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Webinar Objectives

= Provide an overview of the Critical Paths: Care Coordination project

= Review the work of the Technical Expert Panel (TEP) to define the
requirements for measurement

= Discuss the results from an environmental scan
* Introduce the TEP’s recommendations

= Discuss the public comment process for this draft report

http://www.qualityforum.org/HIT/Critical Paths/Care Coordination.aspx
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Critical Paths: Care Coordination Background

= Scope

% Focused on transitions of care and quality measurement
using the plan of care

= @Goals:

9 Assess the readiness of electronic data to support acute

care quality reporting of transitions of care using the plan
of care

© Recommend actionable steps to address gaps and barriers

= Future State: Enable the use of care plan data communicated
during transitions of care for quality measurement
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Critical Paths: Care Coordination Project App

= Technical Expert Panel

“ To define requirements for measurement and evaluation of
readiness for measurement.

= Environmental Analysis

“ To develop a baseline understanding of the use of health IT
to support transitions of care and quality measurement

= Report

% Includes recommendations to advance the ability of
existing health IT infrastructure to support quality reporting
of care planning during transitions of care

 Public Comment

% Webinar
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HHS’ National Quality Strategy

Aims and Priorities

Better Care

PRIORITIES

Health and Well-Being

Prevention and Treatment
of Leading Causes of Mortality

Person- and Family-Centered Care

Patient Safety

Effective Communication and
Care Coordination

Affordable Care

Healthy People/
Healthy Communities Affordable Care
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Health Information Technology

Framework

HEALTH INFORMATION FRAMEWORK
Healthy People / Healthy Communities

Measurement IﬂdiVidUﬂI (h[lr[lﬂeriSﬂ[S (UmmUﬂify /
P i -
erepective Behaviors, Social/Cultural Factors, Environmental

Resources, Preferences Characteristics
- —
HEALTH STATUS

Health System

Health Related Experience

Clinical Data

Patient, Consumer, Care Giver

Data Sources

Public
EHR  PHR HIE Health Registry  Etc.
Survey

(Structured / unstructured, clinical, claims)
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Care Plan — High Level Processes

Care Plan Implementation

[ Implement interventions ]

Evaluation

[ Evaluate patient outcome ]

[ Review interventions]

\ [ Document outcomes ]
[ Revise/modify interventions ]

Stephen Chu
5 April 2011

-~

Initial Assessment

[ Identify problems/issues/reasons ]

Goals/Outcomes:
- Optimize function

N

- prevent/treat symptoms

Assess impact/severity: ! . .
_, referral “ - improve functional capability
— order tests - improve quality of life

- Prevent deterioration

-

Determine Problems & Outcomes - prevent exacerbation; and/or

[ Confirm/finalize problem/issue/reason Iist]

- prevent complications
- Manage acute exacerbations

\_

. . - Support self management/care
I—_L:)[ Determine goals/intended outcomes] PP g

I-—L>[Set outcome target date ]

4 Develop Plan of Care

[ Determine/plan appropriate interventions ]

— healthcare providers
\ — other resources

Determine/assign resources}

Care Plan

f Follow-up Actions \

OR

[ Close problem/issues/reason/care plan]/
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Person Centered Coordination Plan

| |
L ]
Quality Data Model Tasks
LOINC identifier
Section OID
Demognl?hics Task 1
Problem list Accountable entity
s Jask sooteot
Outcome measure
Laboratory results | Each with ..
Functional status LOINC Identifier Task 2
Literacy Element OID Sub-task 2.1
Beliefs & desires Sub-task 2.2 (unlimited nesting)
Support systems Sub-task 2.x
Environment L. Task X
\
Update PCCP E 5
?3% .
K]
Task Manager B )
Accountable entity TDABC :':" A"l:'t‘:t"’
Task activities .
workflow
b Outcome
Out Rewards
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Care Plan Decision Modifiers
* Patient/family preferences (values, priorities, wishes, adv directives, expectations, etc...)
* Patient situation (access to care, support, resources, setting, transportation, etc...)

