components are well interconnected/integrated and the flows of events are logical and smooth)

1.3 Short Description of the Health Issue Thread covered in the Storyboard 

The purpose of the Pediatric Allergy storyboard is to illustrate the communication flow and documentation of a pediatric care plan to ensure good communication among team members (consisting of diverse health care professionals, caregiving parent, and child) along with development of the care plan and education to promote adherence to the care plan.  

While reviewing to summarize the Plan of Care, Kari’s Pediatrician discovers a probable error in the list of allergies that she corrects.
A.   Short Description of Episode:

Kari, who is suffering from upper respiratory tract symptoms goes out for a walk in the woods and develops a very itchy rash on her lower legs.  Her NP Amanda diagnoses and treats her respiratory symptoms as allergic rhinitis.  She diagnoses the rash as an allergic reaction to a plant manifesting as contact dermatitis (e.g. poison ivy) and prescribes treatment.   She also refers Kari to an allergist due to annual recurrence of this problem. (chronicity).
Coordination of care should occur throughout the health issue thread, across several care settings and several care providers/givers. It is briefly discussed later in this document, after the series of encounters and resources are provided on the topics of care management, care plan, and clinical information model and messaging of care plan in the appendices. 

1.4
Storyboard Actors and Roles

Patient 
Kari Kidd

Caregiver (Mother) 
Nelda Nuclear

Primary Care Provider (Pediatric Nurse Practitioner)  
Amanda Assigned, NP

Medical Specialist (Allergist)

Richard Reaction, MD

Pharmacist 
Susan Script

Primary Care Provider (Pediatrician)  
Patricia Primary, MD

Office Manager 
unnamed actor


1.5
Encounter A:  Primary Care Physician Initial Visit for Seasonal Allergy and Contact Dermatitis
1.5.1   Pre-Condition

Patient Kari Kidd has been sneezing and sniffling for a week.  She complains of being tired and refuses to participate in her after school sports activities.  In the mornings she has a sore throat and headache.  Kari returns home from walking the dog in the nearby woods complaining.  When her mother asks what is wrong, Kari shows her a reddish area on her leg complaining it itches terribly.  Although she hoped Kari would just get through the respiratory symptoms on her own, the itchy rash is something unexpected.  Mother decides Kari needs to be seen and calls their primary care office for a same day appointment.

1.5.2 Description of Encounter

As is customary for the practice, Kari is examined by the Nurse Practitioner, Amanda Assigned.   Amanda takes a history and learns the rash first appeared shortly after a walk in the woods.  During the visit, the rash appears to be spreading.  Kari is scratching it constantly.  Amanda gives Kari and documents a dose of Benadryl (5mg/kg; 25 mg for an 85 lb girl).  She asks Kari to try not to scratch. 

Amanda is aware the pollen count has been exceptionally high for the past week.  She asks if Kari usually gets “cold symptoms” in the spring.  Mother and daughter nod in agreement.  Headache, sore throat, and morning mucus are described as occurring every spring.  Amanda diagnoses seasonal allergies to pollen.  She suggests Flonase, one to two squirts once a day in each nostril.   She tells Kari it is ok to use an over-the-counter analgesic such as acetaminophen or ibuprofen for the headache.   She refers Kari to an allergist because her symptoms were much worse this year than in previous seasons.  Because her review of Kari’s record transferred when she became a patient of the practice has a notation of a rash to Amoxicillin and Penicillin allergy listed on the allergy list without any mention of it in the record, she adds that information to the referral to Dr. Richard Reaction the allergy specialist.  
The itchy rash is from contact with poison ivy or another irritating plant.  Amanda recommends that Nelda get Calamine lotion at the pharmacy which is over-the-counter lotion to apply as needed to help control the itch.  She explains to Kari and Nelda that starting Flonase in the spring at the first sign of nasal stuffiness may help prevent or reduce symptoms.  Amanda also prescribes loratadine 10mg by mouth once daily.  Amanda asks Kari if she prefers to take a liquid or a pill.  Kari chooses the pill.  Amanda recommends Kari take it daily while pollen levels are high.  She sends the pharmacy an e-prescription for the Flonase and the loratadine.  She also suggests they stay a few more minutes to learn proper use of the nasal spray.  She demonstrates how to use the fluticasone dispenser.  Amanda hands Kari the nasal spray and tells her to try.  Kari gets it just right.  

