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ABOUT CHILMARK RESEARCH

Chilmark Research is a global research and advisory firm whose sole focus is the market for healthcare IT solutions. 

This focus allows us to provide our clients with the most in-depth and accurate research on the critical technology and 

adoption trends occurring throughout the healthcare sector. Areas of current research focus include among others: 

Clinician Network Management, Cloud-computing Models for Healthcare, IT-enabled Accountable Care Organiza-

tions, Care Coordination, Adoption of Mobile Technology and Consumer-facing Health & Wellness Applications and 

Services.

Using a pragmatic, evidence-based research methodology with a strong emphasis on primary research, Chilmark Re-

search structures its research reports to serve the needs of technology adopters, consultants, investors and technol-

ogy vendors. In addition to reports for the general market, Chilmark Research performs research for clients based on 

their specific needs. Such research has included competitive analyses, market opportunity assessments, strategic as-

sessment of market and vendors for partnership and/or acquisition.

In 2012, Chilmark Research launched its newest service, the Chilmark Advisory Service (CAS). The CAS was created 

in direct response to clients’ request for a continuous feed of research on the most pertinent trends in the adoption 

and use of healthcare IT. This is an annual subscription that provides not only access to a number of re-search reports 

throughout the year, but also direct access to Chilmark Research analysts to answer specific client needs. Please con-

tact us directly for further information about CAS.

Chilmark Research is proud of the clients it has had the pleasure to serve including Abbott Labs, Bluetooth Special In-

terest Group, Catholic Healthcare East, Cerner, HCA, Highmark, IBM, Kaiser-Permanente, McKesson, McKinsey, Mi-

crosoft, and Thomson Reuters to name a few. It is our hope that at some future date we will have the pleasure to serve 

you as well.

Chilmark Research LLC
745AtlanticAve,Suite901
Boston,MA02111
www.ChilmarkResearch.com
info@chilmarkresearch.com
Ph.617.615.9344

TheinformationinthisreportisproprietarytoandcopyrightedbyChilmarkResearch.Nopartofthisreportmaybereproducedordistributed
withoutpriorpermissionofChilmarkResearch.Theinformationcontainedwithinthereportisnotintendedasasolicitationofanoffertobuyor
sellanyinvestmentorotherspecificproduct.Allinformationandopinionsexpressedinthisreportwereobtainedfromsourcesbelievedtobere-
liableandingoodfaith.Norepresentationsorwarrantyexpressedorimpliedismadeastoitsaccuracyorcompleteness.
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EXECUTIVE SUMMARY
WHAT IS A COORDINATED CARE PLAN?

Acoordinatedcareplanisawrittenorelectronicplandesignedtocoordinateapatient’sdailyhealthcareneeds
acrossmultiplestakeholders.Itoutlinesthepatient’sshort-andlong-termneeds,recoverygoals,andcoordina-
tionrequirements,anditidentifieswhoisresponsibleforeachpartoftheplan(thephysician,careteam,patient,
andsoon).

Careplansareacrucialpartofsupportingandhelpingpatientsthroughrecovery.Perhapsoneofthemostimpor-
tantaspectsofacoordinatedcareplanisthatitengagespatientsintheirowncareandfacilitatespatientself-man-
agement.Patient-centeredtreatment—treatingpatientsaspartners,involvingtheminplanningtheirhealthcare,
andencouragingthemtotakeresponsibilityfortheirownhealth—generallyincreasespatientadherenceandsat-
isfaction.

DRIVERS IN THE PUSH FOR COORDINATED CARE PLANS

MuchofthepushforcoordinatingcareplanscomesfromgovernmentinitiativesoutoftheCentersforMedicare
andMedicaidServices(CMS)andtheDepartmentofHealthandHumanServices(DHS).Theyarepursuingastrat-
egyof‘carrots’and‘sticks’toencourageadoptionbutprimarilyusing‘carrots’until2018.

Meaningful Use
Forthetimebeing,MeaningfulUserequirementsforcareplansareminimal.Stage2MUrequirementsinclude
communicationofcoordinatedcareplancomponentssuchaspatientproblems,goals,patientinstructions,aller-
gies,medications,andresponsiblecliniciansfortheclinicalsummaryrequirementattransitionsofcare.Patient
goalsandinstructionsareoptionalfieldsandnotrequiredforStage2.

Stage3MUrequirementsincreasethethresholdsfortheelectroniccaresummaryexchangeattransitionsofcare
andpatientrecordsharingrequiredbyproviders.Whilethishelpsdriveincreasedinformationsharingamongpro-
viders,itisnotlikelytodomuchtoadvancetheutilizationofcoordinatedcareplanning.

Chronic Care Management (CCM) Coding
StartingJan.1,2015,CMSinitiatedachroniccaremanagement(CCM)codingpayment,99490,whichreimburses
primarycarepractices$43.28permonth(withgeographicmodifierswhereapplicable)fornon-visit-basedcareof
traditionalMedicarefee-for-servicebeneficiarieswithmultiplechronicconditions.Thisisthe‘carrot’approach
CMSisutilizingtodrivecoordinatedcareplanningadoption.

Toreceivethepayment,practicesmustmeetspecificrequirementsforreimbursement--themostimportantbeing
thedevelopmentofacareplan,followedbyprovisionofatleast20minutesofnon-visitbasedchroniccareservices
permonthbyaphysicianorothereligiblepracticestaff.

Readmission, Bundled Payments, and ACOs
AsapartofthePatientProtectionandAffordableCareAct(PPACA),CMSisadministeringvariousprogramsthat
arehavinganindirecteffectonprovideradoptionofcoordinatedcareplanning.TheReadmissionsReductionPro-
gramprobablyhasthemostdirectimpactonencouragingtheadoptionofcoordinatedcareplanningasanextension
oftraditionaldischargeplanningduetothepotentialreductionsinMedicarereimbursement.Severalvariousmeth-
odologiesutilizedfordischargeplanning(suchasProjectRED)emphasizeelementsofcoordinatedcareplanning.

EXECUTIVE SUMMARY
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SELECTING A CARE PLAN

Providerslookingtoestablishlongitudinalcareplanshaveacoupleofoptionstochoosefrom,eachwiththeirown
particularstrengthsandweaknesses.

Clinical Content Vendors
Allofthemajorcommercialevidence-basedcontentvendors(Elsevier,WoltersKluwer,andZynxHealth)offercare
plancontentfortheinpatientsetting.ThesethreevendorsandMotiveMedicalallhavefutureplansforsupporting
sharedcareplansacrossmultiplecaresettingsalthoughareatthebeginningstagesofcreatingthiscareplancontent.

Physician Specialty Societies
ChilmarkResearchspokewithseveralphysiciansocietiesthathavedevelopedcareplans:theAmericanSocietyof
ClinicalOncology,AmericanCollegeofCardiology,AmericanAcademyofFamilyPhysicians,andtheAmerican
AcademyofPediatrics.Theirexperiences,thechallengesthey’vefaced,andinsomecasesthestepsthey’vetaken
toovercomethosechallengesareinstructionalforanyproviderlookingtodevelopandimplementacareplan.

Data Elements of a Care Plan
ChilmarkResearchdidthattherewasafairlyconsistentsetofdataelementsthatshouldbepartofalongitudinal
careplan:

 > Basicpatientdemographicsincludingname,ageandsex

 > Allcurrentmembersofthepatient’scareteamincludingtheirspouseorfamilycaregiver(s),
PCP(iftheyhaveone)andtheindividualinchargeofcoordinatingthecareteamactivitiesfor
thepatient

 > Alltreatmentprogramsthepatientiscurrentlyenrolledin

 > Activeproblemsthatneedtobeaddressed

 > Goalsincludingself-managementgoals

 > Allinterventionsandthestatusofthoseinterventionsincludingtheircurrentcompletionstatus
andtheirstartandenddates

 > Riskfactorsorbarriers

 > Activemedicationlist

Therewerealsoanumberofadditionaltypesofdataelementsthatwerementionedmorethanonceasapartofa
longitudinalcareplanthatcanbegroupedintothreebroadercategories:Clinical-specificdataelements;Adminis-
trative-specificdataelements;Patient-specificdataelements.Thesevariedbycaresetting,patientpopulation,and
thecaremanagementgoalsoftheproviderorganization.

USING THE CARE PLAN

Oncethecareplanhasbeenselected,thecareteamorganized,andaplanforgeneratingandsharingdataagreed
upon,thecareplanisreadyforuse.Thisiswherethingsgetinteresting.We’vegroupedhealthcareprovidersinto
threegroups,accordingtothestatusoftheirtechnologyandtypesofpatientstheytypicallycarefor.Theway
thesedifferentproviderswillusecareplanswillvaryaccordingly.
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Care Plans in Physician Practices

ThepervasivenessofelectronichealthrecordsinphysicianpracticesmakesEHRstheclearchoiceasastarting
placeforcareplanning.SomepracticesusetheirEHRstohelpcreatea“huddlesheet,”whichlistspatientssched-
uledforthedayandnotespertinentissuesforeachpatientthatmightnotalreadybeincludedintheEHR.Other-
wise,theEHRcandelivermessagesviainstantmessaging,within-chartnotes,phonetemplatesroutedtoteam
members’inboxes,andtaskassignments.EHRsthoughoverthelongertermwillnotbesufficienttoaddresslongi-
tudinalcareplans.Instead,thekeyissuewillbehowthelongitudinalcareplan,whichwillresideelsewhere,willbe
accessibleandrenderedthroughtheEHR.

Care Plans in Post-Acute Care
Whilehospitalsandphysicianpracticeswereenjoyinganinfluxofmeaningfulusefunding,skillednursingfacilities
(SNFs),homehealthagencies(HHAs)andotherpost-acutecareprovidershadtomakedowithwhattheyhad--ei-
therpaperorminimalistITsolutions.Thispictureisstartingtochange.Vendorsarestartingtodevelop,oracquire,
solutionsgearedtowardpost-acutecare.TheresultisthathealthITforpost-acutecarefacilitiesisexpandingbe-
yondbare-bonesdocumentationandputtingmoreemphasisonintegrationwithothersystems.Vendorsarealso
comingupwithwaystoaccomplishbroadergoalsofpost-acutecare--forinstance,theabilitytodigitizethedetails
ofahomehealthvisit,includingifthatvisitwasbysocialworker.

Care Plans for Behavioral Health
Behavioralhealth(BH)andphysicalhealth(PH)servicesaretypicallydeliveredbydifferentprovidersinseparate
settings,oftenwithlittlecoordinationorintegration.Thisfragmenteddeliveryofcarecanbeparticularlyproblem-
aticforindividualswithseriousmentalillness(SMI)becauseoftheirbehavioralhealthneedsandtheiroften-signif-
icantphysicalhealthproblems.Careplanshavepotentialtoclosesomeofthesegaps.

Mostbehavioralhealthprovidersarenotpaidtomonitortheirpatients’physicalhealth,atleastnotfornow,buta
careplancouldprovidealow-costwaytotrackandfollowupPHissues,evenwhendetectedbyaBHclinician.New
healthcaredeliverymodels,suchasaccountablecareorganizationsandhealthhomes,aswellaschangestohealth-
carefinancing,mayenablemoreproviderstoincorporatepracticesthatincreasetheintegrationofphysicaland
mentalhealthservices,particularlytheintegrationofphysicalhealthintobehavioralhealthsettingstohelpad-
dresstheneedsofindividualswithSMI.

Whilethetechnologyandconceptarecurrentlyimmature,ChilmarkResearchbelievesstronglythatcareplansare
animportantnextstageofrealizingthepotentialofhealthITtoprovideamorecohesive,inclusiveexperiencefor
patientswhohaveputtheirwellbeinginthehandsofthehealthcaresystem.Wehavepreparedthisreporttohelp
movethisimportanttechnologyforward.

EXECUTIVE SUMMARY
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INTRODUCTION
Themodernagehasseenhugeadvancesinmedicaltreatmentsandmuchgreaterspecializationamonghealthcare
professionals.However,evenasmedicinehasproducedinnovationsliketheHumanGenomeProjectandminimally
invasivesurgery,ithasnotfoundawaytoreliablysharethefullstoryofapatient’scareorcoordinatehealthcare
professionalsaroundasharedsetofgoalsandassumptionsforapatient.Thisiswherecareplanscomein.

WHAT IS A COORDINATED CARE PLAN?

Acoordinatedcareplanisawrittenorelectronicplandesignedtocoordinateapatient’sdailyhealthcareneeds
acrossmultiplestakeholders.Itoutlinesthepatient’sshort-andlong-termneeds,recoverygoals,andcoordination
requirements,anditidentifieswhoisresponsibleforeachpartoftheplan(e.g.thephysician,careteam,orpatient).
Anumberofpeoplemightcreateandmaintainthecareplan:Thepatientorfamilymember,thehealthcareteamor,
ifnecessary,communityorsocialservices.

Careplansareacrucialpartofsupportingandhelpingpatientsthroughtheirhealthjourney.Assuch,careplans
shouldnotbemadedistinctfromthedailyprovisionofcare.Becausemanypatientsreceivecarefromanumberof
looselyaffiliatedorunaffiliatedcareproviders,coordinatedcareplansfacilitatecommunicationbetweenthepar-
tiesinvolvedinapatient’scare.Theyhelpphysiciansandpatientsmanagenumerousmedicaltherapiesprescribed
byvarioushealthprofessionalswithinthepatient’scircleofcare.Thus,careplansareakeymechanismbywhicha
person’sindividualcareandtreatmentcanbedeveloped,documented,modifiedandsharedwitheveryonein-
volved.

Perhapsoneofthemostimportantaspectsofacoordinatedcareplanisthatitengagespatientsintheirowncare
andfacilitatespatientself-management.Patient-centeredtreatment—treatingpatientsaspartners, involving
theminplanningtheirhealthcareandencouragingthemtotakeresponsibilityfortheirownhealth—generallyin-
creasespatientadherenceandsatisfaction.

ABOUT THIS REPORT

ChilmarkResearchspentseveralmonthsinterviewinghealthcareprovidersandhealthITvendors,delvinginto
howcareis(orcouldbe)coordinatedinawidevarietyofhealthcaresettings.Forthisreport,weexpandedourre-
searchbeyondtheUnitedStates,exploringhowcareplaninnovationsinAustralia,Canada,Ireland,theNether-
lands,Sweden,andtheUnitedKingdomconnecttheoftennumerouscaregiversandfacilitiesinvolvedinapatient’s
care.

Thefirstpartofthisreportlooksatthekeycomponentsofacareplan.Theconceptofcareplansisstillinitsinfan-
cyandthereforeundergoingthenecessarystagesofplanning,testing,andrevisionthattypifyanynewuseoftech-
nology.Ourlistofcareplancomponentsreflectsthiscurrentstateofflux.Whileitshouldnotbetakenasastrict
setofhard-and-fastrules,itdoesprovideausefulchecklistofthepeople,roles,andtechnologytoconsiderwhen
creatingacareplan.

