Patient Authored Document Implementation Guide

Use Case: Patient Completes Pre-visit Documentation

	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. 
· A HIE capability 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 man whom had been referred to a dietitian by an ER doctor who had treated Adam for a possible heart attack. The diagnosis turned out to be indigestion, but in noticing a significant weight gain over a three-year period, the doctor recommended that Adam consult a dietitian.
· Adam made an appointment with the dietitian. He knew she would ask him the many questions he always got asked when he went to a new provider. He was tired of repeating the same information over and over, so Adam decided to utilize the information he had recorded in his PHR service. 
· Adam called the Dietitians office to find out how he could share his information electronically.  The office manager explained that he could e-mail a standard Continuity of Care Document (CCD) using the secure Direct e-mail capability in his PHR to request the pre-visit form.  The form would be pre-populated using the provided information and returned to him securely in his PHR inbox.  He would then only need to complete any items that could not be prepopulated and submit the form.  
· Adam was pleased to see how his time investment in entering his information was going to pay-off, but he wasn’t comfortable sending his entire health history, just to get the pre-visit form filled out.  
· Luckily, Adam’s PHR had a function which allowed him to select a subset of information typically needed to fill out a pre-visit form, by sending the minimum required data set for this type of activity, Adam felt more comfortable exchanging her information in this new way.
· When the form came back, most of the data was filled in.  Adam was able to quickly review the form and add responses to the couple of empty fields that were still required.  The form even allowed him to indicate his main issues to cover with the provider at his upcoming visit. 
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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
	The Dietitian
	

	DataEnterer
	Not used.
	

	Participant
	Not used.
	

	Custodian
	Adam’s PHR provider FBO Adam Everyman
	

	relatedDocument/ ParentDocument
	The CDA represent the then current state of the PHR at the time the pre-pop CDA was created. Might the XDSMS-Referral CDA be the parent Document in this use case?
	

	documentationOf/ ServiceEvent
	Could this encode information about the up-coming scheduled appointment?
	

	inFulFillmentOf/ Order
	Could this encode the information in the referral order?
	

	Authorization/ consent
	This could point to a patient’s consent document which is in place at the time of this information exchange.
	

	ComponentOf/ EncompassingEncounter
	Could extracts from this PHR possibly be part of an encompassingEncounter?  In terms of achieving a positive health outcome from the education provided during the ER encounter, would we want to show this as associated with that encounter?
	This becomes a question of how to identify an encounter.


  