1.5.3  Post Condition

The chief complaint of the visit diagnosis written into Kari’s medical record is: Rash caused by poison ivy or other plant.  A secondary diagnosis is: Seasonal rhinitis stemming from allergy to pollen.  

A referral is processed to Richard Reaction, MD for assessment of allergies and the appointment scheduled.  A clinical summary is sent along with the referral request.
A Care Plan is started in the E.H.R.: patient referred to home-based self-care supervised by care-giving parent (Mother).

The prescription medication orders are conveyed to the pharmacy designated by the patient’s Mother electronically after doing an insurance coverage check to verify coverage for the prescribed medication.

The Care Plan is updated by Nurse Practitioner: Patient and care-giver medication self-administration education delivered.  Patient and Caregiver evidenced comprehension by return demonstration and verbal summary of plan by patient and caregiver.  

Medication List updated with OTC prescribed and prescription medications prescribed and the one dose of Benadryl dispensed. The date of next visit is also determined. The mother and daughter thank Amanda and head to the pharmacy.  
1.6 Encounter B:  Allied Health Care Provider Visits

1.6.1 Pre-Condition

Pharmacist Susan Script meets the patient and her mother to ensure they know how to use the medication safely, and answer any questions.

1.6.2 Description of Allied Health Care Provider Encounter - Pharmacy
Susan asks Kari if she has ever taken either medication.  Then she explains that Flonase is the brand name.  State’s law requires that a generic equivalent be dispensed when available.  She tells Kari the medication she will receive is called fluticasone propionate Nasal Spray as well as the loratadine pill.  In addition to the bottle of Calamine lotion  Ms. Script adds that Kari can take more oral Benadryl,  also an over-the-counter medication, if the lotion doesn’t quell the itch.
1.6.3 Post Condition

An updated care plan complete with action items and target dates is completed with patient agreement.  It focuses on symptomatic management of seasonal allergy emphasizing the prevention strategy developed this visit.
The patient is given a copy of the new care plan

A progress note is written which documents the outcomes of the management, any risks identified and changes/new management strategies required. The patient summary is updated and this progress note is routed to the patient’s primary care provider, Dr Primary. Any care coordination responsibilities required of Dr Primary is also communicated to her. 
Table 1. Provider and Allied Health Provider Encounters – Activities and Outcomes

	Provider/ Allied Health Provider
	Encounter Activities
	Outcomes
	Communications

	Nurse Practitioner
	Review referral/patient progress

Diagnose and treat.

Assess learning needs and strategy

Discuss and finalise education plan

Discuss and update care plan and patient summary

	Articulate a mutually agreed upon plan of care.

Verify comprehension of  education plan

Update clinical notes and patient summary
Generate progress notes
	Summary care plan and progress note medical record to primary care provider and to others, e.g. patient’s PHR, specialist, etc

	Pharmacist
	Review prescription
Assess medication and other pharmaceutical therapy needs and strategies

Check for and answer questions about use of medications, contraindications or side effects.
	Update care plan if anything unusual or concerning is noted if pharmacy is part of the same organizational entity.

	New/updated care plan to patient and PHR if there are any changes to prescription or care plan.


	Allergy Specialist Physician
	Review referral/patient progress

Assess allergies and medication needs and strategies. Decide if skin testing for pollens should be done
Discuss and finalize allergy care plan
	Review results of skin tests. Develop/update allergy plan

Update clinical notes

Generate progress notes
	New/updated allergy plan to patient and PHR.

Summary care plan and progress note to primary care provider and to others, e.g. NP, pharmacist, etc

	Primary Care Physician
	Review referral/patient progress

Assess overall care needs and strategies

Discuss and finalize care plan with NP as needed, and with the patient and Mother at next encounter.
	Develop/update care plan with targeted prevention elements for season allergy symptom reduction
Update clinical notes

Generate progress notes
	New/updated care plan to patient

Summary care plan and Progress note to medical record and to others, e.g. Specialist, NP, patient and Mother (PHR), etc


1.7 Encounter C:  Visit to Allergist (Specialist Physician) three months later
1.7.1 Pre-Condition

Dr. Richard Reaction receives a referral for evaluation of allergy from the patient’s Nurse Practitioner. 

