Patient Authored Document Implementation Guide
Use Case #1: Nutrition and Diet
	Use Case Information

	Actors
	Patient, Family Member, or Caregiver

	Assumptions
	· Patient is on an oral diet (not naso-gastric feeding or total parenteral nutrition). 
· Patient is free-living. 
· There is no software calculating the analysis of the patient’s nutrient intake. 
· The PHR/Portal can calculate BMI (Body Mass Index) from the patient’s entered height and weight. 

	Outstanding Issues
	· When is this information to be created  vs. sent? 
· How frequently is this information forwarded to the provider eg.  Is this information sent each instance, or is it bundled up as a digest at less frequent intervals? 

	Scenario
	· Eve Everywoman is an obese female who is interested in losing weight. She is documenting detailed information about her dietary intake and eating habits so that she can share this with her health care providers (physician, dietitian).
· She has entered her height and records her weight daily into the PHR/Portal.  The PHR calculates her body mass index (BMI).  Weight and BMI trends are displayed graphically.
· She documents her vitamin and mineral supplement intake and tracks on a daily basis where she is eating her meals. 

· She states her personal goals and progress towards those goals.
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