Wethenmovetothebasicstepsprovidersneedtotaketofacilitatecoordinatedcareandhowacareplanfitsinto
thatpicture.Severalcareplansareavailableforpurchaseonthemarkettoday;somehavebeendevelopedbyclini-
calcontentvendors,whileothersaretheproductofphysicianspecialtysocieties.
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AswithanyhealthIT,careplansrelyondata.Wealsolookatthedataelementsthatacareplanrequirestomeetits
goal.Theseincludethedatapointsgatheredinagivensettingthatcaregiversinsubsequentpatient-providerinter-
actionsneedinordertocarryoutthesharedplan.Ofcourse,breakingdownbarriersbetween,forinstance,the
ICUatalargeintegrateddeliverynetwork(IDN)andacommunity-basedhomehealthagencyisnotasimpleor
straightforwardendeavor.Thosewhosetouttodevelopandimplementacareplanneedtoprepareforthechal-
lengestheywillfacealongtheway--andwehaveoutlinedmanyofthem,alongwithprovidingsuggestionsforstay-
ingthecare-plancourse.

Inoursectiononusingcareplans,welookatthreemajorcategoriesofcareplanusers:Inpatientandphysician
practiceswithwell-establishedelectronichealthrecords(EHRs);post-acutesettingssuchasskillednursingfacili-
ties(SNF)andhospicesthathavenotenjoyedthewindfallofHITECHfundingwithwhichtopurchasesophisticated
healthITtools,andbehavioralhealthfacilitieswhosepatientstypicallypresentcomplexmixturesofphysicaland
mentalhealthissues.

Weclosewithcareplanbestpracticesandourassessmentofthecareplanmarketnowandoverthenexttwoto
threeyears.Whilethetechnologyandconceptareimmature,ChilmarkResearchbelievesstronglythatcareplans
areanimportantnextstageofrealizingthepotentialofhealthITtoprovideamorecohesive,inclusiveexperience
forpatientswhohaveputtheirwellbeinginthehandsofthehealthcaresystem.Wehavepreparedthisreportto
helpmovethisimportanttechnologyforward.

INTRODUCTION
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COORDINATED CARE PLANS AND A LONG-TERM VISION 
OF COORDINATING CARE

NursingcareplanshavebeenusedinU.S.hospitalsandnursinghomesfordecadesasameanstomeetcertification
(e.g.,JHACO)orbillingrequirements.Morerecently,theconceptofacoordinatedorlongitudinalcareplanhas
emerged.

Coordinatedcareplanshavehighexpectationstofulfill.Theyaresupposedtobe:

 > Trulypatient-centered,incorporatingthewishesofthepatientortheircaregiversintothe
treatmentgoals

 > Interdisciplinary,includingprovidersbeyondjustphysiciansandnurses

 > Holistic,trackingthepatientacrosscaresettings

 > Dynamic,withupdatesasthepatientinteractswiththehealthcaresystem

Needlesstosay,thisisquitealoftysetofexpectationsevenwiththemorewidespreadadoptionofEHRsbyhospi-
talsandphysicianoffices.

Figure 1: S&I Framework for Care Plans, Plans of Care, and Treatment Plans

Sincetheconceptofalongitudinal
careplanwasmentionedinthePa-
tient Protection and Affordable
CareAct(ACA)andtheHealthIn-
formationTechnologyforEconom-
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UsingtheS&Iframework,eachpatientcanhaveonecareplanbutmanyplansofcareandtreatmentplans.Asthe
numberofproblems,providers,andcaresettingsincrease,amastercareplanorlongitudinalcareplanprovides
overallcoordinationofdifferentprovider-specifictreatmentplans,disciplineandsite-specificplansofcare.

ChilmarkResearchdidfindgeneralagreementamongvendorsandprovidersthatprovidertreatmentplansshould
gointothecareplan.Thedifferencesthatwefoundweremainlyconcerningwhereelementsofthetreatmentplan
includingphysicianordersandclinicaldecisionsupportshouldreside(e.g.,withinthephysician’sEHRoracareco-
ordinationorcaremanagementplatform)andhowthisinformationshouldbeupdated.

Therealitytodayisthateachorganizationprovidingcaretoanindividualhasitsowntreatmentplan,careplan,and
insomecasesaplanofcareforthatindividual,althoughthisremainslimited.Thesedocumentsarecontainedin
differentsystemsbutmainlyresideintheEHRofeachorganization,thoughtheirstructuresareoftenquitediffer-
ent.TheU.S.healthcaresystemisatleast8to10yearsawayfromachievinganidealizedversionofthecoordinated
careplan.Providersareintheearlyphasesofadoptingcareplansincertaincaresettings(e.g.,ambulatory)orex-
pandingtheirfunctionalitybeyondbasicbillingrequirements(e.g.,skillednursingfacilities).Theindustryhasalong
waytogobeforeitisreadytocoordinatecareinatrulypatient-centered,interdisciplinary,holisticmanneracross
multiplevenuesofcare.

COORDINATED CARE PLANS AND A LONG TERM VISION
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KEY ELEMENTS OF A COORDINATED CARE PLAN
Asdescribedintheintroduction,acareplancoordinatesapatient’sdailyhealthcareneedsacrossmultipleaffiliat-
edandunaffiliatedstakeholders,includingthepatient.Whileitispossibletoexecuteacareplanonpaper,thisre-
portfocusesentirelyoncareplansthatarecreatedandsharedelectronically.

WhatfollowsisacompilationofcorecareplanelementsthatChilmarkResearchidentifiedwhileresearchingthe
topicacrossseveraljurisdictions:TheUnitedStates,Australia,Canada,Ireland,theNetherlands,Sweden,andthe
UnitedKingdom.Thisisnotanexhaustivelist,however.Theelementshighlightedbelowserveonlyasaframework
thatcanbecustomizedtomeettheneedsofvirtuallyanyhealth-relatedorganizationthatareresponsibleforcoor-
dinatedcareplanning.

Figure 2: Overview of a Coordinated Care Plan
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1. PATIENT INFORMATION AND MEDICAL SUMMARY

Thisportionofthecareplanpresentsthepatient’sbasicdemographicinformationalongwiththeircurrentmedical
issuesandtherapyregimens.Inmanyways,itissimilartothepatientsummaryscreenofanEHRorhealthinforma-
tionexchange(HIE),althoughwithslightlylessinformation.Contactandmedicalinformationwillfacilitatetheease
ofinformationsharingfromonelevelofhealthorcommunitycaretoanother.Informationinthissectionshouldbe
briefandconcise,withmoredetailedinformationregardingmedicalconditions,treatments,andtherapiesaccessi-
bleinothersectionsofthecareplan.
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SpecificinformationthatcouldbeincludedinthePatientInformationandMedicalSummaryincludethefollowing:

 > Contactinformationforthepersonwhoispreparingthecareplan

 > Patientdemographicssuchasname,age,address,phonenumber,e-mail,normalweight,basic
vitalsigns,andcultural,ethnicorreligiousbeliefs

 > Familyand/orcaregivercontactinformation(includingsubstitutedecision-maker)

 > Contactinformationforprimaryphysician,medicalspecialists,andcommunityproviderssuch
asahomecareworkerorthefacilitywherethepatientcurrentlyresides)

 > Anindicationofwhetherthereisanadvancedcareplaninplace(e.g.,alivingwilloradvanced
directives)

 > Allergiesandmedications

 > Principaldiagnosisandactiveproblemlist

 > Asummaryofpasthealthhistory,includinghospitalizations

 > Currenttherapies

2. PATIENT MEDICAL STATE AND NEEDS ASSESSMENT

Thissectionprovidesamoredetaileddescriptionofthepatient’smedicalconditions,treatmentsandtherapiesand
canserveasthebasisforaneedsassessment.Providerscanrefertothissectionforadeeperunderstandingofthe
patient’scondition,whilepatientscanuseittoparticipateintheplanningprocess.

Patientself-assessmentsoftheircurrentphysical,psychological,andsocialstatepresentanopportunitytoidentify
areaswhererisksmaybemostsignificantandadditionalsupportsmaybeneeded.Physiciansandothercarepro-
vidershavenotedthatpatientsmayover-orunderestimatetheirneedsinthepresenceoffamiliesand/orfriends.
Itisimportanttoencouragepatientstobehonestabouttheircurrenthealthandcapabilities.

Self-assessmentsmaycoverthefollowingtasks:

 >Measurepsychologicalwell-being,includingmood,signsofdepression,orissuesrelatedto
cognitivefunctioningandmemory

 > Identifysocialandsupportsystems,includingfamilyorfriendsnearby,whotocallincaseof
emergency,substitutedecision-maker,andparticipationinactivitiesoutsideofthehomethat
mayrequireassistancetocontinue

 > Assesscurrentlivingsituationandphysicalchallenges,includingeatingandfoodpreparation,
walkingandothermovements,sleeping,andself-careroutineslikewashinganddressing.An
assessmenttoolthatfocusesonapatient’sActivitiesofDailyLivingScale(ADL)maybehelpful
here.

Informationcollectedthroughtheself-assessmentcanbeusedtodevelopaplanofcarethatidentifiesandcoordi-
natesthesupportservicesapatientwillneedinordertomaintainorimprovehealthandmitigatetheriskofdecline.
Thesubsequentplanidentifiesneedssuchasthefollowing:

 >Whetherthepatientneedsassistanceadministeringinsulinandifshort-termassistancewill
sufficetohelpthepatientfeelcomfortablewithself-injections

 >Whetherthepatientneedsassistancewithmealpreparation

 >Whetherthepatientneedstobereferredtoanalliedhealthprofessionaloramedicalspecialist

KEY ELEMENTS OF A CARE PLAN
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 >Whetherthepatientwouldbebetteroffathomeorinaskillednursingorseniorlivingfacility

 >Whetherthepatientneedsafull-timecaregiver

 > Howoftenthepatientshouldreturnforafollow-upevaluation

Somehealthcareprovidersfinditusefultoperformastandardizedriskassessmentatthisstageintheplanningpro-
cesstodeterminethebesttimingforanyadditionalfollow-up.Thiscanhelpidentifypatientswhoareathighrisk
forreadmissionandensuretheyreceivetimelyandappropriateintervention,whetherthatmeansbeingseenby
theirprimarycareteamassoonaspossibleorreceivingascheduledfollow-upphonecallwithin48hours.

Tofacilitatescheduling,staffresponsibleforplanningthepatient’stransitionmaywishtocontactthephysician’s
officeonthepatient’sbehalfbeforethepatientisreleased.Anin-patientfacility,forinstance,maydecidenotto
releaseahigh-riskpatientonaFridayifthatpatientcannotbeseenbyaphysicianuntilatleastthefollowingMon-
day.

Finally,healthcareprovidersmaywishtoincludeinformationabouthowtorecognizeindicatorsthatwouldsignal
theneedforimmediatemedicalattentionoremergencycare.Patientscouldbeprovidedwithalistofpossible
symptomsandcorrespondingdirectionsaboutwhotocontactduringscenariossuchasthefollowing:

 > Ifyouhaveflusymptomsthatpreventsyoufromtakingyourmedication,contactyourfamily
physician.

 > Ifyouexperienceafever,contactthetransplantnurse.

 > Ifthevoicesinyourheadgetworse,contactyoumentalhealthprofessional.

 > Ifyourweightincreasesbymorethanthreepoundsinthreedays,doubleyourdiuretic.

3. PATIENT GOALS

Thissectionofthecareplanservestheim-
portantpurposeofinvolvingpatientsinset-
tinggoalsanddevelopingsolutionstoensure
thattheplanwillworkwiththeirlifesitua-
tionandultimately improvepatientadher-
encetotheplan.Anumberofdifferentcom-
munity or healthcare providers may be
involvedinhelpingpatientsachievevarious
goals;theseincludetheprimaryphysician,a
physical therapist,ahome-carenurse,and
specificfamilymembersorfriends.

GoalsshouldbestructuredinaSMARTgoal
format(Figure3).Otherapproachestogoal
settingcanbeusedbuttheprincipaladvan-
tageofSMARTobjectives is that theyare
easiertounderstandandtoknowwhenthey
havebeendone.SMARTgoalformattingis
alsosomethingthathasbeenusedinhealth-
careforawhilenowincludinginnursecare
planning.

M
A
R
T

S pecific What, Where, How?

easurable From and To

ssignable Who?

ealistic Feasible?

ime-oriented When?

Figure 3: ‘SMART’ Goal Format
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Specific

Clear,detailedgoalsthatcanbeunderstoodbyeveryoneinvolvedinthepatient’scare.Thismayinvolvebreaking
largergoalsintosmaller,specificsteps,aspatientswhocanachievesmallgainsinspecificareasaremorelikelyto
bemotivatedtoshareresponsibilityfortheircare.Forexample,apatientmayhaveagoalofcontinuingtoliveat
home.Breakingthisonegoalintoseveraldistinctgoals–preparingameal,gettinginandoutofthebathtubsafely,
rememberingtotakemedications,gettingdressedbyhimself,andsoon–givesthepatientspecificthingstowork
on.

Measurable
Quantifiablechangesthatmakeitpossibletotrackimprovementovertime.Forexample,apatientmayhaveagoal
oftakingtheirdogforawalk.Themeasuremaybeginwithashortwalkof100feetandincreasethedistanceby50
stepseachweekuntilthepatientcanwalkaroundtheentireblock.

Assignable
Assignablegoalsareclearlyeitherassignedtoaspecificmemberofthecareteam,acommunityresource,acaregiv-
erorfamilymember,orthepatientthemselves.Forexample,ifthepatientneedsassistancetobetransportedtoan
officevisitsincetheycannotdrivethemselves,itisclearwhoisresponsibleforbringingthepatienttoandfrom
theirresidence.

Realistic
Practicalgoalsthattakethepatient’scurrentabilitiesorresourcesintoaccount.Forexample,apatientmaynotbe
readytoprepareaThanksgivingmealforafamilyoftenthisyear,butheorshemaybeabletoprepareoneortwo
dishestobringtoadinnerhostedbyanotherfamilymember.Theyalsoaddresstheissueofriskandensurethatthe
patientisnotbeingplacedatanyadditionalriskinordertocompletethegoal.

Time-oriented
Adefinedtimeframethatallowssufficientopportunityforimprovementwhilealsomotivatingpatientstotakeac-
tion.Forexample,apatientlearningtoinjectinsulinmayneedacaregivertodoitforthefirstweek,thencaregiver
supervisionofpatientself-injectionforthesecondweek,withthegoalthatthepatientisproficientwithself-injec-
tionsbytheendofthethirdweek.

Self-Care Considerations
Manyproponentsofcoordinatedheathcareplansrecommendaself-carecomponentasafollow-uptothepatient
goalssectionofthecareplan.Inthebest-casescenario,self-careinvolvesapartnershipbetweenpatientsandpro-
vidersengagedintwo-waycommunication,negotiation,anddecision-making.Boththepatientandthehealthcare
professionalcontributetothecareplanningprocesstoachievethebestpossibleoutcomesfortheindividual.

