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Comprehensive Shared Care Plan
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Objectives for this session are that participants will:
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The Goal:
Comprehensive Shared Care Plan (CSCP)

In 2016 representatives from the US Department of Health

and Human Services outlined a vision for the future of |nf(|;|fr‘::?ion . ’S*t“gknsh'(f&/
multidisciplinary shared care planning, recognizing that poor Technology srenorer

individual health outcomes may evolve from social inequities;

thereby cascading into public socioeconomic burdens. The Interoperable [V SRR
proposed comprehensive shared care plan (CSCP) aims to | fHealts « Timely
use health information technology to align key stakeholders nEfcr}:T;?,g'Zn o Actionable

via the interoperable exchange of meaningful, timely, and
actionable patient care information that can be shared
betw id d setti Perh ti rtant] Shared between
etween providers and settings. Perhaps most importantly, SetEm e

the national vision for a CSCP is one that is holistic, places settings
the individual at the center of care, and includes information
about community-based needs and services over time
(Baker et al., 2016, May 18).

Baker, A., Cronin, K., Conway, P., DeSalvo, K., Rajkumar, R., & Press, M. (2016, May 18). Making

the Comprehensive Shared Care Plan a Reality. Accessed September 30, 2016. Retrieved from
http://catalyst.nejm.org/making-the-comprehensive-shared-care-plan-a-reality/
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http://catalyst.nejm.org/making-the-comprehensive-shared-care-plan-a-reality/

assessment diagnosis planning implementation evaluation

The Nursing Process

Assessment

An RN uses a systematic, dynamic way to collect and analyze data about a client, the first step in delivering nursing care.
Assessment includes not only physiological data, but also psychological, sociocultural, spiritual, economic, and life-style
factors as well. That is, it includes social and behavioral determinants of health.

Diagnosis
The nursing diagnosis is the nurse’s clinical judgment about the client’s response to actual or potential health conditions
or needs. In an era of electronic medical records, how do we move from assessment to identification of health concerns?

Outcomes / Planning

Based on the assessment and diagnosis, the nurse sets measurable and achievable short- and long-range goals
Assessment data, diagnosis, and goals are written in the patient’s care plan so that nurses as well as other health
professionals caring for the patient have access to it.

The American Nursing Association definition from https://www.nursingworld.org/practice-policy/workforce/what-is-
nursing/the-nursing-process/



https://www.nursingworld.org/practice-policy/workforce/what-is-nursing/the-nursing-process/

What is the evidence for nursing's
role in incorporating social
determinants into shared care plans?
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Our Conclusions about SDOH and CSCP

Themes included:

the need to integrate
health and social sectors;

interoperability;

standardizing ontologies
and interventions;

process implementation;

professional “tribalism”;
and

patient-centeredness.

There is an emerging interest in bridging the
gap between health and social service sectors.

Standardized ontologies and theoretical
definitions need to be developed to facilitate
communication, indexing, and data retrieval.

We identified a gap in the literature that
indicates that foundational work will be
required to guide the development of a CSCP
that includes SDH that can be shared across
settings.

The lack of studies published in the US
suggest this is a critical area for future
research and funding.



Assessment of SDOH
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EXHIBIT 1

Catepories of data related to individual-level social determinants of health across three
COMMON SOUrces

Category

Source

GEMERALLY COLLECTED IN ELECTROMIC HEALTH RECORDS

Race/ethnicity

Tobacco use

Alcohol use

Primary language
Veteran status

Health insurance
Depression

Address

SAFETY ISSUES

Intimate partner violence
FINANCIAL ISSUES
Financial strain (including food insecurity)
Transportation needs
Housing insecurity
Housing quality
Employment status
Income

Utility needs
BEHAVIORAL HEALTH
Stress

Social isolation

Physical activity

OTHER DEMOGRAPHIC CHARACTERISTICS
Education level

Migrant worker status
History of incarceration
Refugee status

Family size

IOM reports; PRAPARE
IOM reports

IOM reports

PRAPARE

PRAPARE

PRAPARE

IOM reports

IOM reports; PRAPARE

IOM reports; PRAPARE; AHCS

IOM reports; PRAPARE; AHCS
PRAPARE: AHCS

PRAPARE; AHCS

AHCS

PRAPARE

PRAPARE

AHCS

IOM reports; PRAPARE
IOM reports; PRAPARE
IOM reports

IOM reports; PRAPARE
PRAPARE
PRAPARE
PRAFARE
PRAPARE

source Authors’ analysis of data from the sources described below, wores "I0OM reports” are the
Institute of Medicine reports in notes 13 and 14 in text. “PRAPARE" is Protocal for Responding to and
Assessing Patients' Assets, Risks, and Experiences (see note 15 in text). "AHCS" is Accountable
Health Communities Screening Tool (see note 16 in text).


http://www.nachc.org/research-and-data/prapare/
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© 2016. National Association of Community Health Centers, Inc., Association of Asian Pacific Community Health Organizations, © 2016: National Association of Community Health C'E"t_l!"ﬁr "'_E-.- Association of Asian Pacific Community Health Organizations,
and Oregon Primary Care Association. PRAPARE is proprietary informiation of NACHC and its partners. All rights reserved, and Oregon Primary Care Association, PRAPARE is proprietary information of NACHC and its partners, All l‘iﬂ1!:=- reserved.

