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Use Case: Shared Care Planning

ID:  UC – P2_1a

[bookmark: _Toc523908487]Introduction & Background

The purpose of the P2 FHIR Task Force is to augment and support recent FHIR efforts focused on ecosystem issues that, if mitigated, can accelerate adoption.  One of the focus areas identified is the ability for providers to request patient information from providers.
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The P2 use case model is unique in that it describes ecosystem needs as opposed to specific functional needs.  Use cases for P2 are derived in one of three approaches as described below.
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This use case focuses on the ability for provider to request information from other providers at scale.  The focus is not on the clinical content and functionality of the use case but instead in ensuring that the ecosystem supports an efficient and scalable model.






[bookmark: _Toc523908488]Overview & Description

This use case focuses on the ability for providers, patients and payors to participate in shared care planning and to share and retrieve a patient’s dynamic shared care plan for purposes of coordinating care among the patient’s care teams and family caregivers, improving patient outcomes and health, providing continuity of care, and optimizing clinical processes in support of value based care arrangements and the patient’s health goals.  The focus is not on the clinical or administrative content and functionality (which are covered under other use cases such as those in the Da Vinci initiative), but instead is on the ecosystem which supports those specific functional use cases.

The Shared Care Planning use case focuses on enabling all relevant, authorized parties involved in the shared care of a patient:
(1)	to participate in shared care planning for the patient or individual; 
(2)	to access and use the patient’s dynamic, longitudinal shared care plan;
(3)	to contribute changes to that shared care plan (e.g. updates, corrections, additions) specific to the parties’ respective roles in diagnosis, treatment, and care;
(4)	to integrate and reconcile those changes (e.g. new, episodic plans of treatment), and to identify for users any potential conflicts or adverse interactions (e.g. medication interactions, scheduling conflicts);
(5)	to subscribe to updates to the shared care plan, or to notices thereof; and	Comment by Savage, Mark: Is there any reason to use “alert” rather than “notice”?
(6)	to share the updated shared care plan automatically with all relevant, authorized parties, or a notice thereof, in accordance with their respective subscription preferences.

A dynamic, longitudinal “care plan” is distinct from an episodic “plan of care” or “plan of treatment.”  The plan of treatment focuses on a particular episode, condition, diagnosis, etc.  The shared care plan synthesizes the multiple plans of treatment for each of the patient’s health goals or diseases/conditions into a dynamic, longitudinal shared care plan for the patient, her various providers and caregivers, and other relevant entities.  In general, it includes health goals, health concerns, health status evaluations and outcomes, interventions, care team members, etc.  Shared care planning is a dynamic process, updated regularly and even automatically, not just a static document.

The integrated care plan provides the overview of the individual’s health and care and assists the various care teams in integrating the parts and assessing outcomes and value.  Integrated care 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, patients, and payors coordinate and reconcile their respective plans of care into a dynamic, longitudinal shared care plan that synthesizes and coordinates these episodic plans and identifies any potential adverse interactions.

The ecosystem use case should work across the diversity of patients, care providers, and payors:

· 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.
· A patient might have one main doctor, or multiple providers, entities, and caregivers involved in her health care.  For example, one patient might have a primary care physician (PCP), a cardiologist, an oncologist, a physical therapist, perhaps a diabetes consultant, and a health plan’s care management nurse or program.  She might have one or more family caregivers, and one or more social or community services relevant to her 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 might also have regular planning updates to contribute.  The EHR or PHR system itself might automatically generate relevant information such as notices or alerts.
· Payors have different models and roles. For example, not all payors require and use a primary care physician (e.g. PPOs).  Different payors might provide differing levels of clinical or case management services.