Forinstance,apatientwithlimitedmobilitywhohassetagoalofspendingXnumberofhoursoutofbedwillneed
assistancefromaphysiotherapisttobuildmusclesandincreasetoleranceforsittinginachair.However,thereisa
self-carecomponentthatthepatientcouldberesponsiblefor.Thepatientcould,forinstance,committoscheduling
andkeepingphysiotherapyappointments,goingtobedontimeatnight,andavoidingafternoonnapstoimprove
sleep.Suchconcrete,proactivestepscangivepatientssomecontrolovertheirtreatmentandprogress.

KEY ELEMENTS OF A CARE PLAN
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4.INTERVENTIONS AND ACTIONS OF THE CARE PLAN

Afterthepatientgoalshavebeensetandagreedtobythepatientandrelevantcareteamproviders,thenextstep
istocreatealistofinterventionswithspecificactions.Eachspecificgoalinthecareplanwillhaveaspecificnumber
ofinterventionsassociatedwithit.Thetypesofinterventionsassociatedwithagoalcanvaryconsiderably.They
mayinvolveschedulingareferraltoanotherprovider,creatinganappointmentwithanotherprovider,reminding
thepatienttohavelabworkdoneorpickinguptheirmedications,havingthepatientreviewrelevantpatientedu-
cationmaterials,etc.

Interventionsmaybecreatedmanuallybyacaremanagerorcreatedautomaticallybycompletinganassignmentor
aclinicalevent.Eachinterventionwillbeassignedtoaparticularmemberofthecareteamandwillhaveanenddate
ofwhentheinterventionistobecompleted.

5. REVIEW THE CARE PLAN

Animportantandoften-overlookedpieceofestablishingacareplanisdecidingwhenandhowthecareplanwillbe
reviewedandoptimized.Wheneverpossible,thepatientshouldbedirectlyinvolvedinthereviewalongwiththeir
caregivers.Apatientwithcomplexlong-termconditionsmayneedtheircareplansreviewedmoreoftenthanapa-
tientwithlow-levelneeds,whomayonlyhaveareviewonceayear.

Acareplanreviewhappensforanumberofreasons:

 > Assesswhethercareplangoalshavebeenachieved

 > Determineifthereareanybarrierstoprogress

 > Identifyearlysignsofdifficultywiththepatient,theplan,orthegoalsidentified

 > Evaluatethesuitabilityorqualityofthecareprovided

 > Reassesscurrentneedsbasedonprogressmade

 > Determinewhetherthecareplanstillmeetsthepatient’sgoalsandneeds

 > Reviseandoptimizecareplanwithnewinputsderivedfromassessmentreview

 > Setthedateforthenextreview

Ifthecareplanisrevisedbasedonthereview,allstakeholdersshouldreceiveacopyoftherevisedplanthathigh-
lightssignificantchanges.
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DRIVERS IN THE PUSH FOR COORDINATED CARE PLANS
Coordinatedcareplansarenotanewconcept,butseveralissueshindertheirdevelopmentanduse,includingthe
lackofclarityregardingnamingconventions,regulatoryrequirements,content,communicationandmessaging
standards,careplanownership,andparticipation.Thebiggestbarrier,though,isthesimplelackofdirectreim-
bursementforproviderstoengageincoordinatingcare.

MuchofthepushforcoordinatingcareplanscomesfromgovernmentinitiativesoutoftheCentersforMedicare&
MedicaidServices(CMS)andtheDepartmentofHealthandHumanServices(HHS).Theyarepursuingastrategy
of“carrots”and“sticks”toencourageadoption,butprimarilyusing“carrots”until2018.

Meaningful Use
Forthetimebeing,MeaningfulUse(MU)requirementsforcareplansareminimal.Stage2MUrequirementsin-
cludecommunicationofcoordinatedcareplancomponentssuchaspatientproblems,goals,patientinstructions,
allergies,medications,andresponsiblecliniciansfortheclinicalsummaryrequirementattransitionsofcare.Pa-
tientgoalsandinstructionsareoptionalfieldsandarenotrequiredforStage2.TheStage3MUrequirementsin-
creasethethresholdsfortheelectroniccaresummaryexchangeattransitionsofcareandpatientrecord-sharing
requiredbyproviders.Thishelpsdriveincreasedinformationsharingamongproviders,butitisnotlikelytodo
muchtoadvancetheutilizationofcoordinatedcareplanning.

Thiscouldchangewithinthenextcoupleyears,however.CMSisconsideringrequiringadditionaldataelements
thatcouldimprovecommunicationacrosstransitionsforfuturestagesofMU.Theseincludepatientpreferences,
diagnosticandtherapeuticplansrelatedtopatientgoals,pendingtests,informationonfollow-upcare,theself-care
managementplan,andordersfortreatmentsandinterventions.

In2018,Stage3MUattestationwillbemandatoryforallnon-exemptedproviders;otherwise,theywillreceivean
annualpenaltyonCMSreimbursement.Thisisthe“stick”todriveanumberofpolicyinitiativesincludingcoordinat-
edcareplanning.AsfortheMUprogramitself,lotsofuncertaintyremainsaboutitsultimatefatebeyondStage3,
includingwhetherornotitmightbefoldedunderotherCMSprogramsorscrappedentirely,placingthe‘stick’por-
tionofcoordinatedcareplanninginjeopardy.Inparticular,proposedMIPSprogramthatwillbeginin2019willlike-
lymigrateMUrequirementstovalue-basedinitiatives

Chronic Care Management (CCM) Coding
Primarycarepracticesincreasinglyprovidenon-visit-delivermonthlyservicesinaccordancewithcarecoordina-
tionandpopulationhealthrequirements.Previously,non-face-to-facecaremanagementwasconsideredtobepart
ofexistingevaluationandmanagementservices--specifically,partofthepre-andpost-serviceworkforE&M
codes,whetheritbehomevisitsorofficevisits.StartingJan.1,2015,CMSinitiatedaCCMcode,99490,whichre-
imbursesprimarycarepractices$43.28permonth(withgeographicmodifierswhereapplicable)fornon-visit-
basedcareoftraditionalMedicarefee-for-servicebeneficiarieswithmultiplechronicconditions.Thisisthe“car-
rot”approachCMSisutilizingtodrivecoordinatedcareplanningadoption.

Toreceivethepayment,practicesmustmeetspecificrequirementsforreimbursement--withthemostimportant
beingthedevelopmentofacareplan,followedbyprovisionofatleast20minutesofnon-visitbasedchroniccare
servicespermonthbyaphysicianorothereligiblepracticestaff.Ifpracticesparticipateintheprogram,theymust
receivewrittenconsentfromeligiblepatients(whowillbebilledacopayment),developcareplansforthem,and
decidehowtodelivermonthlyservicesinaccordancewiththeprogramrequirements.

DRIVERS IN THE PUSH FOR COORDINATED CARE PLANS
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Figure 4: Provider CCM Delivery Strategy
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TheCCMreimbursementcodingpresentsbothanopportunityandadilemmaforpractices.DeliveryofCCMser-
vicespresentsapotentiallucrativerevenueopportunityespeciallywithpracticeswithanumberofMedicarefee
forservice(FFS)recipients.Atthesametime,itmaydistractfromroutinepatientvisits,whilerequiringthehiring
ofadditionalstaffandthepurchaseofadditionaltechnology.AlthoughtheCCMpaymentcouldrepresentnearly
$500inannualrevenuepereligibleMedicarebeneficiary,practicesareshowinghesitancytoseekthesepayments
becauseoftheconsiderablestartupandreoccurringcostsincurredtomeetCMSrequirements.

Whetherapracticewillrealizenetrevenuedependsonseveralfactors,buttheprimaryfactorswillbeitsstaffing
capabilitiesandabilitytoautomateCCMworkflow.IfpracticesemployLPNsandRNstoprovideroutinecareun-
dertheCCMreimbursementprogram,concurrentwithadoptingsolutionsthatautomatestepsintheprocess,and
areabletoenrollasufficientnumberofMedicarebeneficiaries,theyshouldbeabletorealizepositive(albeitsmall)
netrevenue.
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CMShasnotpubliclyreleasedanydatasofarontheprogram.LimitedsurveydataandconversationsChilmarkRe-
searchhashadseemtoindicatethereisstillagenerallackofawarenessamongprovidersabouteventheavailabil-
ityoftheCCMcode,letaloneaggressiveadoptionbyPCPpracticestodate.This“carrot”isnotdrivingmarket
adoptionofcoordinatedcareplanning.Weare,however,seeingMCO-likeorganizationsofferingpracticesasmall
percentagecutoftotalCCMreimbursementviaanoutsourcingpartnership.

Additionally,the99490codeislikelythetipoftheicebergintermsofwhatCMSwillapproveincomingyearsto
driveincreasedcoordinatedcareplanning.CPT99487,whichisreportedwhenclinicaltimeforpatientsrequiring
moderateorhighcomplexityreaches60minutesamonth,isstillnotpayableunderMedicare,butChilmarkRe-
searchbelievesthiswillbeapprovedpayableunderMedicaresoonerthanlater.Variousphysicianspecialtysocie-
tiesarepushingMedicaretoapproveotherE&Mservices.Forexample,theAmericanCollegeofPhysicians(ACP)
proposedpayingforadditionalE&Mservicesthatdonotinvolveface-to-facecontactwiththepatientforFY2016.
Amongtheseareonlinemedicalevaluationandcareplanoversightforhomeandhospicecare.

ItisalwayspossiblethatCMSwillholdoffonpayingforadditionalservicesthatwilldrivechroniccarecoordination
overthenextfewyears,butChilmarkResearchbelievesthe99490CCMcodeisthefirstofseveral‘carrots’that
CMSisgoingtoofferintheyearstocometoacceleratecoordinatedcareplanning.

Readmission, Bundled Payments, and Accountable Care Organizations (ACOs)
AsapartoftheACA,CMSadministersvariousprogramsthatarehavingamoreindirecteffectontheadoptionof
coordinatedcareplanningbyproviders.TheReadmissionsReductionProgramprobablyhasthemostdirectimpact
onencouragingtheadoptionofcoordinatedcareplanningasanextensionoftraditionaldischargeplanningdueto
thepotentialreductionsinMedicarereimbursement.Severalmethodologiesutilizedfordischargeplanning,such
asProjectRED,emphasizeelementsofcoordinatedcareplanning.

Othervoluntaryprogramswithvariouscomponentswherepaymentsareinpartbasedoncontrollingcosts,such
astheBundledPaymentsforCareImprovementinitiativeandthePioneer&MedicareSharedSavingsProgram
ACOprograms,shoulddriveincreasinglevelsofcoordinatedcareplanning.Buttheconnectionismorenebulous
anddefuse.Thingsmaychangeiftheseprogramssuddenlybecomemandatory,asisthecaseinthe75geographic
areas,includingLosAngelesandNewYorkCity,whereasofnextyearCMSrequireshospitalstoparticipateina
testofbundledpaymentsforhipandkneereplacements.Otherwise,theseprogramsarelikelytohaveaweakover-
alleffectindrivingtheadoptionofcoordinatedcareplanning.

DRIVERS IN THE PUSH FOR COORDINATED CARE PLANS
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DEVELOPING THE CARE PLAN
Thissectioncoversseveralissuesrelatedtodevelopingacareplan,includingthetypesofcareplansavailable,data
elementsthatshouldbepartofthecareplan(ornot),andsomeofthemostchallengingaspectsofthecareplanto
captureandconvey.Butfirst, it’s important tounderstandthebasicactivitiesrequiredtocoordinatepatient
care:Providersneedtoidentify,contact,andcoordinatewithcollaboratorstomonitorthepatient’scondition.The
coordinatedcareplanrepresentsakeylynchpinintyingtogetherthevariousactivitiesrelatedtocoordinatedcare.

1. IDENTIFY COLLABORATORS

Anyformofcarecoordinationmustinvolveidentifyingmembersofapatient’scareteam—bothwithinandacross
settingsandspecialties.Collaboratorscanincludeapatient’sprimarycareandspecialtyphysicians,nursecase
manager,pharmacist,socialworker,physicaltherapist,orlaboratoryorimaginingfacility.Oftenpatientsortheir
caregiverswanttospecifymembersoftheircareteam,whichwillalsohelpidentifythem.

Most,thoughnotall,EHRandcaremanagementapplicationssupportproviderlook-upfunctionalityandtoolsthat
helpdeterminewhichspecialtyorindividualproviderwouldbemostabletohelpwithapatient’sspecificneeds.
Thebestlook-uptoolsalsoshowwhichprovidersarecoveredbythepatient’shealthplan;however,theintegration
ofthisdataremainslimitedwithinEHRsandcaremanagementapplications.

MostEHRsandcaremanagementapplicationseitherhaveaproprietaryenterpriseMasterPatientIndexorinte-
gratewiththebroaderMPIattheirprovidersites.Providersshouldasktheirvendorsabouttheirroadmapinthis
areaandwhethertheyareplanningadditionalfunctionality,includingtheabilitytoidentifycaregiverswithnona-
tionalidentifiersandotherprovidersites.

Oncetheindividualmembersofthecareteamareidentified,theyshouldbeincludedinthecareplan,alongwith
whomeverhasprincipalresponsibilityforoverseeingthecareplan.

2. CONTACT COLLABORATORS

Contactbetweenproviderstodayisdoneinamostlyadhoc,disorganizedmanner.Failuretocontactcollaborators
ispartoftheineffectivecommunicationthatisaleadingcauseofmedicalerrorsandpatientharm.HealthITtools
generally,andcareplansspecifically,canchangethat.

Toolswithinacareplanshouldenableproviderstocontactotherprovidersforeitherurgentornon-urgentmat-
ters.Arequestforcollaborationshouldincludethelevelofurgency,basedonthepatient’sstatus.Ideally,collabo-
ratingprovidersshouldalsobeabletoindicatetheirlevelofavailabilityviaaccesstotheirschedule.Aprovider
mightbehighlyinterrupt-ableduetoalast-minutepatientcancellationorinthemiddleofsurgeryandcompletely
uninterruptable.

Whilecareplansdonotdirectlyenableelectronicreferralsandschedulingmeetingsbetweenprovidersandpa-
tients,suchactivitiesdoneedtobenotedinthecareplan.Thus,thecareplanshouldbeabletopullinformation
fromschedulingwizardsandreferraltools.
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3. COLLABORATE

VendorsarecreatingnewhealthITtoolstostructureclinicalcommunicationbyhelpingtorecordandsharethepa-
tient’scareplanandassistintheformulationoftreatmentplanswithinputfrommultipleproviders.Themodelis-
similartoaWikithatcreatesanoverarchingstructureandallowsmultipleuserstoeditthecontents.Thesetools
canbeusedtoenhancecarecoordinationinseveralways,includingcoordinatingtheschedulingofcare,reconciling
medicationlists,closingcaregaps,andmanagingtransitionsbetweensettingsofcare.Atamorebasiclevel,these
newhealthITtoolshavethepotentialtoimprovetheprocessofcommunicationduringclinicalcollaborations.

