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Introduction & Background
The purpose of the FHIR at Scale Taskforce (FAST) is to augment and support recent HL7® Fast Healthcare Interoperability Resources (FHIR®) efforts focused on ecosystem issues that, if mitigated, can accelerate adoption. One of the focus areas identified is the ability for member/ patient care team coordination. 
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The FAST use case model is unique in that it describes ecosystem needs as opposed to specific functional needs. Use cases for FAST are derived in one of 3 approaches as described in the graphic below.
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Overview & Description
This use case focuses on the ability for payers and providers to coordinate care of a member/patient. 
The focus is not on the clinical or administrative functionality (which is covered under other use cases such as those in the Da Vinci initiative) but is instead on the ecosystem which supports those specific functional use cases to ensure an efficient and scalable model.
Shared Care Planning vs. Care Team Coordination
The FAST-UC-Shared_Care_Planning focuses on enabling access of all relevant, authorized parties involved in the shared care of a member/patient
The FAST-UC-Care_Team_Coordination is a team-based activity of gathering data designed to assess and assist the needs of member/patients, while helping them navigate effectively through the health care system and improving health outcomes
Care team coordination is a measured organization of member/patient care activities between two or more actors involved in the patient’s care to facilitate the appropriate delivery of health care services. Improved coordination of care for members/patients is an essential component of the broad effort to improve health care quality and efficiency in the United States. However, coordinating care across the various settings in which members/patients are treated is a formidable undertaking. 

This use case focuses on the ability for payers and providers to coordinate care of a member/patient by:
Identifying and engaging patients who are at high risk for poor outcomes and unnecessary utilization
Performing comprehensive health assessments to identify problems that, if addressed through effective interventions, will improve care and reduce the need for expensive services
Working closely with members/patients and their caregivers, as well as with specialty, behavioral health, and social service providers
Rapidly and effectively identifying changes in patients’ conditions to avoid use of unnecessary services, particularly emergency department visits or hospitalizations
The Care Team Coordination use case focuses on member/patient, and authorized parties involved in the care of a member/patient to:
Initiate care planning for the member/patient 
Receive member/patient health care data from authorized actors 
Contribute to care plans with partner actors
Coordinate care with other actors 
Run analytics on patient data to identify specific care planning 
Communicate the updated care plan/case management with all relevant, authorized parties
Share the case management planning with the member/patient
A specific or comprehensive care plan is delivered from various care teams that assessed member/patient data for a plan of treatment to assist in improved outcomes and value. Integrated care coordination is a core goal across the health care ecosystem because it should yield better care, better health, and better value. It is important that providers, payers, and other actors coordinate their respective plans of care.
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Summary of Capabilities Needed for the Care Team Coordination Use Case
Care team(s): A variety of care team actors in various locations who have rights to draft, update, and share the current care plan (eg, Payers Care Team and Case Management, Primary Care Physician, Nurses, Specialists, etc) (see Appendix for more examples)
Access: Care team coordination actors have electronic access to the member/patient’s current longitudinal care plan
Creation: Actor’s capability to create the initial care plan (Provider actors may notify payer care coordination intake area and create a case) 
Editing: Capability to accommodate instances where different care team members are editing member/patient services/data to the care plan
Updates: Whenever the care plan is revised by any actor. This draft suggests that actors and member/patients have participation rights to care plan revisions
Case management: Engaging member/patient on care plan to help them navigate effectively through the health care system and improving health outcomes (eg, in-person home visit, phone, telehealth, etc) (see Appendix for more examples and Case Management Communication Channels)
Privacy and security: A privacy and security model with capability to control how actor can contribute to the member/patient care plan, in whole or parts, based on role-based permissions or restrictions. The current draft includes this capability under pre-conditions below
Scenarios
This use case focuses on ecosystem functionality supporting the ability for payers, providers, and member/patients to participate in care team coordination and its documentation. Use case variations help to illustrate and define the desired functionality and include the following scenarios:
Individuals’ health and health care goals range in complexity from wellness checks to management of multiple chronic conditions, and range in duration from short-term to long-term
