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Max Walker, cochair of CBCC called the 3rd successive working group Privacy Architecture meeting to order.  After brief introductions, participants gave updates about the planning or implementation status of their national or regional health information exchange (HIE) privacy architectures.

Heather Grain (AU):  Heather noted that there is awareness that “opting out” and “access control” need to be considered separately.  There is currently no policy or plan for permitting the flagging of health information to which access has been restricted.  AU continues to work closely with consumer groups.  Heather observed that consumers do not restrict what one would expect, i.e., sensitive information.  Rather, consumers are more concerned with proximity of those who know about their sensitive information, and would restrict sharing with a provider (G.P.) who treats other family members.  Heather noted that there are still political issues, and that this differs depending on the AU state HIE configurations.

Max discussed the collection of client information by the Department of Human Services, Victoria for health, housing, family, social and disability services, but much of the information is de-identified, which limits the ability to coordinate care.  He recounted a story about a woman who had been diagnosed as having pyromaniac tendencies by the state’s mental health program, but that information was not shared with the housing agency when she was provided an apartment.  The woman burnt down the apartment building, which resulted in liability for the state because of the Chinese wall between the mental health and the housing programs.

Mike Davis (VHA) noted the similarity between AU DHS and the VA in terms of restricting the sharing of personal information among the various VA housing, education, and burial programs, and the need to integrate security and privacy across programs.  There is a need for security services capable of enforcing more detailed privacy policies, and that this requires the development of privacy architecture. 

Glen Marshall (Siemens, HL7 Security Cochair) noted the need for HL7 to work on architecturally neutral vocabulary and models required by HITSP, and that these need to be an internationalized, combinatorial terminology that is capable of supporting variations in social norms, e.g., in some societies, the tribe controls the privacy of its members’ information.

Heather stated that privacy with respect to identification, aggregation, and profiling broadens into areas beyond health, and it is often difficult to distinguish what aspects of these issues are related to privacy or security.

Mike Davis added observations related to identity theft issues that are not solved by merely encrypting information on laptops.

Berndt agreed noting the need to rigorous anonymization and pseudonymization, because simply separating demographics information from the record is not sufficient to protect against re-identification through aggregation, profiling, and data mining.  It doesn’t take much to narrow down the identity of the subject of a record using various sources.  At the same time, without uniquely identifying a subject of care is a safety issue.  Therefore, identify must be bound to a purpose.  Separate the data for different purposes, which standards such as ISO 22600 give guidance.

Glen noted the with the ubiquity of the internet solutions must live in an open systems and expectations of privacy are relative to ones role as a provider, a patient, a family member, therefore, context is extremely important in setting expectations for privacy.  Where the default privacy policy doesn’t support a person’s privacy preferences, then the person will likely have multiple unique identifiers in order to protect their privacy [via pseudonyms].

Berndt remarked that the issue of multiple identifiers for different domains is the norm in most of Europe, with one schema for health and others for other purposes.  However, in Finland, there is one identifier per person for all purposes.  There is a need to have an identifier for each subject per purpose and then the ability to recompile as necessary by means of virtual meta-directories with security that permits the binding of policy to objects.

Joseph Baptist (NICTZ):  The NICTZ infrastructure regulates the access of identified and authorized health care professionals to patient information.  Now patients also want access and the ability to enter their own information.  But not everything can be done in the short-term.  There is consideration about using the German chip card approach.

Ian Townend discussed NHS Connecting for Health efforts to stabilize implementation of the sealed envelop at the record level.  Ian described the difference between sealed and collected at the national level (which is always flagged) versus sealed and locked, which are records that remain at the local repository level.  Ian noted that there have been some policy changes that permit the provider to break the glass based on health care needs of the patient.  However, the fine grained privacy policies at the data element level are beyond the capabilities of suppliers to implement currently.  The list of providers who can access is enforced using confidentiality codes on the document header and sections using a template.  Retrospective sealing requires an update of the record and a change of the confidentiality code.