Clinicalcollaborationtoolsshouldsupportvariousformsofmessagingandreal-time,interactivecommunication,
includingfreetextandstructuredtext-basedmessages,imageexchange,voicemail,videoconferencing,andmul-
ti-modalmessagesandconferencing.Manyofthesefunctionalitieshavealreadybeenimplementedinnon-health-
caresettingsandcanbeadaptedtohealthcarewithoutmajorchanges.Manyissueswillstillneedtobeaddressed,
however,suchasdeterminingwhatpiecesofinformationandwhatelementsofthecareplanshouldberecordedin
thephysician’sEHR.

4. MONITOR

Oneofthebiggestpotentialproblemsincarecoordinationisdroppingthebaton,particularlyduringpatienthand-
offs.NewerhealthITtoolsaddressthisprocessthroughcommunity-basedreferralmanagementandfocusingon
transitionmanagementsothatthepatientdoesnotfallofftheradarofproviderswhoareaccountableforthem.
Usingacoordinatedcareplancanfacilitatethisbykeepingtrackofthestatusofapatient’sreferralandusingithas
ameanstofollowupwithapatientoncetheyaredischargedfromanacutestayorhaveanEDvisit.

HealthITtoolsthatincorporateacoordinatedcareplanalsohelpproviderskeeptrackoftasksandhealthgoals
andmaintainarosterofapatient’sactiveteammembers.Coordinatedcareplanscanensurethateachteammem-
berreceivessecure,role-basedaccesstorelevantclinicalchanges,monitorspatientindicators–possiblyevenbi-
ometrics-andidentifiespatientsathighriskforreceivingpoorlycoordinatedcare(suchasthosewithpsycho-so-
cialneeds).Inparticular,toolscangenerateelectronicalertsandremindersifapatientfallsoffatreatmentorcare
plan,missesanimportantfollow-upvisitorhaspatient-reporteddata(e.g.,glucosereading)falloutsideapredeter-
minedrange.

DEVELOPING THE CARE PLAN



LONGITUDINAL CARE PLANS: DELIVERING ON THE PROMISE OF PATIENT-CENTERED CARE

DECEMBER 2015

27

USING OFF-THE-SHELF CARE PLANS 
Inresearchingthisreport,ChilmarkResearchhadaseriesofdiscussionswithclinicalcontentvendorsandseveral
physicianspecialtysocieties.Weaskedwhattypesofcareplancontenttheyarecurrentlyofferingandwhatshould
beincludedinacareplan.Providerslookingtoestablishlongitudinalcareplanshaveacoupleofoptions,allwith
theirownparticularstrengthsandweaknesses.

CARE PLANS DEVELOPED BY CLINICAL CONTENT VENDORS

Thethreemajorcommercialevidence-basedcontentvendors(Elsevier,WoltersKluwer,andZynxHealth)offer
careplancontentfortheinpatientsetting.Thesevendors,alongwithMotiveMedical,allhavenoteworthyplansfor
supportingsharedcareplansacrossmultiplecaresettingsandincorporatingmultipletypesofclinically-related
dataregardingapatient.

Elsevier
Elsevier’sinpatientsettingcareplanofferingcameprimarilyfromitspurchaseoftheClinicalPracticeModelRe-
sourceCenter(CPMRC)fromEclipsysin2007anddidnotsignificantlychangeuntillastyear.Elsevier’sprovider
clientssawthecareplanshiftfromaninpatientcommunicationtooltoaninterpersonaltoolthatneededtoincor-
poratepatientpreferencesandcommunications.Additionally,Elsevierclientsexpressedaneedforpre-packaged
careplancontentthatcouldworkacrossthecontinuumofcare,beyondacutecaresettings.

Inthepastyear,Elsevierhasrolledoutcareplancontentforfouradditionalsettings:Emergencyrooms,inpatient
rehabilitation,behavioralhealth,andambulatorycare.Eachsetting-specificcontentpackageincorporatesrelevant
evidence-basedguidelines,assessmentsandscreeninginstruments,andautomateddocumentation.Elsevierac-
knowledgesthatothersettingsneedthistypeofcontentaswell,includingtheentirepost-acutespectrumofhome
healthservicesandskillednursingfacilities.Asalternativeprimarycaresitessuchasretailhealthclinicsandurgent
carecentersbecomemoreprevalent,Elsevierstronglybelievestheywillneedtailoredcontentaswell,although
therearenoplansatthistimetobuildadditionalcareplancontentforthesesettings.

Wolters Kluwer
WoltersKluwer’scareplanoffering,ProVationCarePlans,providesevidence-basedcareplansdevelopedbythe
LippincottSolutionsteam.CombinedwiththeProVationsoftware,itallowsproviderorganizationstodefineand
maintainacustomcareplanlibrarywhileadheringtoindustry-acceptednursingandmedicaldiagnoses,goals,and
interventions.ProVationCarePlanssupportsthecareplancustomizationprocess,utilizingafullsuiteofembedded
linkstoonline,evidence-basedpracticecontentfromLippincottSolutions.

Providerclientscancustomizemorethan300evidence-basedcareplantemplatesandeitherimporttheminto
theirEHRsystemoruseinseparateapplicationsforclinicianstouseasabasisforcare.WoltersKluwerupdates
ProVationCarePlanscontenttwiceayearandprovidesdocumentationexplainingthereleasechanges;examples
includechangestomedicationorlinkstonewevidence.

WoltersKluwerhasnotyetfocusedondevelopingcareplancontentforsettingssuchasbehavioralhealthorhome
health.Thevendordoesnotbelieveitsproviderclientsarereadyforthis,astheyarestillfocusingonmovingfrom
papertoanelectroniccareplanningprocessthroughtheirEHR.Fornow,WoltersKluwersaysitsclientsarefocus-
ingondevelopingandadoptingelectroniccareplansinhigh-costareassuchassepsis,jointreplacement,andopen-
heartsurgery.Tothatend,WoltersKluwerisnarrowingitscontent,focusingonthegoalsandinterventionsofa
careplanthatcanbesentfromoneEHRtoanother.Whilethisapproachdoesmeettheneedsoftheprovidermar-
ketintheinterim,itdoesplaceWoltersKluweratriskoffallingbehinditscompetitorsifcoordinatedcareplanning
adoptionbecomesmorerobustoverthenextyearortwo.
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Motive Medical 

Anewentranttothemarket,MotiveMedicalemphasizescloud-basedclinicalcontent.Asproviderorganizations
andEHRandcaremanagementvendorsarejuststartingtoadopttheconceptofcoordinatedcareplans,Motive
seesthemarketdevelopingslowly.Nonetheless,thecompanybelievesenoughinthefutureofcareplanstohave
investedsignificantresourcestodevelopcontentthatsupportsacoordinatedcareplan.

Motive’sCarePlansforPopulationHealthManagementsolutionincorporatesthreetypesofcarecoordinationap-
proaches:strategic,nursing,andoperational.Thecareplansthemselvesarebuiltasasetofinterlockedcaremaps
thatcrossfromacutecaretotheoutpatientsetting;theyalsocoverthedischargetransitionprocessinbetween.As
thecaremapinteractswithapatient’sdatainanEHRorotherITsystem,theevidenceinthecaremapdefinesthe
triggeringcriteriathatinitiatepatient-specificinterventions.Motivehasnotspecifiedwhetheritisdevelopingcon-
tentforotherclinicalsettings,includingpost-acuteorhomehealth,whichwillhamperprovidersattemptingtode-
velopacoordinatedcareplanacrossthesesettings.

MotiveMedicalhasstruggledtosellitsapproachandvisionforclinicalcontentdirectlytoproviders,butafewven-
dorswithcaremanagementorcarecoordinationsolutionshaveadoptedMotiveMedicalastheirclinicalcontent
provider.

Zynx Health
ZynxHealthseesanincreasingneedforwhatthecompanydefinesasplansofcare–ahighlyindividualized,holistic
approachtopatientsandtheirtransitionstothenextcaresetting.Zynxplacesincreasingemphasisoncareprovid-
edtothepatientoutsideofthehospitalandhasmovedawayfromthetraditionallysiloedapproachtocareinthe
community.

Inordertosucceedinthisapproach,providersneedtoknowwhichcareinterventionwillhavethemostpositive
potentialimpactonthepatient.Determininghowandwheretopresentthisinformationtocliniciansposesacon-
siderablechallenge,however.IfitgoesintotheEHR,itisoftenverydifficulttogleanataglancewhatneedstobe
doneandhoweveryoneonthepatient’scareteamiscontributing.Further,therearenostandardsorregulatory
approachesaroundaplanofcare.Providerorganizationsjustuseitastheyseefit.

Zynx’scurrentcareplanproduct,ZynxCare,providesthebasisforassessing,planning,andevaluatingpatientcare,
emphasizingthemostcommonproblemsthatmembersoftheinterdisciplinarycareteammanage.

Zynxstillseestheplan-of-careconceptasrelativelyimmaturefromautilizationandadoptionstandpoint.Clini-
ciansandrelevantinformaticsexpertspredominantlydrivetheconcept,butthatischangingasproviderorganiza-
tionshiremorechiefnursinginformaticsofficers(CNIOs).Increasingemphasisonclinical,operational,andfinan-
cialoutcomesshoulddriveadoptionaswell.Finally,Zynxhasstreamlineditsdeploymentmodelinthepasttwo
yearstocustomizeitsofferingandfocusonwhatproviderorganizationsneedtogettheircaremanagementpro-
gramsupandrunning.Addressingthislongstandingissuewithdeployingclinicaldecisionsupportshouldhelpdrive
quicker“wins”foranorganizationandincreasesupportamongdailyclinicalusers.

Care Plans and the Future Role of Clinical Content Vendors 
EachclinicalcontentproviderChilmarkResearchinterviewedspokeoftheincreasingneedforclinicalcontentfor
non-acutecareplans.Whilethesevendorsareinvariousphasesofaddressingthisneed,allofthemhavesomelev-
elofclinicalcontentavailableforoutpatientcareplans.Elsevierhasbeenthemostaggressive,withcontentforbe-
havioralhealthalreadydeveloped.
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Astheconceptofthecoordinatedcareplanbecomesmorerefined,clinicalcontentprovidersexpectprovidersto
increasinglylooktopurchasecareplancontent.Thebiggestissuesare:

 >Whatconditionsordiseasestatesshouldinitialcaremanagementprogramsfocuson?

 > HowquicklyproviderswilladoptacoordinatedcareplanoutsideoftheirEHR?

 >Whatadditionalsettingsbeyondtheoutpatientclinicalsettingtheyextendthecoordinated
careplanconceptto?

Thisforcesprovidersintoaquandary,astheylikelyhavetocobbletogetherevidenced-basedcontentforacoordi-
natedcareplanforcertainclinicalsettings,especiallythepost-acuteorhomehealthsettings.Larger,moresophis-
ticatedproviders,withtheirownclinicalinformaticsteamsandpossiblyevenaclinicalexpertforaparticulardo-
mainorclinical issue,willbebetterplacedtodealwiththesechallenges.Mid-sizedprovidersthat lackeither
expertiseorpersonnel(orboth)willbeforcedtoleanmoreheavilyonclinicalcontentproviders.Givenwherepro-
viderorganizationsareatjustimplementinganelectroniccoordinatedcareplanacrossvariousclinicalsettings,this
concernispremature.

Notsurprisingly,clinicalcontentvendorsexpectthateffortsbyotherhealthITvendorstodevelopandmaintain
theirownevidence-basedclinicalcontentforcareplanswillfailtomeetproviderneeds.Sometimeoverthenext
fewyears,theyexpecthealthITvendors(e.g.,EHRandcaremanagementvendors)toturntothemtoformpartner-
shipsinordertosupplyprepackagedcontentfortheircareplansolutions.Thishashappenedinafewcasesalready
butitisstillanemergingtrend.

Intheinterim,companiessuchasElsevierandWoltersKluwerexpectmostproviderorganizationstostickwith
theirownhomegrowncontentorthebasic,out-of-the-boxcontenttheycangetfromtheircurrentvendor.Thisis
especiallytruefororganizationsthatarejustlaunchinginitialcaremanagementprograms.Theclinicalcontentpro-
vidersdidacknowledgethat,inclinicalareassuchasoncology,anumberofsmallercompetitorsarealsodeveloping
careplancontent–andthisrepresentstheirgreatestnear-termchallenge.

CARE PLANS DEVELOPED BY PHYSICIAN SPECIALTY SOCIETIES

Physicianspecialtysocieties,withtheirexperienceandcredibility,arewellpositionedtodevelopclinicalbestprac-
tices,evidence-basedcontent,careguidelines,andcareplans.ChilmarkResearchspokewithfourphysiciansocie-
tiesthathavedevelopedcareplans.Theirexperiences,thechallengesthey’vefaced,andinsomecasesthesteps
they’vetakentoovercomethosechallengesareinstructionalforanyproviderlookingtodevelopandimplementa
careplan.

Clinical 
Content 
Vendor

Care Settings

Inpatient ED LTP AC IRF SNF Home 
Health

Behavioral 
Health Ambulatory

Elsevier X X X X

Motive 
Medical X X

Wolters 
Kluwer X

Zynx Health X

X= Care Plan Content is Currently Available

Table 1. Clinical Content Vendors and Available Care Plan Content across Various Care Settings
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American Society of Clinical Oncology

Nearlyadecadeago,theAmericanSocietyofClinicalOncology(ASCO)initiatedaseriesofactivitiestopromote
chemotherapytreatmentplansandsummarycareplans.PatientsreceivetheSCPoncetheyaresymptomfreeand
transitioningfromoncologycaretotheirPCP.TheSCPisnotusedforpatientswithend-stagecancerwhoarebeing
transferredtoahospice.

Overthepastdecade,oncologypracticesincommunity-basedsettings,LIVESTRONGcancercenters,andNation-
alCancerInstitute-designatedcancercentershavehadlimitedsuccessimplementingSCPs.TheASCOformeda
workgroupwithmultiplestakeholdersin2012toaddresssomeoftheshortcomingsofSCPs.Theworkgroupiden-
tifiedanumberofbarrierstoputtingSCPsintopracticeandtookseveralstepstoovercomethem.