Patients might have one primary physician, or multiple providers, entities, and caregivers involved in their health care. For example, patients might have a primary care physician (PCP), a cardiologist, an oncologist, a physical therapist, a diabetes consultant, and a health plan’s care management nurse or program. Patients might have one or more family caregivers, and one or more social or community services relevant to their health and care such as school clinics, foster-care services, special education plans for children with disabilities, or assisted living. Pharmacies, labs, skilled nursing facilities, physical therapists, and nutritionists often have regular planning updates to contribute. The Electronic Health Record (EHR) or Personal Health Record (PHR) system itself might automatically generate relevant information such as notices or alerts
Models and roles for care team coordination often vary across payers. For example, not all payers require and use a primary care physician (eg, PPOs). Different payers might also provide differing levels of clinical or case management services based on the line of business, ACOs, third party administrator (TPA), and other scenarios (eg, inpatient concurrent review, post service review, Emergency Department notification, disease management, etc). (See Appendix for more examples)
Additionally, ACO providers also promote care coordination across their patient population to improve outcomes and lower cost
In Scope
A created coordinated longitudinal and integrated care plan developed by providers and payers for, and accepted by, the member/patient
Case management of member/patients
Internal processes and workflows regarding creating the care plan and case management planning (creating, transmitting, receiving, subscription, prior adjudication, integration, etc)
Internal process to identify and accommodate instances where different care team members are accessing or editing the coordinated care plan at the same time
Out of Scope
Searching for a dynamic shared care plan already in existence (distinct from requesting the shared care plan from known caregiver or endpoint)
Process for ensuring appropriate role-based access and authorization to access specific information in shared care plan, eg, general requirements under HIPAA and special requirements under state or federal law for specially protected health information such as HIV/AIDS care, psychotherapy notes
Other ecosystem use cases such as patient and provider identification (see FAST-UC-Patient_and_Provider_Identity_Management-Core_Capability-CC4), security (including authentication and authorization – see FAST-UC-Authentication_and_Authorization-Core_Capability-CC2), endpoint discovery (see FAST-UC-Endpoint_Discovery-Core_Capability-CC1), versioning (see FAST-UC-Version_Identification-Core_Capability-CC3), etc
Assumptions 
There exists:
The ability to use the identity management use case (see FAST-UC-Patient_and_Provider_Identity_Management-Core_Capability-CC4) to resolve identities between the Requestor and Responder via a FHIR endpoint
The ability of the responder to authenticate and authorize the request via a FHIR endpoint (see FAST-UC-Authentication_and_Authorization-Core_Capability-CC2)
All required consents as applicable have been obtained outside of this use case
All required laws and regulations are followed (eg, HIPAA) related to the exchange of information
Other FAST use cases and other initiatives, such as Da Vinci, are covering the clinical or administrative functional use cases
This would include items such as the data elements that describe the clinical content to be included in care coordination and management of member/patients
The primary goal of the use case is to describe ecosystem needs to support care team coordination via FHIR endpoints 
Capability to share and receive information on member/patient care 
Capability to integrate and reconcile changes in the member/patient care plan, including any prerequisite adjudication of updates, corrections, additions, etc, before integration
Capability to create, use, and update coordinated care plan and case management
Interoperability among and across all parties
A subscription process and internal capability of caregiver actors and main provider as care plan stewards to use it. (see FAST-UC-Shared_Care_Planning)
Capability to accommodate instances where different care team members are accessing or editing the dynamic care plan at the same or nearly the same time.
Care Team Coordination Actors are deliberately involved in managing patient care data and sharing information among all other actor participants
Case managers will meet with member/patient on individual care plan
A privacy and security model that controls how caregivers can access and use the shared care plan, in whole or part, based on role-based permissions. (see FAST-UC-Shared_Care_Planning)
Internal capability to use and integrate the HL7 “care plan” template and module included as an optional criterion in ONC’s 2015 Edition of Certified Health IT
Primary Actors
Primary providers, specialists, hospitals, other clinical caregivers
Patient, patient’s authorized representatives and family caregivers 
Payers 
Supporting Actors
Payers clinical care coordination and case management teams
Supporting clinical entities, eg, pharmacies, laboratories, skilled nursing facilities, physical therapists, nutritionists, etc
Community and home-based health services, eg, community clinics, community services, school clinics, urgent clinics, assisted living, foster care, nutrition services, transportation services
Public health services such as public health agencies, social services (State Agencies)
Other providers/clinicians not specifically stated in Primary Actors
RHIOs/HIEs
Stakeholders & Interests
Provider – An active stakeholder with clinical goals, concerns, and data who has interest in receiving and providing timely, actionable, accurate patient information to help in improving patient outcomes and providing value-based care
Patient – An active stakeholder with personal health goals, preferences, and data who has interest in shared care planning with various providers and caregivers for receiving timely, actionable, accurate health information, optimized care, better care coordination and outcomes. 