1.7.2 Description of Encounter

Dr. Reaction reviews the referral request and sees that at some point in the past Kari had a rash to Amoxicillin.  He asks Kari’s mother whether Kari ever took penicillin.  Nelda says she can’t remember it ever being prescribed for anyone in her family.  They review symptoms of true penicillin allergy.  Nelda confirms that Kari has had no serious unexpected reactions of any kind to any medication except rash when she was treated for very bad earaches.  When the testing is over, Dr. Reaction meets Kari and Nelda in his office where he explains the results.  They confirm Amanda’s diagnosis of seasonal allergy.  Kari is allergic to grass and oak pollen.  He provides handouts about what to do if you have allergies explaining that if you keep the doors and windows shut, there is essentially no pollen indoors.  
When Kari’s record of previous medications was reviewed it was found that she had ampicillin several times without any problems. Since ampicillin is in the penicillin family Dr. Reaction told Kari and her mother that she was not allergic to penicillin.
Dr. Reaction wants Kari’s electronic medical record to be updated so penicillin no longer appears on the list of allergies and that it will show as being refuted.  He also tells them he will confer on updating her care plan and medical history with the pediatrician as soon as they finish saying goodbye.  He also provides Nelda with a printout of the results of the allergy testing that she has requested.  He explains that although penicillin allergy may not belong on Kari’s list of allergies, it is serious when it occurs.    Dr. Reaction asks if Kari’s rash resolved and was told it did.  He brings out a card with several plant photographs and asks her to point to the one that is poison ivy.  Kari does so promptly.  He congratulates her on her good memory noting that many people forget its shape and get the rash again and again.  He provides standard instructions about seasonal allergy and a summary of test findings including correction of the allergy list to Nelda and Kari as he ends their visit.  
1.7.3 Post Condition

Dr. Reaction completes the patient’s allergy care plan. (His Care Plan is a subset of Dr. Primary’s Primary Care Plan.)  The consult summary in this case consists of the care plan, any additional notes he writes for the patient record he maintains, and the letter he will write to the PCP.  In a more complicated situation, he might also produce a separate consult summary as a document.  The plan of care confirms findings from the primary care visit for the diagnosis of seasonal allergy.  A recommendation will be made to the PCP in the letter to remove penicillin from the list of allergies in Kari’s primary care record and indicate that it has been refuted.  The allergist’s care plan will be updated only if/when the patient is referred to him again. 
A copy of the consultation care plan is sent to the patient too.

Prescriptions for loratadine and fluticasone are sent to the pharmacy specified by Nelda with refills sufficient to provide for Kari’s symptom control until the next annual exam. Amanda Assigned has written enough to cover her needs until today’s appointment.

When the patient and her mother leave his office, Dr. Reaction completes his consultation note.  A copy will be sent to the primary care office and to the patient’s Mother.  The document reads like this:

Dear Amanda Assigned, NP,

Cc: Patricia Primary, MD

Cc: Nelda Nuclear, representing Kari Kidd

Thank you for referring Kari Kidd to my practice.  We have performed allergy testing today, and confirmed your diagnosis of allergic rhinitis caused by seasonal allergens.  She was found to have allergy to grass and oak pollen.  She is free of reaction to the other pollen and the usual household allergens including dust, dust mites, and domestic animals.  She reports that the fluticasone and loratadine prescriptions are effective and well tolerated.  Please evaluate and renew her prescriptions in her annual allergy visit next fall.  Because Kari’s seasonal allergies can be considered moderately severe, she is in a higher than average risk category for complications from illness like influenza. I also suggest an annual influenza immunization in the fall.
We did have a surprise – Kari’s record had listed penicillin allergy and as Kari’s NP suspected, we confirmed there is none because her records indicate that she has had antibiotics in the penicillin family after the initial reaction and there was no reaction to subsequent exposures.  I did not see any reference to her having taken Penicillin or a synthetic analog in the past.  I have deleted it from her allergy list in my record.  I suggest you update the allergy list in your records.
Sincerely,

Richard Reaction, MD

Board Certified Allergist

A clinical summary is sent along with this letter on the usual consultation form to the patient’s primary care provider, Dr Primary. 
Upon receipt of her copy Amanda updates Kari’s Care Plan, including her list of active medications and the change to the allergy list.  She adds Kari to the list of patients who are to be scheduled for an annual influenza vaccination.  She confers with Dr. Primary on the probable cause of the penicillin allergy having been wrongly recorded on the allergy list.  Dr. Primary decides to investigate this herself.
1.8 Encounter D:  Primary Care Follow-up Visits

1.8.1  Pre-Condition

Office Manager: 
· Schedules an annual influenza immunization reminder.  The practice will send out their letters to all patients who need them the same week advising of which days and times are available for an office nurse visit to get the vaccination.