Barriers Solutions
 > The time-consuming process of preparing an SCP

 > Lack of reimbursement for preparation and 
development time

 > Using a Delphi survey method to reduce the 
SCP template from 4 pages to 2 pages

 > Lack of compatibility of existing templates with EHRs 
and the difficulty of capturing critical information in 
an SCP

 > Producing a more EHR template-friendly 
document 

 > Lack of clarity regarding whether oncologists, 
oncology nurse practitioners, or nurses complete 
and maintain the information 

 > Producing the updated SCP template and 
additionally producing slightly customized 
templates for various forms of cancer 

 > Lack of partnership between oncologists and PCPs 
to facilitate communication and care coordination

 > Directly incorporating what oncologists 
wanted to communicate to other providers 
and patients into the SCP

Table 2. Barrier and Solutions to SCPs

TheASCOhasalsoworkedtodevelopHL7standardsforSCPs.CancerprogramsandEHRvendorsarenowdevel-
opingEHRfunctionalitytoaddresscaresurvivors’issues,includingincorporatingtheSCPintotheEHRdirectly.
Lastly,ASCOhasworkedwiththeCommissiononCancer(COC)toensurethat,by2019,allappropriatecancerpa-
tientswillhaveanSCPinplaceortheprogramwillnotbeeligibleforCOCaccreditation.

Consistentimplementationmaybeseveralyearsawayformanysettings,andoncologyprovidersmaystillstruggle
toimplementSCPsintheirpracticesnow.TheASCOapproachhasmadeiteasierforproviderstouseSCPs,devel-
opedamoretemplate-friendlysolutionthatisconsumablebyEHRsandotherapplicationsand,throughtheCOC
certificationprocess,createdanactiontoencourageanddriveadoptionwithoutbeingmonetarilypunitive.Itisan
examplethatotherphysicianspecialtysocietieswishingtocreateanddrivecareplanadoptionshouldfollow.

American College of Cardiology
TheAmericanCollegeofCardiology(ACC)createsandupdatesaseriesofpaper-basedclinicalguidelinesandtool-
kitsforitsmembers.CardiologistspolledbytheACCin2012self-reportedthattheguidelineswereusefulinclini-
calpractice(~90%)andthattheyappliedtheseguidelineswhenmanagingtheirpatients(>80%)inmostcircum-
stances.
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Thoughmanycardiologypracticesavidlyembracetheconceptofteam-basedcare,therealityofteam-basedcare
mayvarydependingonthesizeandsettingofapractice,stateregulations,workforceavailability,andfinancialfac-
tors.Somecardiovascularpracticeshavenotadoptedteam-basedcare,possiblyowingtoalackofawarenessofthe
capabilitiesofadvancedpracticeprovidersandtheadvantagesofmultidisciplinarycaredelivery.

Thegroupbelievesthatbroaddisseminationofcardiovascularteam-basedcareparadigmswillbestberealizedby
furthereducatingthecardiologycommunityabouttheircomponents,characteristics,andpotentialtoimprovepa-
tientoutcomes.WhiletheACCguidelinescouldbeastartingpointforintroducingcertaincareplanelementsinto
memberpractices,theyprimarilyfocusonwhetheracertaintest,procedure,ortreatmentregimenisappropriate
foraparticularpatient.Theseguidelinescanbeutilizedtocreatebundlesofinterventions,tasks,andgoalsforpa-
tientswithcertaincardiovascularconditions,butinandofthemselvestheyarenotsufficienttomeetthegoalsof
thepatientcareplan.Inaddition,astheyarepaper-based,theywillbeofeverlimitedutilityinanindustrythatis
becomingincreasinglydigital.

American Academy of Family Physicians
TheAmericanAcademyofFamilyPhysicians(AAFP)distributedabasiccareplantemplate,dubbedaPatient-Cen-
teredCarePlan(PCCP),inanarticlethatappearedintheJanuary/February2015issueofFamilyPracticeManage-
mentonCCMcoding.Thetwo-page,paper-basedtemplatedevelopedbyDr.KennethAdlerconsistsofseveral
sectionstobecompletedintwophases.

Completed before the office visit 
(by the patient)

Completed during the office visit 
(by the provider)

 > Top concerns and barriers to health or recovery

 > Symptom management

 > Healthcare providers

 > Resources and supports

 > Medications, allergies, and conditions

 > Treatment goals and targets, with specific 
measurable clinical goals 

 > Summary of patient responsibilities and specific 
tasks to complete, broken out by lifestyle and 
behavioral change issues, certain medical events, 
test orders, and medication compliance 

 > Expected outcome if the patient complies with 
the plan

 > Basic information about the care team, including 
the care team manager and his or her contact 
information

 > Patient and physician’s signature

Table 3. Sections of Care Plan Completed Before and After the Office Visit

TheAAFPdoesnothaveaformalizedgroupthatgeneratesproprietary,evidence-basedcontentandhasnotcreat-
edaformallyendorsedcareplan.ThePCCPwasmainlycreatedtocomplywithrequirementsforCCMcoding.Itis
ausefulstartingpointinthatitcontainsthebasicelementsofacareplan:Itdefinespatientsymptoms,identifies
whattaskspatientsneedtodotomanagethosesymptoms,outlinesclinicallymeasurablegoalstotrackprogress,
anddescribeswhatpatientscanachievebycompletingassignedtasks.

However,similartotheACCcareplan,theAAFPcareplanisapaper-basedtemplatethatleavesalltheheavylifting
ofcareplanimplementation,includingEHRorclinicalsystemintegration,entirelyuptophysicianpractices.Thecare
plandoesnotclarifywhichmemberofthecareteamshouldaccomplishwhatprocesses,howtoavoidissueswith
duplicatedocumentationand,mostimportantly,whatkindoftimeburdentoexpectwithvarioustypesofpatients.
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American Academy of Pediatrics

TheAmericanAcademyofPediatrics(AAP)hasdevelopedclinicalcontentinseveralareas.Theseincludehealth
anddiseasepromotion,injuryandviolenceprevention,infectiousdiseasediagnosisandprevention,andthemedi-
calhomemodelforyoungpatients,whichitselfencapsulatesthecurrentandhistoricmedicalandsocialaspectsof
childandfamilyneeds.

TheAAPofferstwosampletemplates,bothonpaper:TheSampleCarePlanandtheIntegratedServicesPlanfor
childrenwithspecialneeds.TheAAPbreaksthecriticaldataelementsofthecareplansintothreebasicsections:

 > Primaryelementsincludepatientandfamilydemographicandbasicmedicalinformationsuch
asdiagnoses,medications,allergies,hospitalizations,andsurgeries.

 > Secondaryelementsincludemedicalhistory,ADLs,communicationdevices,housingand
transportationneeds,hearingorvisionservices,feeding/diet/nutritionneeds,andchild’s
strengthsandlikes

 > Supportservicesincludesinformationaboutthechild’sschool/care,socialsupportagencies,
equipmentneeds,andanyservicesthatchildmaybereceiving(suchasspeech,physical
therapy,oroccupationaltherapy)

Noelectronictemplatesareavailable;onceagain,theheavyliftingisalmostentirelyuptoprovidersandtheir
healthITvendors.Thelengthoftheplans,especiallythe11-pageIntegratedServicesPlan,posesanadditionalchal-
lenge.

Thisisanexampleofanidealsampletemplatewithlittlepracticalapplicationortesting.Whiletheneedtocoordi-
natecareforchildrenwithspecialneedsisbeyonddispute,itissimplynotrealisticthatapediatricianwillhavetime
tofilloutan11-pagepaperdocument,nevermindmaintainitonanongoingbasis.Therefore,littlehasbeendoneto
testtheAAPcareplansinactualpractice,measurethevaluethatvariousstakeholdersderivefromtheinformation
inthem,orencouragetheirwidespreadadoption.

Future Role of Physician Specialty Societies in Developing Care Plans
WiththeexceptionoftheASCO,thephysiciansocietieswespokewithhavenotplayedamajorroleinthedevelop-
mentofcareplans.Inmostcases,thepaper-basedtemplateshavenotbeentranslatedtoanelectronicformator
widelyvettedandtestedinactualclinicalpractice.Additionally,thesegroupshavenottakendefinitestepsorpoli-
cyactionstoencouragethebroaderadoptionanduseofthesecareplansbytheirphysicianmembership.

Justasphysicianspecialtysocietieslaggedindevelopingperformancemeasuresforqualityandsafety,andthus
cededthatauthoritytootherhealthcareentities,theywilllikelycedetheresponsibilityfordeveloping,adopting,
andusingcareplantemplatestoprovidersandtheirhealthITvendors.

CONTENT THAT IS A PART OF THE CARE PLAN 

Theinformationthatshouldbecontainedasapartofthecoordinatedcareplandependsuponseveralfactorsin-
cludingthecaresettingswherethepatienthasaccessedrecently(e.g.,inthelast12-18months),billingorregulato-
ryrequirements,medicalcomplexityofthepatient,purposeorintentofthelongitudinalcareplan,etc.

Despiteallofthiscomplexitysurroundingthelongitudinalcareplan,ChilmarkResearchfoundacommonsetof
dataelementsthatareconsideredtobeapartofalongitudinalcareplanbyvendorsandproviderscurrentlyinuse:

 > Basicpatientdemographicsincludingname,ageandsex
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 > Allcurrentmembersofthepatient’scareteamincludingtheirspouseorfamilycaregiver(s),
PCP(iftheyhaveone)andtheindividualinchargeofcoordinatingthecareteamactivitiesfor
thepatient

 > Alltreatmentprogramsthepatientiscurrentlyenrolledin

 > Activeproblemsthatneedtobeaddressed

 > Goalsincludingself-managementgoals

 > Allinterventionsandthestatusofthoseinterventionsincludingtheircurrentcompletionstatus
andtheirstartandenddates

 > Riskfactorsorbarriers

 > Activemedicationlist

Clinical-Specific 
Data Elements

Administrative-Specific 
Data Elements

Patient-Specific 
Data Elements

 > Allergies

 > CareGaps

 > LabResults

 > VitalSigns

 > CareEncounters

 > OfficeVisitSchedule

 > GovermentasLocal 
Non-ClinicianServices
BeingUtilized

 > PatientorCaregiver
Concerns

 > PatientMotivation
Levels

 > ProgressNotes

Figure 5: Data Elements That Are, or Might be a Part of a Care Plan

Core Care Plan Data Elements

Include All

 > BasicPatientDemographics

 > CurrentMembersofPatient’sCareTeam

 > CareManagementProgramsCurrentlyEnrolledIn

 > ActiveProblems

 > GoalsIncludingSelf-ManagementGoals

 > AllInterventionsandtheirStatus

 > RiskFactorsofBarriers

 > ActiveMedicationList

Other Items that Might be Part of a Care Plan
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Additionaltypesofdataelementsthatwerementionedmorethanonceasapartofalongitudinalcareplanthatcan
begroupedintothreebroadercategories:

Clinical-specific data elements

 > ActivitiesofDailyLiving(ADLs)

 > Allergiesespeciallymedicationallergies

 > Caregaps

 > Clinicaldocumentation(e.g.,atextmessageregardingaparticulargoalorintervention)

 > Smokingstatus

 > Labresultsespeciallymostrecentonesforrelevantdiseaseconditions(e.g.,HB1Acfor
diabetes)

 > Linkstoclinicaldatasupportforunderlyingcareplaninformation

 >Moredetailedmedicationinformationincludingroute,dosage,frequencyandrecentlyadded/
removedmedications

 > Vitalsigns(e.g.,weight,bloodpressure)

Administrative-specific data elements

 > Careencounters(e.g.,mostrecenthospitalizationand/orEDvisit)

 > Communityorlocalgovernmentservicesbeingutilizedbythepatient

 > Officevisitschedule

 > Healthplaneligibilityandbenefits

Patient-specific data elements
 > Patientorcaregiver(s)concerns

 > Patientmotivationlevels

 > Patientprogressnotes

 > Guidanceforpatientandtheircaregiver(s)toensurethepatientunderstandwhattheyare
agreeingtoandwhatactionsorinterventionstheyareresponsiblefortoachievethegoalsof
thelongitudinalcareplan

Therewereanumberofotherdataelementsthatwerealsomentionedoncebyaprovideroravendorincluding
cognitivestatusofthepatient,painassessmentofthepatient,dietaryrestrictionsornutritionalneeds,etc.These
dataelementswerelargelydictatedbythesettingofcareandpatientpopulationorparticularpatientdemo-
graphics.

Thelistofdataelementsthatshouldnotbeapartofthecareplanwasalmostnon-existentandconsistedofthe
physician’streatmentplanforapatientincludingthespecificordersthatarecontainedintheEHR.
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Itwasnotsurprisingthattherewassignificantvariationinwhichdataelementsshouldbecontainedinalongitudi-
nalcareplanforseveralreasons:

Issue Explanation

 > The relative ‘newness’ of the 
concept

 > Having an electronically-available, longitudinal care plan that 
incorporates multiple care plans and follows the patient 
across multiple settings of care is a new concept

 > The lack of a well-defined data 
standard

 > C-CDA R2.1 builds on existing work and addresses issues 
with C-CDA 1.0 and 2.0 but still does not provide a clear 
blueprint for what data elements should or should not be a 
part of a longitudinal care plan or how to enable sharing of 
care plan elements

 > Lack of specification provided 
by Stage 2 and 3 MU

 > Stage 2 and 3 MU only have listed a number of data elements 
that should be part of a longitudinal care plan including 
patient problems, goals, patient instructions, allergies, 
medications, and responsible clinicians with patient goals and 
instructions being optional data elements.

 > Different provider objectives

 > HCOs may have different objectives for using a longitudinal 
care plan in their care management and care coordination 
efforts and thus incorporate various data elements they think 
are necessary

 > Different regulatory 
requirements 

 > Care plans, especially in the SNF or home health setting, still 
have to heavily focus on documentation aspects to meet 
Medicare or Medicaid billing requirements.

Table 4. Reasons for Variation in Care Plan Data Elements

GENERATING DATA FOR THE CARE PLAN 

Thereareseveralmethodsbywhichdataisbeinggeneratedforcareplans.Theycanbecategorizedintoeitherau-
tomaticormanuallydrivenprocesses.Intermsoftheautomaticprocesses,thisismainlylimitedtoselectstruc-
tureddataelementsthatarebeingextractedfromEHRsviaHL7interfacesorinsomelimitedinstancesviaRESTful
APIs.Somevendorshavementionedanabilitytoutilizeclinical-summarydocumentssuchasCCDstogenerate
someofthedataelementsinacareplanbutthisseemsnearlynonexistentamongproviderclientstoday.Thedevel-
opingstandardFHIR(FastHealthcareInteroperabilityResources)getssomemention,butthatisjustontheroadm-
apformostvendorsasanitemtoaddressin2016orlater.

Theprincipalmethodinwhichdataisgeneratedforcareplanstodayisthoughmanualprocessescompletedbya
clinicianwhoisoftenacaremanager,carecoordinator,orcarenavigator.Themostbasicapproachofferedisfora
caremanagertomanuallycreatethecoreelementsofacareplanincludingthegoalsandinterventionsthrough
down-droppicklistsorlimitedblanktextfields.Thisisincrediblytime-consuming,missesimportantdataitems
necessarytocompletethecareplan,andislargelyimpracticalintermsoftryingtoscaleprovider-ledcaremanage-
mentefforts.Themorestandardapproachisforthecaremanagertogothroughanassessmentwithpatienteither
viaphoneorin-person.Insomecases,aportionoftheassessmentarebeingpushedouttothepatient’ssmart-
phoneorviatheirpatientportalbutthisremainsanexceptiontomostclinicalpractices.