* Patient allergies/intolerances

P = = . , ‘
}/ : = Goals Interventions/Actions
Noe1y Health Conditions : (e.g. medications, wound \
| Concerns * Desired outcomes care, procedures, tests, diet,
Plan * Barriers/Readiness behavior changes, exercise,

Active Problems * Prognosis consults, rehab, caIIing MD
e Related Conditions for symptoms, education,

c « Related antic_:ipatory guidance,

-?, ] Ee——— < services, support, _etc...)

% Risks/Concerns: e .S b e Start/stop date, interval
S0 * Wellness G*T * Progress B * Authorizing/responsible
g * Injury (e.g. falls) isi Decision parties/roles/contact info

* lliness (e.g. ulcers,
cancer, stroke,
hypoglycemia,
hepatitis, diarrhea,

~ depression, etc...)

SUsSCIa . Setting of care
Patient Status .‘ * Instructions/parameters
* Supplies/Vendors

* Functional

b,/ * Planned assessments
°/7 'tles/ Cognitive

rhs * Expected outcomes

* Physical * Related Conditions
e Environmental » Status of intervention

T o s wew s s e e e mes s s 90

N\
~

Side effects

13 2« S&I|FrRaAMEWORKLCC



Conceptual Framework for Care Coordination/Fragmentation in the Context of the PCMH for Children with Complex Needs

Suboptimal Care-
Seeking by Parent/Pt
eLack of a PCMH
eUrgent care/ED use
instead of PCMH
eLack of insurance/
Churning
*Over-referral to
subspecialists

Collect

PLAN

Share

Information
7/\S

Synthesize Information

| Information H

Interpersonal Discontinuity

eLack of familiarity with pt. over time
*Short visit length

*Poor provider-parent/pt communication;
Underuse of alternate methods of
communication (email, texting, web, etc)
sLack of trust btw parent/ pt. and provider

Informational Discontinuity

eLack of available or timely information

about pt.

Failure of information sharing
provider ¢ parent/pt

Failure of information sharing among

providers concerning patient

sLack of completeness, consistency,

timeliness of information sharing btw

physicians and other care providers

eLack of documented shared care plan

sIncentive discontinuity

eLack of care coordinator

*Organize information and
create a shared understanding
of issues

*MH takes lead on developing
shared care plans

e Work in Partnership
with pt/family

e Assign responsibilities

e Discuss pt/family
preferences and goals

Longitudinal

Discontinuity
eInconsistent clinical
decision-making or
priority setting over
time

*Coverage
discontinuities/
churning

Failure to update
care plans over time
*No MH lead

=»{ °Lack of care
coordinator

Share Plans

Ql Interventions

« Prioritize failures in terms
of severity

¢ Address environmental
and structural resources

¢ Address barriers to
successful shared care plan
implementation and
execution

eAddress family
resources/capacity

‘— STUDY 7|

Determine where

are Occurring

Long Term Health
Outcomes

*HRQOL

*Functional Status
*Physical/clinical outcomes

Failures in Plan Execution |< *Partnership btw care

Execute Plans

coordinator and family

Short Term Outcome Measures

eAdherence to recommended care

*Satisfaction with care/FEC

*ED use

*Hospitalizations/readmissions in 30d/ACSH

*Missed school days

*Missed work days 14
*Costs of care



Care Coordination TEP: Defining Requirement

Characteristics of a Care Plan " Business factors include decisions by the
organization, policies and procedures, and
care coordination practices

* Function includes human factors that
affect how the care plan is developed,

Business
used, and evaluated.

= Content includes those factors

% jntrinsic to the plan of care (diagnoses
Content (condition/problem), interventions
(orders/services), goals, and outcomes

9 extrinsic to the plan of care
(environmental factors)
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Characteristics of the Care Plan: Business

Business Characteristics

1. One Patient-Centered Care Plan

% The care plan is a “single source of truth” with input from
multiple parties

= All parties need to know “who is doing what,” and it will inform
the best team mix.

