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	caEHR Use Case

	Title
	Level_1-Receive_and_Process_Patient_Referrals- base

	Scope
	caEHR

	Status
	Analyst Review

	FP Cross Ref
	DC.1.7.4.2 Manage Referrals

	Description
	Use case describes act of physician’s office receiving referral for treatment from a General Practitioner and request for direct management of patient.   Use Case includes processing the referral  according to practice acceptance rules.  Collect all necessary information required to create a new patient record and schedule the initial patient visit.



	Primary Actor
	Referred From Provider (General Practitioner (GP)), Referred To Provider (Oncologist), Patient 

	Other Actors
	

	Triggers
	Primary or Current Physician observation of patient condition prompts need for treatment from another provider.

	Preconditions
	· Referred From Provider needs to refer patient to another provider for a specific condition or presenting conditions.
· Patient agrees to being referred

· Referred From Provider has all pertinent patient contact and clinical information

· 

	Post  Conditions
	· Referral has been accepted by Referred To Provider 
· New Patient Record has been established in Referred To Provider's system. 
· 

	Exception Conditions
	· Patient is rejected by  Referred To Provider
· Patient referral is withdrawn prior to acceptance by Referred To Provider

· Patient declines appointment at Referred To Provider.

	Product of Value
	

	Reader Notes
	· Use case entails process steps involved in Referred From Provider requesting oncology treatement and sends to Referred To Provider's  office.  
· Referred From Provider has confirmed that Referred To Provider accepts a patient with given demographics and clinical information.
· Referred From Provider does not have access to a caEHR application
· Referred to Provider does have access to caEHR
· Written patient consent has been provided to Referred From Provider   and assumed to be included with medical record information and not separately and explicitly documented.
· Medical records release has been provided to Referred From Provider and is transferred as part of medical record information with referral.


Flow of Events
1.   Referred From Provider (GP) creates a request for oncology 
referral and sends to  Referred to Provider's (Oncologist) office
1.1. Provider (Oncologist) receives referral information
1.2. Provider (Oncologist) determines that a minimum set of required information has been received including: 
1.2.1. Contact Information(for unique identification)

1.2.2. Demographic Information

1.2.3. Insurance Information

1.2.4. Reason for Referral and stated level of expected care (i.e.  treat only  or take over management of the condition(s))
1.2.5. Provider (GP) contact information 
1.3. Provider (Oncologist
) captures and validates patient information
1.4. Provider (Oncologist) contacts Insurance company for coverage eligibility and details of coverage
1.5. Provider(Oncologist)  and clinical personnel 
review information for acceptance criteria
1.6. Acceptance decision is made
1.7. Provider (Oncologist) or their delegate, contacts Provider (GP) () to confirm acceptance

1.8. Patient Medical Record 
is accepted in Provider's (Oncologist) eHR system
1.9. Clinical information that is available is captured into the patient’s medical record 
1.10. Patient is contacted for scheduling

1.11. Appointment is scheduled
1.12. Provider 
(Oncologist) communicates that the Patient Medical Record is ready for review by their clinical staff

2. Provider
 (Oncologist) and Patient have initial encounter

3. Provider (Oncologist) evaluates Patient’s condition, treatment plan
, current statistics, requests diagnostics

4. Provider (Oncologist) creates  treatment plan
5. Patient is treated, outcomes documented
6. Flow returns to any of the above steps or patient is released from cancer treatment

Narrative
	Step
	Business Narrative

	



1.1-1.12
	Eve Everywoman is a 47 year old woman who has recently discovered a lump in her breast during a self exam.  Eve visited her Primary care provider, Dr. Primary, who ordered a mammogram and ultrasound which subsequently returned suspicious
.   Dr. Primary decides to refer Eve for a surgical consultation with Dr. Carl Cutter, a breast surgeon, for evaluation of the lump and the abnormal imaging.  The Dr. Primary incorporates all relevant clinical, demographic and financial information from the Electronic Health Record (EHR) into the referral request and sends the referral using an electronic referral service to Dr. Carl Cutter. If electronic referrals are not available, then the information may be faxed to Dr. Cutter. 
Dr. Cutter’s registrar receives referral, reviews patient information and a decision is made to accept Eve as a patient.  The office of Dr. Carl Cutter calls Eve Everywoman to schedule an appointment and directs her to the practice’s website where Eve will be able to complete online "new patient" forms including  Patient Information Sheet, Medical History, a list of current medications and Privacy Practices/HIPAA form.  These forms have been prefilled with the information from Dr Primary, so Eve only has to edit or verify existing data.    If the patient has a Personal Health Record (PHR), the patient may request that the relevant information be automatically transferred from the PHR to Dr. Cutter's EHR system.  If the patient does not have access to the internet, then the printed forms may be mailed to the patient for her to complete and bring them with her to her appointment.  



Change Log
	Ver
	Author
	Date
	Comment

	1
	W. Dumais
	11/20/2009
	Review and Vet with DE Team

	1.1
	W. Dumais
	2/16/2010
	Move text into new format, merged narrative storyboard with pre-existing generic version.

	1.2
	W. Dumais
	2/18/2010
	Cleaned business narrative according to 2/17/09 DE team discussions.  Built in precondition/post-condition/reader note sets – they have yet to be reviewed and vetted- additions since DE meeting are in maroon text

	1.3
	W. Dumais
	3/22/2010
	Removed duplicate sections of form, removed colored text and replaced specific roles with ‘referred to provider’ role label.  Reconciled this UC with similar in the Level 1 Drafts folder which was archived.

	1.4
	W. Dumais
	3/24/2010
	Addressed open questions and wording corrections with review at 3/24 DE team meeting.

	1.5
	H. Stevens
	3/29/2010
	Analyst review.

Outstanding questions regarding use of action verbs, use of "GP" for General Practitioner, alignment of narrative to FP Storyboard (as approved by DE team). 


�Too specific for Level 1


�Wouldn't these be covered under Consult?   I would think only options are "co-manage "or "manage".


�Wouldn't this be the Oncologist's Registrar?  Would this be another Actor?


�Does this need to be a specific Actor?


�Is this appropriate for a Level 1?   Could be electronically. 


�If this is an electronic referral – then a temporary patient record will have been created as part of 1.3 – 


Suggest use of "Accepted" instead of "established" to indicate the possible change from temporary to permanent. 


�Confusion over the actor again – would this be the Oncologist – more likely the Registrar. 


�From this point down I think is beyond the scope of this UC – see Post Conditions above. 


�Treatment Plan does not exist yet – unless it is the GP's treatment plan which I think is unlikely. 


�Aligned to approved FP narrative.   
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