The use case should provide for pushing or transmitting relevant information as well as pulling or requesting relevant information.  Exchange may range from asynchronous to nearly synchronous; for example, two different care teams might be contributing information to the shared care plan at the same or nearly the same time.
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QUESTIONS CONSIDERED IN APPROACHING THIS DRAFT:

· Where does the shared care plan reside—what is the single point of truth and version control?  The primary care physician’s (HMO) or preferred provider’s (PPO) EHR?  The patient’s PHR, if any?  Does the answer impact the shared care planning use case, or if not, can we ignore the question?
· Cannot be the primary care physician in all instances, because whether the individual has a “primary care physician” depends upon coverage and delivery models.  For example, PPOs do not require one.  So the use case should assume that coverage and delivery models will continue to be variable and that some individuals and providers who want to use shared care planning will not have primary care physicians per se.  However, they may have “main” or preferred providers that they see more-to-most often, and those providers may still be natural initiators and stewards of the shared care planning process.  For example, healthy women may see an OB-GYN most often. 
· Cannot be the patient’s PHR.  While some individuals and patients may wish to have PHRs that include their shared care plans and planning, it is unlikely that many or all individuals nationwide will do so, and thus the ecosystem use case should continue to rely upon and assume current structures (providers and payors) as the backbone.
· Given this variability, and changes in providers, health plans, and locations over an individual’s life, should the shared care plan use case assume and require a capability that any of the patient’s (clinical) care teams may create the initial shared care plan, then export and exchange the shared care plan and planning process from one main provider to another, and track this provenance? 

· The use case assumes a subscription approach, where all relevant, authorized parties involved in the care of the patient subscribe, at their election, to the shared care plan/planning and updates thereto, or to notices thereof, informing the party that an update is available and should be requested in order to have the current shared care plan.  In my numerous conversations so far, I have found standards and templates for the data elements to be included in a dynamic shared care plan, but few models for how the various teams dynamically exchange, access and contribute to the dynamic shared care plan.  This suggests that work on this shared care planning ecosystem use case can make an especially significant contribution.

· On January 24, Tiger Team members voiced interest in a model where individual care team members pull care plans and revisions as needed from the various other care teams to construct a current, updated shared care plan virtually on the fly.  This would use APIs and FHIR resources to pull updates in real time from the various other care teams and reconcile or synthesize them virtually, and not necessarily incorporate and reconcile the revised shared care plan into one’s own EHR/PHR.  If I understood the thinking correctly, this would avoid continually transmitting and incorporating copies of the evolving shared care plan to care teams until the point in time when they actually need them; and the dynamic creation as needed, pulling from all relevant endpoints, is easy enough.  After discussing with experts here, I continue to propose subscription approach for the following reasons:
· This subscription approach seems simpler.  Instead of multiple care teams each dynamically creating the revised shared care plan, the main doctor as steward does it once per revision.  This is also aids version control and a single point of truth.
· The benefit—avoiding unnecessary copies and incorporation among various care teams—is achieved by giving the care teams the common option to choose between subscribing to the updated shared care plan itself, or subscribing to notices or alerts that an updated shared care plan exists which the care team can request when needed.
· This subscription approach does not require all care teams to have the full capacity to search, pull, synthesize and create the revised shared care plan—just the main doctor.  This could be a plus at the current stage of interoperability where, in 2017, hospitals could send (88%) receive (74%), find (61%), and integrate (53%) summary of care records from sources outside their health system, but only 41% could do all four.
· This subscription approach could also help care teams in small practices, rural areas, community centers and services, which may not have the same health IT capability as well-established doctors and hospitals to create a revised shared care plan dynamically.
· Are there any other models that are possible, besides a subscription approach?  Are they used?
· Centralized, federated, distributed?
· Subscription, publication-subscription (pub-sub)?  Note how dynamic shared care planning might mimic Apple Health’s polling approach, where individual caregivers publish their episodic plans of treatment, which the subscribing entity (like Apple Health), using APIs, pulls into a dynamic shared care plan, reconciles, integrates, and makes available to all of the patient’s caregiver actors
· The one model I did find, from IHE (Integrating the Healthcare Enterprise), assumes a centralized Care Plan Service, which the Care Plan Contributor queries, searches for a care plan, retrieves it, updates it, and then transmits back to the Care Plan Service.  Today’s ecosystem does not have such a centralized care plan repository or registry, and it seems unlikely that one will materialize in the foreseeable future.
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· Are there any people or systems that access a shared care plan but do not ordinarily subscribe to it, e.g. access for operations or alerts or practice-level or payor-level case management functions or automated scheduling or notifications?