For more information about this tool, pleasa visit gur website at www nache org/PRApARE or contact us at mijester@nachc.org.  For more information about this tool, please visit our website at www.nache.org ‘PRAPARE or contact us at mjester@nachc.org
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Patient
Centered
Assessment
Method
PCAM

wWww.pcamonline.org

Administered by nurse

as part of assessment

12 items

4 domains:

* Health & wellbeing

e Social environment

e Health literacy &
communication

e Service
coordination

4 levels of severity

Leads to action

Patient Centred Assessment 1D

Method (PCAM)

Vs1.2 June 2013

Date:

Nurse/Clinician:

__J20_ _

Instructions: Use this assessment as a guide, ask questions in your own
words during the consultation to help you answer each question. Circle
one option in each section to reflect the level of complexity relating to

I this client. To be completed either during or after the consultation.

4, | How would you rate their financial resources? (indude ability to afford all required medical care)

Financially securs,
resources adequate. No
identified problems.

Financially secure, some
resource challenges

Financially insecure, some
resource challenges

Financially insecure, very
few resources, immediate
challenges

Health and Well-being

Health literacy and communication

.

Thinking about your client’s physical health needs, are there any symptoms or problems (risk indicators) you
are unsure about that require further investigation?

1. | How well does the client now understand their health and well-being (symptoms, signs or risk factors) and what
they need to do to manage their health?

Mo identified areas of
uncertainty or problems
already being investigated

Mild vague physical
symptoms ot problems; but
do not impact on daily life
or are not of concern to
client

Mod to severe symptoms or
problems that impact on
daily life

Severe symptoms or
problems that cause
significant impact on daily
life

Reasonable to good
understanding and already
engages in managing
health or is willing to
undertake better
management

Reasonable to good
understanding but do not
feel able to engage with

advice at this time

Little understanding which
impacts on their ability to
undertake better
management

Poor understanding with
cignificant impact on ability
to manage health

2. | Are the dient’s physica

health problems impacting

on their mental well-being?

2. | How well do you think your ciient can engage in healthcare discussions? (Barriers indude language, deafness,
concentration)

aphasia, alcohol or drug

problems, learning difficulties,

No identified areas of
COMNCEIM

Mild impact on mental well-
being e.g. "feeling fed-up”,
"reduced enjoyment”

Moderate to severs impact
upon mental well-being and
preventing enjoyment of
usual activities

Severe impact upon mental
well-being and preventing
engagement with usual
activities

Clear and open
communication, no
identified barriers

Adequate communication,
with or without minor
barriers

Some difficulties in
communication with or
without moderate barriers

Serious difficulties in
communication, with severe
barriers

3. | Are there any problems with your client’s lifestyle behaviours (alcohol, drugs, diet,
an physical or mental well-being?

exercise) that are impacting

Service Coordination

No identified areas of
COMCEM

Some mild concern of
potential negative impact
on well-being

Mod to severs impact on
client’s well-being,
preventing enjoyment of
usual activities

Severe impact on client’s
well-being with additional
potential impact on others

1. ‘ Do other services need to be involved to help this client?

4. | Do you have any other concerns about your client’s mental well-being? How would you rate their severity

and impact on the dient?

Other care/services not
required at this time

Other carefservices in place
and adequate

Other carefssrvices in place
but not sufficient

Other carefservices not in
place and required

No identified areas of
COMCEM

Mild problems- don't
interfere with function

Mod to severe problems
that interfere with function

Severe problems impairing
most daily functions

2

Are services involved with this client well coordinated?

Social Environment

All required care/services in
place and well coordinated

Required care/services in
place and adequately
coordinated

Required care/services in
place with some
coordination barriers

1. | How would you rate their home environment in terms of safety and stability? (including domestic violence,

insecure tenancy, neighbour harassment)

Active monitoring

Plan Action

Consistently safe,
supportive, stable. No
identified problems.

Safe, stable, but with some
inconsistency

Safety/stability questionable

Unsafe and unstable

Required care/services
missing and/or fragmented

What action is required?

Who needs to be involved?

Barriers bo action?

What action will be taken?

2. | How do daily activities impact on the dient’s well-bei

caring or other)

ing? (include current or anticipated unemployment, work,

Mo identified problems or
perceived positive benefits

Some general
dissatisfaction but no
concem

Contributes to low mood or
stress at times

Severe impact on poor
mental well-being

3. | How would you rate their social network (family, wo

rk, friends)?

