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	caEHR Use Case

	Title
	Manage Multi-disciplinary Care 

Coordinate Co-management

	No.
	UC 0x.x (Manage Multi-disciplinary care) - V1-20100202(Draft).doc

	Scope
	caEHR
	Level
	LV 1

	Status
	In Drafting Process

	FP Cross Ref
	DC 1.7.4.1(?)

	Description
	Use case describes activities involved in the arrangement and operation of care in which more than one provider of similar level of service are sharing the management of care for a particular patient using a single eHR record.  The providers will exchange or will have access to all necessary information required to coordinate treatment, and any referrals or consultations that are necessary.


	Primary Actor
	Provider, Co-Provider,  Physician’s eHR system, Patient

	Other Actors
	

	Triggers
	TBD

	Preconditions
	Co-management arrangement has been deemed necessary by the primary physician

	Post  Conditions
	1. Referral has been processed
2. Receiving practice has scheduled the activity


	Exception Conditions
	

	Product of Value
	

	Reader Notes
	· Entails co-management for a patient with given diagnosis
· Secondary provider is external to the primary provider’s service. scope of practice or a designee such as a nurse practitioner, Physicians assistant, medical staff in training.
· Where applicable some roles may require information input (co-sign/authenticate) by a supervising physician.


Flow of Events
1. Provider has encounter with patient
2. Patient requires therapy that is managed jointly by multiple providers
3. (fill-in with DE team)
4. …
5. Patient sees medical oncologist for chemotherapy

6. The patient receives radiation every weekday except holidays for the planned duration

7. Lab work is done and lab results are received and entered into the system

8. lab values are reviewed prior to administration of chemotherapy

9. Cycle 1, day 1 radiation is administered.

10. Radiation therapist updates patient record with treatment details

11. Also on cycle 1, day 1 chemotherapy administered.
12. Chemotherapy nurse updates patient record with administration details

13. The patient returns per treatment plan for radiation treatments and lab tests.
14. On c1, d18 the radiation therapist enters progress note that patient is experiencing pain and inability to swallow.

15. Progress note is flagged to medical oncology for review of the identified problem
16. Patient is seen by medical oncologist  who initiates interventions to correct the problem
17. Treatment plan is modified and updated in patient record
ALTERNATE FLOW OF EVENTS

N002 – 
	Step
	Business Narrative

	x.1.1

x.1.2

x.2.1

x.2.2

x.2.3
	Mr. Horace Smoker, a 62-old single male seeks medical attention for a painful lump near his jaw.  The primary care physician refers the patient to a otolaryngologist (ENT-MD) who performs a diagnostic examination and finds a large fungating mass in the tonsil.  A biopsy confirms that the mass is squamous carcinoma.  The ENT-MD refers the patient to a medical oncologist who performs a consultation and confirms that the malignancy is stage-4.  The medical oncologist consults a radiation oncologist to coordinate combined modality therapy.  The radiation oncologist obtains images and background information.  The radiation therapist and medical oncologist communicate and align recommendations around a concurrent chemotherapy and radiation. The patient will be referred to dental to be assessed for dentition for interventional radiology. The dentist determines that the teeth are not restorable and will be scheduled for oral surgery after preoperative clearance by his primary care physician.  The primary care physician assesses preoperative risk and clears the patient to have anesthesia.  The oral surgeon schedules extractions and performs the total dental extraction procedure.  After a period of six weeks, the patient returns to the medical oncologist refers the patient for placement for a percutaneous gastrostomy (PEG tube).  The medical oncologist refers the patient to the social worker, who will assist the patient with transportation and an intermediate level of care status; a dietician who will advise on tube feedings. The radiation oncologist schedules a start date and communicates this back to the medical oncologist via the patient calendar.  Patient consent is obtained.  The medical oncologist orders the treatment to be delivered on a particular date. The patient arrives on Monday for scheduled treatment. Lab tests are done.  The patient is given radiation in the radiation suite and spends the remainder of the day in the chemotherapy suite starting the first cycle.  The patient will receive a cycle of chemotherapy on day one and delivered every 21 days.  The patient returns each day that week for additional radiation treatments.  The patient has blood counts repeated weekly and daily radiation treatment on weekdays for two subsequent weeks. On cycle one, day 18, the patient is assessed for weight loss, intractable pain and inability to swallow.  Based on this information the medical oncologist arranges for the patient to come to the observation unit.  The patient is directed to the medical oncologist who advises admission for pain control and re-hydration.

The note is recorded by the radiation therapist and flagged to the medical oncologist.  day following his initial chemotherapy (day 1, cycle 2), the patient receives continual weekly radiation.   The blood lab tests on day 21 revealed high levels of creatinine, resulting in chemotherapy treatment to be held for two days while the patient is being re-hydrated with intravenous fluids.   The patient reports having extreme pain and unable to swallow liquids and the information is relayed to the oncologist.  
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