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Environmental Landscape Review of AHRQ/NIDDK e-Care Plan-Related Projects

Introduction
Patient-centered care plans are used in a variety of primary care, specialty care, and community care settings. Care plan elements, formats, and usage varies greatly. Care plans can be paper-based or electronic. In order to maximize care plan use, especially in caring for people with multiple chronic conditions (MCC), care plans must be standardized and easily transferrable across the healthcare team (including patients). Yet, even when care plans are electronic, they seldom employ standards to enable interoperability across settings. The Agency for Healthcare Research and Quality (AHRQ), and the National Institute for Diabetes and Digestive and Kidney Diseases (NIDDK) aim to build an electronic (e)-care plan application that will help improve care coordination for people with MCC across clinical and community settings. This document reviews the landscape of past and current care plan, and care plan-related, initiatives that are useful to consider when designing an e-care plan for people with MCC. The information in this guide is based on available vendor information up to 2019, as well as independent consultations with various project leads. 
Prominent projects in care plan interoperability are discussed in this paper, including:
· The Pharmacist e-Care Plan (PeCP) Initiative 
· The Social Interventions Research and Evaluation Network (SIREN) Gravity Project
· ONC/CMS Electronic Longitudinal Services and Support (eLTSS) Project 
· National Institute of Diabetes and Digestive and Kidney Disease/National Kidney Disease Education Program Chronic Kidney Disease e-Care Plan 
· Post-Acute Care Interoperability (PACIO) Project 
· SAMHSA Omnibus Care Plan 
Comparison tables are provided for these projects, and other related projects, that are meaningful to interoperable care planning. 
Pharmacist e-Care Plan (PeCP) Initiative
The Pharmacist e-Care Plan (PeCP) Initiative is a collaborative project to develop a standardized electronic care plan that captures medication management information based on templates from HL7 Implementation Guide for C-CDA Release 2.1: Consolidated CDA for Clinical Notes and FHIR profiles based on the US Core specification. This project provides a framework for how the comprehensive eCare Plan can generate appropriate pharmacist-facing dashboards and coordinate care between pharmacists and health providers in other areas of primary care. The PeCP itself is static and represents an instance in time, however it is intended to be used in dynamic patient-centered environments. Therefore, it contains information on the patient, pharmacist and care team's concerns and goals related to medication optimization. The care plan also contains information related to individual health and social risks that may impact care, planned interventions, expected outcomes, and referrals to other providers or for additional services e.g., nutrition consultation or diagnostic laboratory studies.
The electronic care plans created through this initiative have been implemented through Community Care of North Carolina (CCNC) and Community Pharmacy Enhanced Services Network (CPESN). To date, over 2,000 e-care plans have been submitted and utilized. These interoperable plans will be used to support informed, shared decision-making between providers, patients and the full care support team. 

SIREN Gravity Project
The Gravity Project from the Social Interventions Research and Evaluation Network (SIREN) is a national collaborative to harmonize documentation around social determinants of health (SDOH) data in EHR systems. This project has a specific focus on food security, housing stability & quality, and transportation access. The objectives of the Gravity Project are to:
1) Develop use cases to support documentation of specific social domains across enrollment, screening, diagnosis, treatment, and population health management activities within EHR and related systems.
2) Identify common data elements and their associated value sets to support the uses cases.
3) Develop a consensus-based set of recommendations on how best to capture and group these data elements for interoperable electronic exchange and aggregation.
4) Initiate creation of a HL7 Fast Health Interoperability Resource (FHIR) Implementation Guide based on the defined use cases and associated data sets.
Between March 2019 and September 2019, the Gravity Project set out to come to a consensus on an SDH persona development, use case development and consensus, food insecurity data and value sets, housing instability data and value sets, and transportation access data and value sets. Between October 2019 and December 2019, the Gravity Project working groups will attempt to develop a report with terminology and coding harmonization recommendations. 
ONC/CMS Electronic Longitudinal Services and Supports (eLTSS) Plan Project
	The Office of the National Coordinator for Health Information and Technology (ONC) and the Centers for Medicare and Medicaid Services (CMS) partnership set out to develop an eLTSS Plan that would be a structured, longitudinal person-centered service plan that can be exchanged electronically across multiple community-based LTSS settings, institutional settings (e.g. hospital, primary care office, nursing home) and with beneficiaries and payers. This project was intended to benefit communities’ long-term supports and services for a healthy, safe, and independent life. The ONC/CMS eLTSS Project approached this goal by meeting two key objectives:
1) Identify components or data elements needed for the electronic creation, sharing, and exchange of person-centered services plans by health care and community-based social service providers, payers, and the individuals they serve.
2) Field test these data elements within participating organizations’ systems. Information captured using the eLTSS dataset supports many of the person-centered planning requirements outlined in the CMS Home and Community-Based Services (HCBS) 1915 (c) Waiver Final Rule (requirements for Medicaid authorities who provide HCBS).