Heather asked Ian about tracing the record releases for applying updated consent directives and Berndt noted that the German scheme has yearly updates.  Glen noted the administrative overhead of updating directives, changing policy, and documenting compliance.  In a distributed environment, the only efficient way to accomplish that is to prohibit copying of the record.

Marc Kohn gave an update on the Infoway privacy architecture and the goal to bridge policies across 14 jurisdictions.  The current goals are to support “break the glass” and consumer restriction of data at some level of granularity, along with an effort to agree upon common standards for conveying directives and harmonization of policies.  There is still a challenge getting providers to implement EHRS due to lack of clear benefit.  Quebec has the most restrictive privacy policies.  Some architectural choices remain, especially around whether to carry the consent directive information in the message/artifact as, e.g., a code, or to have pointers to the applicable consent directives.

Berndt spoke to the issues of how to store, make available, and convey jurisdictional privacy policies, which is an issue for the cross-border HIE for the EU.  In addition, there is a need to capture privacy policies so that they can be computably evaluated.  Work must be continued to develop policy templates and services.

During the remainder of the meeting, the group reviewed the current HL7 Data Consent Ballot, the Healthcare Permissions Catalog, and the HL7 confidentiality codes.  There was general agreement that:

· Additional refinements and models needed for the Consent Topic, e.g., a query for a patient’s consent directives

· The HL7 Consent Topic should reference the ISO 22600 privacy policy model

· There a structured terminology should be developed for confidentiality codes so that these can convey all possible consent directives

· The Healthcare Permission Catalog should continue to be elaborated

· A Capability Maturity Model for Privacy Architectures should be developed

· That the IHE Basic Patient Privacy Consent Profile should be considered as a component for some privacy architectures

· The implementation guides being developed for various privacy architectures should be collected and shared, e.g., NHS.

The next privacy architecture meeting is scheduled for Monday Q3-4 September 17, 2007.  
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Max Walker:  It was recently decided that the direction of Health in Australia will be to use version 2 messaging initially, followed by the implementation of the CDA.    

To compensate for weaknesses encountered in the last year in version 2 clinical information, they are implementing archetypes. They are also carrying out projects around the locations of digital signatures, hierarchical designators (OIDS), and many others.   To date they have made heavy use of OBR/OBX segments to carry significant detail in the message load.   However, it is clear that these are insufficient to support these items.   

Limitations of traditional approach

Implementation-specific obstacles may exist where engines or other products may not successfully translate with the use of multiple vocabularies.     

Difficult to implement with data that requires post-coordination

Though individual implementations can be made to work, creating a solution that spans multiple implementations well is a greater difficulty.  

Z segments may be safer, though contrary to current HL7 culture.    

Action : CBCC (Max Walker) is to seeking Patient Care’s endorsement to work on new segments for these purposes, with the aim of presenting ideas in the September 2007 WGM.   

CBCC Joint with PC Q1 Wednesday 2 May 2007

Max Walker : Outside of HL7 Australia, there is no Patient Care representation of V2 expertise to assist.    The current charge of the Patient Care committee is to focus on V3, unless there is a compelling case for V2 work and the V2 work can be done with resources acquired by the proposing participants.   

The requirements of government mandates to use V2 fits an HL7 proviso for using resources otherwise spent on V3 to meet the V2 need.  

There was some discussion about whether adding new segments to existing V2 message definitions constitutes new messages, or acceptable modifications with optional use of the new segments.    There may be significant pushback on the use of new segments in messages outside of Chapter 12.   

CBCC will do the work to develop the new segments and to carry that work, when ready, to the TC’s with custody of the messages affected by these segments.   

There is general agreement that Australia has made significant and meaningful attempts to make V2 work as-is, and the proposal for Australia to work on new segments for V2 was agreed. 
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CAST Project Report

Suzanne Maddux : The Continuity of Care Task Group has completed phase one of its initiative to support health information exchange standards for aging services including functional status and wellness content.  The results of phase one are available from the wiki located at continuityofcaretaskgroup.pbwiki.com and are currently being summarized in a white paper, which can be reviewed in early draft on the wiki.  An expert committee representing diverse stakeholders met for four months to progress phase one work.  Many of the committees members are expected to continue participation in phase two work which is currently being scoped.  Phase two work is expected to culminate in mid 2008 with the completion of actual aging services provider and vendor demonstrations of standardized exchange of health information including functional status and wellness content.  Particular focus will be given to how standardized health care information can be exchanged with consumers (personal health records) as well as providers (health information exchanges).