· The use case assumes that someone must first create a shared care plan and thus must also have the capability to create it.  The use case already recognizes the need for the capability to create a shared care plan under “assumptions” below.  Does the use case need to address who is the initiating actor?  Note that, as electronic health information exchange and shared care plans become increasingly common, this may happen earlier and earlier in a patient’s life, e.g. a patient’s pediatrician.  

· Is there a need to assume the HL7 “care plan” template incorporated by ONC as an optional criterion in the 2015 Edition CEHRT final rule?  The use case recognizes the need for that capability under “assumptions” below.

· The use case assumes information reconciliation and integration with changes and additions to the dynamic share care plan.  Does shared care planning and the use case allow automatic reconciliation, integration, and updates, or is there prerequisite adjudication of updates, corrections, alerts, before integration, as occurs with patients’ amendments and corrections under HIPAA?  Should the process for information reconciliation and integration be an assumption and out of scope for the use case?

· The answer may depend upon whether revisions are made by caregivers within the same health system (perhaps automatic updating occurs), and by external caregivers (likely prior adjudication before incorporation, a gatekeeping function).  The answer may vary with the EHR used.  The answer may depend upon an individual’s role within the care team and what access and permissions exist at that role level. 
· What occurs with referrals and transitions of care?  Also prior adjudication?  Provenance is critical to help trust?
· In reconciliation, many points may be easy to resolve and might fall to the shared care plan’s steward to resolve according to internal rules and processes.  Some might require some back and forth between the contributor to the shared care plan and the main doctor or steward, again according to internal rules and processes.  Should this be out of scope for the use case?  Should we flag that those who design the content of the shared care plan should consider whether and how to capture this communication as part of the shared care plan and its revision history?

· Privacy and security appropriate to role and role-based permissions, access and use, and appropriate to type of PHI in shared care plan (state privacy laws for sensitive health information)

· Will some transmissions be synchronous, some asynchronous?  What impact, if any, on the shared care planning, use case?  Included as a “pre-condition” below the capability to identify and accommodate instances where different care team members are accessing or editing the dynamic care plan at the same or nearly the same time (somewhat like Google docs or Box edit).

· Does the use case rely upon or mimic other use cases, such as the Event-Based Alerts use case?

[bookmark: _Toc523908489]Variations and Extensions Overview & Description

This use case focuses on ecosystem functionality supporting the ability for providers, patients and payors to participate in shared care planning and to share and request and retrieve a patient’s shared care plan.  Variations in the primary use case help to illustrate and define the desired functionality and include the following scenarios.

The ecosystem use case should work across the diversity of patients, care providers, and payors:

· 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.
· A patient might have one main doctor, or multiple providers, entities, and caregivers involved in her health care.  For example, one patient might have a primary care physician (PCP), a cardiologist, an oncologist, a physical therapist, perhaps a diabetes consultant, and a health plan’s care management nurse or program.  She might have one or more family caregivers, and one or more social or community services relevant to her health and care, such as school clinics, foster-care services, or assisted living.  Pharmacies, labs, skilled nursing facilities, physical therapists, and nutritionists might also have regular planning updates to contribute.  The EHR or PHR system itself might automatically generate relevant information such as notices or alerts.
· Payors have different models and roles. For example, not all payors require and use a primary care physician (e.g. PPOs).  Different payors might provide differing levels of clinical or case management services.