2. Belongs to the Patient (Consumer)
% There may be a steward who is ensuring that the care plan is
executed upon in a timely and safe manner.
% There is a need for a care coordinator who assumes ownership
for updating the plan, with input from all the stakeholders.

9 Successful execution and management requires a single source
of responsibility and accountability
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October 15, 2012

16



Characteristics of Care Plan: Business

Business Characteristics (continued)

3. Needs Structure and Processes (for Execution and
Management)

% To ensure that all necessary care plan functions are performed

across the care continuum

The care plan could be informed by service agreements

between providers intended to guarantee access to and
appropriateness of care.
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Characteristics of Care Plan: Function

Function Characteristics

1. There are multiple input sources, entered once and used many
times
9 Must be current, actionable, dynamic, and iterative with on-
going data collection
% Organized and user-friendly to achieve patient-centered goals
9 May require different views depending on the user role

2. A key function of the care plan is to enhance the care process
and outcomes
5 Supports episodes of care while also healthcare for life
% Supports alerting, tracking, and activity/task management
% Requires clinical decision support
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Characteristics of Care Plan: Function

Function Characteristics (continued)

6. Interoperable

9 Uses industry standards for content, decision support, and
messaging between systems.

9 Must be interoperable with external knowledge sources,
as well as other systems.

7. Support Quality Measurement, Safety, and Research

©  Data must be standardized to support care delivery, clinical
decision support, quality measurement, and clinical
effectiveness research
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Characteristics of Care Plan: Content

Content

1. The care plan contains core information:

% Diagnoses (conditions/problems),
“ Prognosis,

% Orders (interventions/services),

% Goals (expected outcomes) and

% Actual outcomes.

2. In addition, there are other data elements necessary for
interpretation and management of the care plan

5 Condition specific data elements
% Contextually driven based on the patient, workflow,
setting of care and other variables
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Environmental Analysis Conducted by Brigh

Women’s Hospital

= Objective: to assess the readiness to transmit electronic data, to
use HIT systems to perform the data capture, to standardize data,
to communicate a patient-centered plan of care, and use data for
quality measurement

= Methodology
5 Systematic literature review
% Emailed survey, 6 phone interviews and 2 site visits

» Sites represented a diverse range of electronic capabilities
and geographic regions

» Each site interview was able to provide information on 4
different types of healthcare facilities: ED, ACH, SNF, HHA
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Literature Review

= 10 articles included for structured data extraction

= Studies of:

9 Electronic tools for information exchange across
transitions

9 Electronic tools for discharge and post- discharge
communication

% Nurse practitioner case management programs
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Environmental Analysis: Overview of Results

= QOrganizations are working to address care coordination demands,
but are struggling with a patchwork of systems, few of which
connect and exchange data.

= Many organizations are still working to transfer basic discharge
summaries electronically between settings.

= QOrganizations are using multiple methods for communicating and
extracting the data

= Comprehensive electronic methods tend to be discipline-specific
and focused on high risk patients
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Environmental Analysis: Electronic Tools for

Coordination

= Many sites have electronic discharge summaries implemented in
EHRs, but print or fax them to receiving organizations.

= When care team members can access the EHR from another
setting, they extract data and then re-enter into their own
systems.

= Phone, email, and fax are still common.

= None of the sites have direct electronic transfer of transition of
care data elements data; they use view-only or paper-based
methods.

= Several sites are developing tools to identify, track and manage
high risk patients that require more intensive care coordination.
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Environmental Analysis: Quality Measuremen

1. Risk stratification
2. Failures of care coordination
3. Discharge and transition processes

4. Patient Surveys
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Environmental Analysis: Future Vision

= Many sites described mixture of verbal and electronic
communication solutions

= Electronic Longitudinal Plan of Care = a single, integrated
plan that is comprehensive, patient-centered, and reflects
patient’s values and preferences

9 Barriers to realization of the Longitudinal Plan of Care

% Uneven readiness for Meaningful Use (MU) Stage 2
criteria
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Business Factors: Change Behaviors and Mo

Paradigm Forward

= National incentives need to be aligned to change both individual
and organizational behavior.