Key accomplishments of phase one:

Adopted NCVHS recommendations for standardizing regulatory and other assessments including guidelines for the use of Clinical Loinc, Snomed CT, and Hl7 CDA and Messaging standards.

Adopted use of HL7 Continuity of Care Document (CCD) exchange of clinical information including functional status and wellness content.

Prepared draft definition of functional status and wellness content topics extending CCD definition for contribution to future standards work.

Developed a limited catalog of assessments measuring functional status and wellness content.

Identified criteria for prioritizing (we used the term privileging) assessments for standardization work.

Prioritized (Privileged) five assessments for initial standardization work (including MDS, OASIS, INTERAI HC, Geriatric Depression Scale (GDS), and Functional Independence Measure (FIM).

Developed a list of Use Case categories and actors to describe use of functional status and wellness information.

Brainstormed use cases within each use case category, and prioritized three use cases for each of the privileged assessments.  Completed alpha draft of many of the identified use cases.

Joined with other stakeholders to successfully lobby for inclusion of a Functional Status Profile in the 2008 IHE Interoperability Connectathon.  MDS Section G, Geriatric Depression Scale, Braden Scale and the Numerical Pain Scale will be included.

Scoped a process for standardizing each of the five privileged assessments.

Phase Two efforts are currently being scoped and are expected to be realized in several iterations over the next fifteen months.  Deliverables will include:

Formalization of a reference set of use cases for aging services health and wellness information exchange through beta, draft, and final versions including a process for field and expert review.

Continued development of Functional Status Assessment Catalog

Establishment of Clinical LOINC encoding for each of prioritized (privileged) assessment.

Establishment of Snomed CT usefully related semantic matches for prioritized assessment components.

Development of HL7 CCD implementation guide supporting incorporation of privileged assessments in HL7 Clinical Care Documents.

Development of process for rapidly extending the number of assessments encodable in the CCD beyond the initial five prioritized (privileged) assessments.

Ongoing contribution and participation in the IHE Functional Status Profile for participation in 2008 Connectathon.  Support aging services industry vendor and provider participation in the Connectathon.

Support formal demonstration projects among aging services vendors and providers implementing the CCD implementation guide for real life information exchange.

Key Industry Standards and Certification Developments

NCVHS has recommended Consolidated Health Informatics (CHI) standards for functional status and disability content.

HITSP has recommended use of CCD for health information exchange between providers and with consumers.

HL7 has successfully balloted CCD standards

HL7 has successfully balloted updated EHR Functional Model Specification with Conformance Criteria.

IHE has adopted a Functional Status Profile to be part of its 2008 Connectathon.

CCHIT has agreed to place Long Term Care on its Certification Roadmap based on advocacy from LTC HIT Summit Partners.

Third Annual LTC HIT Summit has been scheduled for Chicago in June.

See Attached documents CAST CCD Project Report, CCD Project Brief, CCD Reactor Panel Members, CCD Task Group Members and CCD Wiki Topics for further details.

EHR/PHR Task Group

Standards Initiative – Aging Services CCD with Functional Status & Wellness Content

Progress Report

March 22, 2007

The Continuity of Care Task Group has completed phase one of its initiative to support health information exchange standards for aging services including functional status and wellness content.  The results of phase one are available from the wiki located at continuityofcaretaskgroup.pbwiki.com and are currently being summarized in a white paper, which can be reviewed in early draft on the wiki.  An expert committee representing diverse stakeholders met for four months to progress phase one work.  Many of the committees members are expected to continue participation in phase two work which is currently being scoped.  Phase two work is expected to culminate in mid 2008 with the completion of actual aging services provider and vendor demonstrations of standardized exchange of health information including functional status and wellness content.  Particular focus will be given to how standardized health care information can be exchanged with consumers (personal health records) as well as providers (health information exchanges).