[bookmark: _Toc523908490]In Scope: 

(1) Patients’, providers’ and payors’ shared care planning and sharing of integrated, longitudinal shared care plan 

[bookmark: _Toc523908491]Out of Scope: 

(1) Internal processes regarding a shared care plan and planning (creating, transmitting, receiving, subscription, prior adjudication, integration, reconciling, etc.)
(2) Internal processes to identify and accommodate instances where different care team members are accessing or editing the dynamic care plan at the same or nearly the same time.
(3) 
(4) Content of the shared care plan, both clinical and personal (e.g. individual’s health goals, values, preferences)
(5) Searching for a dynamic shared care plan already in existence
(6) Process for ensuring appropriate role-based access and authorization to access specific information in shared care plan, e.g. general requirements under HIPAA, and special requirements under state or federal law for specially protected health information such as HIV/AIDS care, psychotherapy notes
(7) Other ecosystem use cases, such as patient and provider identification, security (including authentication and authorization), endpoint discovery, versioning, etc.
(8) Endpoint discovery, Security, Versioning, etc.

[bookmark: _Toc523908492]Assumptions: 

(1) Internal capability to create, use, and update shared care plan
(2) Internal capability to share and receive electronically the individual’s shared care plan
(3) Internal capability to integrate and reconcile changes in the shared care plan and planning, including any prerequisite adjudication of updates, corrections, additions, etc., before integration
(4) The shared care plan includes a revision history so subscribing members can identify what revisions were made, who made them, and why, and especially subscribing members who elect to receive notices of updates until they need the currently revised shared care plan.
(5) Interoperability among and across all parties
(6) Coverage and delivery models will continue to be variable, and thus the ecosystem use case cannot assume a single coverage and delivery model
(7) One longitudinal shared care plan, not multiple shared care plans
· While we assume only one shared care plan, do we also expect that specific caregivers might retain their own episodic plans of treatment alongside the shared care plan?  Does this have any implications for the Shared Care Plan use case that need to be stated?
(8) A subscription process and internal capability of caregiver actors and main doctors as care plan stewards to use it 
(9) Capability to identify and accommodate instances where different care team members are accessing or editing the dynamic care plan at the same or nearly the same time.
(10) A privacy and security model that controls how caregivers can access and use the shared care plan based on role-based permissions
(11) 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. 

[bookmark: _Toc523908493]Primary Actors

(1) Main doctor, specialists, hospitals, other clinical caregivers
(2) Patient, patient’s authorized representatives and family caregivers 
(3) Main doctor as steward of shared care plan

[bookmark: _Toc523908494]Supporting Actors

(1) Payors, payors’ clinical and case management teams
(2) Supporting clinical entities, e.g. pharmacies, laboratories, skilled nursing facilities, physical therapists, nutritionists, etc.
(3) Community and home-based health services, e.g. community clinics, community services, school clinics, urgent clinics, assisted living, foster care, nutrition services, transportation services
(4) Public health services, e.g. public health agencies, social services

[bookmark: _Toc523908495]Stakeholders and Interests	Comment by Savage, Mark: Have not addressed highlighted text, pending tiger team’s initial discussion.

1) Provider – As an active stakeholder has interest in receiving and providing timely, actionable, accurate patient information to help in improving patient outcomes and provide value based care. 
2) Patient – As an active stakeholder has interest in receiving optimized care and relies upon the information exchange to help in increasing better care outcomes.
3) Caregiver (typically a family member)  – As an active stakeholder has interest in the patient receiving optimized care and relies upon the information exchange to help enable in better care outcomes for patients. 
4) 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 for better outcomes for all stakeholders. 
5) Centers for Medicare & Medicaid Services (CMS) – As an active stakeholder has interest in Medicare/Medicaid patients benefitting from the exchange of information 
6) Electronic health record (EHR) – As a stakeholder in long term, has interest to ensure that solutions work well in their systems and the healthcare network. 
7) Standards Organization - As a stakeholder, in long term has interest to ensure that the exchange models are highly scalable and efficient. 
8) Public Health Entities:  As a stakeholder, in long term have interest in patients benefitting from timely, actionable, and accurate exchange of information that prevent diseases, prolong life and promote the human health of a community or society.

