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Section 2.2 Utilize – Effective Use

Continuity of Care Document
Continuity of care documents (CCD) provide standard content and a structure for the exchange of health information. It provides for safe and appropriate patient care. Understanding CCD will help prepare you to exchange information with other health care organizations.
Health care organizations have significant interest in being able to electronically exchange a consistent and easy-to-compile set of information about a patient across the continuum of care. Examples include:

· Primary care provider sending a referral letter about a patient to a specialist

· Specialist providing consultation information about a patient back to primary care provider

· Provider (physician or hospital) sending transfer information for a patient when discharged to a nursing home or home health agency

· Provider supplying a patient with information for the patient’s personal health record (PHR)
· Patient supplying information from the PHR to the provider

· Provider completing the myriad of forms requested by patients for school, camp, military service, life insurance, and other needs

· Provider responding to requests for “release of information” for other purposes

Several years ago, the Massachusetts Medical Society was frustrated that referral letters often contained limited information needed to continue the care of the patient. The society decided to work with the standards development organization ASTM International to develop a content standard that would be suitable for referral letters. This became the Continuity of Care Record (CCR) standard, available from ASTM International (www.astm.org) under the designation ASTM E2369 Specification for Continuity of Care Record. 

This content specification was widely acknowledged as an important work. PHR vendors found the content specification suitable as the basis for PHR content. The federal government also took an interest in the CCR, and recommended that the standards development organization Health Level Seven (HL7) develop a transport protocol for the content. HL7 already had developed its Clinical Document Architecture (CDA). This is a document markup specification that enables indexing of scanned images in a standard manner, as well as a standard structure for information recorded in XML (eXtensible Markup Language) for exchange in Web services architecture. 

The combination of the CCR and CDA is now referred to as the Continuity of Care Document (CCD) and provides both standard content and structure for the exchange of health information. 

Extent of Use
Today, the CCR content standard is used by many PHR vendors, in some cases in the CDA format, although in many cases simply as a means to structure templates to capture the standard content. HL7 reports that the most popular use of the CDA itself and the CCD where the content and structure are coupled, is in countries with well-established health information exchange (HIE) structures, such as Finland, Greece, Germany, and Israel, and in pilot HIE in Canada, Japan, Korea, Mexico, Argentina, and other countries. The US Military Health System is also an important user. Within the US, the largest single producer of CDA may be the Mayo Clinic. 

As more HIE organizations form and start exchanging information beyond laboratory data or other pieces of information, the CCD will play a prominent role, as it has in other countries. 
Continuity of Care Record Content

The following table provides a conceptual model of the CCR and its content.

	Core Elements of CCR from ASTM E2369
	Optional Extensions

	1. Document identifying information
	

	2. Patient identifying information
	

	3. Insurance and financial information
	Eligibility, co-payment, etc.

	4. Health status of patient

  - Diagnosis/problems/conditions

  - Adverse reactions/alerts

  - Current medications

  - Immunizations

  - Vital signs

  - Lab results

  - Procedures/assessments
	Medical specialty-specific information

Disease management information

PHR information documented by the patient

	5. Care documentation
	Medical specialty-specific information

Disease management information

Institution-specific information

Care documentation for payers (i.e., attachments)

PHR information documented by the patient

	6. Care plan recommendations
	


CDA Structure

CDA is a document markup specification. As a document existing outside of a (standard HL7) message, it can include text, images, sounds, and other multimedia content. The CDA specification defines a multi-level structure where each level is derived from a more basic level. Levels refer to varying degrees of required markup granularity and specificity, shown in the table below.

Even if you are not familiar with XML coding, you can see in the table that each level contains progressively more information. CDA at Level 1 only identifies the type of document. At Level 2, a document type describes the vocabulary (V) type and information type, being a string of narrative (S)/. And at Level 3, the string of narrative is explicitly coded. 

Most importantly as a potential EHR user, know that Level 1 and Level 2 aid in indexing documents, where Level 3 supports structured data.
	
	Granularity and Specificity
	Example of XML format

	Level 1
	Header of Document 
(type of document)
	<section>

 <caption>Assessment</caption>

 <content> Asthma, with prior smoking history. </content>

	Level 2
	Body of Document

Narrative assigned a document type code (e.g., assessment, operative report, progress note)
	<section>

 <caption>Assessment</caption>

 <caption_cd V=”11496-7” S=”2.16.840.1.113883.6.1”/>

 <content>Asthma, with prior smoking history. </content>

	Level 3
	Coded Data

Additional markup enables clinical content to be formally expressed per the HL7 Reference Information Model (RIM) (e.g., Assessment includes “Asthma,” “with prior smoking history”)
	<section>

 <caption>Assessment</caption>

 <caption_cd V=”11496-7” S=”2.16.840.1.113883.6.1”/>

 <content>

 <content ID=”String001”>Asthma</content>, with prior 

 smoking history. 

 </content>

<coded_entry>

 <coded_entry.value ORIGTXT+”String001”

 V+”D2-51000” S=”2.16.840.1.113883.6.5” />

</coded_entry>
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For support using the toolkit

Stratis Health ( Health Information Technology Services

952-854-3306 ( info@stratishealth.org
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