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1 Introduction
1.1 Document Objectives
The objectives are to document the universal requirements for Care Plan messaging between systems in the broad context of health care services.

1.2 Document Structure

This document covers the following topics :

· Introduction

· Business and clinical context

· Definition and scope
· HL7 EHR-S Functional Model R2 Contents Relevant To Care Plans
· Stakeholders and needs
· Objectives and Vision

· Care Plan Components
· Description of processes: contents dynamic, interchange

· Interrelationships with other processes?
Appendix A has notes from meetings and email exchanges that are to be used as a checklist. It will be eliminated when deemed appropriate.
1.3 Business and Clinical Context
The intent is to cover the full range of situations where a plan of care is expected, from acute to chronic to rehabilitation, from physical to mental to social, from hospital to private office to home, from problem to condition to future goal.
The communication of care plan information will involve the whole range of organizational settings: large teaching hospital, local community hospital, rehabilitation centers, chronic care home, end-of-life centers, community clinics, social services centers, psychiatric hospitals, outpatient clinic, patient home, etc.

Care plan comprise activities planned to achieve certain objectives. These activities have a status from planned to started, modified, completed, cancelled. Activities are connected to outcomes.

Care plans may be originating from a physician, a nurse, a health care ancillary professional, a pharmacist, the patient, family relatives, other care givers. Progress notes and outcomes are added by any one of these care participants. 
NOTE: may need to scale down initially so that we can produce something rapidly.
1.4 Definition and Scope
This is existing material from the wiki page Care Plan Topic project: project scope: 
The Care Plan Topic is one of the roll outs of the Care Provision Domain Message Information Model (D-MIM). The Care Plan is a specification of the Care Statement with a focus on defined Acts in a guideline, and their transformation towards an individualized plan of care in which the selected Acts are added. 
The purpose of the care plan as defined upon acceptance of the DSTU materials in 2007 is:
· To define the management action plans for the various conditions (for example problems, diagnosis, health concerns)identified for the target of care
· To organize a plan for care and check for completion by all individual professions and/or (responsible parties (including the patient, caregiver or family) for decision making, communication, and continuity and coordination)
· To communicate explicitly by documenting and planning actions and goals
· To permit the monitoring, and flagging, evaluating and feedback of the status of goals, actions, and outcomes such as completed, or unperformed activities and unmet goals and/or unmet outcomes for later follow up.

Managing the risk related to effectuating the care plan, Generally a care plan greatly aids the team (responsible parties – it could be the patient caregiver/family) in understanding and coordinating the actions that need to be performed for the person. 
The Care Plan structure is used to define the management action plans for the various conditions identified for the target of care. It is the structure in which the care planning for all individual professions or for groups of professionals can be organized, planned and checked for completion. 
Communicating explicitly documented and planned actions and goals greatly aids the team in understanding and coordinating the actions that need to be performed for the person. 
Care plans also permit the monitoring and flagging of unperformed activities and unmet goals for later follow up.

Define the topic to cover 'Care Plan', 'Plan of Care', ' Care Pathway' etc 


References:  CarePlans.com [1] , European Pathway Association [2] , CEN Contsys 

2 HL7 EHR-S Functional Model R2 Contents Relevant To Care Plans

Source: Draft December 2011 package: EHRS_FM_R2_C3_FunctionList_2011DEC.xlsx
This is tentative. Conformance criteria are not included.
	ID#
	Type
	Name
	Statement

	CP.1.4
	F
	Manage Problem List
	Create and maintain patient- specific problem lists.

	CP.3.4
	F
	Manage Patient-Specific Care and Treatment Plans
	Provide templates and forms for clinicians to use for care plans, guidelines and protocols during provision of care and care planning.

	CP.7.1
	F
	Present Guidelines and Protocols for Planning Care
	Present organizational guidelines for patient care as appropriate to support planning of care, including order entry and clinical documentation.

	CP.7.2
	F
	Manage Recommendations for Future Care
	Document and support the management of the disposition process for a patient by managing recommendations for future care.

	CP.8.1
	F
	Generate, Record and Distribute Patient-Specific Instructions
	Generate and record patient-specific instructions related to pre- and post-procedural and post-treatment/discharge requirements.

	CP.9
	H
	Manage Care Coordination & Reporting
	Provide the functionality required to coordinate care with other providers and report care provided.

	CP.9.1
	F
	Produce a Summary Record of Care
	Render a summarized review of a patient's episodic and/or comprehensive EHR, subject to jurisdictional laws and organizational policies related to privacy and confidentiality.

	CPS.1.4
	F
	Capture Referral Request
	Enable the receipt and processing of referrals from care providers or healthcare organizations, including clinical and administrative details of the referral, and consents and authorizations for disclosures as required.

	CPS.2
	F
	Support Externally Sourced Information
	Capture and maintain a variety of information from multiple external sources.

	CPS.3.3
	F
	Support for Standard Care Plans, Guidelines, Protocols
	Support the use of appropriate standard care plans, guidelines, protocols and/or clinical pathways  for the management of specific conditions.

	CPS.3.4
	F
	Support for Context-Sensitive Care Plans, Guidelines, Protocols
	Identify and present the appropriate care plans, guidelines, protocols  and/or clinical pathways for the management of patient specific conditions that are identified in a patient clinical encounter.