[bookmark: _Toc523908496]Pre-Conditions
1) The process is triggered by the requesting clinician, supporting staff, or EHR on behalf of the requesting clinician
2) The requesting provider systems have the patients identifier information prior to the execution of this use case
3) Both providers’ EHR or other clinical systems have adopted the FHIR model, including those arising from the P2 initiative
4)  Capability and process to identify a “main” doctor as steward of the shared care plan.
5) Privacy and security model with capability to control how caregivers can access and use the shared care plan based on role-based permissions
6) Capability to identify and accommodate instances where different care team members are accessing or editing the dynamic care plan at the same or nearly the same time.
7) 
8) 

[bookmark: _Toc523908497]Post Conditions
1) Requesting Provider has received the requested information or specific information on why not
2) The information was received in a manner timely enough to be effective and as to not impact workflow
3) The information is understandable by the clinical, support staff, or the machine
4) The transaction did not cause undue burden in terms of wait time or unusable message
5) In the event of an error, the information returned does not leave the requesting clinician, support staff, or system in a state not knowing the path forward

[bookmark: _Toc523908498]Failure end condition:

The post conditions defined above are not met.

[bookmark: _Toc523908499]Trigger

The process is triggered by the requesting clinician, supporting staff, or EHR on behalf of the requesting clinician.

[bookmark: _Toc523908500]Requirements & Main Success Scenario

Primary Feature:  As a provider, I need to be able to request or send patient clinical records to another provider to improve outcomes and provide value based care to patients and optimize clinical and administrative workflow and experience to the benefit of the patient, provider, and payer.

1) As a requesting provider, I need my system to be able to securely determine the endpoint and version of provider resource to which information is requested.  Please see core capability 1 (CC1) and core capability 2 (CC2). (A:B:C:D referencing CC1 and CC2)
2) As a requesting provider, I need to send the appropriate payload to the provider for processing.  See core capability 4 (CC4).  (E:F referencing CC4)
3) As a requesting provider system, I need my system to be able to send the request for data to the provider’s endpoint in a trusted and secure way and to ensure proper authentication and authorization. (E:F:G referencing CC4)
4) As a requesting provider, I need some interactions to be synchronous and some to be asynchronous, but not necessarily both. If asynchronous, the request and response will be FHIR bulk data access compliant. (E:F:G referencing CC4)
5) As a requesting provider, I need the requested provider’s system to respond in an agreed upon time frame. (F:G referencing CC4)
6) As a requesting provider, in the case of an error on the part of the mechanism or requested provider, I need a meaningful and useful response. (F:G referencing CC4)
7) As a sending provider, I need to authenticate to the requesting providers system in a way that ensures that I have the authority and right to access the data. (F:G referencing CC4) 

[bookmark: _Toc523908501]Supporting Diagrams & Flows
<Actor’s actions, relationships, & flows, sequence diagram, activity diagram in swim lanes, alternate flows>
[bookmark: _GoBack][image: ]
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[bookmark: _Toc523908502]
Extensions & Variations, UC-P2_1a.1 – Medical Record / Clinical Data
Flow
Primary Feature:  As a requesting provider, I need my clinical workflow system to understand that a clinical document may be available for a patient from another provider.  It should be automatically requested or provide an option for the clinician to request it so the information can be retrieved at the appropriate time and into the appropriate workflow. 

The flow for this scenario is exactly the same as the main flow but does include that the response back from the payer can be CCDA over FHIR, FHIR structured document, a FHIR binary resource, or a SMART on FHIR App.  The content of the deliverable is a full payer summary.

This scenario can operate synchronously.
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[bookmark: _Toc523908503]Extensions & Variations, UC-P2_1a.2 – Specific Clinical Record Section
Flow
Primary Feature:  As a requesting provider, I need my clinical workflow system to understand that specific clinical information may be available for a patient from a sending provider.  It should be automatically requested or provide an option for the clinician to request it so the information can be retrieved at the appropriate time in workflow. 

The flow for this scenario is exactly the same as the main flow but does include that the response back from the payer can be CCDA over FHIR, FHIR structured document, a FHIR binary resource, or a SMART on FHIR App.  The content of the deliverable is a specific section of data such as medications, labs, gaps in care, etc.

This scenario can operate synchronously.
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[bookmark: _Toc523908507]Special Requirements & Considerations
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