Good participation with
social networks

Adequate participation with
social networks

Restricted participation with
some degree of sodial
izolation

Little participation, lonely
and secially isolated

Notes:

& Maxwell , Hibberd, Pratt, Peek and Baird 2013 FCAM may not be copied or shared with amy third party without

inclusion of this copyright declaration. There are no license costs for the use of PCAM and the developers are committed

to PCAM being freely available to use. www.pcamonline.org


http://www.pcamonline.org/

Addressing informational and
clinical workflow



Where we started

* Primary care practice had a part-time care coordinator who managed
adherence to diabetes guidelines

 We automated notification of discharges by sending a care transitions
alert to the care coordinator, who made an outreach call

e After the call, the nurse completed the PCAM assessment
d WWW.pcamonIine.org

e To get discrete results into the EHR, the nurse entered the response
to each question (1-4) in a lab test


http://www.pcamonline.org/

Problems we encountered

* Nurse uncomfortable dealing with behavioral health issues
* No experience setting out interventions for social determinants
* The lab limited the number of characters in the question to 50

* The biggest problem was that completing the tool added no value to
the nurse and took multiple steps that didn’t help her to interpret the
results



So we developed a web-based app: the ePCAM

* This allowed the nurse to copy and paste the problems that were
scored above level three into her Transitions of Care Note

e The note included the results of the PCAM, but discrete data was
replaced with nonsense when the lab was transmitted electronically
as a continuity of care document (CCD) our regional health
information exchange organization

* This was a big step forward and we eventually had the nurse adding
the problems to the care plan in the EHR

e But we still didn’t help her to interpret the results



From Assessment Tool to Clinical Decision
Support and incorporation into CSCP

es |
Health and Wl being http://nursent5.nurse.buffalo.edu:1337/#!/

1. Thanking about your client's physical health needs, are there any symploms or problems (nsk ndicalors) you are unsure about that require further investigaton?

e areas of priainty or Mild vague physical symptoms or Moderate to severe sympboms or Severa symptoms or problems that N e W fe a t u re S
problems already baing investigatad problems; but do not impact an daily problams that impact on dad ity life: cause significant impact on daily | ifer
e inclusion of results
2, Are the client's physical health problems impacting on their mental well-being?

.
| New care plan section
Mo identified areas of concern Mild impact on mental well-being & g Moderate bo severe impact upon Severe impact upon mental well-

“faeling fed-up”, “reducad anjoyment” mental well-being and praventing baing and preventing engagemeant

smen ottt s it Revised text for problem statements

3. Are there with you style bel lcohol, drugs, diet, exercise) that are impacting on physical or mental well-being?
e
Mo identified areas of concern Some pol Moderate to severs impact on chent's Severe impact on client's well-being . ) .
sgaive impact on welkb Lbeing, preventing enjoyment of it addiional ot il impact W t”d th f d t dt t tt th
e e etbany g ettt e e St on ave a way 10r discrete data to get to tne
4, zwl.l have any ether concems about your clien?s mental well-being? How woulkd you rate their seventy and smpact on the client? E H R exc e pt by m a n u a I e nt ry

Mild problems. don't interfere with Moderate o severe problems. that Severe problems impairing most daily
function interfere with function functions

https://ub.hosted.panopto.com/Panopto/Pages/Viewer.aspx?id=57dbb38c-88aa-45ad-b465-a8f80134226b



http://nursent5.nurse.buffalo.edu:1337/#!/
https://ub.hosted.panopto.com/Panopto/Pages/Viewer.aspx?id=57dbb38c-88aa-45ad-b465-a8f80134226b

Making the care plan
interoperable

Adding LOINC codes that could be included in the health level seven consolidated
document architecture release 2 care plan HL7 CDA-r2 care plan



C-CDA Care Plan Document based on PCAM Assessment
HAS COMPONENT T Tp—— Adapted with permission from
Matney, S., Dolin, G., Buhl, L., &
Sheide, A. (2016).
Health . )
. Communicating nursing care
Concern: Patient Goals: ino the health | |
s : : usin e hea evel seven
1. CareTransition K peeepstol 1- Stayin home Evaluation/Outcomes &"
from acute withsocial | Secti consolidated document
hospital support \ ection architecture release 2 care plan.
= :::i:ﬂr Goals Evaluation: Computers Informatics Nursing,
coordination 1. Servicesin place- 34(3), 128-136. doi:DOI:
o 10.1097/CIN.000000000000214
™ | 2. Functional in home
E setting - met
REFERSTO  REFERSTO E
sedilail Interventions Health Stat
. = ea atus
1. I'\!ee.d services 1. ReferraltoPCS | A Outcome:
2. Limited health G .
lit 2. F/U PCP visit J‘M‘ 1. Safe in home
iteracy
3. PCAM items >3 2. Improved
health literacy




PANEL HIERARCHY (view this panel in the LForms
viewer)

LOINC# LOINC Name R/O/C CardinalityEx. UCUM Un
83331-9 Patient Centered Assessment Method panel
[PCAM]

83329-3 Health and well-being panel [PCAM]

83328-5 Thinking about your client's physical health
needs, are there any symptoms or problems (risk
indicators) you are unsure about that require further
investigation?