Key accomplishments of phase one:

· Adopted NCVHS recommendations for standardizing regulatory and other assessments including guidelines for the use of Clinical Loinc, Snomed CT, and Hl7 CDA and Messaging standards.

· Adopted use of HL7 Continuity of Care Document (CCD) exchange of clinical information including functional status and wellness content.

· Prepared draft definition of functional status and wellness content topics extending CCD definition for contribution to future standards work.

· Developed a limited catalog of assessments measuring functional status and wellness content.

· Identified criteria for prioritizing (we used the term privileging) assessments for standardization work.

· Prioritized (Privileged) five assessments for initial standardization work (including MDS, OASIS, INTERAI HC, Geriatric Depression Scale (GDS), and Functional Independence Measure (FIM).

· Developed a list of Use Case categories and actors to describe use of functional status and wellness information.

· Brainstormed use cases within each use case category, and prioritized three use cases for each of the privileged assessments.  Completed alpha draft of many of the identified use cases.

· Joined with other stakeholders to successfully lobby for inclusion of a Functional Status Profile in the 2008 IHE Interoperability Connectathon.  MDS Section G, Geriatric Depression Scale, Braden Scale and the Numerical Pain Scale will be included.

· Scoped a process for standardizing each of the five privileged assessments.

Phase Two efforts are currently being scoped and are expected to be realized in several iterations over the next fifteen months.  Deliverables will include:

· Formalization of a reference set of use cases for aging services health and wellness information exchange through beta, draft, and final versions including a process for field and expert review.

· Continued development of Functional Status Assessment Catalog

· Establishment of Clinical LOINC encoding for each of prioritized (privileged) assessment.

· Establishment of Snomed CT usefully related semantic matches for prioritized assessment components.

· Development of HL7 CCD implementation guide supporting incorporation of privileged assessments in HL7 Clinical Care Documents.

· Development of process for rapidly extending the number of assessments encodable in the CCD beyond the initial five prioritized (privileged) assessments.

· Ongoing contribution and participation in the IHE Functional Status Profile for participation in 2008 Connectathon.  Support aging services industry vendor and provider participation in the Connectathon.

· Support formal demonstration projects among aging services vendors and providers implementing the CCD implementation guide for real life information exchange.

Key Industry Standards and Certification Developments

· NCVHS has recommended Consolidated Health Informatics (CHI) standards for functional status and disability content.

· HITSP has recommended use of CCD for health information exchange between providers and with consumers.

· HL7 has successfully balloted CCD standards

· HL7 has successfully balloted updated EHR Functional Model Specification with Conformance Criteria.

· IHE has adopted a Functional Status Profile to be part of its 2008 Connectathon.

· CCHIT has agreed to place Long Term Care on its Certification Roadmap based on advocacy from LTC HIT Summit Partners.

· Third Annual LTC HIT Summit has been scheduled for Chicago in June.

Respectfully Submitted,

Peter Kress

Chair, CAST Commission Standards Committee

Chair, CAST EHR/PHR Task Group 


Development of a Continuity of Care Document with 

Functional Status and Wellness Content
The Center for Aging Services Technologies (CAST), a program of the American Association of Homes and Services for the Aging, and the American Health Information Management Association (AHIMA) announce an initiative to develop requirements, recommendations, guidelines and standards advocacy towards the adoption of an HL7 implementation guide for an aging services Continuity of Care Document (CCD) with support for functional status and wellness content.  

CAST has worked for two years to scope out a set of work that would materially advance the ability for aging services organizations to leverage standards based health information exchange.  It is our contention aging services organizations must leverage existing and emerging standards to support sharing of electronic personal health and wellness information across aging services care settings both within and across organizations and, most importantly, with consumer’s own personal health records.  We believe that an HL7 approved CCD for aging services with support for functional status and wellness content will be an important foundation for realizing health and wellness information sharing. Our goal is to initiate work that will result in an HL7 approved implementation guide, progress standards related to functional status and wellness content, and complete formal interoperability demonstrations of vendor, provider and consumer uses.