The eLTSS Project defined 56 core elements to the service plan. In addition, the eLTSS data sets were piloted in clinical sites between October 2015 and April 2016. This project has published lessons learned from pilot sites during implementation periods that would be useful to consider when implementing the AHRQ/NIDDK e-care plan. As of September 2019, the ONC/CMS eLTSS Project was attempting to test a FHIR implementation guide at the HL7 September Connectathon in Atlanta on the 14th and 15th of September. In addition, the project is looking to test the FHIR implementation guide in clinical pilot sites. 
NIDDK CKD e-Care Plan
To address challenges with the transfer of health information for patients with chronic kidney disease (CKD), the National Kidney Disease Education Program convened clinicians, informaticists, patients with CKD and other key stakeholders as a CKD Care Plan Working Group to identify the CKD-related elements that should be included in a comprehensive electronic care plan template. Based on expert opinion, Working Group members initially identified a comprehensive list of data elements relevant to the care of individuals with CKD who are not receiving renal replacement therapy. To address competing attributes of brevity and comprehensiveness, the Working Group members prioritized the data elements into a minimum data set (deemed essential for all care providers) as well as priority A and B items that may only be necessary in certain contexts. 
Following principals from user-centered design, an approach often employed in software development, Working Group members developed personas and scenarios to guide identification and prioritization of data elements. To ensure the patient perspective was adequately captured in both data element identification and prioritization, the Working Group conducted interviews with patients with CKD to better understand what data elements patients want to be able to access directly, and what data elements they feel should be provided to their clinicians. Once data elements were identified and prioritized, the Working Group searched existing data standards, including LOINC, SNOMED-CT, ICD-10, CPT, and RxNorm (for medications), to identify codes for each included data element. For data elements with no existing codes, the Working Group partnered with the Regenstrief Institute to develop new LOINC codes. 
For additional information on the CKD eCare Plan work, visit: https://www.niddk.nih.gov/health-information/communication-programs/nkdep/working-groups/health-information-technology/development-electronic-ckd-care-plan  
Post-Acute Care Interoperability (PACIO) Project
The MITRE Corporation and CMS-backed PACIO Project was launched in February 2019 to facilitate health information exchange between post-acute care providers, patients, and other key stakeholders across the health care continuum. The project will use a consensus-based approach to develop use cases for implementation, build a PAC/Data Element Library common data set for use with an FHIR API, publish a PAC on FHIR implementation guide, and make resources and project materials publicly available through free and open-sourced channels. As of September 2019, the PACIO Project is continuing to fix defects and test syntax, semantic function, and integration testing for its FHIR implementation guide. This will be an important project to follow and consider due to the data set development activities for post-acute care and care coordination that can be directly applicable to patients with multiple chronic conditions. 

SAMHSA Omnibus Care Plan
The Omnibus Care Plan is a patient-entered, standard-based, single-source care plan management system available in one place to both the patient and the patient's Care Team. It is a preferred method of documenting the relevant care plan and treatment information across care teams and with patients. The Omnibus Care Plan web application includes patient engagement and referral capabilities as well as a care plan using Veterans Administration-defined clinical pathways for opioid management and suicide prevention.
All information is entered into the application by the care team. The Omnibus Care Plan provides a patient care plan that allows providers to view a consolidated “care-plan-of-care-plans.” It provides a real-time integrated view of an individual care plan and all associated information, including structured and narrative information. It is not specific to behavioral health but it is intended to contain all the care plans applicable to a patient.
The Omnibus Care Plan application consists of multiple modules. It includes an Appointments module, Assessments and Screenings, Care Coordination, Care Plan, Infrastructure, Patient Registration and Management, and User Management Authorization and Authentication. It includes the Consent2Share data segmentation and consent management application. For more information and resources: https://github.com/osehra-ocp/omnibus-care-plan 
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