Caregiver (typically a family member but can also be a community or social service) – An active stakeholder who has interest in the patient receiving optimized care and relies upon the information exchange and shared care plan to help enable better care outcomes for patients
Federal and State Government – As a stakeholder, in long term has interest to ensure that the exchange models are highly scalable and meet ecosystem needs to help enable interoperability and efficient data exchange and care coordination for better outcomes for all stakeholders
Centers for Medicare & Medicaid Services (CMS) – As an active stakeholder, has interest in improving care coordination, health outcomes, and value for Medicare/Medicaid patients
Electronic health record (EHR) – As a stakeholder, in long term has interest to ensure that solutions work well in EHR systems and the health care network
Standards organization – As a stakeholder, in long term has interest to ensure that the exchange models are highly scalable and efficient
Public Health entities – As a stakeholder, in long term have interest in patients benefitting from timely, actionable, and accurate exchange of information that prevents diseases, prolongs life and promotes the human health of a community or society
Pre-Conditions 
The process is triggered by documenting the initial member/patient care service. Typically, a provider might trigger the process, but other caregiver actors, such as individuals or Payers, might also trigger the process. For example, individuals might trigger the process by establishing personal health goals and plans to achieve them
Providers’ EHR or other clinical systems, payers’ systems, patients’ PHRs, and other caregiver actors’ systems have adopted the FHIR model, including those arising from the FAST initiative
Capability and process to identify a steward of the shared care plan, which this use case identifies as the “main” provider
A process to establish which caregiver actors have rights to view, download, correct, revise or add to the current shared care plan, as determined by role-based permissions, and revise the list in real time as caregiver teams and actors change
A privacy and security model with capability to control how caregivers can access and use the shared care plan, in whole or parts, based on role-based permissions
For individuals, patients, and caregivers who need it, accessibility in common languages other than English and accessibility for people with disabilities
Post Conditions
The member/patient’s main provider, as steward of the shared coordinated care plan, has the current, integrated and reconciled care plan
All of the member/patient’s caregiver actors have the current care plan or notice of and access to the most recent update based on their respective subscription preferences. (see FAST-UC-Shared_Care_Planning for Subscription)
The member/patient care plan is understandable by the respective caregiver actors and their systems. (Case manager may be supporting member/patient with care plan services and goals)
Failure end condition
•	The post conditions defined above are not met
Trigger
The Care Team Coordination process is triggered by medical events surrounding a member/patient
Typically a provider may trigger the process, but other actors, such as a payer care team or ACO, might also trigger the process
For example, payer case managers might trigger the process as well by establishing personal health goals and plans to achieve them
Scenarios
The actors and interactions included in this scenario require the following core capabilities. For clarity and brevity, these core capabilities are not repeated for every interaction depicted in the supporting diagram below.
As a transaction initiator, I need my system to be able to securely determine the endpoint and version of a transaction receiver’s resource. Please see FAST-UC-Endpoint_Discovery-CC1 and FAST-UC-Version_Identification-CC3
As a transaction initiator, I need my system to be able to send member/patient care data to the receiver actors’ endpoints in a trusted and secure way and to ensure proper authentication and authorization. See FAST-UC-Authentication_and_Authorization-Core_Capability-CC2
As a transaction initiator, I need to be able to conform to the FAST-UC-Patient_and_Provider_Identity_Management-Core_Capability-CC4 use case and the FAST-UC-Push_Patient_Information use case to ensure the patient is uniquely identified and access to that patient’s health information is properly authorized
Primary Feature: This use case focuses on the ability for payers and providers to coordinate care of a member/patient. 
As a transaction initiator (A = main provider actor, B = other healthcare provider actor, C = payer care team), I need my system to be able to send member/patient care data to a transaction receiver (receiver actor) and confirm acknowledgement from the system of its receipt. As a transaction receiver, I need my system to be able to accept member/patient care data from submitter and have my system send an acknowledgement to the sender.
As a transaction initiator in the ecosystem, I need to be able to send member/patient care data to receiver actors to accept and consume (A:C, C:A, C:B, C:D)
As a transaction receiver actor (A:C, C:A, C:D) in the ecosystem, I need to be able to respond to the care data and respond to transaction initiator (submitter actor)
As a transaction initiator main provider actor (A), I need to be able to share care data with member/patients (A:E)
For example, new medication directions would be updated by the main provider actors in a Continuity of Care Document (CCD) for the patient 
As a transaction initiator/receiver payer actor/care team, I need to be able to share care data with member/patients (C:E)
· For example, planned supportive care for member and their care givers
Supporting Diagrams & Flows
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Note: Line D in red has dual purposes:
1. Sharing data with Actor Provider who is steward of patient complete care plan
2. [bookmark: _Appendix]Care team coordination sharing member/patient new information with other Healthcare Actors
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Care Team Examples
Payers Care Team and Case Management 
Primary Care Physician
Nurses
Specialists
Emergency Departments, Inpatient Facility, Outpatient Facility
ACOs/TPAs
HMO Medical Groups
Behavioral Health
Vendors on social determinants
State Agencies
RHIOs/HIEs
Member/patient and caregivers 
Case Management Examples
In person visit (home, assisted living etc)
Phone
Telehealth 
Devices and applications using Application Programming Interfaces (APIs)
Letter communications
Physician office
Care Team Coordination/Case Management Communication Channels
EMR (eg, Payer nurses’ access to facilities)
Fax/Right Fax
Portal (Web-Audio Assistance)
Email
Direct Trust
HL7 (Messaging, CDA)
Telephone
Mobile devices
Devices and applications using Application Programming Interfaces (APIs) 
Payer Clinical or Case Management Services Examples
Inpatient concurrent review
Post service review
Emergency Department notification
Disease Management
Transplant care
Maternity care
Disability care
High Risk members/patients
Retrospective reviews
Social determinants (eg, home services, transportation, meals, social visits, etc)
Risk arrangements with medical groups
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