ThisassessmentisbuiltintothecaremanagementsolutionorEHRdirectly.Thesehealthassessmentscanvary
considerablybuttheygenerallyaskquestionsonthefollowingtopics:

 > Personalandfamilyhealthhistory,includingchronicillnessandacuteevents

 > Anyspecialneedsthepatientmighthaveintermsofhearing,vision,mobility,orlimitedEnglish
proficiency
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 > Self-perceivedhealthstatus

 > Questionsrelevanttotheparticulardemographicsofthepatients(e.g.,abilityofelderly
patientstoaccomplishADLs)

 > Questionstoidentifyeffectivebehavioralchangestrategiesforindividualpatientsthatare
condition-specific

 > Questionthattrytocapturepatientbarriersorriskfactors

Basedupontheresponsesprovidedtotheassessment,alistofgoalsandinterventionsisgenerated.Thislistofin-
ventionsisusuallybaseduponsomeevidence-based,ruleslogicthatisprovidedbythesolution.Thecaremanager
reviewsthiswiththepatientoracaregivertodetermineifthelistofgoalsandinterventionsareappropriate,rele-
vant,andcanbeagreeduponbythecaremanagerandthepatient.Itisnotuncommonforacaremanagerthough
tohavetomanuallyreenterrelevantcareplandatathoughfromothersystemsorevenpaper-baseddocuments,
especiallyfaxes,whengeneratingacareplan.

Dependinguponthesophisticationofthesolution,theremaybesomeunderlyingruleslogicthatautomaticallyde-
termineswhattypeofinterventionissignedtoaparticularuserorindividualonthecareteam,thestartandend
dateofanintervention,etc.butoftenthisislefttothediscretionoftheresponsibleclinician(oftenthecaremanag-
er)todeterminewhengeneratingthecareplantoo.

POSSIBLE DIFFICULTIES IN CARE PLAN DEVELOPMENT 

Therewasalonglitanyofdifficultiesmentionedwhendevelopingandsettingupalongitudinalcareplan.Thisisto
beexpectedthough,especiallywhentryingtoactuallyimplementanew,complexconceptinclinicalpracticeacross
multiplecaresettings.Themaindifficultiesmentionedaresummarizedbelow:

Care Plan Element Specific Difficulties

 > Data sources

 > Setting up the process to extract data from various EHRs and claims and 
rendering them into a longitudinal care plan on the front-end

 > Translating a text-based care plan into a codified set of information that is 
data driven

 > Capturing unstructured data (e.g., progress notes) 

 > Terminology support

 > Decision support

 > Monitoring latest curated clinical standards and updating clinical content 
as relevant

 > Translating clinical evidence and clinical pathways into a care plan format 
of goals, interventions, concerns, etc.

 > Annotating sources for clinical evidence used for goal and intervention 
selection in a straight-forward display fashion

 > Goals

 > Managing patient goals versus clinically-driven goals

 > Setting short-term goals versus long-term goals 

 > Level of confidence in a patient to achieve set goals and their propensity 
to change their behavior

 > Barriers

 > Capturing and defining critical patient barriers especially related to social 
or behavioral determinants of health

 > Determining how barriers should influence both goals and interventions 
selection
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Care Plan Element Specific Difficulties

 > Interventions

 > Determining interventions tied to non-clinically driven goals

 > Prioritizing intervention order by other methods than simply by the start 
date and completion date

 > Level of confidence in patient to complete an intervention especially by 
the completion date

 > Patient level of understanding what is expected of them to complete a 
particular intervention

 > Assigning an intervention that requires multiple stakeholders of the care 
team to be involved

 > Tracking intervention status beyond just overdue completion date

 > Concerns

 > Capturing patient and/or caregiver concerns in a succinct and structured 
fashion

 > Determining how patient concerns should influence goal and intervention 
selection

 > Outcomes

 > Translating goals and intervention completion into measurable 
improvements

 > Particular outcomes that should be utilized to measure improvement at 
various levels (e.g., individual patient, care program, etc.)

 > Translating care plan completion into organizational cost improvement or 
savings

Table 5. Difficulties in Care Plan Development

ItisnotsurprisingthathighestnumberofdifficultiespertaintotheInterventionssectionofthelongitudinalcare
plan,sincethisisthe“gist”ofthecareplananddetermineswhatwillbedoneandwhowillberesponsible.Themost
challengingareaofthelongitudinalcareplanisthebarriersandconcernssections,bothintermsofcapturingthem
inasuccinctandstructuredmanneranddetermininghowtheyshouldimpacttherestofthecareplanespecially
thegoalsandInterventionssections.

HCOsareobviouslyconcernedabouttheoutcomessection.However,lowmaturityofprovider-ledcaremanage-
mentprogramstodayleavethisverymucha“workinprogress.”IttakesanHCOatleast18-24monthstoreallybe-
gintounderstandwhatkindofeffectimplementingelementsofalongitudinalcareplanhaveatamacro-level.Most
HCOsrightnowthataretrackingoutcomesrelatedtocareplansaretryingto“right-size”theircaremanagement
programsincludingdeterminingthenumberofpatientsthatcanbeserved,whatparticularpatientstheyshould
focuson,andhowtodrivepatientcompliancetothecareplan.



©2015

DECEMBER 2015

38

USING THE CARE PLAN
Oncethecareplanhasbeenselected,theplayersorganizedandaplanforgeneratingandsharingdataagreed
upon,thecareplanisreadyforuse.Thisiswherethingsgetinteresting.Unfortunatelybutnotsurprisingly,usinga
sharedcareplaninoracrosshealthcareprovidersandfacilitiescreatesnumerouschallenges.Ourintentionisnot
tostrikeanoverlydiscouragingnotebut,rather,tohelpprovidersanticipatepossibletroublesandavoidormini-
mizethemwherepossible.

Thissectiongroupshealthcareprovidersintothreegroups,accordingtothestatusoftheirtechnologyandtypesof
patientstheytypicallycarefor.

CARE PLANS IN PHYSICIAN PRACTICES

ThepervasivenessofEHRsinphysicianpracticesmakesthemtheclearshortingpointforthesesettingstoprovide
thetechnologybackboneofacareplanintheinterim.SomepracticesusetheirEHRstohelpcreatea“huddle
sheet,”whichlistspatientsscheduledforthedayandnotespertinentissuesforeachpatientthatmightnotalready
beincludedintheEHR(e.g.,“Besurethatthecaremanagertalkstothepatientabouthishypertensionmanage-
mentafterthemeetingwiththephysiciantoday”).Otherwise,theEHRcandelivermessagesviainstantmessaging,
Directsecureemail,within-chartnotes,phonetemplatesroutedtoteammembers’inboxes,andtaskassignments.
Whencombinedwithrevisedclinicalworkflows,theEHRcanmakeiteasiertodelegatetasksandavoidduplica-
tion.Examplesincludemessagedistributionfromthepatientportaltoaprovider’sinboxandtaskmanagersoft-
warethat’spartoftheEHRitself.

TheabilitytodelivercareplansthatresideoutsidetheEHRisstillincrediblylimited.Therearethreeprimarymeth-
odsthatareutilized:

 > Care plans available via a ‘call back URL’–UponclickingontheURLwithinthepatientrecord,
thecareplanisavailablewithappropriateauthenticationandaccessprivilegesapplied;almost
entirely‘readonly’functionalityavailable

 > Care plans are available via PDF or in a document inbox–Theentirecareplancanbeexported
asaPDFdocumentanddeliveredtotheappropriatecareteammembersviaaninbox;‘read
only’functionalityisavailable

 > Care plans are sent to the EHR–Thecareplanissentviaaninterfaceandembeddedintothe
patientrecord;mostly‘readonly’functionality

Somebidirectionalinterfacingdoesexitifthecareplanispartofacaremanagementsolutionbeingofferedbythe
sameEHRvendor.Therearealsoahandfulofexamplesofstartupvendorsandcaremanagementvendorswhoof-
feringsomeexamplesofbidirectional-interfacingbetweenanEHRandanexternalcareplanbutthisisstillalmost
nonexistenttodayinthemarketplace.SomevendorsmentionedthatFHIRmighthelpaddressthischallengeac-
knowledgedthatitissomethingthatbeina‘pilotphase’overthenextfewyears.

Challenges to EHR Use for Care Coordination and Possible Solutions
Aswithanynewtechnology,physicianpracticesusinganEHRtoexecuteacareplanfacenumerouschallenges.Of-
ten,teamshavetocreateworkaroundsandaltertheirclinicalworkflowstoovercomedeficienciesintheEHRto
supportcareplanprocesses.FrequentlycitedEHRchallengesrelatedtocarecoordinationincludemonitoringa
panelofpatientswithspecificneeds,supportingcaremanagementacrossanetworkofstakeholders,beingac-
countableforEHRdata,andstandardizingdataentryacrosstheteam.Thissectionreviewsthepotentialchalleng-
esandprovidesadviceforovercomingthem.
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Specific Steps to Use an EHR to Enhance Care Coordination
1. Ensure the EHR includes a clinically useful practice patient registry or integrates 

seamlessly with the practice’s registry.

2. Create functionalities to permit easy tracking of an individual patient over time – listing 
prior hospitalizations, for example.

3. Create functionalities to permit tracking of population subgroups over time.

4. Build care management functionality into the EHR or ensure better communication.

5. Create a clear place for care plans in the EHR, to include agreed upon goals, steps to 
reach those goals, as well as changes in the care plan over time, as the patients’ needs 
change.

6. Ensure the EHR permits the creation of huddle sheets and pre-visit planning tools that 
can be populated with important patient data.

Table 6. Steps to Enhance Care Coordination Using an EHR

CHALLENGE: RUDIMENTARY, TEMPORARY WORKAROUNDS 
Mostpractices’EHRslackacaremanagementtooloranyclearplaceforcaremanagerstoinputnotesand
trackpatientsviaacareplan.Asaresult,caremanagersandRNsoftencreatetheirownworkaroundsolu-
tion,orpracticescreatetemplates,separatetabs,orpop-upsforcaremanagementdocumentation.Such
customizationsonlysupportthemostrudimentarydocumentationofgoalsforthepatient,barrierstothose
goals,follow-upvisitsandprogresstowardthegoals.Justifiably,practicesfeartheirworkaroundswillbe
lostwhenthepracticeupgradestoanewerEHRversion.Thereisalsothechallengethattheseworkarounds
createyetanothersiloofinformation,potentiallycontributingtolackofvisibility

Solution:Ideally,EHRsvendorwouldcreateclinicallymeaningfulcareplanfunctionalitieswithinEHRsthat
canbemodifiedovertime,aspatientpreferencesandneedschange,andthatcanbeaccessedbyallrelevant
teammembers,includingthepatient.

CHALLENGE: ACCOUNTABILITY
Questionsshadowcurrentcareplanefforts;“DoeseachdataunitenteredintotheEHRneedtobetraceable
toanindividualmemberofthecareteam?”isbutoneexample.Also,howwillpatientself-reporteddataen-
terthecareplan?Establishingaccountabilityisaparticularchallengeforcliniciansinpracticesownedby
largerhealthsystemsthathavetheirowncompliance,coding,andlegaldepartments.

Solution:Whilethephysicianisultimatelyaccountablefortheactionsofthecareteam,thereneedstobe
somelatitudewhenitcomestodataentry.Theteamshouldbetheaccountableunit,nottheindividualmem-
bersoftheteam.Otherwise,delegatingefficientpatientcareandtaskdelegationbecomesquitedifficult.

CHALLENGE: CONSISTENT DATA ENTRY
Withoutstructure,differentteammembersarepronetoenterdatainavarietyofformsinavarietyofplaces
inthepatient’srecord.Elementssuchasaproblemlist,themedicationlist,andthedocumentationofpatient
counselingareparticularlyimportant,toensuredataisaccessibletootherteammembers.

Solutions:Often,thischallengeisovercomebyteachingeveryoneinthecareteamwhereandhowtoenter
certaintypesofdata.Anothercommonsolutiontothischallengeisclearlydefiningwhoonthecareteamen-
terswhatinformationintotheEHR.

CONCLUSION
EHRsarelikelygoingtobethestartingplaceformostHCOstryingtobeginimplementingcareplansinphy-
sicianpracticesbuttheyarenotgoingtobesufficientforseveralreasonsoverthelongtermtomeetthe
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needsofalongitudinalcareplan.Instead,thelongitudinalcareplanisgoingtoresideoutsideofthepatient’s
recordintheEHR.ThekeyquestionishowwillitberenderedandavailableintheEHRinthephysicianprac-
ticeandwhatleveloffunctionalitywillbeavailable.Bi-directionalinterfacingistheobviousidealmethodof
deliverybutevenifFHIRisadoptedmorequicklythisisstill3to5yearsaway.Intheinterim,physicianswho
aremembersofthecareteamwillbekeptupdatedaboutchangestothelongitudinalcareplanviaalertsand
messages.

CARE PLANS IN POST-ACUTE CARE

Whilehospitalsandphysicianpracticesenjoyedtheinfluxofmeaningfulusefunding,SNFs,homehealthagencies
(HHAs)andotherpost-acutecareprovidershadtomakedowithwhattheyhad,eitherpaperorminimalistITsolu-
tions.EventhoughSNFshavetocompletealengthycareplanforeachpatienttoqualifyforreimbursement,the
economicrealityisthat,inmostfacilities,technologyislimitedtoverybasicdocumentation.

Thispictureisstartingtochange.ManylargeIDNsownorhaveclosepartnershipswithatleastoneHHAandSNF,
creatingademandforcrediblesolutionsthatwillconnectthosesettingstoacutecareproviders.HealthITvendor-
sarepursuingeitherbuy,buildorpartnerstrategiestoprovidetheircustomerswithsolutionsthatfacilitatedigital
interactionstosupporttransitionsincareacrosscarevenues.Whilethesesolutionstodayremainimmature,major
gapsinsolutioncapabilitywillcloseinnexttwotothreeyears.

TheresultisthathealthITforpost-acutecarefacilitiesisexpandingbeyondbarebonesdocumentationandputting
moreemphasisonintegrationwithothersystems.Vendorsarealsocomingupwithwaystoaccomplishbroader
goalsofpost-acutecare–forinstance,theabilitytodigitizethedetailsofahomehealthvisit,includingifthatvisit
wasbysocialworker.Thisaspectofthemarketwilltaketimetomature,giventhefunctionalrequirementsofmeet-
ingtheneedsofmanystakeholdersandcapturinginformationthatwouldbeneededinthedifferentpost-acute
settings—assistedliving,inpatientrehabilitation,long-termcarehospitals,andall-inclusivecarefortheelderly,to
nameafew—butatleastthereissomeprogresswhereformerlytherewasnone.