The early stage deliverables of this initiative include:

· Development of a reference set of aging services use cases supporting aging services (vendor, provider and consumer) requirements for functional status and wellness content and electronic document exchange.

· Assemble a catalog of candidate assessments, terminologies, tools, instruments and other contributions relevant to capturing and sharing functional and wellness content in personal electronic health records.

· Explore whether to propose a minimum content set, with terminology mapping for the same, for inclusion of functional and wellness status in a CCD and/or identify privileged assessments/contents (from catalog) for optional inclusion in CCD and specify any appropriate terminology mapping to support this inclusion.

· Develop formal structure (clinical statement implementation) to use for inclusion of functional and wellness content in CCD.

CAST and AHIMA are engaging stakeholders to participate in the development of our initial deliverables.  In order to gain the broadest input and validation of the work, we seek participants at three levels:

· Members of the core task group meeting weekly by conference call through January 31, 2007

· A “reactor panel” providing periodic review and comment on the task group’s work

· Parties interested in high level updates on the progress of the task group

Based on successful completion of this initial phase, CAST hopes to attain funding for later phases that will include securing HL7 adoption of a specialized CCD implementation guide, and facilitation of broad interoperability demonstration efforts based on the guide.

Continuity of Care Document Project Reactor Panel

Lazelle Benefield, Professor and Parry Chair in Gerontological Nursing, University of Oklahoma Health Sciences Center

Kenneth Cam, Program Manager, Microsoft Health Solutions Group

Dan Cobb, Chief Technology Officer, HealthMEDX, Inc

Brian Dimit, Sales Support Manager, Keane Care, Inc

Seth Ellis, Vice President and Chief Operating Officer, Motion Picture Television Fund

Jennie Harvell, Senior Policy Analyst, Department of Health and Human Services, Office of Assistant Secretary for Planning and Evaluation

Susan Joslin, Nurse Consultant, Centers for Medicare and Medicaid Services

Julie Kearney, President, Kearney & Associates

Liana Kiff, Senior Research Scientist, Honeywell

Steve Labkoff, Director, Pfizer Healthcare Informatics

Mary Lou Leeder, Consultant, DFI Logic

Cyndie Lundberg, Terminology Manager, Nursing, SNOMED International

Sue Mitchell, Director of Clinical Systems, Omnicare Information Solutions

Justin Starren, Director, Biomedical Informatics Research Center

Lynn Veith, Administrative Director Care Coordination, McLean Care

Continuity of Care Document Task Group

Peter Kress, Vice President and Chief Information Officer, ACTS Retirement-Life Communities, Inc

Rita Scichilone, Director, Clinical Data Standards, American Health Information Management Association

Jill Burrington-Brown, Manager, Professional Practice Resources, American Health Information Management Association

Rachael Bennett, Research Associate, University of Colorado at Denver and Health Sciences Center
Katherine Berg, Present Chair & Associate Professor, Department of Physical Therapy, University of Toronto

Magnus Bjorkgren, Project Director, Chydenius Institute

Kathryn Bowles, Universtiy of Pennsylvania

Sue Bravard, Director, Geriatric Education Center, Des Moines University
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Sandy Hudak, Consulting Principal, Health Management Strategies Inc
George Margelis, MD, Industry Development Manager, Intel Digital Health Group

Sue Nonemaker, InterRAI

Rocco Napoli, Programmer Analyst, Visiting Nurse Service of New York

Angela Richard, University of Colorado at Denver and Health Sciences Center and InterRAI
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Siobhan Sharkey, President and Consulting Principal, Health Management Strategies Inc

Roger Smith, Integration Analyst, Resource Systems

Ramesh Srinivasan, VP, Marketing, MedicAlert Foundation

Knight Steel, MD, The Homecare Institute, Hackensack University Medical Center and InterRAI

Margaret Stewart, Morgan Stewart HIS

Joanne Stutesman, Director of Data and Information Systems, Evangelical Homes of Michigan

Margaret White, Assistant Administrator/Director Clinical Operations, Columbus Colony Elderly Care, Inc