83330-1 Are the client's physical health problems
impacting on their mental wellbeing?

83332-7 Are there any problems with your client's
lifestyle behaviors (alcohol, drugs, diet, exercise) that
are impacting on physical or mental well-being?
83333-5 Do you have any other concerns about your
client's mental well-being — how would you rate their
severity and impact on the client?

83334-3 Social environmental panel [PCAM]

83322-8 How would you rate their home environment
in terms of safety and stability

(including domestic violence, insecure housing,
neighbor harassment)?

83323-6 How do daily activities impact on the client's
well-being (include current or anticipated
unemployment, work, caregiving, access to
transportation or other)?

83324-4 How would you rate their social network
(family, work, friends)?

83335-0 How would you rate their financial
resources (including ability to afford all required
medical care)?

83336-8 Health literacy and communication panel
[PCAM]

83337-6 How well does the client now
understand their health and well-being
(symptoms, signs or risk factors) and what they
need to do to manage their health?

83338-4 How well do you think your client can
engage in healthcare discussions (barriers
include language, deafness, aphasia, alcohol or
drug problems, learning difficulties,
concentration)?

83339-2 Service coordination panel [PCAM]

83340-0 Do other services need to be involved
to help this client?

83341-8 Are current services involved with this
client well-coordinated (include coordination with
other services you are now recommending)?

83344-2 What action is required [PCAM]
83343-4 Who needs to be involved [PCAM]
83342-6 Barriers to action [PCAM]
83345-9 What action will be taken [PCAM]



Sorting through output and creating a care
plan

Responses are divided into 4 categories:
1. Act Now

2. Plan Action

3. Active Monitoring

4. Usual Care: Patient Strengths

Care Plan

83344-2 What action is required [PCAM]
83343-4 Who needs to be involved [PCAM]
83342-6 Barriers to action [PCAM]
83345-9 What action will be taken [PCAM]



83328-5 Physical health needs that require further investigation [PCAM]

NAME
Fully-Specified Name: Component Property Time System  Scale Method
Physical health needs that require further Find Pt "Patient Ord PCAM
mvestigation
Long Common Name: Physical health needs that require further mvestigation [PCAM]
BASIC ATTRIBUTES
Class/Type: SURVEY .GNHLTH/Survey
Order vs. Obs.: Observation
Status: Active
NORMATIVE ANSWER LIST (LLL4189-8)
SEQ¢ Answer Answer ID
1 No 1dentified areas of uncertainty or problems already being mvestigated LA26851-§
2 Mild vague physical symptoms or problems: but do not impact on daily life or are not of concern to client LA26852-¢
3 Mod to severe symptoms or problems that impact on daily life LA26853-4
4 Severe symptoms or problems that cause significant impact on daily life LA26854-2
SURVEY QUESTION
Text: Thinking about your client's physical health needs. are there any symptoms or problems (risk indicators) you

are unsure about that require further investigation?
Source: PCAM Health and Well-being. 1

MEMBER OF THESE PANELS



Patient Centered Assessment Method Qualitative

TECHNICAL BRIEF

Source: Patient Centered Assessment Method (PCAM). URL: PCAM Assessor Guide

83344-2 What action is required [PCAM]
NAME
Fully-Specified Name: Component
What action 1s required
Long Common Name: What action 1s required [PCAM]
BASIC ATTRIBUTES
Class/Type: SURVEY .GNHLTH/Survey
Order vs. Obs.: Observation
Status: Active
MEMBER OF THESE PANELS
83331-9 Patient Centered Assessment Method panel [PCAM]
RELATED NAMES
Impression Interpretation
Impression/interpretation of study Narrative
Impressions Patient Centered Assessment Method

Interp Point in time

Property Time System

Imp

Pt "Patient
Random
Report
SURVEY.GNHLTH

Scale
Nar

Method
PCAM



Conclusion

 We met with major challenges at every step for a very simple set of
guestions about social determinants

* Information on the ePCAM care plan aligns with the health concerns,
observations, interventions used in the C-CDA R2 care plan

e LOINC codes are a big step forward, but we have a long way to get
SBDH into the HL7 C-CDA R2 care plan as a CSCP,

* Making the assessment useful for the nurse and incorporating it into
an CSCP and is still ongoing
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