Types of Care in Post-Acute Settings
Ingeneral,post-acutepatientsfallintothreebasiccategoriesofcare.

 > Rehabilitation.Thesepatientsofallagesrequireimmediatepost-surgerytherapyasthey
transitionfromahospitaltoafacilitywheretheywillreceivetherapyfordays,weeks,oreven
months.

 > Long-TermCare.Thesepatientswithmultiplecomorbiditiesusuallyrequirecomplex,chronic,
longitudinalcare.Oftenthesepatientsarereferredtoasresidents,asthissettingwillmost
likelybetheirhomefortheremainingyearsoftheirlife.

 > ChronicCareManagement.Threedistinctpopulationsofallagesrequirechroniccare
managementinpost-acutesettings:

1. Short-term,post-acuteorpost-dischargepatients.

2. Chronic-carepopulations.

3. Long-termcarepopulations.

ThesepatientsmaybedischargedintoanynumberofsettingsincludingSNForhomecare.

USING THE CARE PLAN
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Manypersonstransitionedtopost-acutefacilitiesrequirecareformultiplecomorbidities.Intheurgencyandcom-
plexityofmanaginganacuteincident,hospitalcliniciansoftendonotdocument,addressorevenidentifytheun-
derlyingchroniccondition(s).

Post-Hospital Transition of Case Percentages

Long-Term 
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Inpatient 
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Skilled 
Nursing 
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Figure 6: Breakdown of Where Hospitals Discharges Go

Post-Acute Care Coordination Challenges

AswithphysicianpracticesusinganEHR,anycareplanimplementationinapost-acutesettingshouldcomewitha
gameplanfortheinevitablechallengesthatarise.

SILOS STILL RULE
Organizationalsilosimpedecarecoordinationduringdischargeplanningandaspatientsmoveacrossset-
tings.Mostacutecareentitiesremainintheirownsilosaswell,evenwithinmulti–institutionalhealthsys-
tems.Thesamestumblingblocksthatkeeporganizationsisolatedalsoimpedethedevelopmentofseamless
carecoordination.Thesebarriersinclude:

 > Continueddesiretomaximizereimbursementateachproviderentity.

 > Unresolvedissuesrelatedtophysiciancontinuityandpayment.

 > Lackofinformationflowtoallowappropriatechoicebytheprovider.

 > Historicalreferralpatterns.

 > Lackofsharedpatientassessmenttoolsandclinicalinformationsystems.

 > Generalconfusionandconcernaboutwhenandwithwhominformationcanbeshared
regardingapatient’scareplan,especiallyamongaffiliatedprovidersornon-ownedproviders.

Healthsystemshavehadvaryingsuccessinbreakingdownthesebarriers.Anyjointventurearrangement
mustguaranteeaccesstobeds,andincludemutuallyagreed-uponoutcomeandlength-ofstay-targets.It
mustensurethatpatientsarereturnedtothesystemiftheyneedfurthercare—andguaranteethatthe
post-acutecareproviderreceivesfairpayment.



©2015

DECEMBER 2015

42

Fewhealthsystemshavethefullrangeofpost-acutecareresources,whichincludefreestandingrehabfacil-
ities,long-termacutecare,SNFs,HHAservices,andambulatorycare.Manyhealthsystemshaverecognized
thesedeficienciesandaremovingtoexpandtheirpost-acuteservicesthroughownedorcontractedfacili-
ties.

INFORMATION TRANSFER STILL POOR
Despiteresearchshowingthatthetransferofinformationduringpatienthandoffcanpreventhospitalread-
missionsandfacilitatebettercare,communicationbetweenthevariouslevelsofhealthandcommunityre-
mainsachallenge.

Obstaclesthathinderinformationtransferforcoordinatedcareplansinclude:

 > Lackoftime,staffandresourcestocommittorecordingandcommunicatingpatientneeds
throughthecareplanningprocess,ortofollowingupwiththepatientafterdischarge.

 > Lackofstandardizedcommunicationtoolsandprocessesavailabletothehealthcareor
communityfacilities.

 > Theneedtobetterintegratecareplanningandcommunicationintotheregularworkflow.

 > Theinabilityforfacilitiestocommunicatewitheachotherusingcompatibleinformation
technology.

 > Reluctanceofcaregiverstoparticipateininformationsharingduetoprivacyconcerns.

CARE PLANS STILL INCLUDE INADEQUATE, INACCURATE OR OUT-OF-DATE INFORMATION
Attimes,itmaybedifficulttocollectadequateinformationfromapatienttoincludeinacoordinatedcare
plan.Othertimesinaccurateinformationisrecorded.Examplesofpossibleerrorsinclude:

 > Incorrectunderstandingofapatient’scapacitytomanageintheirhomeenvironment.

 > Assumptionthatapatientunderstandsacareplanandpost-dischargeinstructionsbecause
thepatienthasbeenlivingwiththechronicconditionforalongtime.

 > Failuretonoticeadeteriorationinthepatient’sclinicalstatuspriortodischarge.

 > Faultyassessmentofthepatient’shealthstatus,leadingtoinaccurateassumptionsabout
requiredlevelsofcareortheappropriatesettingforcare.

 > Incompleteinformationgivenbythepatientregardingmedicationstheyarealreadytaking,
possiblyleadingtomedicationerrors.

 > Focusingononeconditionandpossiblymissingothersupportthatareneeded,suchas
addressingthephysicalneedsofacongestiveheartfailurepatientbutnotrealizingthepatient
alsosuffersfromdepression.

 > Notidentifyingkeypersonswhoareresponsibleformaintainingorupdatingtheplanorand
forcommunicatingchangestothepatient’sentirecareteam,includingfamilymembers.

PATIENT COMPLIANCE STILL INCONSISTENT
Involvingthepatientasanactivecontributortothecareplanhelpspromotepatientcompliancewiththe
plan–butnotallpatientswanttobeinvolvedintheplanningprocess.Patientswiththecapacityforfunc-
tionalimprovementorrestorativegains,aswellasthosewhomotivatedtoreversedeclininghealthorpar-
ticipateinaspecificprogram,aremostlikelytotakepartindevelopingtheirowncareplangoals.

Ontheotherendofthespectrumarenon-compliantpatients,afrequentconcernwithpatientswithanum-
berofcomorbidities.Inaddition,patientswithbehavioralorsubstanceabuseissuesmayresisttreatment

USING THE CARE PLAN



LONGITUDINAL CARE PLANS: DELIVERING ON THE PROMISE OF PATIENT-CENTERED CARE

DECEMBER 2015

43

foranynumberorreasons,includingconcernsaboutmedicationdependencyorsideeffects,alackoffamily
orsocialsupport,oranapatheticattitudetowardtreatment.

IMPLEMENTATION STILL DIFFICULT
Implementingtheappropriateworkflowswithintheorganizationsinvolvedinthecareplanningprocessisof
significantimportancetothesuccessofcoordinatedcare.Withoutacommonandwell-definedstandardfor
coordinatedcareplanningandtransportstandards,careplanswillremainlargelysiloedwithinprovideror-
ganizationsfortheforeseeablefuture.

Questionsregardingwhoisresponsibleforcreating,maintaining,monitoring,anddistributingcareplans
needtobeaddressedbeforeefficientcoordinationbetweenfacilitiesorhealthcarepractitionerscanoccur.
Regardlessofwhoischosen,itisessentialtoidentifysomeoneasthedesignatedleadforapatient’scoordi-
natedcareplantoensuretheprocessworkseffectivelyforthepatient.

Preparingcareplansinanelectronicformatincreasestheaccessibilityandusabilityofthedocumentbythe
patientandothercaregiverswithintheproviderorganization,includingindividualswhoarenotdirectmem-
bersofthepatient’scareteam.Electroniccareplans,especiallythoseinastandardizedformat,areeasierto
updateanddistribute,whichincreasesthelikelihoodthattheywillbeusedandfollowed.

Enhancing Coordinated Care in the Post-Acute Setting
Whilethereareseveralchallengesinvolvedinthepracticeofcoordinatedcareplanning,apositiveapproachcan
assistwith,andhopefullyimprove,thecareplanningprocess.Thesestepsinclude:

 > Designateresponsibilityforcoordinationandmaintenance.Whenupdatestoaplanaremade,
thereneedstobeasysteminplacetodistributetheupdatedcareplantothepatient’scare
teamandtothepatientsthemselves

 > Involvepatientsinallaspectsofthecareplanningprocesstoincreasesthelikelihoodof
compliancewiththerecommendedtreatments.Whenpossible,involvethefamily,patient
advocate,orprimarycaregiverintheplanningprocessaswell.

 > Communicatethepurposeofthecareplanandtheprocesswiththepatient.Preparethecare
planusinglanguagethatiseasytounderstand;useplainlanguageandavoidhealthcarejargon.

 >Makethecareplanavailableinaformatthatiseasilyaccessibletothepatient.Ensurethe
patienthasacopyoftheplanandaskhimorhertokeepacopyinaconvenientplace.

 > Askthepatientwhatissuesareimportantandreflectingthoseissuesthroughthepatientgoals.

 > Thinkbeyondtraditionaltreatments,includingfinancialresourcessuchaswelfareorfood
stamps,educationalresources,supportgroups,orsupportprogramssuchasMealsonWheels.

Technology for Post-Acute Settings

Inthepost-acutemarket,patientassessmentsystemswerebuiltwiththegoalofbeingabletocreatethefederally
mandatedMinimumDataSet(MDS).InpatientsystemsusedbyhospitalsandEHRsusedbyambulatoryproviders
donotincorporatetheMDS,astheyarebuilttogenerateaclinicalsummarydocumentcalledtheContinuityofCare
Document(CCD).TheMDSandCCDhavesimilaritiesbut,forthemostpart,arenotcompatibleintheirnative
state.Thispresentsaprobleminenablingthemeaningfulexchangeofpatientinformationamongproviders.Anad-
ditionalbarrieristhatmostlong-termpost-acutecare(LTPAC)facilitiesuseseveralelectronicsystemstodocu-
mentvariousactivities.
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TheresourcesneededtoeffectivelyintegratethesesystemsandtheEHRareoftennotavailable.Securelyex-
changingpatientdataacrossprovidersduringcaretransitionshasalsoproventobechallenging.Thisisbestaccom-
plishedthroughparticipationinahealthinformationexchange.Butagain,theincompatibilityofMDSandCCD
standintheway.

HIEshelpenterpriseandaffiliatedphysiciansmeetMUcriteriabyenablingdirectcommunicationwithotherpro-
viders,smalllabs,radiology,andotherservicesandcaresettings.Forpost-acutecare,HIEscanserveasanalterna-
tivetofaxmachinesandpapertoexchangedataanddocuments.Exchanginghealthinformationthroughasecure
networkisachievedbysendingclinicaldocumentationattachedtosecureemail.

Post-acutetermcarefacilityassessmenttoolsprovidethedataelementscapturedintheMDS(nursinghome)and
OASIS(homehealth)assessmenttools.Theabilitytoexchangepatientassessmentinformationwillrequiretheuse
ofstandardizedexchangeformats.

Conclusion 
Mostofthepost-acuteHCOswereviewedarestillintheearlystagesofintegration,havingundertakenmodest
stepstoenhancecarecoordinationandinformationsharingandmaketheorganizationalchangesneededtodeliver
relativelyseamlessservicesacrossthecontinuumforagivenepisodeofcare.Manyoftheactionstakentodateare
simplypatchesincaredelivery,though,andtheydon’tyetamounttotruesystems.TheHCOswiththemostad-
vancedoutlookonthisseemtobeaheadoftheirpeersmainlybecausetheyorganizedallpost-acuteassetsunder
onemanagementandgovernancesystemevenifmostofthesearestillaworkinprogress.OrganizingthehealthIT
assetsstilllagsconsiderablybehind.

Theessentialingredientsofeffectiveacuteandpost-acuteintegrationarecorporateleadership,physicianbuy-in,
integratedinformationandcase-managementsystems,soundqualityandoutcomemetrics,and,aboveall,financial
systemsthatalignincentivesacrossallentities.Mostcriticalforsuccessisthedevelopmentofsystemsthatpayfor
value,notvolume,byrewardingbothnear-termandlonger-termoutcomes.Healthcarereformembracesmanyof
theseelementsbyofferingnewtoolsandincentivesforinnovationandbestpracticeacrosstheacuteandpost-
acutecontinuumofcare.

CARE PLANS FOR BEHAVIORAL HEALTH

Behavioralhealth(BH)andphysicalhealth(PH)servicesaretypicallydeliveredbydifferentprovidersinseparate
settings,oftenwithlittlecoordinationorintegration.Thisfragmenteddeliveryofcarecanbeparticularlyproblem-
aticforindividualswithseriousmentalillness(SMI)becauseofbehavioralhealthneedsandoftensignificantphys-
icalhealthproblems.IndividualswithSMIareatgreaterriskofcomplexphysicalhealthproblems,mayfacemore
barriersinaccessingphysicalhealthcareand,onaverage,dieyoungerthanthoseindividualswithoutaserious
mentalillness.

Newhealthcaredeliverymodels,suchasACOsandhealthhomes,aswellaschangestohealthcarefinancing,may
enablemoreproviderstoincorporatepracticesthatincreasetheintegrationofphysicalandmentalhealthservic-
es,particularlytheintegrationofphysicalhealthintobehavioralhealthsettingstohelpaddresstheneedsofindi-
vidualswithSMI.

Do Examples of Integrated Physical and Behavioral Healthcare Exist? 
HealthhomesandtheProgramofAll-InclusiveCarefortheElderly(PACE)aimtointegratecareforthefullpatient.
ThesemodelsaredistinguishedfrommosthealthcaredeliveryintheU.S.bythepresenceofamultidisciplinary
teamthatsharesinformationandcollaboratestodeliveraholistic,coordinatedcareplan.
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Inthesemodels,themultidisciplinaryteamsharesthesamephysicalworkingspace.Shortoffullyintegratedmod-
els,providerscanaimtoincreasecommunicationacrossmultidisciplinaryprovidersinmultiplesettings.Behavioral
healthproviderscanadoptthesemodelsanddeliverincreasinglyintegratedcarebyincorporatinganumberofser-
vices,describedinthelistbelow.

Figure 7. Models of Integrated Physical and Behavioral Health Care
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Approaches to Integrated Behavioral Health
 > Minimal collaboration:Mentalhealthprovidersandprimarycareprovidersworkinseparate
facilities,useseparatesystems,andcommunicatesporadically.

 > Basic collaboration at a distance:Primarycareandbehavioralhealthprovidersuseseparate
systemsatseparatesitesbutcommunicateaboutsharedpatients,typicallybyphoneorletter.

 > Basic on-site collaboration:Mentalhealthandprimarycareprofessionalsuseseparatesystems
butsharethesamefacility.Proximityallowsformorecommunication,buteachprovider
remainsinhisorherownprofessionalculture.

