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	Use Case Information

	Actors
	Patient
PHR System, EHR System, HIE

	Assumptions
	· This is a document that can be added to, or where items can be deleted. 
· An HIE exists and health data flows between patient and provider through this information exchange mechanism.  
· The HIE has access to the Patient-controlled consent document and references it to administer the flow of data according to the patient’s available consent authorizations.

	Outstanding Issues
	·  

	Scenario
	· Adam Everyman is a 57 year old male.  He is a senior executive in the alternative energy industry. He recently had an episode of chest pain and numbness in his left arm.  He went to the ER where it was determined that Jim was not having a heart attack.  During the visit the ER doctor asked more about Adam’s work.  Adam explained the pressures of managing a growing solar energy company.  The doctor talked with Jim about stress management and noticing a significant weight gain from 3 years ago when Jim came to the ER for a tennis injury, the doctor recommended that Adam see a dietitian. 
· Adam was responsive to the suggestions because he hadn’t been feeling well for the past year and after having the scare of thinking he was having a heart attack. 
· After that experience, Adam realized he wanted to be more aware of what was going on with his health. 
· Adam decided to subscribe to a PHR service so he could begin maintaining a record of his health.  
· The process began with entering his health history into various sections of the record.
· He documented his medications, immunizations, allergies, alerts and preferences, nutrition history, social history, family history and other sections of information which together provided a complete view of his health.
· Adam made an appointment with the dietitian. He knew she would ask him the same questions he always got asked when he went to a new provider. He was tired of repeating the same information over and over, so this time Jim subscribed to a PHR service and wrote his information down. Now, he’ll never have to do that again.  From this point forward, he will only need to add current information and the record will maintain itself over time. 
· He went to the dietitian and she worked with him to develop a new plan for Jim’s eating an exercise.  Jim used his PHR to log and review his calorie intake and output.  He enjoyed seeing his stats each day and see the progress curves inspired him to stick with his new wellness plan. Before his followup appointments he used a special Direct e-mail account that came with his PHR to mail a copy of his latest PHR extract to his dietitian. At Jim’s next visit with his PCP, Jim explained how easy it was to interact with his dietitian and inquired if it was possible to exchange information and asked the office manager if there were possibilities for electronic information exchange with his PCP.  The office manager told Jim that the state HIE made it possible for providers and patients to share information through the exchange and she gave Jim the information about how to opt-in to participate in the exchange.  She also explained that the practice had just implemented a new EMR system which included a patient portal and she gave Jim his login information.  Jim went home and signed into the patient portal.  He was concerned because his medication list didn’t include some of the medications he was taking.   Then out of curiosity, he signed up to participate in the HIE and logged into the patient portal it provided.  Again, the list of medication he saw did not match what he was taking, and it didn’t match what the portal at the doctor’s office showed as his medication list either.  At this point john became frustrated.  He didn’t want to have to make a bunch of phone calls to find out how to get the incorrect information changed.  John soon discovered his PHR had a feature which allowed him to produce a document with his attested current list of medications.  Using his PHR, the document could be sent to request specific updates to be made to correct incorrect information in another EHR.  It even enabled John to request a return receipt to acknowledge change request was received and addressed. John made one message with his correct medication list and sent it to both his PCP and the HIE at the same time. 


Authors:  Lisa Nelson, [add your name and feel free to contribute]
Data Elements and Attributes of Interest
	Data element
	Scenario Value
	Considerations

	RecordTarget
	John
	

	Author
	John
	

	Informant
	Not used.
	

	Authenticator
	John
	

	LegalAuthenticator
	John
	

	InformationRecipient
	Two Information Recipients, one  the HIE and the other the PCP.
	

	DataEnterer
	Not used.
	

	Participant
	Not used.
	

	Custodian
	John’s PHR system
	

	relatedDocument/ ParentDocument
	If the portal viewer provided a CDA document id for the associated CDA view being shown, then John’s update request could reference that id to help the receiving system process the request to reconcile and revise the medlist in that document.

In turn, the CDA document that is returned to acknowledge that the correction was made, could reference the document created to initiate the change request.  This would ensure the request got marked as completed.
	

	documentationOf/ ServiceEvent
	This most likely would not be used.  Other CDAs, coming from care providers, would document Service Events and the information within those CDAs may be consumed by the PHR and included to update the record, but a CDA created as output of the PHR system would not have anything encoded for the ServiceEvent.
	

	inFulFillmentOf/ Order
	Not used.
	

	Authorization/ consent
	This could point to a one-time consent form that patients use to give a provider or HIE permission to modify their record to make a correction at the patient’s request. This type of consent may be initiated by the patient, but requires a second signature of the PCP before it can be enacted.
	

	ComponentOf/ EncompassingEncounter
	Could extracts from this PHR possibly be part of an encompassingEncounter?  What if we wanted to be able to count the number of encounters where a patient reported an information error that needed to be corrected? This would be an interesting quality measure.
	This becomes a question of how to identify an encounter.


  