	CPS.4.6
	H
	Support for Referrals
	Evaluate patient information for referral indicators.

	CPS.4.6.1
	F
	Support for Referral Process
	Evaluate referrals within the context of a patient’s healthcare data.

	CPS.4.6.2
	F
	Support for Referral Recommendations
	Evaluate patient data and recommend patient referral based on specific criteria.

	CPS.4.6.3
	F
	Support for Electronic Referral Ordering
	Enable the transmission of electronic referral orders from the EHR-S.

	CPS.7.1
	F
	Access Healthcare Guidance
	Provide pertinent information from available evidence-based knowledge, at the point of care, for use in healthcare decisions and care planning.

	CPS.9
	H
	Support Care Coordination & Reporting
	Support exchange and reporting of information between participants in patient-centered care.

	CPS.9.1
	F
	Clinical Communication Management and Support
	Support exchange of information between participants in patient-centered care as needed, and the appropriate documentation of such exchanges.  Support secure communication to protect the privacy of information as required by federal or jurisdictional law.

	CPS.9.2
	F
	Support for Inter-Provider Communication
	Support exchange of information between providers as part of the patient care process, and the appropriate documentation of such exchanges.  Support secure communication to protect the privacy of information as required by federal or jurisdictional law.

	CPS.9.2.1
	F
	Manage Consultation Requests and Responses
	Provide a means to capture and manage requests for consultation and responses.

	CPS.9.2.2
	F
	Support for Provider to Professional Communication
	Manage communications to professionals (e.g., coroners, medical examiners, law enforcement) for health care events.

	CPS.9.2.3
	F
	Support for Provider -Pharmacy Communication
	Provide features to enable secure bi-directional communication of information electronically between practitioners and pharmacies or between practitioner and intended recipient of pharmacy orders.

	CPS.9.3
	F
	Health Record Output
	Support the definition of the formal health record, a partial record for referral purposes, or sets of records for other necessary disclosure purposes.

	CPS.9.4
	F
	Standard Report Generation
	Provide report generation features using tools internal or external to the system, for the generation of standard reports.

	CPS.9.5
	F
	Ad Hoc Query and Rendering
	Provide support for ad hoc query and report generation using tools internal or external to the system. Present customized views and summarized information from a patient's comprehensive EHR subject to jurisdictional laws and organizational policies related to privacy and confidentiality. The view may be arranged chronologically, by problem, or other parameters, and may be filtered or sorted.


3 Stakeholders and needs
The stakeholders and their care plan needs are:
· Patient:

· Patient family and close care givers: 

· Primary care physician of patient:

· Specialist physician consulting to primary care physician:

· All health care professionals providing care in acute care settings:

· Community pharmacy personnel:

· Community health care professionals (e.g. dietician, physiotherapist, occupational therapist): 

· Home care professionals: 

· Care managers/coordinators: 

Needs: problems/conditions, short and long term goals, status, current progress, restorative or 
4 Objectives and Vision

Business objectives and outcomes

Vision Statement

5 Care Plan Components
This is from the Care Plan Components wiki page:

For the Care Plan Topic project, Patient Care need to identify the components of the care plan. 

There is no description in the HL7 Glossary. 

The following components are used in practice: 
Example 1:from the skmt Glossary (components in the definition) 

- care needs 

- lists the strategy for providing services to meet those needs 

- treatment goals and objectives 

- outlines the criteria for terminating specified interventions 
Example 2:from IHE_PCC_Patient_Plan_Of_Care_PPOC_TI_2009-07-29 

In this Nursing Profile the following components are described: 

1. Assessment 

2. Nursing Diagnosis 

3. Outcomes Identification 

4. Planning 

5. Implementation 

6. Evaluation 

Example 3:from CCD 

The plan of care section contains: - data defining pending orders, - interventions, - encounters, - services, - procedures for the patient. 

The plan of care section also contains - information regarding goals and clinical reminders. 

From Care Plan Topic & Ordersets wiki page:  

The Care Plan structure is used to define the management action plans for the various concerns identified for the target of care. It is the structure in which the care planning for all individual professions or for groups of professionals can be organized, planned and checked for completion. Communicating explicitly documented and planned actions and goals greatly aids the team in understanding and coordinating the actions that need to be performed for the person. Care plans also permit the monitoring and flagging of unperformed activities and unmet goals for later follow up.
Coordination of care- see Susan, matrix, etc.
6 description of processes: contents dynamic, interchange
Typically, care plans are created, modified, updated with progress notes and outcomes, linked to other care plans and health records data, and closed.

Care plans have both static and  dynamic dimensions:
· Static aspects: 

· Dynamic aspects
These are illustrated in the following diagrams: insert Stephen’s diagrams with explanation notes
Interrelationships with other processes?
Appendix A — Notes from Meetings

This is to be used as a checklist of relevant contents from Care Plan meetings or email exchanges since early 2011.
20110209:

· Consolidate and clarify business and clinical requirements

· Under what circumstances is it necessary to communicate a care plan? 

· Include clinical guidelines

· Distributed care planning as in Sweden: meta data needed

· For what business purpose are organizations paying their employees to volunteer and develop this standard?

Lloyd Mackenzie 20110216 :

· For the conceptual level:

· Capturing requirements is key

· Requirements must be intuitive to the user community and verifiable

· This level is more detailed that the logical level

· It must be well bounded because conceptual models tend to be large
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