· Schedules an office visit in late winter (February or early March) with the primary care provider, Dr Primary.
The annual office visit involves reviewing symptoms and (re-)prescribing allergy control medications along with review of immunizations, and completion of any necessary forms to enable Kari to receive medication at school if needed as well as updating the Care Plan.

1.8.2 Description of Encounter

Nelda receives a reminder to book Kari’s next annual visit.  She books the visit and brings Kari to the practice to meet with Dr. Primary.
Primary Care Physician Dr. Patricia Primary reviews Kari’s progress, and makes changes after conferring with Kari and her mother and getting agreement on her new recommendations.  This time Kari expresses continuing health and only minor problems adhering to and benefitting from the seasonal allergy control strategy. The care plan is updated to reflect well-controlled seasonal allergy.

1.8.3 Post Condition

The practice reminder system is updated with the request to book the annual visit three months prior and to send the patient a reminder of the visit date two weeks before the next office visit. 

1.9 About Coordination of Care using a Care Plan
[Note from Susan:  the text in this section has been published on http://www.CMsociety.org on February 28, 2012.  Scroll down to the lower right text block on the home page to see this information.  It is now copyrighted by Care Management Professionals.  I grant HL7 the right to reference this information and to incorporate its concepts into the HL7 specific Storyboard project we are working on together this week.  Permission granted  February 29, 2012]
There is no universally agreed upon Care Plan document at present.  The work undertaken in this storyboard and others like it at HL7 is to form a set of realistic communication examples that can lead to the devising of a document-and-data-element-based clinical information model along with modeling of how it can be createdted in cyberspace, stored or coalesced, updated, and shared.  There are a variety of reasons why such a comprehensive data model  seems to be needed even though it has not traditionally been part of the patient’s medical record.  Some of the other efforts that preceded or are contemporaneously attempting to define or produce a universal care plan are listed in the appendix A.  