* The MU program is a powerful lever for changing the technical
side through ONC certification and the behavioral side through
CMS payment incentives.

5 MU Stage 2 addresses technical barriers related to data
exchange and the movement towards common data sets.

" Incentives need to expand the scope of a hospital beyond its
“walls” to look at how the organization interacts with its
environment across the continuum.
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Business Factors: Change Behaviors and Mo

Paradigm Forward

= With greater adoption of the dynamic, longitudinal plan of care,
CDS can play a greater role in the electronic environment.

= Existing CDS tools could support the creation of a dynamic plan
of care that displays the most relevant data based on patient-
specific characteristics and setting of care.

= CDS includes not only the point of care CDS, but also aggregate
analytical tools, which require a robust terminology
infrastructure.

" Increased sophistication around data element “attributes” is
needed in the CDS system to assign, order, and refer
interventions and tasks.
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Function: Realizing the Potential of Health I'T

= Innovative health information systems and applications are
needed that can support care plans across organizations.

= A broad array of health IT can be used that extend beyond the
EHR:

% A plan of care also includes information found in case
management systems, home care systems, and financial
applications
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Function: Realizing the Potential of Health I'T

= Data infrastructure can serve as a precursor for automated
electronic functional support.

= Use of the Consolidated CDA standard can lead to greater data
interoperability, as well as meeting certification criteria and MU
objectives.

" Incremental movement is needed from the current state to the
end goal: standardization of dynamic longitudinal plans of care
that incorporate systems for measuring and improving quality.
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Content: Data and Interoperability Standards

= The main data elements (diagnosis, procedure, care goal,
outcome) alone are not sufficient for either care delivery or
quality measurement.

% Additional data elements include assessment findings,
environmental factors, and patient preferences.

= Although MU2 will enhance documentation of common data
elements, proposed MU3 measures have an expanded data
element list.

% The common MU data set lacks the necessary granularity

for patient-centered, longitudinal care plans.
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Content: Data and Interoperability Standards

Minimum “Starter Set”

1.  Demographics (name, address, sex, DOB,

race, ethnicity, preferred language)
Advanced directives

Patient preferences

Medical equipment
Insurance/payers

Practice identifier

O NOURAEWN

Care team

Roles

Responsibilities

Key owner for the plan of care
Primary contact

. Additional contacts

9. Support

10. Special alerts/ heads up

11. Adverse events / unintended events
12. Shared agreement

13. Problems/conditions, Orders/Services/

o O T o

Interventions, Goals (expected outcomes)

17.

18.
Prior and future encounters (episodes of care)

19.

20.
21.
22.

October 15, 2012

14.
15.
16.

Past history

Watchful waiting

Certification and Certification period for the

clinical team

Environmental factors

a. Exposures in environment

Observations

a. Assessment / physical findings /
measurement instruments

b. Actual outcomes

c.  What worked / what didn’t work?

Results

a. Allergies

b. Smoking status

c. Labs

d. Diagnostic results
e. Vital signs

Precautions
Orders/Services/Interventions
Medications (see above categories)

NQF Health IT Critical Paths: Care Coordination Webinar
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Areas of Future Exploration for Data Element

Related to Electronic Quality Measurement

= Methods for modeling and tracking care plan responsible parties
their roles, and attribution

= Standardization of:
Y Patient, person, or caregiver instructions

“  Representation for encounters, episodes of care, and
occurrences

5 Environmental factors
% Medications
9 Patient reported outcomes and associated attributes

5 Alerts and pending tests
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Care Coordination Draft Report

Public Comment Period

October 1, 2012 - October 30, 2012

http://www.qualityforum.org/HIT/Critical Paths/Care Coordination.aspx

NATIONAL QUALITY FORUM NQF Health IT Critical Paths: Care Coordination Webinar
October 15, 2012

36



NATIONAL QUALITY FORUM

NQF Health IT Critical Paths: Care Coordination Webinar
October 15,2012

37