Daniel Wilt, Senior Director of Information Technology, Erickson Retirement Communities

http://continuityofcaretaskgroup.pbwiki.com/

Assessment Catalog

Aggressive Behaviour Scale
AM-PAC
Berg Balance Scale (BBS)

CAM Confusion Assessment Method

CES-D Center for Epidemiologic Studies Depression Scale

CHESS Scale Changes in Health, End-stage disease, and Signs and Symptoms

Cohen-Mansfield Agitation Inventory (CMAI)

Depression Rating Scale (DRS)
DSM-I Assessment Long Term and Managed Care Program

Elderly Life Satisfaction Index A and B
EPESE Battery Established Populations for Epidemiologic Studies of the Elderly Battery

FIM Functional Independence Measure

Frailty Assessment Frailty Assessment

Functional Status Questionnaire
Gait Speed
Geriatric Depression Scale
Goldberg Anxiety Scale
Hearing Screen
Katz ADL Index of independence of activities in daily living

interRai interRAI Assessment Instruments

interRAI Post Acute Care
interRAI for Mental Health
interRAI Acute Care
interRAI Home Care
interRAI Community Health Assessment
IRF-PAI Rehab Assessment

Lawton's Morale Scale
Major ICD-10 Depression Inventory
MDS Long Term Care MDS Minimum Data Set CMS Skilled Care Data Set

Medicare Health Outcomes Survey (HOS)

Mood Disorder Questionnaire (MDQ)

Nursing Home Behavior Problem Scale
OASIS Home Health OASIS-B1 (12/2002)

Pain Subscale
PRIME-MD PHQ for evaluation of mental disorders

Rockwood Assessment
SAAM Semi-Annual Assessment of Members - used for managed long term care - adapted from OASIS

SCL-90
SF-36 self-reported health status

Six Minute Walk Test (6MWT)

Timed Up And Go
Timed Walk Tests
Tinetti Balance Assessment Tool
Tinettis Performance Oriented Mobility Assessment (POMA)

VA GEC VA Geriatrics and Extended Care

Visual Acuity
Vulnerable Elders Survey (VES-13)

 

Functional Assessment Instrument Attributes

Description: 

 

Brief description of instrument

 

Author/Sponsor: 

 

Who created the instrument? Who maintains it?

 

Prevalence:

 

Frequency/Level of use, dissemination, how widespread is the usage of the instrument?

 

Population:

 

For what population was the instrument designed?

 

Subject:

 

Who is the instrument administered to?

 

Provider Setting:

 

Where is the instrument used i.e. admission to nursing home, referral to home care, etc?

 

Derived: 

 

Is this insrument derived from or a component of another instrument? 

 

Validity and Reliability Testing: 

 

Is the methodology of the instrument open to peer review?

 

Specific vs Multiple Domain: 

 

What domains does the instrument assess? List CCD topics that the instrument covers.

 

Verbal or Observation based: 

 

Is subject just asked questions or do they have to do some activity (i.e. get up and go assessment)?

 

Are calculated scores included: 

 

An algorithm may calculate one or more scores based on elements of the assessment.

 

Extended use: 

 

Is the instrument being used outside the original target population?

 

Versions: 

 

Are there different versions of the tool? Sometimes the different versions have different # of questions.

 

Public Domain: 

 

Is the instrument in the public domain (Y/N)?

 

References: 

 

Sites, Literature and other references

 

Comments: 

 

Discussion

Assessment Privilege Criteria 

 

For discussion and review during 1/12 task group meeting. 

 

Potential criteria 

 

· Prevalence of Use

 

· i.e. required use 

· international/local

 

· Use Case Fit & Priorities

 

· Use case prioritization i.e. transfer of care

 

· gap analysis 

· criticality/use of content i.e. for service planning 

· there can be both short term and long term criticality

· Mitigates Risk, Promote Safety

 

· Evidence Base

 

· Generalizability across settings

 

· Variety

 

Link back to AssessmentCatalog or ReactorPanel 

Five Privileged Assessments

MDS
Use Cases:

Nursing Home to Hospital
Nursing Home to Nursing Home
Nursing Home to Personal Health Record
 

OASIS 
Use Cases:

Home Health to Acute Care
Home Care Communication with Family Physician
Home Care to Nursing Home
Home Care to Personal Health Record
 

Geriatric Depression Scale 
Use Cases:

Home Care Communication with Family Physician
Coordination of Care - Cancer
 

interRAI HC
Use Cases:

Home Care to Nursing Home
CCRC to Personal Health Record for Personal Wellness
Chronic Care Management Over Time
 

 

FIM
Use Cases:

PT or OT to Nursing Home
PT or OT to Home Health
 

Use Cases

Use Cases
 

Our overall goal is to develop a reference set of use cases that can support needs of multiple stakeholders.