It is generally agreed that the central focus of care plan is the information content that will support the protocols and processes that comprise coordination of care provided by the various providers, venues, and forms of care supplied to a patient.  The US Office of the National Coordinator of the HITECH Act has determined that although the care plan is about and for the benefit of the patient, its proximate incarnation is in support of the provider and provider’s network that support the patient.  This has more to do with the current state of healthcare which is in process of becoming more patient-centric. 
For the care plan to become a useful and used tool to enhance care and serve a dual role as focal point of care planning outcomes metrics, care plan and care planning goals and metrics must be defined, The defining of goals is the current focus of Care Plan.  Defining of metrics will rely on defining of a Longitudinal Care Plan in which changes in patient condition in response to the care plan can be evaluated, measured, and plotted over time.  The outline of Longitudinal Care Plan is currently being considered by a subcommittee of ONC.
The initial coordination of care provided by all providers falls under the responsibility of the primary care physician because the patient receives preventive care as well as evaluations and treatment for most restorative care at her office.  Once the Physician or her NP have determined that referral is needed, the coordination role in such a simple case is delegated to the office manager and the practice scheduling system because it has become logistical.  The NP handles the routine care plan of immunizations and tests as well as urgent care visits for small problems.  Were the patient’s allergies to worsen, a shared medical coordination role between the primary care physician and Allergist may develop.  In an independent practice of the size of this one, the Nurse Practitioner could be tasked with Care Plan which the Pediatrician would monitor with the patient at the annual visit. For patients experiencing comorbidities and/or frequent care transitions due to severity or complexity, where multiple barriers arise to thwart best practices or adherence to a mutually agreed-upon Care Plan a medical professional is needed to ensure barriers are removed and needs are met.  Once the coordinated plan of care is devised, in a large practice that has a staff member in this category, a Nurse Case Manager could be assigned to coordinate and update the care plan by working from office protocols and/or professional guidelines adopted by the practice which s/he would most likely be doing for all similar patients in the practice.  
In a more complicated situation, such as when a patient is being or has been hospitalized frequently for a more complicated combination of respiratory problems, the PCP may elect to handle care planning herself.  For patients who have difficulty adhering to a care regimen for a single condition, such as those who have asthma triggered by allergens, an asthma disease manager may be assigned by payer or practice.   The disease manager  provides periodic phone contact, monitoring of condition, education, and encouragement on adhering to the disease-specific care plan. When an event occurs, such as an asthma exacerbation due to seasonal allergy and poor control, that leads to emergency room visit or hospitalization, an event-driven short-term longitudinal care plan will be needed until the condition is stabilized and control regained.  Such a situation lends itself to measurement of aspects of the interventional plan of care until baseline is restored.  Once could also review the maintenance care plan of a severe asthmatic over time (or a population of severe asthmatics) to determine whether the primary care processes are supportive of improved individual and population health which in this case is defined as absence of exacerbation.
If the patient suffers from a severe chronic condition or multimorbidities the coordinative function of care planning is often delegated to a practice-based nurse case manager or a payer-based nurse case manager who may supervise or work with a community care coordinator as needed, coordinating with the PCP and the specialist physician(s) and/or allied health practitioners as the need arises.  The community care coordinator may make calls or visits to the home to assist those patients and caregivers who have difficulty adhering to their plan of care for reasons they cannot control that are unrelated to the disease state such as difficulties obtaining transportation to get to appointments, disability, or problems remembering what to do and when to do it to accomplish self-care.  Clinical coordinators or care managers might make home visits when there are aspects of the living situation that pose barriers for optimal patient concordance with an optimal and agreed-on longitudinal plan of care, such as the disease-specific one for asthma.
In keeping with the goals of the Affordable Care Act,  care coordination should be a principal driver of efficiency.  In its simplest incarnation, avoiding idle staff time by helping patients make and keep appointments, and by referring patients to the most cost effective yet safe and effective level of care and location of care, ensuring that they take advantage of the referral(s) requires a plan with goals that reflect whether the coordinative effort has yielded a change in baseline disease status.  Baseline status is assessed by functional measures.  In the case of asthma the main functional measure is peak flow rate.  There are others such as obtaining and using maintenance inhalers, properly using rescue inhalers (e.g. in exercise-induced, seasonal allergy exacerbated asthma). .This care plan should be consistent with clinical practice guidelines or other evidence-based sources and consensus guidelines where no evidence-basis exists as well as reflecting individual patient needs and circumstances.  The recommendations made must be workable and acceptable to the patient, so they promote patient concordance.  
Care plans rely on and encompass the necessary education and reminders to help the patient perform self-care, monitor the results of the care plan through office encounters, calls and home visits provided by the most appropriate member of the care team.  Accomplished care plan users provide positive feedback to the patient for in improved self-management of conditions. If the process is effective, the condition(s) are cured progress, improve, stabilize, or are palliated in a manner the patient perceives as appropriate to their circumstances, their needs, and their personal and cultural value system.  The care plan and the care provided are patient-centered when they effectively address conditions and circumstances unique to the patient, and the patient expresses satisfaction that they do.
A new contemporaneous challenge is to develop a Care Plan document that can be populated from an electronic health record using the consolidated CDA methodology to extract and recombine information using the clinical statement process and a future Implementation Guide as described elsewhere on the HL7 website.
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1.11 Appendix B.- Description of Information Created and Exchanged

	ID No.
	Brief Description of Information
	Examples
	Source/ref.

	1
	Request for appointment made from home to office
	Call by Nelda Nuclear for same day appointment at primary care office
	

	2
	Review of previous visit records. Identification of allergy and addition of this to the patient summary. Documentation of the visit in the form of Care Plan, supplied to patient record and a copy provided to patient and mother
	History and physical exam, dispensed medication, and prescriptions documented along with decision to initiate a referral to allergist by NP
	

	3
	Prescription sent to pharmacy
	NP writes and sends prescriptions
	

	4
	Referral request completed
	NP sends form to specialist physician requesting an appointment for the patient
	

	5
	Disease-specific (allergy) care plan is generated by specialist and provided to PCP along with a letter summarizing findings and recommendations.
	Allergist writes specialty plan of care.
	

	6
	Prescription refills are sent to pharmacy
	Allergist confirms and renews the medications.
	

	7
	Care plan is updated upon receipt of allergist communications
	Primary Care NP updates patient’s care plan to conform with specialty findings and recommendations including correction to the allergy list.
	

	8
	An annual influenza immunization reminder and clinic schedule is sent to the patient
	This is an office manager/staff function.
	

	9a
b
	A reminder is sent from the practice to the patient to schedule her annual appointment 3-6 months prior.