 > Close collaboration in a partly integrated system:Mentalhealthprofessionalsandprimary
careproviderssharethesamefacilityandusesomecommonsystemsfortaskssuchas
appointmentschedulingormedicalrecords.Thereisasenseofbeingpartofalargerteamin
whicheachprofessionalappreciateshisorherroleinworkingtogethertotreatashared
patient.

 > Close collaboration in a fully integrated system:Thementalhealthproviderandprimarycare
providerworkonthesameteam.Thepatientexperiencesmentalhealthtreatmentaspartof
hisorherregularprimarycare.

SpecialtybehavioralhealthprovidersplayavitalroleinimprovingthehealthofindividualswithSMI.Inthecurrent
healthcaredeliveryenvironment,therewillbeincreasedopportunitiestoorganizeandpayforcarethatencom-
passesbehavioralhealthconcerns.Providerswhocanexpandtheircapacitytodelivermoreintegratedcarewill
effectivelypositionthemselvestoserveSMIconsumerswhomayalreadyhavegreaterconnectiontospecialtybe-
havioralhealthsettingsandprovidersthantoprimarycare.

The Future of Care Plans in Behavioral Health
Becauseoftheirfrequentinteractionandstrongrapportwithclients,behavioralhealthproviderscanidentifyand
addressphysicalhealthproblemsandconcernsfacingindividualswithSMI.Physicalhealthassessmentandscreen-
ing,carecoordinationandmanagement,andpatientengagementallprovideanopportunityforearlyidentification
andmonitoringofphysicalhealthproblems.Thetablebelowlistsideasfororganizationsthatwanttobetterincor-
poratebehavioralhealthintotheircoordinatedcareplans.
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Physical Health Assessments Care Coordination and Care 
Management

Patient Engagement and Peer 
Support

Log patient demographic and vital 
signs; if necessary 

Train care coordinators to engage 
with organizations serving mentally 
ill patients

Incorporate patient life goals into 
care plans

Screen patients for risk of developing 
comorbidities

Connect physical, behavioral health 
providers

Incorporate evidence-based 
interventions into care plans

Educate patients about preventive 
health (flu shots, mammograms)

Help patients develop self-
management goals

Identify appropriate, relevant 
wellness programs

Refer patients to community health 
and wellness programs

Refer patients without a PCP to 
providers accepting new patients

Make wellness resources available to 
clients within the care plan

Assess, monitor physical health 
indicators over time

Share abnormal health indicators 
with PCP

Partner with community 
organizations (YMCA, farmer’s 
markets)

Table 7: Aspects of Coordinated Care Plans That Address Behavioral Health

CONCLUSIONS

Thecoordinatedcareplanisacommonlyenvisionedtooltosupportcarecoordinationandcaremanagement,but
itisstillnotsomethingwidelyusedinpracticebyHCOs.MostHCOsarejustatapointofworkingmorecloselyto
integratecareplansacrossvarioussettingsofcare,especiallybetweentheacuteandoutpatientsettingswiththeir
ownorganization.IntegrationofcareplansfromothersettingswithintheHCO,especiallybehavioralhealthor-
post-acutecare,isstillverynascent.Instead,providerstodaysharecertaincareplandataelementsfromsettingto
setting;thisinformationtypicallyincludespatientdemographics,theresponsiblephysicianorclinician,aproblems
list,andalistofactivemedicationsasapartofaCCDdocument,dischargeplanningdocument,orotherclinical
summarydocument.

Follow-upinterventionsareoftenlisted,too,buttheyareoftennottiedtospecificgoalsthatareapartofacoordi-
natedcareplan.Otherbasicdataelementsofacareplan,includingriskfactorsorbarriersorpatientgoals,areoften
notincludedatall.Otherdifficultiestodevelopingacoordinatedcareplanstemfromthefactthatthepatient’s
“carenarrative”isstillcreatedbyphoneandfax,withinformationrelatedtothecoordinatedcareplancontainedin
freetextorunstructuredfields,whichforcessomelevelofmanualtransferfromonesystemtoanother.Untilallof
thedataelementsofacoordinatedcareplanarecapturedinastandardized,structuredelectronicformatwithin
individualprovidersettingsandreadilyexchangedacrosssettings,theconceptofacoordinatedcareplanwill
struggletoreachitspromisedpotential.

Theroleofpatientsandtheircaregiversinthecoordinatedcareplandevelopmentisalsolimited.Inmanycases,
theycannotevenaccesstheircoordinatedcareplanelectronicallyandinsteadreceiveapapercopy.Insomecases,
itisavailablethroughapatientportal,butthisisnotlikelytobeacommonpracticeforanothertwoorthreeyears.
Meanwhile,thelevelofinvolvementofpatientsandtheircaregiversindevelopingandupdatingtheircoordinated
careplanwilldependheavilyupontheprocessesandinfrastructureanHCOsetsup.Cooperationamongaffiliated
orpartneredproviderswhoarenotownedbytheHCOwillalsoinfluencetheadoptionofpracticesandpolicies
thatbetterincorporatethepatientintothecareplanningprocess.

GiventheprevalenceofEHRsintheambulatorysetting,thesesystemsareoftenthestartingplaceforHCOsimple-
mentingcoordinatedcareplans–butusingtemplate-drivencareplansembeddedinambulatoryEHRshaveseveral
keylimitations.AnumberofvendorshavesteppedintoofferasolutionormodulethatenablesanHCOtobegin
coordinatedcareplanimplementationacrosscaresettings.EvenambulatoryEHRvendorsarecreatingnewsolu-
tionstoaddressthisemergingneed,especiallywithHCOsthathavealargenumberofdifferentEHRvendors.

USING THE CARE PLAN



LONGITUDINAL CARE PLANS: DELIVERING ON THE PROMISE OF PATIENT-CENTERED CARE

DECEMBER 2015

47

Overthenextyearortwo,expecttoseerobustadoptionofcaremanagementvendorsolutionsthatutilizeele-
mentsofacareplanasakeypartoftheirworkflowforacareteam.Adoptionofthecoordinatedcareplanacross
multiplecaresettingswillstillbeverymucha“workinprogress”though;evenbasicfeaturessuchassending,re-
ceiving,andcompilingcareplandataelementswillremainlimited,aswillusingacoordinatedcareplaninpost-
acuteandbehavioralhealthsettings.

RECOMMENDATIONS FOR CARE PLANS USERS

Clinical Content Vendors
Prepare to create care plan content.Thismarketisnotquitethereyet.CaremanagementvendorsandHCOsalike
stillmustcobbletogethertheirownevidenced-basedcontentforcoordinatedcareplans.Evenifrobustdemand
forcareplancontentthatisrelevantforvarioussettingsislikelytwoorthreeyearsaway,clinicalcontentvendors
shouldbepreparedtoofferit.

Bring patient-generated data into care plans.Patientgoalsandconcernsarestilltreatedlargelyasstand-alone
itemsthatmayornotbeintegratedintothecoordinatedcareplanworkflow.Clinicalcontentvendorsneedtode-
finewhattypesofinterventionscanbelinkedtospecificpatientgoalsandunderstandhowpatientconcernsmight
impactcareplangoalsandinterventionsselectionandcompletion.

Keep tabs on emerging areas of clinical content.Thelistofspecificclinicaldataelementsthatshouldbeinacoor-
dinatedcareplanisstillverymuchaworkinprogress,butclinicalcontentvendorsneedtowatchforspecific,in-
depthtypesofcontentvendorsinemergingareassuchasnutrition.

Make plans meaningful to patients and their caregivers.Evenasclinicalcontentvendorscreateclinicallysound
careplancontentforHCOsoutsidetheinpatientsetting,theyneedtoensurethatthecontenttheydevelopalso
resonateswithpatientstodrivebettercompliancewithcareplaninterventions.

Physician Specialty Societies
Get involved.Physicianspecialtysocietiesneedtocreateformal,sustainableeffortsaroundthistopicratherthan
letindividualmembersorasmallgroupofinterestedmemberstackleclinicalcareplancontentonanad-hocbasis.

Create electronically available care plan templates.WiththeexceptionofASCO,thephysicianspecialtysocieties
ChilmarkResearchspokewithstillhavenotmakesubstantivestridestocreateelectronic,template-drivencare
plansthattheirmemberscanuseasastartingplaceorthatvendorsorthatproviderscanpossiblyincorporateinto
theirsolutions.Simplycreatingandupdatingevidence-basedguidelineswillbeinsufficienttomeetthisneedalone,
though.

Keep it short and sweet.Whilehavingacareplanthatmeetseverypossibleconceivableneedofpatientsandtheir
caregiversisanidealgoal,itcreatesahighhurdleforHCOstoactuallyadoptandputintopractice.Physicianspe-
cialtysocietiesneedtodeterminethebasicsetofstructureddataelementstheircoordinatedcareplansshould
containandwhatvariationstheyneedtomakeforthemostrelevantdiseasestatesorpatienttypes.

Finds creative ways to drive adoption.Evenifphysicianspecialtysocietiescreateelectronicallyavailablecareplan
templates,thelikelihoodthatmembers,HCOs,orvendorswilladoptandutilizethemisstillquitelow.Physician
specialtysocietiesmustdriveHCOadoptionwithoutsimplyimposingitassometypeofmaintenancerequirement
fortheirmembers.
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Care Management Vendors
Create access for patients and their caregivers.Itisalltoocommonforpatientsorcaregiverstoreceiveaprinted
copyofacoordinatedcareplanastheyaredischargedfromthehospital,SNF,orphysician’soffice.Theyneedelec-
tronicaccesstothecareplaninamethodandformatthatmeetstheirneeds.

Incorporate all relevant data.Withouttherightingredients,arecipewillnotwork.Coordinatedcareplansareno
different.NotonlydotheyneedtheprerequisiteclinicaldatafromEHRs(thecurrentindustrystandard),theyalso
needadditionaldataelementssuchasadjudicatedclaims,relevantclinicaldocuments,anddischargereports.Ad-
ditionaldatatypes(includingunstructureddata)willbelikelybenecessaryinafewyears–butjustgatheringthe
basicprerequisitedatatodayisalargeenoughchallenge.

Capture the “care narrative.”Careteammembersneedtobeabletoinitiateadiscussionamongthemselvesabout
variouselementsofthecareplaninmultipleways.Theyalsoneedtobeabletoincludepatients,caregivers,and
othersasnecessarytoparticipateinrelevantdiscussionswithinthescopeoftheapplicationthatcontainstheco-
ordinatedcareplan.SendinghundredsofDirectmessagesandalertstoemailinboxeseachweekwillnotscale.

Link care team performanceto organizational performance goals.HCOslooktotheirvendorstonotonlyhelp
themdeterminewhichmetricsarethemostmeaningfultomeasurecoordinatedcareplancomplianceandcare
teamperformancebutalsohowtolinkthesemeasurementstolargerorganizationaleffortstoimprovequality,
safety,patientsatisfaction,orefficiency.

Providers
Put governance in place first.Thisseemsstraightforward,butitisstillnotuncommonforHCOstohavethelead-
ershipofvariouscaresettingssiloed,especiallyforpost-acutesettings.Foracoordinatedcareplantotrulywork
acrosssettings,variousstakeholdersneedtobeabletocommunicateinsometypeofregularforumormeeting
aboutwhatinacoordinatedcareplanisworking,isnotworking,orneedstobeadjusted.Thisisespeciallytruefor
affiliatedproviders.

Assess organizational readiness.HCOshavetocarefullyconsideriftheyaretrulyreadytoimplementalongitudi-
nalcareplanaspartofabroaderprovider-ledcaremanagementprogram.TheHCOmaynothavetherequired
healthITinfrastructure,organizationalorpartnerassets,leadershipexpertise,orrequiredcapitaltohireandsus-
taintheclinicalandnon-clinicalpersonneltoadministertheprogram.Instead,itmaymakemoresensefortheHCO
toredeployexistingpersonnelandreengineeranexistingcarecoordinationworkflowprocesssuchasreferral
management,pre-admissionhospitalplanning,ordischargeplanning.

Set an enterprise-level focus.Acoordinatedcareplanmustexpandbeyondjusttheinpatientandambulatoryset-
tingstohaveatrueimpact.Thismeansaddingcaresettingsaswellasincorporatingcommunity-basedresourcesas
appropriateforparticularpatientpopulations.

Incorporate the needs and concerns of patients and their caregivers.Simplytransferringthehistoricalapproach
ofpayer-ledcaremanagementtoprovider-ledcaremanagement,andcontinuingtheemphasisonlabor-intensive
documentation,willonlyresultinmarginalimprovementstopatientadherencetothecareplan.HCOsneedtofig-
ureouthowtoincorporatepatientgoalsandconcernsintothecoordinatedcareplanandimplementthiswithinthe
workflowatvariouscaresettings.

Enable a coordinated care plan now.AplethoraofhealthITvendorsalready(orsoonwill)offersometypeofcoor-
dinatedcareplansolution,butnosinglesolutiononthemarkettodayorinthenearfuturewillenableacoordinated
careplantoworkseamlesslyacrossallclinicalsettings.Theconceptofanelectroniclongitudinalcareplanhasjust
startedtoemerge,andevenclarityonbasicissuessuchassendingandreceivingstructuredcareplandataele-
mentsarestillatleastayearortwoaway.Asaresult,HCOsneedtothinklongandhardaboutadoptingadditional
pointsolutionstomeetthisneedintheinterim.

USING THE CARE PLAN
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LIST OF ACRONYMS USED

Acronym Definition

AAFP AmericanAcademyofFamilyPhysicians

AAP AmericanAcademyofPediatrics

ACA PatientProtectionandAffordableCare
Act

ACC AmericanCollegeofCardiology

ADL ActivitiesofDailyLiving

API ApplicationProgrammingInterface

ASCO AmericanSocietyofClinicalOncology

BH BehavioralHealth

CCD ContinuityofCareDocument

CCM ChronicCareManagement

CMS Centers for Medicare and Medicaid
Services

CNIO ChiefNursingInformaticsOfficer

EHR ElectronicHealthRecord

FFS Fee-For-Service

FHIR Fast Healthcare Interoperability Re-
sources

HHA HomeHealthAgency

HHS DepartmentofHealthandHumanSer-
vices

Acronym Definition

HIE HealthInformationExchange

HITECH HealthInformationTechnologyforEco-
nomicandClinicalHealthAct

IDN IntegratedDeliveryNetwork

JHACO TheJointCommission

LPN LicensedPracticalNurse

LTPAC LongTermandPost-AcuteCare

MDS MinimumDataSet

MIPS Merit-basedIncentivePaymentSystem

MPI MasterPatient/ProviderIndex

MU MeaningfulUse

OASIS OutcomeandAssessmentInformation
Set

PCP PrimaryCarePhysician

PH PhysicalHealth

RN RegisteredNurse

SCP SurvivorshipCarePlan

S&I Standards&Interoperability

SMI SevereMentalIllness

SNF SkilledNursingFacility

Table 8: Acronyms Used in Report
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