 

· Proposed Use Case Template 

· Proposed Use Case Actors 

· Use Case Categories 

 

 

Personal Health Communication
For example, Care Record Summaries provided to Person or Person's agent (i.e. health record bank). Perhaps should incorporate RHIO's as intermediaries for Person.

 

Acute Care Summary of Care to Personal Health Record
Family provides Health Summary to Adult Day Care Center
Personal Health Advocacy and Management(completed by R. Scichilone)

Lifespanning Health Records Kept by Individuals (Completed)

Nursing Home to Personal Health Record(J. Stutesman)

PT or OT to Personal Health Record
CCRC to Personal Health Record for Personal Wellness
 

 

Transfer of Care
Transition between care settings and/or care providers

 

Nursing Home to Home Health(completed by K. Steele)

Home Health to Acute Care(completed by C. Lundberg)

Nursing Home to Emergency Room(completed by M. White)

Hospital to Nursing Home(completed by M. White)

Hospital to Home Health(completed by K. Steele)

Assisted Living to Nursing Home(completed by K. Steele)

Nursing Home to Assisted Living(completed by J. Stutesman)

PAC LTC to Hospital
Nursing Home to Nursing Home(initiated by J. Stutesman)

Nursing Home to Hospital(initiated by J. Stutesman)

Home Care to Home Care
Home Care to Nursing Home
Home Care to Assisted Living
 

 

Coordination of Care
Coordination of Care across multiple providers, i.e. shared care

 

Attending Physician in a Nursing Home Setting(completed by J. Stutesman)

Nursing Home Resident Regularly Visits Dialysis(Completed by M. White)

Home Care Communication with Family Physician
Home Health Care delivered to an Assisted Living Resident
Coordination of Care - Cancer
Home Care to Acute Care
 

 

Health Management
Chronic Care Management, Health Monitoring, longitudinal care coordination

 

Acute Care informs Family Physician(Completed by A. Richard)

Chronic Care Management Over Time
 

 

Interdisciplinary Care
Sharing of information across interdisciplinary care teams within a care network or provider.

 

Physical Therapist Charts to Nursing Home or Home Health Health Record(completed by J. Stutesman)

Interdisciplinary Care: Cancer Treatment Center(completed by R. Scichilone)

PT or OT to Nursing Home
PT or OT to Home Health
Rehab to Home Health
 

 

Orders/Consultations
Provision of health record summaries in context of requesting tests, evaluations and other orders. distinguished from transfer and coordination of care because service request does not assume transfer or shared oversight of care. Should we rename as Request Consultation/Prescription?

 

Physician Requests Nutrition Consultation(completed by Knight Steele)

 

 

Administrative Uses
Attachments (Billing), Pre-certification

 

Managed Care Pre-Certification Request
Part D Pre-Certification
Billing Attachments
Nursing Home Data Reporting
Home Care Data Reporting
 

 

System Uses
Synchronize health information across an organization's systems

Present views and summaries of health information to caregivers

 

 

Research Uses
Communication of deidentified health information for research purposes.(Completed by A. Richard)

 

De-identified Health Record Summary provided to Researcher(Completed by A. Richard)

Nursing Home to research
Home Care to research
 

Use Case Template

Use Case Name

 

Descriptive Name

 

Use Case Category

 

Personal Health Communication, Transfer of Care, Coordination of Care. see Use Case Categories
 

Use Case Actors

 

see Use Case Actors
 

Use Case Scenario

may reference a master scenario or case study

 

Use Case Reference

