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	Proposed Editor
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	version 0.1 



	Domain
	Patient Care Coordination 



	The Problem
	<Summarize the integration problem. What doesn’t work, or what needs to work.>

	Today, clinical documentation by nursing represent one of the largest gaps of data required for inpatient care which includes the documentation of the complexity of patient conditions, and the time, depth, and costs of services performed by professional nurses. According to Welton, Zone-Smith, and Fischer (2006)”Hospital nursing care is invisible at the policy and payment levels of the health care system as no independent nursing data exist.” For example: Assessments, Plans of Care, Clinical Pathways/Guidelines, Discharge Summary, Consultation & Transfers, Continuity of Care Referrals, and other formats used to communicate patient condition and status.

Currently, the federal government’s policy is to promote the highest quality of care at the lowest cost. The Office of Management & Budget has stated the current models of care are not aligned with the objective to provide the right care to the right patient at the right time. Currently, nursing care consumes 30% of the total hospital operating budget (Kane & Siegrist, 2002). And, experts anticipated the percentage will increase as of October 2008 when the Centers for Medicare and Medicaid Services (CMS) will no longer  pay for nine “reasonable preventable” patient care conditions for which nurses have a major care responsibility such as injuries from patient falls, pressure sores, urinary-tract infections, etc. 




	Key Use Case
	<Describe a short use case scenario from the user perspective.  The use case should demonstrate the integration/workflow problem.  Feel free to add a second use case scenario demonstrating how it “should” work.  Try to indicate the people/systems, the tasks they are doing, the information they need, and hopefully where the information should come from.>

	Step 1:  A patient presents to the Coronary Care Unit with a high risk of infections related to post-cardiac surgery. The patient had Coronary Artery Bypass Graft (CABG x 3) with incisions present at sternum, left and right saphenous veins. The incisions are well-approximated with no redness, drainage, swelling or foul odor. VS stable: temp at 0800 is 99.4F, lungs clear on auscultation; respiratory rate: 20, on O2 4L/min Nasal Cannula. The clinical documentation of a patient assessment for the continuity of patient care between shifts and health professionals is oral or hand written. At present, there is no systematic care information integration. The information needed is the plan of care, the response to the plan, and the clinical documentation of the health information exchange. 
Proposed Flow if profile implemented:
Step 2:  The coded, concept-based, information technology nursing terminology for documenting the clinical care in electronic health records between shifts and all patient care settings is sent to the organization’s healthcare information system database for retrieval from two geographically separated locations and /or two separate healthcare information system to demonstrate CCD interoperability with coded patient assessment and care content. 




	Standards & Systems
	<List existing systems that are/could be involved in the problem/solution.  If known, list standards which might be relevant to the solution>

	HL7 Version 3, CDA Release 2, Continuity of Care Document
Clinical Care Classification (CCC) System




	Discussion
	<If possible, indicate why IHE would be a good venue to solve the problem and what you think IHE should do to solve it.>

	The fundamental building block of any high-performance health system is reliable information about the effectiveness of care (O’Kane, et.al, 2008). IHE / HIMSS is the right venue to extend the quality accountability framework by demonstrating a point of care documentation method for health information exchange and transmit nursing data. The nursing profession through the American Nurses Association (ANA) has long recognized the need for quantitative evidence to measure the relationship of clinical documentation to the impact on patient care, and supply a scientific foundation for evidenced-based practice. Recently, government, nurses and healthcare providers have begun to recognize the tremendous value and importance of advancing the use of healthcare information systems. Without question, the issues of quality and the appropriate cost-effective use of resources have become focal concerns for patients and healthcare providers alike. There is an immediate need for nursing to connect health professionals with electronic clinical documentation which is one of the largest gaps of data in inpatient care e.g. assessments to communicate patient condition and status.

With the adoption of the Clinical Care Classification (CCC) System as the first National Terminology Standard for Nursing by the Department of Health and Human Services, vendors have the ability to modify clinical systems to collect clinical documentation data with specificity to determine productivity (workload), resources (staffing), and outcomes as well as the cost for nursing service and enable vendors to support healthcare organizations in accessing their own quality and outcome data.
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