 Send a reminder or call to go to the appointment two weeks prior and/or the day before the appointment according to patient and parent preference.
	This is an office manager/staff/scheduling system function
	

	10
	A form permitting PRN medication to be administered at school or camp is generated and provided to the patient in the number of copies the patient requires.  The form is generated at the patient’s annual visit and patient brings it to the venue that needs it
	In this practice the clinician takes the initiative to delegate to office staff when needed
	

	11
	Care plan is updated at the annual visit and a copy provided to the patient
	The patient’s stabilized condition is recorded, and patient and mother congratulated on effective adherence to shared care plan
	

	12
	The office reminder system is updated for the next annual visit
	The process of patient check-out includes a mechanism to update  reminder system
	

	
	
	
	

	
	
	
	


1.12 Appendix C.- History of SB Validation Process

	Date/Period
	Activity
	S
	Outcome

	June to Sept. 2011
	Draft and reviews
	HL7 Care Plan meeting participants
	Major updates to SB

	September – November, 2011
	Susan Campbell with input and editing by Johnye Ballenger, MD (pediatrician) and Russell Leftwich, MD (allergist) complete three drafts of the storyboard
	Susan E. Campbell
	Refinements to storyboard

	Nov. 18, 2011
	Final update of Appendices 1 and 2
	André Boudreau
	SB ready for review by clinicians

	Feb 28, 2012
	Updated Appendix A and sent it separately to Andre Boudreau to become part of the master list of Sources.
	Susan E. Campbell
	

	Feb 28, 2012
	Care Plan is described from the  Care Planning Concept Matrix and Information Model perspectives. 
Section 1.9  is updated.
	Susan E. Campbell, published on http://www.CMsociety.org
Permission granted to HL7 to reuse and modify as needed.
	Recommend  removing Section 1.9 from this storyboard and  using it in the introduction as suggested by Andre Boudreau.

	
	
	
	


1.13 Appendix D.- Description of a Care Planning approach to development and use of Care Plan

A fundamental component of more complex care plans than the one produced in the pediatric allergy storyboard involves assessments over time of chronic conditions to enable monitoring and evaluation of changes.  One approach to this is illustrated by the interRAI Clinical Assessment Protocol (CAP). 

Morris JN, Berg K, Björkgren M, Finne-Soveri H, Fries BE, Frijters D, Gilgen R, Gray L, Hawes C, Henrard JC, Hirdes JP, Ljunggren G, Nonemaker S, Steel K, Szczerbińska K, Belleville-Taylor P, Rabinowitz T, Smith TF. “interRAI Clinical Assessment Protocols (CAPs) for Use with Community and Long-Term Care Assessment Instruments, Washington, DC: interRAI, 2010.”  http://www.interrai.org 
Excerpt: interRAI Clinical Assessment Protocol (CAP) Overview

“interRAI’s assessment instruments enable care providers to address key factors in the

person’s life, including aspects of function, health, social support, service use and quality

of life. Subsets of these items have been selected to identify persons who may benefit

from care and support in each of the many problem areas referenced by the CAPs, with

subsets of items forming CAP triggers. The CAP trigger items are thus referenced in the

description of each CAP, and the appendices include the computer code used to formulate

these CAP triggers. As (this) manual addresses triggering for multiple instruments, an individual item referenced by a trigger may not appear in every instrument.

CAP Triggers: The goals of care vary from one CAP to the next, but include the possibility

of problem resolution, reducing the risk of decline or increasing the potential for improvement.

These subsets of items, known as “CAP Triggers,” link the information gathered in the

assessment to the basic problem referenced by the CAP. Compared to earlier versions of the CAP triggers, this triggering approach now seeks to identify two types of persons. First are those who have a higher-than-expected likelihood of declining—a very typical scenario, for example, for long-stay residents. Second are persons who have an increased likelihood of improving, including those declining due to a recent acute problem (for example, delirium, psychosis, falls, pneumonia) and whose symptoms will be alleviated when the problem is addressed.”…

“The goal of the health professional is to use the information provided in the CAP Guidelines to arrive at a plan of care and, where possible and required, provide the service or make

an appropriate referral.”

The state of CAP development for the care planning clinical process encompassed the following components as of 2008:

“Functional Performance

Physical Activities Promotion 

Instrumental ADL 

Activities of Daily Living 

Home Environment Optimization

Institutional Risk 

Physical Restraints 

Cognition and Mental Health

Cognitive Loss 

Delirium

Communication

Mood 

Behaviour

Abusive Relationship 

Social Life

Activities 

Informal Support 

Social Relationship

Clinical Issues

Falls 

Pain 

Pressure Ulcer 

Cardio-Respiratory Conditions 

Undernutrition 

Dehydration 

Feeding Tube 

Prevention

Appropriate Medications

Tobacco and Alcohol Use

Urinary Incontinence 

Bowel Conditions”
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