Patient Authored Document Implementation Guide
Use Case: Patient Documents Health History

	Use Case Information

	Actors
	Patient (Adam Everyman)
PHR System

	Assumptions
	· This is a document that can be added to, or where items can be deleted. 
· The PHR enables creation of a 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 an ER where it was determined that he 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 him about stress management.   Noticing a significant weight gain from 3 years ago when Adam 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 he was open to making some changes. 
· 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 creating his privacy and consent policy which controlled the sharing of his information.
· He then entered 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.
· When he was done, he generated a document  which captured a snapshot of this PHR at this point in time. 
· It took a while to enter all the information but Adam could see that this was beneficial because after entering it once, he would never have to do it again. From this point forward, he will only need to add information about what is going on with his health in the present, and the historical record will maintain itself over time. 
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Data Elements and Attributes of Interest
	Data element
	Scenario Value
	Considerations

	RecordTarget
	Adam
	

	Author
	Adam
	

	Informant
	Adam
	

	Authenticator
	Adam
	

	LegalAuthenticator
	Adam
	

	InformationRecipient
	Adam – he is making for his own records, not intending it to go to anyone in particular.
	

	DataEnterer
	Adam
	

	Participant
	Could this be Adam’s set of doctors and his emergency contacts?
	

	Custodian
	Adam’s PHR system
	

	relatedDocument/ ParentDocument
	There is no parent document. This was the first CDA that Adam created to document his health history.
	[bookmark: _GoBack]We need to clarify this.  I don’t think the current comment matches the intention of this ActRelationship in CDA R2.

	documentationOf/ ServiceEvent
	Adam documented his whole health history, so he used his birthdate for the effectiveTime/low/@value and the current date for the effectiveTime/high/@value
	

	inFulFillmentOf/ Order
	Not used in this case.
	

	Authorization/ consent
	Adam’s consent directives.
	

	ComponentOf/ EncompassingEncounter
	Not used in this case.
	


  

